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l\~INISTRY. OF HEALTH ACT,' 1919. 

REPORT 
OF THE 

mISH PUBLIC HEALTH COUNCIL 

ON THE . 
PUBLIC HEALTH AND MEDICAL SERVICES IN IRELAND. 

To THE RIGHT HONOURABLE THE CHIEF SECRETARY FOR IRELAND. 

SIR, 
(I.) Following on our appointment as members of the Irish Public Health Council, Terms of 

we were requested by your predecessor in office to formulate proposaIso, with a view Reference. 
to the submission to Parliament of an Irish Public Health Blll, which wQuld, inter 
alia, place the public health services in Ireland on a wider and more compre-
hensive basis, an,d, where necessary, make mandatory on the local health 
authorities the various adoptive and permissive health enactments. 

We now desire to submit, for the consideration of the Irish Government, this 
our Report on the existing defects in the public health and medical services in Ire
land, together with our proposals and recommendations for the reform of these 
services. 

PRELIMINARY. 

(II.) During the course of our deliberations, we have given careful consideration 
to the recommenda.tions made by the Viceregal Commission on Poor Law Reform 
(1906) ; by the Royal Commission on the Poor Laws (1909) in so far as they relate to 
Ireland; and by the Departmental Committee appointed in 1913 to consider the 
question of the extension of the system of medical benefits to Ireland. 

(III.) We have also had in mind the representations made last year, to your DeputatIons. 
predecessor, by the deputations representing the medical profession in Ireland, 
on the subject of the reorganisation of the medical and health services in Ireland, 
and we have had an opportunity of hearing at fuller length the considered views of 
the representatives of the Irish Medical Committee on the sam~ subject. 

The representatives of Approved Societies in Ireland also appeared before 
. us, and urged with much force that medical treatment should be provided in Ireland 
for insured persons and, if possible, for their dependents. 

A deputation from the Irish Division of the Medico-Psych01ogical Association 
attended before us, and enumerated the defects in the existing system o~ treatment 
and care of mental diseases, and submitted certain proposals for the reform of the 
system. 

In addition, representations have been made to us from time to time by public 
bodies and organisations drawing attention to various defects in the present public 
health and medical services of Ireland, and suggesting how these defects might be 
remedied. 

(IV.) From our own knowledge and examination of the subject, and from Reforms 
a careful analysis of the views and representations laid before us by the interests necessary. 
concerned, we are of opinion that reforms are urgently needed in the existing medical 
and health servi6es in Ireland generally, and particularly in the following respects. 



Lack of 
co-ordination in 
central control 
and local 
administration. 

Central control. 
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(V). In the first place, there appears to us to be a considerable lack of co
ordination, and a certain amount of overlapping, both in the central control and in the 
local .administra~ion of the public health and medical (including Lunacy and 
Vetennary) serVIces. 

As regards the system of central control, there are several Departments in 
Ireland dealing, more or less independently, with health matters. 

The Local Government Board for Ireland is the principal Health Authority 
~ the country, and controls t4e activities of:-

(a) Boards of Guardians'in relation to the administration of the Dispensary 
Medical System and of Union Infirmaries and Fever Hospitals; 

(b) Rural and Urban Sanitary Authorities, in the administration of the 
Public Health Acts, &c.; and 

(c) County Councils, in so far as their functions relate to County Infirmaries' 
and Sanatoria, the treatment of special diseases, and the medical 
treatment of school children, &c. 

The. Irish Insurance Commission plays an important part in the central control 
and a4ministration of sickness, disablement, sanatorium, and maternity benefits. 
This Department is also charged with the administration of domiciliary medical 
treatment of discharged disabled soldiers, sailors, and airmen. 

The Inspectors of Lunatic Asylums supervise the administration of the Lunatic 
Asylums in Ireland. 

The Registrar-General of Births, Deaths, and Marriages in Ireland is responsible 
for the preparation of statistics intimately relating to the health conditions of 
the people, and in such capacity it seems anomalous that his Department should be 
dissociated from the other Health Departments. 

Finally, the Office of the Chief Secretary for Ireland is responsible for the 
. administration of certain Acts of Parliament, such as the Anatomy Acts, which have 

a direct bearing on the education of the medical profession and on surgica~ 
efficiency. 

Local (VI.) Turning to local administration, we find even a greater lack of co-ordi 
administration. nation. 

Boards of Guardians are, under the Poor Law and ~ledical Charities Ac~l 
entrusted with the local administration of the Union Infirmaries and Fever Hospita~ 
and of the Dispensary Medical Service. 

The Sanitary Authorities are vested, under the Public Health Acts, with tu 
local administration of sanitary enactments and of ~aternity a~d chil~. ~elfa~ 
schemes,. and also with functions relating to the prOVISion of hospltal facilitIes. 

Finally, the County Councils are either responsible for, or have c~rtain functioI 
in connection with the administration of County Infirmaries, Sanatona, and Lunat 
Asylums. In addition to those functions, County Councils have, by reC!J 
legislation, been entrusted with the local administration of schemes for the medic 
inspection and treatment of school c!ddren, and for the treatment of tuberculOf 
and venereal disease. 

Accordingly, there has grown up an enormously complicated system of l~ 
health administration, the result of which is that few persons, apart fro~ the offic~ 
directly concerned, understand the system or from what sources adVlce. or assJ 

anae in regard to hospital treatment, or to '1 ~~stions pertaining to public heal 
generally, can be obtained. 
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(VII.) Apart from the grants for the Dispensary Medical and Public Health Government 
:8ervices, there are four Government Grants in aid of the expenses incurred by Grants. 
local authorities in carrying out special Medical Services. Three of these grants 
are on a basis of half the net expenditure, and in the other case the grant is three-
fourths of the net expenditure of the local authority concerned. The grants in 
aid of maternity and child welfare schemes are administered by Urban and Rural 
Dhtrict Councils, while those in aid of the medical inspection and treatment of 
school children and of the treatment of tuberculosis and venereal disease are 
administered by County and County Borough Councils. It is regrettable that the 
administration of all these grants is not in the hands of the same body. 

Furthermore, the only one of these special services which is mandatory is that 
·devolving upon County and County Borough Councils in regard to the medical 
inspection and treatment of school children. In many cases local authorities 
have neglected to formulate schemes for carrying out the other services, and they 
'thereby deprive the inhabitants in their areas of the benefits of these valuable 
,services for which there are such substantial grants available. It will thus be seen 
that while a Council of a County is required to put into operation a scheme for the 
medical inspection and treatment of school children, the Urban and Rural District 
'Councils in that county may refuse to undertake any duties in connection with ma
ternity and child welfare schemes. The benefit to be derived from one of the 
services will be less, and the cost will be relatively greater, if it is not carried out in 
·conjunction with other kindred services. It is obvious that all these services 
·could be carried out with more efficiency and economy if they were co-ordinated 
under one local authority. 

The system of keeping records would be simplified, and would be more complete 
if carried out on a County basis. The accounts would also be kept more economi. 
<lallyand efficiently, as there would be, in each County, only one person, instead 
<)f several as at present. responsible for the accountancy of health finance. 

The services of medical practitioners, nurses, &c., engaged upo~ these schemes 
could be more economically utilised if all the schemes were co-ordinated on a County 
basis. 

(VIII.) The next matter to which we ",ish to draw attention is the Dispensary DISpensary 
Medical System. Tliis system, which was established under the Medical Charities :M:e~cal System 
Acts n~arly seventy years ago to meet the peculiar economic situation that then reqwres . 
-exi$ted, has no doubt fulfilled a very useful purpose in the past, but it appears to re-modelling 
us that for more modern conditions it requires to be wholly reorganised and 
developed. It should be completely divorced from Poor Law Administration and 
re-modelled with a view to removing any possibility of abuse. The area of local 
control should be extended from the union to the county, and the system linked up 
with our proposed general County Medical and Hospital System. 

We will deal further on with the system in so far as it relates to the position of the 
-officers attached to it, and we merely confine ourselves at present to stating that 
we believe that the present mode of appointment of these officers and the absence. 
-of any prospect of promotion for them after appointment are elements which tend 
to discourage good men from entering the service. 

(IX.) The present hospital system in Ireland is disjointed and unsatisfactory, Hospital System 
the vario.us classes of such institutions in each county being controlled by different sh~uld be 
authorities. For example, the County Infirmaries are managed by Infirmary Com- unified. 
mittees, partly appointed by the County Councils and partly by the Corporations of 
Governors. 

The County Sanatoria and Lunatic Asylums are administered by Committees 
.appointed by County Councils. , 

The Union Infirmaries are under the management of Boards of Guardians. 

The Fever Hospitals, with few exceptions, are controlled by 'the Boards of 
Guardians, instead of being under the control of the sanitary authorities whose duty 
it is to prevent the spread of infection. 

Al 
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There is not only great need for the co-ordination of the hospital administration 
~.' .. th'l'oughout the country, but also for a simplification and unification' of the mode 
~ of' ttd~!ssJ.0n to local and special hospitals . 

..... 

Voluntary 
hospitals 
reqUIre further 
aSSIstance 

.. To o'B.i.~in admission to a hospital at present, certain formalities have to be ob
~e:ryed, Wht~~ vary according to the type of institution. 

, IJ 

In the case of County Infirmaries, the members of the Committees of :Manage
ment give the orders for the adtnission of patients. ' 

Xn the case of Union Infirmaries and Fever Hospitals,- which afford hospital 
treatment to a considerable proportion of the population, the mode of admission 
is not direct. The patient is first admitted to the Workhouse on the authority 
of the Relieving Officer, or, in case of emergency, on the authority of the Master. 
It then devolves on the Medical Officer of the Workhouse to decide whether the person 
so admitted is to be sent to the Infirmary, to the Fever Hospital, or to the body of 
the House. 

Medical practitioners have no power to gi ve orders for the admission of a 
patient to any rate-aided hospital, unless they be Dispensary Medical Officers, and 
then only in the case of a few fever hospitals under the contro] of sanitary 
authorities. 

The present system causes delay in the admission of serious cases requiring 
immediate operation, and in many cases prevents patients being sent to the hospital 
best suited to deal with the disease from which they are suffering. 

It is~ therefore, highly desirable that the general control of all rate-aided 
Hospitals, Infirmaries, Convalescent Homes, Sanatorja, Lunatic Asylums, &c., in 
each County should be co-ordinated under one County Health Authority, and that 
the mode of admission to these Institutions should, as far as possible, be simplified. 

Provision should also be made for the admission of a patient to the nearest 
suitable hospital, whether such hospital be situated in the county in which he 
resides or o,1iherwise. 

(X.) The unsatisfactory financial condition of many of the voluntary hospitals 
in the larger cities gives rise to great anxiety, and some measure of assistance is 
essential if these institutions are to be maintained in a state of efficiency. 

No prOVIsion for (XI.) The absence of any provision for medical treatment of insured persons 
medlcal has an injurious effect on the health of the working classes, and we feel that some 
treatment of syst~m such as we indicate in Part III. * should be made operative as soon as possible. 
Insured persons. 

AdoptIve Acts ' (XII.) The permissive character of the enactment~ relating to the notification 
should be of infectious disease and tuberculosis constitutes a danger to the public health of 
mandatory. the country that calls for an immediate remedy, and, consequently, we recommend 

that these enactments be made mandatory. 

UnsatIsfactory 
prOVISIon for 
research. 

General effect of 
recommenda
tions 

(XIII.) The present arrangements for research in Ireland are unsatisfactory, 
in view of the fact that there is no provision for carrying on research work in this 
country with special reference to Irish problems and conditions. 

(XIV.) Our recommendations are framed with a view to effecting :-

(a) The co-ordination, as far as possible, of the general central control of aU 
the services relating to, or ancillary to health. 

(b) The re-organisation of local health administ~ation, with a view to placing 
it, as far as possible, on a county basis; and 

(c) The reform of the medical service systeID: in Ireland, with.'i vie~ to secur?-ng 
the best possible medical and surgIcal treatment, mc1uding hospItal 
and specialist treatment, for all who are in n~ed of it; and at. the same 
time providing for the members of the medlC~l, &c., professlQns as?O
ciated with the service, adequate remuneratlO!l' reasonab~e secuz:'ty 
of tenure and definite prospects of .promotIOn, due regard bemg 
had to the funds that are or can be made available. 

* See paragraph XL. et 8eq. 
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(XV.) We are of opinion that our proposals might suitably be embodied in a __ 
Bill comprising five Parts :-

(1) Central Health Authority. 
(2) Local Health Authorities. 
(3) Medical Service. 
(4) Finance. 
(5) General. 

In conformity with this view, our recommendations are grouped under five 
corresponding heads. 

PART I. 

CENTRAL HEALTH AUTHORITY. 

(X.VL) We have already alluded to the fact that in Ireland there are at present Complete co
several Departments dealing with the administration of matters relating to or ordinatIOn II?
affecting the health of the people, and we have drawn attention to the lack of co- ~en:ral admmlS
ordination and the over-lapping of duties and interests which tend to make the ::C;~!ry 
system uneconomical and unsound. 

The scheme of medical service recommended by us in Part III., * under which 
medical treatment will be provided for Insured Persons, and for those who are 
unable to contribute, cannot be successfully and economically carried into effect 
unless there is complete co-ordination of the Departments which are concerned 
with the health conditions and with the medical treatment of the various classes of 
the community. 

Accordingly, as a first principle, we recommend that there should be complete 
co-ordination in the central administration of the medical and public health services 
in Ireland. 

(X.VII.) In the second place, we consider it a condition precedent to successful Local and pro
administration by any central health authority that th", authority should be in close feSSIOnal h I 
touch with the public bodies, the medical profession, and the various semi-official lbenterests S °tUdd 

d I .. h . d . h h I h d· . f h I represen e an vo untary orgamsatlOns t at are Intereste In t e ea t con ItlOns 0 t e peop e. In the central 

It appears to us to be essential that local rating authorities should be more 
closely associated with central health administration. 

No comprehensive scheme of health reform can be successfully instituted or 
carried out without the support of the medical profession. 

Furthermore, it seems to us desirable that Approved Societies and voluntary 
nursing and other health organisations should be directly represented on the Central 
Health Authority. 

The advantages of securing the incorporation of local interests in central 
administration are two-fold. The local bodies and organisations will be placed 
in a position to advocate directly the needs of the interests which they represent, 
and, at the same time, the central authority will be kept fully in touch with, and will 
be more likely to have the support of, public and professional opinion. 

The necessity for co-ordination in central administration and for the incorpora
tion with it of local interests has, to a certain extent, been recognised in the estab
lishment of the Irish Public Health Council; but if effect is to be given to the com
prehensive reforms "'hicb we now suggest, and which we consider are urgently 
required, it will be necessary to develop the principle considerably, and to establish 
a strong co-ordinated Central Health Authority wbich will be in close touch with 
public opinion and with the various interests concerned. 

* See paragraph XL. et seq. A 1* 

admInIstration 
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(XVIII.) The problem of applying the above principles presents considerable
difficulties, inasmuch as it involves disturbing the machinery of existing' adminis
tratIOn. '~ 

At the outset of our labours in this respect, we endeavoured to de\'ise a scheme
wh.ereby the new Central Health Authority would be concerned only ",ith the ad
ministration of purely health and medical matters, as distinct from those of an 
engineering nature, such as lighting, water supplies, sewerage schemes, &c. 

(XIX.) With this object in view, several proposals were submitted to, and con
Mdered by us, which we will now briefly indicate :-

(A) The first proposal involved the establishment of a Board of Health to which 
would be transferred :-

(1) The powers and duties of the Irish IIl8urance Comm~ssion; 
(2) The powers and dutie~ of the Local Government Board, in so far as they 

relate solely to Dispensary Medical Treatment and Public Health. 
(3) The powers and duties of the Registrar-General of Births, Deaths, and 

Marriages in Ireland; and 
(4) Certain medical and public health powers and duties of other Departments~ 

It was intended that this Board of Health should be assisted by an Adviso~ 
Council composed of representatives of public bodies and various organisationS 
interested in the health of the community. ' 

After careful consideration it appeared to us that, however desirable this pro"! 
posal might be, it would be extremely difficult to give it legislative effect, owing 
to the fact that the purely health functions of the Local Government Board under th~ 
Public Health Acts are inextricably bound up with the engineering and other mor£: 
or less technical functions' vested in the Board under these Acts. 

(B) Another scheme considered by us involved the establishment of a COI1l· 

posite Board of Health comprised partly of official and partly of non-official anc 
representative members. It was intended that this body should be entrusted witl 
the same powers and duties as indicated in the previous proposal. 

It appeared after full consideration that this proposal involved two serion; 
objections :--,-

(1) The difficulty, already alluded to, of determining and transferring the purel~ 
medical and public health functions of the Local Government Board 
and 

(2) The inexpediency of entrusting to a semi-official body extensive poweri 
of administration and consequent financial control. 

(C). To overcome some of these difficulties, a third scheme was laid befor~ 
and eonsidered by us. It contemplated the establishment of a Board similar ~ 
that proposed in the preceding paragraph (B), but the powers and duties of t~l 
composite body were prescribed, and were limited to the control of the new Medical 
Service * and other cognate matters. 

This scheme, which was put forward as a compromise, did not commend itsel 
to the Council generally, as, in addition to possessing certain of the disadvantage 
of the previous schemes, it appeared to involve the establishment of a new Departmen 
with a new staff of officials. . 

CIt (XX.) Having carefully considered these proposals and various other sugge~ 
a:.r::l~:r:ation of tions, we have come to the conclusion that, health administration having now becom 
principal Health so completely interwoven with other kindred phases of general local governmen1 
Departments a separation of the functions of central authorities would be difficult if not jmpossiblf 
necessary. and that the best practical solution is to amalgamate, under one system of centrl 

control or Ministry, the several Departments which .are now principally concern~ 
with the administration of matters relating to, or affecting the health of the COlI 

munity, and to transfer to the Ministry the health functions o~ other Department: 

• See Part III. 
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The Departments affected appear to be:-

(a) The Local Government Board for Ireland; 
(b) The Irish Insurance Commission. 
(c) The Office of the Registrar-General of Births, Deaths,- and Marriages 

in Ireland. 
(d) The Office of the Inspectors of Lunatic Asylums. 
(e) The Chief Secretary's Office; and 
(/) The Department of Agriculture and Technical Instruction for Ireland. 

The question of the amalgamation of the first three Departments appears to 
prescnt no difficulties. 

(XXI.) As regards the Office of the Inspectors of Lunatic Asylums, we are of Lunacy ad· 
opinion that lunacy administration is an essential part of the functions of a centra- mlmstratlOn 
lised health authority, and, in view of this, we communicated with the Inspectors 
on the subject. It appears to us that they are in agreement with the proposal 
to incorporate them in the Ministry, provided that their Department remains a 
distinct entity. They also recommend that locallunaey interests should be repre-
sented in th~ central and local systems of administration. 

\Ve see no objection to their conditions and recommendations, and have embodied 
them as far as possible in our proposals. 

The Inspectors point out that there are certain administrative functions now exer
cised by them, under the Act 8 and 9 Vic., Cap. 107*, in connection with the Central 
Criminal Asylum at Dundrum, which have no relation to health, and which they 
suggest should not be transferred to the Ministry. \Ve concur in this suggestion, 
and are of opinion that these functions mIght be transferred to the Pnsons Board. 

(XXII.) \Ve have also had under consideration the question of transferring Vetennary 
to the Ministry the functions of the Department of Agriculture and Technical ~em('(';, 
Instruction in relation to veterinary services. This transfer has been urged on us 
uy the Association of Veterinary Officers, with the object of co-ordinating medical 
and veterinary health services. \Ve see considerable force in the representations 
made to us in this respect, and consider that it would be desirable to have a Veterinary 
Section attached to the Ministry. However, in view of the strong representations 
made to us by the Department of Agriculture, protesting against the transfer of 
their veterinary functions, we feel reluctant at present to recommend that the 
proposed Irish Public Health Bill should include any specific provision for such a ' 
transfer. 

(XXIIL) As regards the functions now exercised by the Chief Secretary's 
Office under the Anatomy and Cruelty to Animals Acts, we consider that these 
should be transferred to the Ministry. 

(XXIV.) Our recommendation, accordingly, is that there should be established Estabhshment 
a Ministry of Health for Ireland to which should be transferred :- of a l\hmstry of 

Health for 
(a) All the powers and duties of the Local Government Board for Ireland. In'land 

(b) All the powers and duties of the Irish Insurance Commission. 
(c) All the powers and duties of the Registrar-General of Births, Deaths, 

and )Iarriages in Ireland. 
(d) All the powers and duties of the Inspectors of Lunatic Asylums, subject 

t<;> the exception specified in paragraph XXI. 
(e) The powers and duties of the Chief Secretary for Ireland under the Anatomy 

Act, 1832, and the Cruelty to Animals Act, 1876. 

(XXV.) \Ve recommend also that power should be given to transfer from time 
to time to the :\Iillistry. by Order in Council. such powers and duties of other Depart
ments as it may be considered desirable so to transfer. 

• Ce-ntTal Criminal Asylum (Ireland) Act, 1845. 
,\2 
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Under this category might be included the transfel' of ;--.. 
(i.) any powers and duties of the Department of Agriculture and Technical 

In;struction for Ireland in relation to Yeterinary medical services; 

(ii.) cerfain medical functions now vested in the Home Office under the }"ac
tory Acts; and 

(iii.) the medical functions exercised by the Ministry of Pen~ions. 

It would also appear desirable to make provision in the Bill for transfelTing, 
from\time to time, by Order in Council, from the Min~stry such powers and dutiel'l 
as might be more properly exercised by other Departments. 

OrgarusatlOn of (XXVI.) As regards the organisation of the :\Iinistry, two proposals have been 
ne,~.Central considered by us, each of which is supported by a considerable bodv of opinion 
Authonty III the Council. • 

In the circumstances, we think it desirable to specify the two l'.>('hemcs bridlv, 
and to indicate in an Appendix* the names of the members who support ench schen1c 
respectively. 

(A) The first proposal involves the establishment of a :\Iinistry of Hf'alth for 
Ireland, more or less on the lines of the English model. 

In this case, the Chief Secretary, in accordance with constitutional requirC'llll'nts, 
would be Minister of Health. 

Under him there would be a permanent Vice-President in charge. 

The Ministry might be organised somewhat as follows ;-

MINISTRY OF ,HEALTH (IRELAND). 

Poor Law Branch. 
-Local Govermnent Branch. 

E-i 
Z 

LOCAL GOVERNMENT 
MENT. 

DEP ART- - - Housing Branch. 
-Old Age Pensions Branch. 
--Audit Branch, &c. 

~ ~ -lIedical Branch. 
E-! ti3 MEDICAL DEPARTMENT., ____ I-Public Health Branch. 

I 
J Health J Council. CIl_~ _ - Lunacy Branch. 

1-1 ~ 
~ ~ -Veterinary Branch. 
~' : 

~ o 
1-1 
:> 

HEALTH INsunANCE DEPARTMENT-National Health Insurance, &c. 

I-l\iedical and Vital Statistics. 
REGISTRATION ~EPARTMENT -- -Death Certification, &c .• &c. 

Each Department should be in charge of a Commissioner who would be re
sponsible for the work of his own Department, and would have access to tl].e :lIinister 
through the Vice-President. 

In the cases of the Local Government Department, the :lledical Department 
and the Insurance Department, it would also appear necessary that there should be 
other Commissioners (in charge of important Branches or Groups of Branches) 
associated with and subordinate in each case to the Head of the Department. 

In case-where a matter involves joint decision on the part of the Heads of two 
or more Departments, such matter should, in case of disagreement, be referred 
for decision to the Vice-Pre~ident, or to the Minister, through the Vice-Pl'e&ident. 
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II 

(B) The alternative proposal involves the establishment of a Central Health 
Authority constituted as follows :-

PRESIDENT. 

(The Chief Secretary for Ireland.) 
I 

A Board of Health, consisting of a Chairman and per
manent members (to be called Commissioners) transferred 
fr6m the Departments affected. 

The members of the Council who support this proposal believe that the Board 
system is more suited to present Irish conditions than the system which obtains in 
England, where all the executive power is centred in one individual under a Minister. 
They represent that in England each Department has its own Minister who attends 
daily at the offices of the Department; and who, having no other offiCial functions, 
i~ able to devote his entire time to guiding the policy of the Department and deciding 
"uch questions of administration as are of sufficient importance to be laid before him. 
In Ireland, where one Minister (the Chief Secretary) 1,lnites in his person the duties 
of several Ministers, it would be impossible for him to devote his attention to any 
one Department, with the result that he must leave to the permanent heads very 
wide powers, and be content to act on the report of his subordinates. The effect 
would be, in their opinion, if the English system is followed, to give to the permanent 
head such powers as it would be undesirable to concentrate in one person. 

On the other hand they feel that a Board of co-equal members, with a per
manent Chairman to co-ordinate the work, will assure the Minister that all decisIOns 
arrived at on administrative matters are the considered opinion of a number of men 
with collective responsibility. 

:,From the point of view of the Irish public, they believe that the Board system 
is more likely to be looked upon with favour when it is recognised that the Board is 
:-:0 constituted as to carry weight with every interest affected. 

They also feel that it possesses advantages from the point of view of adminis
trative efficiency and economy. The preparation of the estimates for what ",-ere 
previously separate services will be the work of one body, whose duty it will be to 
adjust the requirements of the different sections, to prevent overlapping, and to 
effect economies. The Minister and the Treasury will know that the estimates 
have been rigorously scrutinised by the members o(the Board, with a view to seeing 
that no particular section will receive ,mote than its just share of public money to 
the detriment of the other sections. 

Finally, they desire to point out that, in framing the Bill for the establishment 
of a Board of Health for Scotland, the difference between the Scottish and English 
eonditions was fully reeognised, and the Board system, such as they advocate, 
adopted. 

(XXVIT.) The general policy and principles of admini~tration of the public Health Council 
health and medical services, and of all activities of the. Ministry directly concerning 
health under either of the systems indicated above, should be subject to the general 
('ontrol and direction of a Health Council comprising representatives of the local health 
a uthorities, of the medical and allied professions, and hf other organisations con-
e('rned "ith medical and health services. The Commissioner in charge of th(' 
Medieal Department should be Chairman of the Council. 

Questions relating to the general system of appointment, promotion, &c., of the 
officers in the medical and public health service, and all matters of principle in regard 
to the medical treatment of insured and poor persons should be referred to the 
Council. 

Questions involving new legislation upon medica:l and health 11lattel~, and also 
q IlClstions relating to research should come before the Council. 

A 2* 
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As regards the constitution o~ the Council, we suggest that it might ('ompnse :_ 

Six Representatives of Local Health Boards. * 
Four Representatives of the Medical Profession. 
One Representative of the Dental Profession. 
One Representative of Veterinary Surgeons. 
One Representative of Nurses; and 
Two representatives of Approved Societies. 

The Ministry should be empowered to frame Rules governing the election 
and term of office of the members of the Council, and also in relation to the pro
ceeMings of the Council. 

As already suggested, the Commissioner in charge of the lIedical Dcpaltlllcnt 
of the Ministry should be permanent Chairman of the Council, and should ha,'c the 
right to give a casting vote in case of equality of voting. 

We consider that it would be mutually advantageous to the llinistrv and tire 
Council if Commissioners in charge of other Departments or Branclws were 'permittcd 
to attend the meetings and .take part in the proceedings of the Council, but we think 
that it would be expedient that they should be precluded from voting at the meetings, 
as it might prove embarrassing for them to administer a policy against which they 
had recorded a vote, and vice versa. 

(XXVIII.) The Council should also be empowered, \\ith the concurrence of the 
l\finistry, to establish from time to time small Committees, composed partly of 
members of their own body and partly of other persons, to deal with Rpt'cial and 
technical subjects such as research, tuberculosis, lunacy, &e. 

If it is considered advisable, the other Departments might also be empowered 
to establish consultative Councils or Committees on the same lines, to advise on 
matters relating to the wor1{ of their particular Departments. 

Provision should be made for ensuring that the members of these ('oun{'il~ 
and Committees are adequately remunerated for their service to tIl(' l1ini:-.try. 

(XXIX.) We presume that the staffs of the existing Departments concernC'd 
in our proposals will be retained as far as necessary, and that their existing rights and 
interests will be safeguarded. 

vVe anticipate that, consequent on the proposed amalgamation, there will be 
some scope for economy and reduction of staff; and we think it desirable to recom
mend that suitable financial provision should be made for any officers pr£'judicially 
affected by the change. 

PART II. 

LQCAL HEALTH AUTHORITIES. 

(XXX.) Attention has already been drawn to the absence of co-ordination in the 
local administration of the public health and medical services of the country, due to 
the fact that in each County there are several more or less independent authorities 
charged with public health and medical functions. 

In addition to this defect, many of the areas of administration are so 
rC8tricted as to prevent proper and efficient service being rendered. Tn t~e fir~t 
place, the authorities responsible for the administration of the health servICes III 

these small areas are frequently deterred from undertaking necessary .refor~s through 
the fear of imposing an undue financial burden on the ratepayers ill their areas. 
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Secondly, it is posbible that an enterprh,ing sanitary authority may find its 
ctIurts at reform or improvemcnt neutralised by the indifference or inactivity of the 
authority of an adjoining district. 

Finally, under the prm,ent system the administration of the public health 
service in a district cannot be carried out on broad comprehensive lines, as the effi· 
ciency of thc service largely depends on the Medical Officer concerned, whose func· 
tions and interests are confined to the district, and whose activities are corre· 
spondingly prescribed and limited. 

Infection and disease have little, if any, relation to arbitrary administrative 
boundaries, and it appears to us that wider and more uniform areas of local control 
and administration are essential, if the health and medical services of the country 
are to be placed on a proper footing. 

. (XXXI.) We accordingly strongly recommend that the local unit of adminis- The County 
tration for all matters pertaining to health and medical services should be the County should

f 
t th~ 

or County Borough, as the case may be, and that in each County and in each County ~~~str:~on. 
Borough there should be established a Board of Health which should be the adminis-
trative health authority for the area concerned . 

• 
(XXXI!.) 'Ve also consider it desirable that in each County and County NeceSSIty for 

Borough there should be a County Medical Officer of Health, who would act as ~;'rg /~ffity 
Medical Adviser to the Health Board, and who would be generally responsible to of

e H~:lth. cers 
the Board for the supervision of the public health and medical services in the County 
or County Borough. 

(XXXIII.) Before dealing with the constitution of the Health Boards, it runftions of 
appears desirable to specify what their precise functions should be. ~~:rd~ealth 

In the first place, they should be entrusted with the local administration of the 
system of medical treatment of insured persons and of poor persons either at their 
homcs, at clinics, or dispensaries, or in the public hospitals and other kindred insti
tutions. 

They should also control the treatment of persons in their respective areas 
who are suffering from tuberculosis or from mental or other special diseases. 

Finally, the Health Boards should be entrusted with the local administration 
of schemes for the medical treatment of expectant and nursing mothers and f)f young 
children, as well as of schemes for the medical inspection and treatment of school 
children. 

In order that these services may be fully correlated and satisfactorily carried out, 
it appears to us that the whole system of hospital and institutional treatment 
of the sick in each County and County Borough should be co-ordinated under the 
Health Boards. To give effect to this, it will be necessary to transfer to the Health 
Boards or to Committees appointed by, and subordinate to them, the managem~nt 
of County Infirmaries, District Hospitals, Sanatoria, Lunatic Asylums, Public 
Convalescent Homes, &c. 

This will involve the abolition or re-organisation of Infirmary Committees, 
Tuberculosis Committee~, Insurance Committees, AsyluIll Committees, &c. 

As the Health Boards will take over the functions of the present Insurance 
Committees, except those relating to deposit contributors, we recommend that 
these Committees be abolished, and that the administration of sickness, disablement 
and maternity benefits for deposit contributors be transferred to the Minis~. 

It is uesirable that the management and control of union infirmaries and fever 
hospitals should, as far as possible, be transferred from Boards of Guardians to the 
Health Boards in order that the whole hospital system in each COWlty and County 
Borough may be linked up under one system of ontcrol. and freed from association 
with Poor Law administration. 

A3 
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We realise that this transfer cannot be effected by a general provision, owing 
to the difficulty, in many cases, of separating the union infirmary from the work
house as a whole; but, in some cases, it will be possible to utilize as district hospitals 
existing workhouse buildings which are no longer required for Poor Law purposes 
while in other cases, where the Poor Law hospitals or infirmaries cannot be separated 
from the workhouses, the Health Boards should be empowered to provide such 
other hospital accommodation as may be required. 

Accordingly, it appears to us that provision should be made for tran~ferring 
the~e Poor Law institutions to the Health Boards from time to time, by Order in 
Council. 

\ 

Similarly, in the case of the other Institutions referred to above, it would seem 
desirable to provide for their transfer by Orders in Council applicable to particular 
counties or even to particular institutions or Committees. 

It would be possible to make provision in these Orders for the future control 
and management of the various institutions transferred, due regard being had to 
the preservation of existing rights and interests. 

(XXXIV.) (I). Turning to the preventive side of public health administratioh, 
we think that the principles of the co-ordination of administration and of the 
widening of the areas of control already alluded to, can best be effected by reducing, 
as far as possible, the number of sanitary authorities in each County. 

Excluding County Borough Councils and Port Sanitary Authorities, thero aro 
304 sanitary authorities in Ireland, i.e., 94 urban authorities and 210 rural 
authorities. 

(a) So far as public health administration in rural areas is concerned, it appearl:l 
to us that there would be little difficulty involved in, and considerable advantage to 
be derived from, the transfer to County Health Boards of the powers and duties of 
rural sanitary authorities. 

(b) As regards urban sanitary authorities, we realise that, al:l these bodicl:I arc 
'Separate rating authorities, and possess, under the Public Health and local Aetl:l, 
extensive powers of a purely local nature, it would not, perhaps, be practicable or 
expedient at present to transfer all their public health functions to County Health 
Boards, especially in the case of the larger urban areas. 

At the same time, we are of opinion that the system of public health adminis
tration in urban as well as in rural districts should, as far as possible, be co-ordinated 
under a county scheme. Doubtless, a certain measure of co-ordination will be 
derived from the inclusion of Urban Medical Officers of Health within the scope 
of the Irish Medical Service under our proposals in Part III. Nevertheless, we 
would further suggest that provision should be made for transferring to the Health 
Boards, by agreement or otherwise, the public health functions of the Councils of 
smaller urban districts, i.e., of districts with populations of 5,000 and under. 

In the meantime we recommend that the following powers and duties of all 
Urban Sanitary authorities be transferred forthwith to the County Health 
Boards :-

(i) In regard to maternity and child welfare schemes under the Notification 
of Births Acts of 1907 and 1915. 

'ii) In regard to the provision of hospital accommodation and facilities 
. ullder Sections 155 and 156 of the Public Health (Ireland) Act, 1878. 

(iii) In relation to the treatment and prevention of infectious disease. 

(2) The powers and duties of Boards of Guardians under the Vaccination Acts 
shou~d also be transferred to the Health Boards. 

(XXXV.) The functions vested in or tra~sferred .to the H~alth. Boards might 
be exercised by the Boards themselves, or, 10 certal!l cases, ~t f!11ght be f~und 
necessary or expedient to delegate some of these functIOns to Dlstnct Health Com-
mittees. . 
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In such cases it would be well if the approval of the ~Iinistry were obtained 
to the constitution of the Committees, in order to ensure that adequate representation 
would be given on these Committees to the councils of the rural and urban districts 
concerned. 

(XXXV!.) The above remarks and recommendations (Paras. XXXIV. and ApplIcation to 
X XX \.) apply principally to the future health administration in the County as County 
distinct from the County Borough. In the case of the latter areas of administration Boroughs, 
there should be no difficulty experienced in carrying out the principle of co-ordination, 
as each County Borough Council at present combines the functions of a county 
council and of an urban sanitary authority. Consequently, it only remains to transfer 
to the Health Board of each County Borough the appropriate sanitary powers and 
duties in respect of their area, in addition to the powers and duties of Boards of 
Guardians in relation to dispensary medical treatment and under the Vaccination 
Acts. 

(XXXVIL) Turning now to the que~tion of the constitution of the Health ConstItution :sf 
Boards, we consider it desirable that these bodies should not be unduly large, but Health Boar , 
that at the same time they should be of sufficient size to allow for suitable represen-
tation of the various interests concerned. 

The most important interest to be provided for is that of the ratepayers, and it 
appears to us that at least one-half of the number of elective members on each 
Board should be elected by the Council of the County or County Borough concerned. 

The insured persons in each County and County Borough should be adequately 
l'epresented on the Boards, in view of the fact that a considerable portion of the 
funds to be administered will be contributed by them or on their behalf. 'Ve 
suggest that they should be represented to the extent of one-fourth of the elective 
members in each case. 

The remaining elective members might be distributed as follQws:

One-eighth of the elective members to be elected by the registered medical 
practitioners resident in the area; and 

One-eighth to be elected by nursing and other voluntary health organisations 
in the County or rounty Borough. 

On the above basis, ,ve suggest that the Health Boards might comprise twenty
four, thirty-two, or forty elective members; the size of the Board in each case being 
determined by the County or the County Borough Council, as the case may be, with 
the approval of the Ministry. 

For instance, it would seem to us that a Board of twenty-four would be sufficient 
for a County like Carlow, while in the case of a large County like Cork, it might be 
considered necessary to have a Board of forty, in order to provide sufficient repre
sentation for the various parts of the County' and the interests concerned. 

In order to secure the services of other persons interested in health matters 
who may not be included in the classes referred to above, we think it desirable that 
the Health Boards should be empowered to co-opt additional members up to a limit 
of one-eighth of the number of elective members in each case. 

'Ve also recommend that the )iinistry should be empowered to frame statutory 
rules governing the election of the members of the Health Boards, and in relation 
to disqualification for membership, term of office, conduct of business, &c. • 

As regards disqualification for membership, we presume that the r~es in t~s 
respect will generally be in conformity with the Acts and Orders relatI,ng to dis
qualification for membership of County Councils, &c., but we think i~ ~e~ITable that 
part time Medical Officers, persons in Holy Orders, or regular Ministers of any 
religious deno{nination sliould not be ineligible for membership of a Health Board 
or of any Committee appointed by it. 
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County (~XXVIII.) (I) We recom~lend that in.ea~h County ~here should be a County 
Vetennar} Vetermary Officer of Health, bemg a duly qualified Vetennary Surgeon, appointed 
~!!~~~~s~ould be like ?ther Medical .Officers of Health under· the arraJ?gements for the Irish Medical 
appomted SerVIce proposed m Part III. of onr Report. ThIs officer would act as adviser 

to the Health Board on all matters relating to the veterinary services of the County. 
including meat and milk supplies, and would be responsible for the general supervision 
and carrying out of these services. The County Veterinary Officer should in each 
case be invested with all the appropriate statutory powers of a lIedical Officer of 
Health. . . 

County Nursmg (2) We also recommend that each Health Board should be required to appoint 
serVIce. <i¥trict medic!"l and surgical nurses, or to enter into agreement with voluntary 

associations for the proyision of 'such nurses under such terms and conditions as mav 
be approved by the Ministry, for the purpose of undertaking domiciliary nursing. 

Officers 

EXIstmg 
Officers 

County 
Infirmary 
Surgeons 

Under such an arrangement the various nursing services in each ('ounty would 
be linked up, and the Health Board would have at its disposal a staff of nurses avail· 
able for duty in all parts of the County. 

(3) Subject to the approval of the Ministry, power should be given to the Health 
Boards to appoint such officers (other than those referred to in Part III.) as may be 
required to fix scales of salaries and superannuation for these officers, including 
nurses; and to regulate their duties. 

(4) As far as possible the services of existing officers of Infirmary, Im,urance, 
&c., Committees should be retained, and provision should be made for compensating 
any existing officers whose interests ot rights are prejudicially affected in conse· 
quence of the abolition or reorganisation of any Committee. 

(5) As it is possible that certain Infirmary Surgeons may not desire, or may not 
be required to transfer to the new Irish Medical Service referred to in Pari III., we 
consider that provision should be made 'in the Bill for granting to them superannuation 
al1pwances based on their service, and commensurate with the duties they have been 
performing. 

Infirmary nurses (6) Provusion should also be made for granting pensions to existing Infirmary 
Nurses. 
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(XXXIX.) (1) We also, recommend that, each Health Board be required to 

provide a County Ambulance Service available for the conveyance of patient~ 
throughout the County. This would be far more economical than the present 
system of local ambulances which are in many cases obsolete in type. For this 
service the' Heal~h Boards should be empowered to enter into agreements with 
voluntary ambulance associations where such are available. 

(2) The efficiency of the public health and medical service in each County will. 
to a considerable extent, depend on the facilities for inter.communication~ an(~ we 
consider it essential that the County Medical Officers of Health should be m dIrect 
telephonic communication with the various hospitals and other kindred institutions 
in their respective Counties, and also as far as possible with the local Medical 
Officers. ' 

We accordingly recommend that the Health Boards should be empowered to 
contribute towards the cost, or give guarantees in respect of the installation of 
necessary telephone facilities in their respective areas. 

PART III. 

:\IEDICAL SERVICE. 

(XL.) \Ve recommend that the existing Dispensary system of providing medical 
treatment for poor persons be completely transformed and that, it?- lieu thereof, a 
system of medical treatment be provided (as part of the general hospItal, &c., sYbtem 
under control of the Health Boards)-

(i.) for insured persons on a contributory basis ~ a~d 
(ii.) for those who are admittedly unable to contrIbute towards the co"t of 

such treatment. 
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We also consider that the system should be extended to persons who, though not 
c0I11pulsorily insured, might equitably be admitted to the benefits of the service on 
a contributory basis. 

(XLI.) As regards the future medical service in Ireland, we are agreed that Estab1is~ent 
drastic reforms are necessary with a view to improving the conditions under which ~~ ~~ ~h . 
the members of the medical profession will be called upon to carry out the medical . e lCa • erVlee. 
treatment of the classes referred to above. 

t:}. 
(XLII.) The Vice-Regal Commission on Poor Law Reform (1906) strongly 

advocated the establishment of an Irish Medical Service paid by the State and ap
pointed as a result of competitive examination undcr arrangements made by a Central 
Authority. 

(XLIII.) The Royal Commission on the Poor Laws (1909) were unable to sub
scribe to this recommendation, on the grounds that it would be unsound to charge 
the cost of the service to the State, and that, in such circumstances, Parliament 
would not be likely to sanction a proposal depriving local authorities of a voice in 
the selection of their niedical men seeing that they would have to bear the greater 
part of the cost of the service. 

(XLIV.) No doubt the introduction in 1909 of a State Service would have 
presented the difficulties contemplated by the Royal Commission. We would, 
however, point out that since the passing of the National Insurance Act of 1911 
the State has accepted financial responsibility in relation to the treatment of the 
sick, in respect of which, up to the present, Ireland has not received her full share. 
If, as we suggest, Ireland's share of this contribution is now applied towards the cost 
of providing medical treatment for insured persons in Ireland (and if possible for 
their dependents) as well as for those who are unable to pay, it will to a great extent 
meet the cost of an Irish Medical Service and so justify the appointment, &c., of 
the members of the service being placed in the hands of a Central Authority. 

(XLV.) The advantages of such a system are so num_erous and so obvious 
that we consider it unnecessary to labour the matter. It will therefore be sufficient 
to state that under such a system (which it is hoped will offer to medical men 
inducements comparable with, if not superior to those afforded in the Royal Army 
11cdical Corps and similar services) it will be possible to obtaiIi the best men, and to 
provide for them reasonable prospects of promotion, opportunities for <;tudy leave, 
and pensions. on retirement. 

(XLVI.) The idea of a National 11edical Service was advocated by the Com
mittf:'e appointed in 1913 to consider the extension of medical benefits to Ireland. 

(XLVII.) The principle has also been considered and approved by the medical 
profession, and formed one of the recommendations made last year to your pre
decessor by deputations representing the medical profession in Ireland. 

The question of converting the Asylum Medical Sf:'rvice into a National Service 
also formed the subject of a recommendation made to us by a deputation represent
ing the Irish Division of t~e l\ledico-Psychological Association. 

(XLVIIL) Accordingly, we recommend the establishment of an Irish Medical 
i'5ervice, the members of which should be appointed by the )'1inistry as a result of 
competitive examination,. and should be eligible for promotion in the service, and 
entitled to superannuation. 

(XLIX.) (1) The service should include :-

(a) The medical and surgical staffs of the 
sanatoria., and lunatic asylums. 

county and di t . t 1 't I The clabbl'b to be 
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(6) The :\Iedical and Veterinary Officers of Health; and 
(c) The medical practitioners responsible- for the medical 
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(2) The Medical ~ervice should also be required to undertake the medical 
treatment of Government Servants in respect of whom special arrangements are now 
made, e.g., Postmen, Coastguards, &c. 

. (L.~ We feel, however, ~hat the intro,duction ?f such. a scheme may involve 
dIfficultIes, the removal of whIch would possIbly reqUIre consIderable time and further 
discussion with the interests concerned. For example, it has been represented to 
us t~at in t~e larger industrial ~reas jt may be difficult t? introduce a system of 
salanf'd medICal officers responsIble for the treatment of Insured persons resident 
If particular areas. . 

(LI.) 'Ve realise that there I~ much force in these representations, and that it 
'Y0uld not .be desirable, or perhaps possible, to deal 'Yith the problem on stereotyped 
hnes, and It may be necessary to exclude temporarily from the application of the 
scheme certain specified areas, " 

(LII.) For this reason we think that the scheme might more properly be carried 
into effect, w,holly or in part, by the Ministry after fuller consideration and in co
operation with the new Heal~h Authorities and the other interests concerned; and 
we consider that, for the present, it would be sufficient if the Bill contains a provision 
requiring the Ministry to frame a scheme for the establishment of an Irish Medical 
Service centrally appointed and controlled, and entrusted with the duties referred to 
above. 

(LIII.) The scheme should make provision for transferring to the new Service. 
as far as pOSSIble, registered medioal practitioners who are now connected with the 
medical and public health services in Ireland, and for preserving their existing 
rights. 

Power should be given in the scheme for the incorporation in the Service, with
out competItive examination, for a limited number of years, of medical men who are 
now practising amongst the classes which will be entitled to treatment under the 
new Service. The scheme should also permit of the Officers in the Service (with 
certain limited .exceptions, such as County Medical Officers of Health and School 
Medical Officers, &c.) undertaking private practice: 

(LIV.) It should also provide for the application of the scheme with modi
fications to certain specified

l 
areas wh~re it is considered that the scheme in its general 

form would be unsuitable or unworkable. 

(LV.) The scheme when framed {either in whole of in part) should, we presume~ 
be laid before Parliament for the usual period of one month. 

(LVI.) We have had under consideration the classes to be entitled to treatment~ 
bQth general and hospital, under the new Service, and whil~ ~e ar~ agree~ t?at ,the 
insured persons, and also those unable to pay, should be eligIble WIthout hmI~at~on~ 
the further question of including dependents of insured persons and also a limIted 
voluntary class presents some difficulties not altogether of a financial character. 
We, a.ccordingly, recommend that. the question of, t?e inclusion of the dePE:ndents 
of insured persons should be conSIdered by the :\IImstry~ at an early date,. I~ c~m
'mltation with the medical profession and the representatIves of Approved SOClet:e8~ 
with a view to arranging the terms and conditions of such inC'lusion. 

We are E,dtisfied that there is also a fairly large class of persons who, tho.ugh 
not insured, correspond sociall~ or industriallJ:" to the ~ns~e~ class, a?d who I?Ight 
be included as voluntary contrIbutors. The mcome lImItatIOn of thIS cl~s will be 
a matter for arrangement between the Ministry and the medical professIOn. 
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PART IV. 

FINANCE. 

(LVII.) During the course of our .deliberations we h!lve had constantly bef~re 
our mind!; t1>e finanCIal effect of the varIOUS proposals consIdered by us, as we realIse 
that it would serve no useful purpose to submit recommendatIOns which would 
involve an undue burden on the State, the ratepayers, or on other classes whose 
interests are affected. 

(LVIII.) At the same time, we are confident that we have the support ~f public Additional funds 
opinion in asserti?g that reforms in the hospital system and in th~ medICal a?d necessary 
public health serVIces of Ireland are urgently needed, and that addItIonal finanCIal 
assistance is necessary and justifiable if such reforms are to be effected. 

(LTX.) It is generally admitted that the whole hospital system In Ireland Rate-aided and 
(particularlv in the case of the voluntary hospitals in the larger cities) requires ~olun~ry 
develop1Jlent and further financial assistance. if the fullest advantage is to be r~~~~e further 
derived from it, and if suitable and adequate hospital treatment is to be available financial 
for all classes of the community who are in need of it. assIstance 

As regards the county infirmaries. which will come under the administration 
of the Health Boards,- we recommend that all eXIsting legislative financial restric
tions be removed and that the Health Boards be empowered to develop and improve 
these institutions in accordance with the requirements of their respective counties 

We have alreadv recommended that the Health Boards be vested with general 
powers and duties of sanitary authorities, includmg the power given under Sections 
155 and 156 of the Public Health (Ireland) Act, 1878, to send patients to extern 
hospitals and to paY' for their treatment, etc., at those institutions. As Section 156 
at present stands, m such case the sanitary authority can recover cost of hospital 
maintenance from the patient only, and there is no statutory liability on a father 
or husband to pay for the maintenance of his child or wife, respectively. in ·hospital. 
\Ve accordingly recommend that the words" in the case of a patient who is a 
married woman or infant, from the husband, or parent, or guardian of such patient," 
should be insetted after the words" to the sanitary authorIty" in Section 156. 

If this provision is fully availed of, it should prove a source of considerable 
angmentation to the funds of the voluntary hospitals in the larger cities, without 
imposmg an undue burden on local rates, having regard to the substantial recoup
ment that would be available from State grants. 

We also recommend that the administration of the existing State grants to 
certain voluntary hospitals in Dublin be transferred to the Ministry, and that lthe 
Ministry be empowered to supplement. the grants to these institutions and to make 
grants to other voluntary hospitals ip. Ireland, out of the funds which we recommend 
should be placed at the disposal of the Ministry from State and Insurance sources 

In our.--estimates we have allocated for this purpose an annual sum of £150000 
which amount will, in our opinion, be required if these institutions are to be ~ain~ 
tained in a proper state of efficiency. 

. (LX.) As alr~ady pointed out, we consider ~hat an ~dequate scale of remunera
tIOn must be prOVIded for the members.of the IrIsh MedIcal Service. 

(LXI.) We have worked out, provisionally, a statement of estimated liabilities Provisional 
under ?pr. s~~eme, and have endeavoured to arrive at an equitable method of meeting estimate of funds 
these l!abIhtIes. At the present stage of our work, we are not in a position to give required. 
a detaIled statement of expenses and income, and we therefore confine ourselves to 
indicating the figures which we have accepted as a provisional working basis for 
OUf proposals. 

. (LXII.) Ta~ing the ~edical and public health service as a whole, on the debit 
SIde we have trI~~ to estlmate the total <:ost ~f ,the medical service, the hospital 
systE'm. the p~vlslOn of gener,al and speCla,1 clImcs, the treatment of tuberculosis 
and ,venereal dlseas~, the publIc health service and the nursing and various other 
serVlCes connected WIth the new system. 
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Suggested (LXIII.) On the other side of the account, in connection with the problem of 
sources of finding funds to meet the cost of these services, we have. in the first place, worked 
income on the following principle, which we recommend" i.e., that insured persons in 
Insured persons Ireland shall be asked to contrIbute 2d. per ,veek, in return for which they will have 
to pay twopence the adv·=tntage of the whole system of medical and surgical treatment, including 
per week. medicines and nursing, whether provided at their homes, at clinics, or in hospitals. 

We understand that there are now about 750,000 insured persons in Ireland, 
and that, perhaps, the number of additional voluntary insurers may be reckoned at 
100,000. 

Funds to be pro- (LXIV.) Secondly. we recommend that the net cost of the public health and 
Vlded by the medical services, after deducting any receipts from paying patients, Insurance and 
State and from other public sources. shall be borne, half by the State and half b,-r the Rates. 'We 
the Rates on J 
"Hobhouse recognise that this may impose an additional burden on the State, but the principl~ 
Principle." is one that was applied prIOr to 1902, ·and has now been again recognised and 

admitted in recent legislation and financial administration, e.g., Public Health 
(Medical Treatment of Children) (Ireland) Act, 1919. It has also been adopted in 
the case of local schemes for treatment of tuberculosis, and is now generally referred 
to as the" Hobhouse Principle." I 

(LXV.) Working on these premises, the following tables show, as far as w~ 
uan estimate, the financial effect of our proposals. 

TABLE A. 

(LXVI.)-Funds required. 

(1) Medical Service ~salaries and pensions) .,. 
(2) Voluntary HospItals ... ... 
(3) County Hospitals, etc . . . . .. 
(4) District Hospitals ...... 
(5) Midwives 
(6) Nurses 
(7) Medicines .. 
(8) Compounders 
(9) Clinics 

(10) New Services, e.g.-
(a) Maternity and Child \Velfare 'J 
(b) Treatment of Children 
(c) Treatment of Venereal Disease ... 
(d) Research. etc. 

(11) Tuberculosis Schemes .. 

Total 

TABLE B. 

(LXVII.)-Funds available from Insurance sources. 

£ 
780,000 
150,000 
100,000 
560,000 
40,000 

104,000 
100,000 

15,000 
60,000 

150,000 

120,000 

£2,179,000 

£ 
(1) 750,000 Insured persons at :2d per head per week, 

average 48 weeks per year ... ... . .. -
(2) State Grant, 6s. 6d. per insured person .. . 

300,000 
243,750 

(3) 100,000 additional insured persons at 10/- per 
annum 

(4) 100,000 x 6s. 6d. State Grant 
(5) SanatOrium Benefit ... 

(Insured, £35,000; State. £10,000). 

Total 

50,000 
32,500 
45,000 

£671,250 
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TABLE C 

(T .XVIII.)-A pportionment on "H obhouse Principle." 
£ 

2,179,000 
671,250 

Total~ Funds required 
Funds available from Insurance sources 

Deficit .. £1,507,750 

On die" Hobhouse Principle" this deficit will be chargeable as follows'-

Rates £753,875 
State 753,875 

TABLE D.'*' 

(I.XIX.)-Comparison with present arrangements (exclusice of Insurance 
items). 

Rates 
State 

(1) Present Charge on Rates. 

(a) Poor Law MedICal-Service 
(b) County Infirmaries . 
(c) Tuberculosis Schemes ... . . 
(d) Maternity and Child Welfare Schemes 
(e) SalarIes of Medical Officers of Health 
(f) Treatment of Venereal Disease 

Total 

(2) Present Charge on State. 

(a) Poor Law Medical Service .. 
(b) Tuberculosis Schemes. . .. 
(c) Maternity and Child Welfare Schemes 
(d) Treatment of Venereal Disease .. 
(e) Treatment of School Children ... 
(f) Salaries of Medical Officers of Health 

.(g) Hospitals 

Total 

(3) Summary (excluding Insurance Charges). 

Pre'lent Charge 

.£ 
654,301 
395,604 

Future Charge. 

£ 
753,875 
753,875 

£ 
551,360 
41,065 
41,769 

2,307 
14,500 

3,300 

£654,301 

£ 
316,369 
41,769 

2,307 
10,000 
1,500 
7,431 

16,228 

£395,604 

Increase. 

£ 
99,574 

358,271 

(LXX.)-In submitting these figures, we desire to make it clear that they are 
to a considerable extent estimates and approxImations, and possibly might not 
stand the test of actuarial CrIticism. :For example, in Table D. we have set down 
('ertain figures representing the present charges on the Rates and to the State, 
respectively, for the Poor Law Medical Service, including the medical treatment 
of the inmates in workhouse infirmaries As the publIshed Union accounts do not; 
show separately the cost of treating and mamtaining the sick as distinguished from 
the cost of maintenance of the ordinary inmates, we found it necessary to resort to 
the exppdient of taking a proportion of the total cost under both heads. After careful 
:wnsideration of the various factors involved, we came to the conclusion that the cost 
of hospital maintenance was 52'8 per cent. of the whole. 

'*' Prepared from latest statistics aVllllable at time of compuation. From more recent figures 
published it would appear that tht're has h'len an upward tendency under the several heads of 
expenditure. 
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New finanClal (LXXI.) Generally speaking, from the point of view of new legislation our 
proposals. financial proposals involve two important principles: • 

Loeal financial 
schemes. 

Asy'lum 
finances, 

\ 

(l) The p~yment of an additional 2d. per week by insured persons in Ireland 
for medical and hospital treatment. 

(2) Provision for the payment to the Ministry of the State Grants for 
Insured persons (vide Table B.), in addition to the funds required 
to meet half the annual deficit on the .. Hobhouse Principle,~' as 
specified in Table C. 

(LXXII.) This would involve modification of the provisions of the various 
enactments that relate to State grants in aid of medical and health services in 
Ireland, regard being had to the preservation of the rights of any existing local 
authority to a share in such grants in respect of expenditure upon medical and 
health services not transferred from such authority to a Health Board. 

(LXXIII) As re~ards the actual working of the financial scheme recom
mended by us, we consIder that all funds from State and Insurance sources should 
be administered and controlled by the Ministry, which should be directly respon
sible for the payment of the· salaries, etc., of the officers employed in or attached 
to the Irish Medical Service. 

. . 
(LXXIV) The Health Board of each administrative area should be required 

to submit each year a detailed scheme embodying a statement of their estimated 
commitments for the ensuing financial year. The scheme should, in each case, 
classify the expenditure,according to its liability to be levied as a county or district 
charge, under rules to be prescribed for that purpose. It is our opinion that expen
diture upon any medical or health service which is not clearly of purely local benefit 
should be met by a rate levied over the whole area in respect of which the service 

'is administered. 

(LXXV.) When all the schemes so submitted are received and approved, the 
Ministry will be in a position to determine the respective amounts payable to each 
Health Board by the Ministry, and each Health Board should make a demand on 
the County or County Borough Council concerned for the balance of the amount 
required to meet the approved expenditure. It should be mandatory on such County 
or County Borough Council to meet this demand. --

(I.XXVI.) It will be observed in our calculations that. we have not taken into 
consideration the question of Asylum finances. In this connection, we may point 
out that for Asylum services in the year 1917-1918 the Rates contributed £650,260, 
as against a Government capitation grant of £186,271. When the State Grant 
of 4/- per head, per week, was fixed in 1875, it represented practically half the 
~st of maintenance. At the present time the proportion contributed by the State 
IS only about one-fifth. 

With the present information at our disposal, we do not feel in a position k 
recommend that the State should undertake to bear half the net cost of the main
-:;enance of these institutions. At the same time, we consider that the Asylurr 
Medical Officers should be incorporated in the Irish Medical Service and paid direct 
by the Ministry; and we recommend that the whole question of Asylum administra
tion and finance should be considered separately, at the earliest possible opportunity 
with a view to effecting such reforms and financial adjustments as will lighten the 
present burden on the rates, and secure in the future a more equitable distributiol 
of liability as between the State and the ratepayers. 

(LXXVII.) The above recommendations represent, in a general way, 'Our view 
as to the most suitable and uniform method of financing the medical and healt] 
services of Ireland; but, as already pointed out, the figures gIven by us are provisional 

If the principles we recommend are considered acceptable we shall prepare au 
submit to you a more detailed financial statement. 
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PART V. 

GENERAL. 

(LXXVIII.) In this part -of our Report we deal with matters of a general 
nature. 

(LXXIX.)' In the first place, we recommend that tuberculosis should be Tuberculosis 
scheduled as an infectious disease, and be made compulsorily notifiable throughout should be 
Ireland. We have received many representations on this subject, and the necessity co~pulsonly 
for such a provi~ion appears to be universally accepted. notlfiable. 

This will involve the modification of Section 3 of the Tuberculosis Prevention 
(Ireland) Act, 1908. 

(LXXX.) Similarly, we'recommend that the Infectious Disease (Notification) Adoptive Acts 
Act, 1889; the Infectious Disease (Prevention) Act, 1890, and Part IV. of the Public should be made 
Health Acts Amendment Act, 1907, be amended so as to remove their present mandatory 
adoptive or permissive character, with a view to applying the provisions of these 
enactments compulsorily throughout the whole country. 

(J..,xXXI.) We feel that the present conditions in respect of facilities for Provision should 
research work in Ireland are unsatisfactory. Under the Ministry of Health Act, be made for 
1919, the Minister of Health for Ireland is charged, inter alia, with the duty of research work in 
initiating and directing research; but under existing conditions there is no Ireland. 
machinery available to enable him to carry out this duty with particular reference 
to the problems and conditions arising or prevailing in Ireland. Closely associated 
with this duty is that of collecting, preparing, publishing and disseminating infor-
mation relating to health. 

It appears necessary, therefore, that the control of these services should form 
an essc:-ntial part of the functions of the Ministry of Health for Ireland. 

The Medical Officers engaged in treating disease should be encouraged to 
record the results and experience they gain in practice, so that the information 
acquired may be available for the guidance of scientific'inve~tigators in endeavour
ing to fathom the many problems -associated with the causation of disease. There 
should be systematic collection, tabulation and analysis of sickness rates and of other 
information derived from the records of the Medical Officers as well as from 
instituttonal e~·perience. This would open up a large field of useful information 
not hitherto made available by those who are in a position to obtain the necessary 
particulars. This information would be of the greatest possible assistance in the 
prosecut.ion and elucidation of further scientific investigations relating to the pre
vention and treatment of disease. 

Siflce the enunciation of the germ theory, the origin of many diseases has been 
attributed to a particular or specific organism, but jt is now recognised that the germ 
plays only a part and that there are many other factors, as yet undetermined, acting 
and re-acting within the individual affected. 

The war has shown how much can be done by organised research, as evidenced 
by the improved methods of the treatment of wounds, and the advance made in 
knowled~e regarding the prevention of enteric fever and other diseases. These 
developments demonstrate the vast possibilities that present themselves in connection 
with investigation into the causation and treatment of disease. 

Toc' m?ch stress, therefore, cannot b.e laid on the import~nce of having ample 
funds provIded for the purpose of carrymg out a comprehensIve svstem of medical 
research under the direction of an.Jrish Ministry of Health. v 

At present the State funds available for research work are administered for the 
United Kingdom as a whole by the Medical Research Committee, but it appears to 
us that research work in Ireland could be more effi<'iently conducted lmder the control 
and direction of the Ministry of Health for Ireland, as contemplated by the Act of 
1919 referred to above. 
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. We accordingly recommend that the Irish share of these funds should be placed 
at the disposal of the Irish Ministry, and that, in addition, provision should be 
made by Parliament for the allocation of additional funds to enable. the MiJ?-i~try 
to carry out special research work adapted to' the needs and specIal condltIons 
prevailing in this country. 

SUMMARY OF RECOMMENDATIONS. 

(LXXXII.) The following is a summary of the principal recommendations 
made bvus:-

A.\1) The co-ordination of, the system of central control of the medical and 
public health services in Ireland by the establishment of a Ministry of Health for 
Ireland to which should be transferred :-

(a) 1\11 the powers and duties of the Local Government Board for Ireland. 
(b) All the powers an!i. duties or the Irish Insurance Commission. 
(c) All the powers and duties of the Registrar-General of Births, Deaths and 

Marriages in Ireland. 
(d) The powers and duties (with certain exceptions) of the Inspectors of 

Lunatic Asylums in Ireland. 
(e) Certain powers and duties now exercised by the Chief Secretary for 

Ireland and 'other Government Departments in relation to health. 

(2) The formation within the Ministry of a Health Council, composed. of 
representatives of public and professional interests, to which will be entrusted the 
general direction of policy-in regard to the administration of the medical and health 
services in Ireland. 

B. The unification of the existing systems of local administration of medical 
and public health services by the establishment in each County and County Borough 
of Health Boards. which would be responsible for the local administration of :-. 

(1) The public hospitals, sanatoria, asylums, etc .. iIi their respective areas of 
control. 

(2) The system of medIcal treatment of insured persons and of those who are 
unable to pay. 

(3) Schemes for the medical treatment of expectant and nursing mothers, and 
of young children, and for the inspection and medical treatment of 
school children. 

(4) Schemes for the treatment of tuberculosis and other special diseases. 
(5) The general public health system in their respective areas (with the 

exception of certain local services in urban areas). 

C. The transformation and development of the present dispensary medical 
system into a system freed from association with Poor Law administration, and 
under which insured persons, on a contributory basis, as well as persons who are 
unable to pay, will be entitled to receive medical, hospital and specialist treatment. 

D. The establishment of an Irish Medical Service, appointed (by competitive 
examination) and paid by the Mmistry, from which will be provided the Medical 
and Veterinary Officers of Health, the medical and surgical staffs of the various 
public hospitals, sanatoria, asylums, etc, as well as the medical officers engaged in 
the treatment of the insured and of poor persons. 

E. The modification of the existing system of State subventions for medical 
and'public health services and the substitution therefor of a scheme under which the 
net expenditure of the Local Health Boards, after deducting receipts from Insur
ance, etc., sources, -will be defrayed in equal proportions by the rates and the State. 

F. The amendment of the various adoptive Acts of Parliament relating to the 
notification of tuberculosis aIid other diseases, with a yiew to making those Acts 
mandatory in their application to the country generally. 
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G. The transfer to the Ministry of Health for Ireland of the general control 
and direction of research: work in Ireland. • 

(LXXXIII.) In view of possible changes in the system of Government in 
Ireland, we think it well to state that, while our recommendations and proposals 
are primarily intended to be applied to all Ireland, we are of opinion that they 
would be equally suitable and could, without difficulty, be applied to any constituent 
part of the country. 

(I.,xXXIV.) In conclusion, we desire to acknowledge our warm appreciation of 
the services of the Secretary to the Council. Major George A. Harris, D.S.O., whose 
ability $lnd wide administrative experience were most valuable to us, not only in 
framing the scheme of the Report, but also in assisting us to solve the many difficult 
problem." which \arose from time to time . 

To Mr. T. J. Fallon, M.B.E., Assistant Secretary to the Council, and to the 
other members of the staff we are also deeply indebted for the very valuable assistance 
rendered in connection with the preparation of this Report. 

We have the honour to be, Sir. 

GEO. A HARRIS, 

Secretary, 
;ja St. Stephen's Green, Dublin, 

10th May, 1920. 

Your obedient Servants, 

E COEY BIGGER, Chairman. 

H. A. ROBINSON. 

EDMUND BOURKE. 

EDWARD F. STEPHENSON. 

JOSEPH A. GLYNN. 

WILLIAM J. MAGUIRE. 

1\1. L. DICKIE. 

'WILLIAM J. TH0.MPSON. 

ALICE BARRY. 

JOHN ,\V. MOORE. 

ROBERT J. ROWLETTE. 

ELIZABETH KENMARE. 

JULIA McMoRDIE. 

PATRICK KERLIN, C.C. 

JAS. ML. GALLAGHER. 

J. EWING J om is TON. 

JOHN DRENNAN. 
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APPENDIX.' 

ORGANISATION OF PROPOSED CENTRAL AUTHORITY. 

(Paragraph XXVI. of the Report.) 

A. We, the undersigned members, are in favour of the scheme of a Ministry of 
Health more or less on the English model, outlined in Paragraph ~XVI. (A) of the 
Report. \ 

*Subject to reservation. 

E. COEY BIGGER, Chqirman. 

H. A. ROBINSON.*' 

EDMUND BOURKE. 

EDWARD F. STEPHENSON. 

ALICE BARRY. 

JOHN W. MOORE. 

ROBERT J. ROWLETTE. 

ELIZABETH "KENMARE. 

JULIA McMoRDIE . 

. r. EWING JOHNSTON. 

B. We, the undersigned members, are of opinion that the new Central Authority 
should be organised on the Board principle indicated in Part XXVI. (B) of the 
Report 

JOSEPH A. GLY!\"N. 

,V ILLIAM J. )lAG UIRE. 

M. L. DICKIE. 

WILLIAM J. THOMPSON. 

PATRICK KE!tLIN, C C. 

JAS. ML. GALLAGHER. 

JOHN DRENNAN. 

RESERVATION BY SIR H. A. ROBINSON. 

While agreeing with the majority of my colleagues who consider that the 
precedent of the English Ministry of Health Act represents the only practical method 
by which the consolidation of all Departments concerned in public health administra
tion could be effected, I do not wish to be taken as definitely recommending the 
adaptation of the English system to the Irish public health services when transferred 
to the Parliaments of northern and southern Ireland, which are to be set up under 
th~ Government of Ireland Bill. -

H. A. ROBINSON. 
)3983. (Wt. 8827) 3. 3. 30. 20. 1,000~ 5. 1920. A T & Co. Ltd. 
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REPORT OF THE COUNTY MEDICAL OFFICER OF HEALTH (DR. W. H. HAMER) FOR 
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po PART I.-GENERAL. 

INTRODUCTORY NOTE. 

In a year following upon five years of war ;t would seem appropriate that a review should be 
made of the lessons learnt under the exceptional strain and stress experienced; but hard upon the 
armistice followed the great influenza of November-December 1918 to be succeeded a few months 
later in February-March, 1919, both by a further prevalence of mflue~a and the threat of smallpox; 
and ~hroughout the year the me,Mce of typhus, dysentery and smallpox widely disseminated on the 
Contment a~d m?re especially in eastern Europe, has been felt to constitute a serious source of danger. 
So far as epIdem~c disease ;s concerned ;t is, as has often been urged, the post-war peri?d rat?e~ than 
that of the .w,a; Itself that threatens the safety of ciVilian populatJOns not actually hVing within the 
a~e~.of hostllit.les. For five years ~nd more the emigration from and immigration into ~hr~ country of 
~lvllians practIc~lly ceased, and this fact has materIally influenced the extent of rIsk; It IS only now, 
Indeed, ~ear1y elghte~n months after the cessation of hostilIties, that there is any prospect of the 
resumptIOn on a consIderable scale of the pre-war movement of emigrants passing through London and 
other ports on the way westward. 

There have been, moreover, during the past 18 months, apart from questions of the spread of 
epidemic disease, pressing problems closely concerning the public health, which have engaged the 
attention of Committees of the Council (Education, PublIc Health, Housing, Main Drainage) and 
thr~wn. much ,,!,ork upon ~he public health department, An attempt, however, is, desplt~ the diffi
culties In question, made In the succeeding pages to review some of the lessons learnt With regard 
to typhoid, influenza, tuberculosis and measles. 
. The year 1919 was one of exceptionally low mortality, although there was considerable increase 
m the number of deaths from influenza and allied causes in its first quarter, Save for a fortnight of cold 
and inclement weather during February, the conditions were favourable to health. 

The rainfall and the number of rainy days were about the average for the year as a whole, the 
winter rainfall being somewhat above, willie that of the summer and of the autumn were below the 
normal. The temperature was below the average. February, July, October and November were cold 
months, and July especially so, this being a month of much cloud and northerly winds. 

The year was essentially a period of transition from the war condttions of 1918 to ahnost normal 
conditions towards the end of 1919. The majority of the war refugees were repatrIated early In the 
year, and with the return of American and Colonial troops, and the demobilisation of the British for,ces, 
there resulted, by the middle of the year, a net additIOn of over 400,000 to the London populatJOn. 
It is, therefore, gratifying to be able to record the fact that the "deaths in the latter half of 1919 were 
lower than in any corresponding period for many years. . 

The number of marriages registered increased somewhat, the estimated marriage rate bemg 22 Marriages. 
per 1,000 living as against 19 in 1918. 

The Registrar-General estimates the birth-rate in 1919 to have been 18'2 per 1,000 as compared Births, 
with 16 ° in 1918. A rapid Increase in the births registered occurred in the latter half of the year, and 
in the closing weeks the registrations far exceeded even pre-war figures. 

The death rate among ciVilians is estimated by the Registrar-General to have been 13'6 as Deaths. 
compared with 19'2 in 1918. Epidemic influenza was a dllect or contributory cause of about 5,000 
deaths in the prevalence of February-March, but the total of deathsintheyear,59,1l4, was nevertheless 
below that of any previous year since 1856. The mortalIty among infants under one year per 1,000 
births was 85 in 1919, as compared with 108 In 1918, and is the lowest rate ever r~corded in London. 

The exceptionally low prevalence of notifiable infectious dtsease recorded during the past two InfectiOUS 
or three years was not generally maintained in 1919; the total number of cases notified was, however, dl.8eB8e, 

still below the a.verage. Several ca.ses of small-pox occurred, but fortunately isolation of the cases and 
contacts proved successful in limiting the spread of infectIOn. Diphtheria showed increased prevalence, 
the cases notified being, indeed, in excess of any year since 1902. Scarlet fllver, which had fallen to a. 
minimum incidence in 1917, has since then steadIly increased, not only in London, but in the country 
generally, and there is every appearance of the approach of another period of greater prev:alenc~. 
Typhus fever was epidemic in many parts of Europe in 1919, but only two cases were notified In 
London. Dysentery caused 86 deaths, as against 313 in 1918. TyphOid fever showed s~lll further 
decline upon the remarkably low rates of recent years. The low incidence of typhoid fever IS the ~ore 
remarkable in that the population of London was, owing to demobilisation, increased for a time 
py 400,000 persons drawn from all parts of Europe. While the ciVilian population has esc~ped 
thus lightly, there was still unusual prevalence of typhoid fever in certain of the London mental hospitals, 
though the total number of cases (90) was much less than the number (170) in ~918. The remar~able 
freedom of the army from the disease as compared with earlIer milItary expenences has bee~ W1?ely 
ascribed to preventive inoculation. Whatever the conclusion may be with regard to the soldiers It IS 
clear, h~wever, that such an eXl'laJJ.a.tiQll c~nnot hold with regard to typhoid in the civilian populatlOn 

li5.580 
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as a whole, for only a very small percentage of this population was inoculated and the number of cases 
occurring since 1914, after correction for age a~d sex constitution, has shown distinct diminution. A 
further remarkable feature in connection WIth the London typhoid has been the smoothing out of the 
ordmarily observed autumnal rise of prevalence. 

When the war first broke out the opinion was very generally expressed that a rise in typhoid in 
this country was likely to occur, from infection by returned convalescents. In the Annual Report for 
1914 (page 23) it was pointed out that this view was erroneous; the experience of the great water out
breaks (Maidstone, LIncoln and Worthing) was cited, following upon which no notable postepidemic 
prevalences of typhoid occurred. Moreover, in Belfast" wsuse of cockles was followed by a diminution 
of typhoid, despite the presumable existence in the city of large numbers of bacillus carriers." It was 
added t4at "The case of London is especially noteworthy, for in 1898, 1899 and 1900, typhoid 
prevailectin considerable excess; many hundreds of carriers of typhoid bacilli must have newly 
appeared upon the scene; and to these were added, in 1900 and 1901, appreciable numbers of 
returned 'carriers' from South Africa; yet in the succeeding years typhoid steadily declined." 
Facts of this nature were declared to be " wholly irreconcilable with the bacillus carrier thesis." 

It was concluded, ther~fore, that the predictions of probable spread of the disease by persons 
arriving from abroad need not be too seriously regarded; but it was added that" disturbance o! the 
operatIons of the fishing fleet in the North Sea, and possible interference WIth the shellfish industry, 
brought about by the war, afforded reason for closely watching the behaviour of typhoid fever." The 
opportunity is taken (pp. 10-20) of reviewing the whole position in the light of the experience g_ined 
in 1914 19, and an attempt is made to deduce such lessons as may be h'arnt from the factI! observed. 

Puerperal fever and erysipelas were more frequently notified m 1919 than during the precedmg two 
years. Both diseases tend to rise Bnd fall with the scarlet fever incidence ; in the case of puerpera! ft'ver, 
however, the great increase in the num ber of births in the latter part of the year enters largely into account. 

The influenza epidemic of February-March, 1919, was dealt With in conjunctIOn with the two 
epidemics of 1918, in a special report appended to the report for 1ast year. During 1919, deaths from 
influenza continued to occur, but apart from wider prevalence of a " mild type of influenza" during 
the autumn, the incIdence was sporadic. The high autumnal mortality from bronchitis coincided 
with the appearance of the autumnal influenza referred to, and was largely attributable to it. Cerebro
spmal fever, poliomyelitis, polioencephalitis and encephahtis lethargica were but little prevalent. The 
number of cases of tuberculosis notified during 1919 showed decline upon the figures of recent years. 

Admmistra- There was throughout London a gradual approach towards a restoration of the pre-war standard 
bon. WIth regard to sanitary administration during the year, as men and women returned from war duty. 

The tuberculosis scheme of May, 1914, was further extended, and the opportunity was taken to review 
the progress made; Dr. F. N. K. Menzies, working in conjunction with Dr. J. E. Chapman, one of 
the medICal inspectors of the Ministry of Health, made a comprehensive survey of dispensary work in 
London. See the Appendix to this Report. This Appendix also includes a reprint from a Memorandum 
presented to the Insurance Committee by Dr. Noel D. Bardswell. The scheme for London and the Home 
CountIes for the diagnosis and treatment of venereal diseases, inaugurated on 1st January, 1917, was con
SIderably extended during 1919, and as its usefulness became more appreciated, and with wsuse of army 
actiVitIes, the volume of work undertaken at the civihan treatment centres underwent considerable 
augmentation. In all, some 20,908 new London patients made use of the facilities, as compared with 
rather more than 12,200 in 1917, and rather more than 12,530 in 1918, The arrangements entered into 
WIth the National Council for Combating Venereal Disease WIth a view to making more generally known 
the nature of the facilities provided were continued. 

A large amount of work was entailed in connection with representations re1ating to unhealthy 
areas in London. An account of the measures taken during the year by the Housing of the Working 
Classes Committee is given on pp. 29-32. Reference IS made to the work under Part I. of the Children 
Act, 1908 (p. 44), under the Midwives Act (p. 39), and the Mental Deficiency Act (p. 33). An 
analYSIS of the results of the examination of children referred under the last named Act, was made by 
Dr F. C. Shmbsall and appears on p. 37. Close watch was kept, as heretofore, upon common and 
seamen's lodging houses, and upon soldier's rest houses. Account of the work in the chemical branch 
of the department is- given on p. 47. During the year much attention was directed to the subject 
of the biological treatment of sewage, and reports were made to the Mam Drainage Committee, who 
themselves visited and inspected works in the north and midlands in wruch experimental enquiry 
was being carrIed on. 

The need for With reconstruction in the air, it was only to be expected that attention would be, at length, 
s. truer and centred on the very foundations upon which the practice of preventive medicine is built, and an attempt, 
~r':he~~~~ however imperfect, must be made to indicate the general trend of the conclusions recently reached in 
epldemlOlogy this connexion. 

Dr. Greenwood in the first of a course of lectures, at Cambridge, in July, 1919, on" The Epidemi
ological Point of View" (Brit. Med. Journ., 27.9.19), gave his hearers some insight into th? purpose and 
meaning of the new Epidemiology. He has, in a more recent statement thrown further hght upon the 
methods to be emp10yed (Proc. Roy. Soc. Med. XliI., No.4, p. 181). He has pointed out ~h~t "the epide~
ologist is concerned with disease as a mass phenomenon; his business is not with indIVldua,ls b~t WIth 
aggregates." Sydenbam's full recognition of the truth of this constitutes h~ the foun.der o! epI?erruology; 
"He laid it down that personal knowledge of the facts was the prereqwsite of epiderruologIc:" t~eory, 
and he became the first great modern annalist of epidemics . . . The second ~eat contnbutlOn of 
Sydenham was to the study of short period movements in the prevalence of ~ea:ses--the. se~onal 
vafiations of epidemics • . • The third contribution" was hia "theorr of eplderruc COnstItUtIOns." 
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Dr. Greenwood goes on to show how it at length became clear that the statistical method was of value 
in epidemiology; but, he says, .. the developments of the two scientific methods-that of statistics 
and that of clillical field observation-were not co-ordinated for centuries." He contrasts the outlook 
of the" systematists" of the 18th century with that of lattt'r day workers with the Petri dish and oil 
immersion lens;. and. ~e n~tes that there have been two great waves of progress, one in the first fifty 
years ()f Queen VIctOria s reIgn, and one brought about by the events of the great war; in both instances 
the advance resulted from appreciation of the need for the closer co-operation of isolated investigators. 

It must·be remembered that the exigencies of war, with their demand for immediate action, led to 
employment of snapshot dlagnoses-P.U.O. (Pyrexia of uncertain origin), IJ.A.H. (disordered action 
of the heart, and N.Y.D. (not yet dlagnosed}-to an extent which would have greatly perplexed the 
systematists; and, then, partly as the outcome of the hesitancy thus engendered, and partly as a result 
of the fact that the new army bacteriologists were not merely laboratory recluses but field workers 
as well, there has grown up a disposition to look critically at the whole question of diagnOSIS, and to 
realise that, as Dr. Gee used to say, "medicine consists of three parts, the first IS diagnosis, and the 
second is diagnosis, and the third is diagnosis." With all this, it has become apparent, perhaps even 
to the beginner, that from the pre-war point of view it is not pOSSible to explain everything quite 
satisfactol'lly. 

That a new spirit was abroad was already evident, in 1915, at the meetings attended largely by 
R.A.M.C. officers in the rooms of the Royal Society of Medicine. In 1916, Col. Dorgan's report, which 
broke entirely new ground, on the epidemic at Garrison X, was Written. The height of GarrIson X 
above ordnance datum is not gIVen, but it clearly afforded vantage ground suffiCIent for taking the 
long view. Early in 1919, in his Goulstonian Lectures, Dr. W. W. C. Topley gave from his bacteriological 
Pisgah further ghmpses of the promIsed land.- Dr. Crookshank in his lectures and papers may be truly 
said to have roamed at large in the new territory. In a recent address (Roy. Soc. Med. Vol. XIII. 4), he 
considered" First Principles; and Epidemiology," telling us that" to diagnose an epidemIC one must 
collate cases in a community, whilst to diagnose a disease one had only to collate symptoms in an in
diVidual. Hence the well known varied and inconSistent character of diseases when they become epidemic. 
Epidemics are-necessary for the realizatIOn of the pathological unity of diverse symptom groups due 
to the same exogenous virus. . . . . One, by 'influenza,' means the disease; another, the 
epidemic; and some of us have in mind rather a vast, heterogeneous, unstable, differentiated and com
posite pestilence. . . . . In a typical epidemic of influenza there are cases which appear nervous, 
others which are respIratory, others whICh are gastro-intestinal. In atypical epidemICS the cases are 
mostly nervous, respiratory, or gastro-intestinal. But in the major prevalences, extending through a 
term of months, or even years, there are groups of lesser prevalences that appear as essential or 
autonomous epidemics of nervous, respiratory or gastro-intestinal nature." 

And then to quote Dr. Greenwood again, "The bacteriological philosophy has 'worked,'it remains 
to demonstrate that a truer and more comprehenSive epidemiological philosophy will work better still." 
He refers to Farr and Simon, "the greatest exponents of the statistical and field methods. . . . 
Farr did not think that epidemiology was but a branch of mathematics; Simon did not look upon it 
as a mere blend of unsystematic botany and history. They fully realised that the song was of the 
man as well as of the arms; that the condItions of human life-both, as we now say, environmental 
and eugenic-were quite as important to the epidemiologist as the' materies morbi'. . . . . . 
The science and art of medicme cannot be developed harmoniously if the epidemiological point of 
view is neglected; there is still much to be learned which only the epidemiological method can teach. 
It is our duty to continue the work of those who went before. From the Delectable Mountains the 
pilgrims could not indeed gaze steadfastly through the' perspective glass' towards the city, but yet 
, they thought they saw something like the gate and also some of the glory of the place.' " 

A.-VITAL STATISTICS. 

The population of London County at the census of 3rd April, 1911, was 4,521,685, and it was 
estimated by the Registrar-General to have declined to 4,518,021 in the middle of 1914. Estimates of 
the civil population have been made by the Registrar-General since 1914 based upon the National 
Register of August, 1915, supplemented by information obtained in connection with the rationing of 
food. The ciVil population of London, thus estimated, was, in the middle of 1919, 4,358,309, an 
increase upon the corresponding estimate for 1918 of 403,755. 

The total population of London, similarly estimated, amounted to 4,540,062; this represents 
the present population of London, plus Londoners still on active service. Hence were demobilisation 
complete the population of London would number about 20,000 more than in 1914. 

The Registrar-General's estimate for 1914 is probably too low. There is reason for thinking in 
fact that the population increased between the date of the census and the commencement of the war; 
for building activity in outer London had already begun to decline before the census, and as a conse
quence the outward movement of preceding years was falling off between 1911 and 1914. As a result 
the number of children scheduled for elementary education which, up to the time of the census, had 
steadily declined, began to increase, so that in 1915 the total scheduled actually exceeded the figure for 
1901. The increase in scheduled children between the census of 1911 and the middle of 1914 amounted 
to over 16,000, and this probably means a considerably greater increase in the total p0I!ulation: thus 
the total population in 1914 must have been about the same as t~e Regist:ar-Gen~ral's estimate for 1919, 
viz. 4,540,062. Of this number, however, over 80,000 were still on active servICe, so that actually at 
the middle of 1919 the resident population of the county was, if the food registration figures be taken as 
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furnishing an exact basis of calculation, less by 80,000 than before the war. Ho~ then is the scarcity 
of accommodation in London even early last year to be accounted for! The cessation of building 
operations during the war, doubtless, accounts for much of this scarcity, but part may be due to the 
increase in the number of marriages in London during the war, there being about 17,000 more in the 
four years 1915-18 than in 1911-1914. These marriages involved the creation of separate estabhsh
ments either immediately or as demobilisation proceeded, and this at a time when no new accommo
dation was being provided. The high marriage rate of war-time is still, with demobilisation, being 
maintained dunng 1919. 

Marriages. 
The marriages registered in London in 1919 numbered 50,222 as compared with 42,893 in 1918; 

more m~rriages were celebrated in London last year than in any previous year with the exception of 
1915. The number of marriages in the first quarter was not much above the average of recent years; 
the subsequent increase was doubtless associated with the progress of demobilisation. 

The marriage rate for 19191S estimated at 22, as compared with 19, 17, 19 and 26 in years back 
to 1915. In 1919, as in 1915, there were undoubtedly a number of marriages of non-Londoners 
celebrated in Londnn, but the number of these non-residents cannot be ascertamed. 

There has been a marked increase in the London marriage-rate since 1909, as will be seen from 
the diagram facing this page. The number of marriages in the five years 1910-14 was 206,421, 
as compared with 234,694 in the five years 1915-19. 

Births. 
The births in London during 1919 numbered 82':>25, as compared with 70,976 in 1918, and a 

yearly average of 110,951 during the pre-war period 1911-14. The Registrar-General estimates the 
birth rate at 18'2 per 1,000 of the total population. 

The movement of the birth-rate during the year was remarkable; for while in the first quarter 
the births were lower than in any quarter since the beginning of the war, in the closing weeks of 1919 
births were being registered at a rate in excess of all previous records. The increase has been maintained 
in 1920, and in the first quarter of the year 36,303 births have been registered, this giving an estimated 
birth-rate of 32 per 1,000. 

The actual number of births registered in London increased continuously up to the commence
ment of the eighties and remained practICally constant until about 1900; the annual average during 
this period was some 132,500. By 1911 the figure had fallen to about 110,000, and this number was 
maintamed up to the time of the war. The increase in marriages, in conjunction with the declIne in 
the outward movement of the population referred to above, served to arrest the decline in the total 
births; had the war not intervened these factors Inlght probably have operated to keep the births at 
about this level during recent YE'ars. On this assumption the loss in births caused by th~ war up to the 
end of 1919 would have amounted to 114,496. 

Deaths. 
The deaths among the civil population of London during 1919 numbered 59,114 as compared 

with 75,928 in 1918. The Registrar-General gives the death-rate as 13'6, the corresponding rates in 
years back to 1916 being 19'2, 15'7 and 14'6. 

The distribution of deaths by ages in 1919 and the five preceding years is shown in the following 
table :-

Year. I ~ 11- I ~ 1 &- 110-1 1&-1 20-1 2&-1 3&-1 45-\ 05-1 ~+ I ~ 
1914 .. , ... 11,477 3,189 2,654 1,511 916 1,188 
1915 ... . .. Ll,4M 4,044 3,413 1,772 998 1,231 
1916 ... ... 8.8M 2.622 2.298 1.402 866 1.161 
1917 ... ... 8.400 3,133 2,839 1,407 908 1,294 
1918 ... . .. 7,659 3,925 4,337 2.352 1,563 2,358 
1919 ." ... 7,039 1,430 1,846 1,472 909 1,255 

1,361 3.647 5,365 7,445 
1,369 3.450 5,515 7.859 
1.171 3.206 4.736 6.780 
1,188 3.139 4.747 6,897 
2,708 6,935 6,237 8,106 
1,440 3,763 4,501 6,64() 

8.597 18,687 
9.524 21.754 
8.628 20.591 
i8,699 20.755 
9,085 20,663 
8,393 ro,426 

66,037 
72,393 
62.32 5 

6 
8 

63,4() 
75,92 
59,1I4 

D~~~e:eI9~i19 \ 620 12,49512,491 1 880 I 65411,10311,26813.17211.73611.4661 692/ 237116.814 

Ioiant The death-rate among infants under one year of age was 85 per 1,?OO h.irths, a rate below any 
mortality. hitherto recorded in London, the lowest rate previously being 91 per 1,000 bIrths lD 1912. The quarterly 

infant mortality for the past nine years is shown in the following ta.ble. 

1911. 1_ 1912. 1913. 
1 

1914. I 1915. I 1916. I 1917. I 1918. 1919. 

1st quarter .,. 108 95 116 96 III 92 115 125 118 

2nd ,. ... 89 82 81 79 93 73 85 90 70 

3rd " ... 203 81 105 - 127 113 82 88 85 72 

4th " 
... ll3 103 115 109 126 103 114 117 76 
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The factor which has mainly contributed to the low infant mortality was the remarkably small 
number of deaths due to measles and whooping-cough; in aadition the deaths from tuberculosis were 
very low, and those from respiratory diseases, notwithstanding the influenza epidemic, were well below 
the average. On the other hand, as compared With 1918, the deaths from premature birth and from 
diarrhooa both showed slight increase, the latter being due to a short period of high temperature late 
m the summer. 

The following table has been prepared to enable comparison to be made of the exceptional figures 
for 1919 with other recent years. 

flsease. I 1911. 1912. I 1913- I 1914. I 1915. I ]916. ]917. 

I ]918. ~ 
l\feal'les •• , ... .. , . .. 531 373 330 279 491 li3 3116 276 l'i5 
Whoopmg cough ... . .. 433 440 326 414 482 3:'2 202 498 72 
Influenza· •.. .,. .. , . .. 19 25 37 3S 32 16 22 259 114 
Phtmsls .. , ... ... . .. 70 64 59 62 57 38 6l) 36 28 
Tubercular meningltls .,. ... 192 150 ,132 137 143 128 ]20 9] 77 
Other tubercular diseases ... 193 155 144- 156 155 113 127 61 32 
MerungitlS '" ... ... 192 127 127 136 202 ]61 11.;9 \16 90 
Broncmtis ... .. , ... S09 690 752 605 776 525 5111 498 421 
Pneumonia ... . , . ... 1,380 1,261 1,526 1,282 1,64-1 1,161 1,231 1,191 Si6 
Other respiratory diseases .. , 90 65 78 69 61 48 48 27 34 
Dlarrhooa. ... .. , .. 4,447 1,206 2,519 2,608 2,126 ],380 ],2!1l 970 1,217 
Prema.tul'e hirth .. , .. 2,059 2,037 1.954 2,000 1,797 1,629 ],387 1,311 1,685 
Congemtal debility, etc., ex- 1,933 1,554 1,531 1,507 1,550 1,377 1,226 1,021 ],048 

cludmg prema.ture birth . 
Infectious diseases. 

During the year 1919, 26 cases of smallpox were notified, four of which proved fatal; in two 
cases the diagnosis was not confirmed. The majority of the cases occurred during the first three months 
of the year, and in my last Annual Report I described the localised outbreak wluch commenced on the 
7th December, 1918, and terminated at the end of March. There were 18 cases altogether, during the 
period in question, viz. in St. Pancras (12), Islington (2), Battersea (2), Holborn (1) and We&tmmster (1). 
all of them being directly or indirectly connected. Only two of the cases proved fatal. The origin of 
the outbreak was attnbuted mainly to unrecognised cases occurring among colonial soldiers on leave in 
London, and it was pointed out that a. disquieting feature was the large proportion of cases rema.ining 
undiagnosed until some tlme after the appearance of the rash. A circular letter was sent by the Council 
to all medical practitioners, in Apnl, 1919, drawing attention to the facilities offered by the Council for 
expert assistance in diagnosmg suspected cases, and the services of the Council's smallpox expert were 
clalm.ed in 47 suspected cases during the course of the year, of which number 7 were diagnosed as 
smallpox. 

Between the end of March, which marked the termination of the aforementioned outbreak, and 
July, 10 further cases of smallpox occurred. These 10 cases were the outcome of 6 dlstmct and separate 
invasions, but fortunately the disease did not spread further. The following tabular statement shows 
the presumed origin of the disease and other particulars concerning the 10 cases under review. 

Dates of 
1 

Initials of I 

Proba.ble ca.se, age, Address. Removall RemarkP. 
ongm. and sex. Rash. to I 

hospltal'
j 

1. Portugal A.B.,I9,m. ScandinaVlan 5 May 5 May Patient left LIsbon, \l here smallpox \\88 preval('nt 
(Lisbon) (seaman) Saliors' Home, on 24th Apnl. Amved at the Sauors' Home 

Poplar 30th ApnJ. 

2. Italy AO.,I6,m. Porten-road, 4 Ma.y 6 1\Iay Patient emba.rked on S 8. .. Stork" at Naples 
(Naples) (seaman) Ha.mmersmlth With three other pa.ssengers, one of whom W88 

convalescmg from 8mallpox. The 8.l! ... Stork" 
left Naples 19th Aprl1 and arrived at Fresh 
Wharf, London Bridge, 30th ApnL Patient 
seen by Dr. Wanklyn (6th May), \lho adnsed 
immedJate removal to hospital 

3. Portugal J.N., m. Sea.men's Hospital, 9-10 11 May Patient, a seaman on board a8. .. Cantabna.. .. 
(Oporto) (seama.n) GreenWlch, ex- May which arrived in London Docks about 9th 

ss. " Cantil.- May from Buba.o (14th Apnl). V_18ta, ed 
brian at Oporto about a week up to 28th April, 

",here It W88 conBldered infection W88 con-
tra.cted. 

4. t Colorna.l L.D., 25, f. Lambeth 30 May 31 1\Iay Patient spent holiday, 16th-20th lIIay, in com-
soldiers pany 1Inth ColomalllOldlers on leave. No other 
on lea.ve possible lIOurce could be diSCOvered. 
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------~------~I----------4----+----+-------------------------
5. Gravesend W.R., 53, m. Burdett-road, (died 27 June) Patient taken ill 23rd Juno. Soon by pnvate 

C.R.,17, m. 
(son of 
W.R. 
above) 

6. E.L., 40, f. 

A.L., 44, m. 

V.L .• 7. f. 

L.C., 46, f. 

Stepney doctor 25th June. and found to have small 
hlllmorrhages. Delirious 26th June, dIed 
27th June from hmmorrhagio smallpox. 
Patient had been to Gravesend (where C38e8 

of smallpox had occurred). Wife also 
developed smallpox at Gravesend. 

Grove·road 

GatImg·road, 
Woolwich 

Gatlmg.road, 
Woolwich 

GatlIng.road, 
WoolWIch 

GatImg.road, 
WoolWIch 

. 

... 10 July 9 July Infected by father. 

About 9 July Unrecogmsed case. Source of infectIOn not 
20 June traced. Only detected when husband (A.L. 

(see below) developed the disease. 

5 July 9 July Infected by wife (see above). DlI~d of confluent 
smallpox 12th July. 

6 July 9 July Daughter of above. 

4 July 11 July Next door neighbour of E.L. (above), by whom 
she was infected. Died of hlllmorrhaglC small. 
pox 11th July • 

In addition to the above, eight cases of smallpox and several suspects for observation were 
removed to the Port. of London Sanitary Authority's Hospital at Denton, from vesselB arriving in the 
Port from abroad. ' 

Two of these cases and two suspects were on board the Hospital Ship" Suevic," which arrived 
at Gravesend on the 14th May from Bombay, seven cases of smallpox having been previously landed at 
various ports en route-viz., Suez (2), Gibraltar (3), and Southampton (2). The outbreak originated 
in Bombay, where the vessel stayed from the 2nd to 17th April. All the cases occurred among the crew. 
The ship camed 1,000 invalids, both milItary and civilian. General vaccination of passengers and crew 
was carried out and all preventive measures taken. The military and ciVIlian passengers were dis-
embarked at Southampton on the 12th May, and the names and addresses of those proceeding to London 
and elsewhere were communicated to the Medical Officers of Health concerned. 

Another case was transferred from the S.S. "Katoomba," a transport vessel which arrived at 
Gravesend on the 9th June. The vessel had carried large numbers of troops for dispersal. as well as 
civilians, from India and Egypt. An outbreak of smallpox occurred among the troops and civilians 
in the Mediterranean, and genera.l vaccination was carried out on board. The vessel arrived, on the 
7th June, at Plymouth, where disemba.rkation took place. The passengers proceeded at once to their 
destinations, and the troops were sent to various dispersal camps. Some hundreds ca.me to the Crystal 
Palace, where they were demobilised. The names of civilian a.nd military passengers and the addresses 
to which they were proceeding were communicated to the Medical Officers of Health concerned. 

On the 23rd April, 5 cases of smallpox and 1 suspicious ca.se were removed to Denton Hospital 
from the S.s. " Culna," which had arrived at Gravesend from Bombay. The rash in each case appeared 
about two days before the vessel arrived in the port. The ship was at Suez on the 6th April, and it was 
probably there that the disease was contracted. The Medical Officers of Health concerned were informed 
of the names and addresses of passengers and crew leaving the ship. 

Apart from the close watch kept upon smallpox infected vessels coming into the Port of London, 
co-operation has been maintained with Port Sanitary Authorities in other parts of the country, as 
evidence of which it may be mentioned that particulars of upwards of 1,100 possible contacts of small
pox, from 40 different vessels arriving in this country from abroad, were received from the Medical 
Officers of Health of the ports concerned. The names and addresses were communicated to the Medical 
Officers of Health of the districts affected, including many outside the administrative county. The 
Public Health Department of the Council has also been in close touch with the :Ministry of Health in 
connection with the prevention of spread of smallpox. The position of London as the centre of in~er
national trade renders it especially desirable that its public health organisation and the health Serv1Ct'B 

of other local authorities in the country, particUlarly at the ports, should be in close touch and that there 
should be free interchange of information. The local authorities of three contiguous areas (East Ham. 
Essex and Middlesex) have made formal application for the services of t~ Council's smallpox expert in 
the diagnosis of suspected cases of the disease, and the Council has agreed to these applications. Dr. 
Wanklyn has already visited a number of cases in the areas in question. 

The fact that no serious outbreaks of smallpox or other dangerous epidemic disease QCCurred in 
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1919 in this country a~ an aftermath of war, in spite of the dispersal of millions of troops from all parts 
of ~he world, and ~~elr absorpti.o~ into civilian. life, is due in no small measure to the efficiency and 
vigilance of th, ~litary and cIVIl health serVIces of the country. Innumerable opportunities were 
presented both (lUrIng the war and in the process of demobilisation for the introduction of infection from 
abroa~, and although smallpox and other diseases have been imported on various occasions, leading in 
s~~~ Instances to local outb~eaks, general spread of infection has so far been averted. The responsi
bilities ?f the heal~h and ~awtary services, how~ver, in dealing with smallpox are becoming heavier in 
proportion to the increasing number of unvaccinated persons. Investigations into cases of smallpox 
which have recently occurred in the East End of London have revealed the fact that very large numbers 
of persons are either unvaccinated or have not undergone revaccination, and even after exposure to infec
tion many: hav? bee!l unwil~ng t? submit to vaccination as a measure of prevention. Smallpox has not 
appeared In epidemIC form In thIS country for the past 15 years or more, but the gradual accumulation 
of large numbers of susceptible persons in the general population tends to increase each year the 
danger of epidemic spread of the disease. 

During 1919 there were 29,112 notifications of measles in London, as compared with 45,115 in Measles. 
1918. The order of the Local Government Board making cases of measles notifiable was issued in 
1915, and in the years 1916 and 1917 there were 47,470 and 76,118 notifications respectively. The 
Board's Order was rescinded by the Ministry of Health as from the end of 1919, and the notifications 
for that year therefore relate to a period of 52! weeks-i.e., 29th December, 1918, to 31st December, 
1919. The figures given for earlier years relate to 52 weeks. The deaths from measles during 52 weeks 
in the years 1916-18 and 53 weeks in 1919, numbered 815, 1,998, 1,651 and 359; no measles case-rate 
can, however, be calculated from the notifications since cases of German measles are not separately stated. 

The mortality from measles in London in the year 1919 was only 0'08 per 1,000. This is far below 
any rate hitherto recorded in London, even when the diminution in the birth-rate has been fully taken 
into account. The Metropolitan Boroughs in which the decline was not relatively so great as for 
London as a whole, were Chelsea, St. Marylebone, Finsbury, Shoreditch, Bermondsey, Deptford and 
Greenwich. As noted in Part II. of this Report, measles became rather widely prevalent early in 1920. 

There were 12,935 cases of scarlet fever in London during 1919, as compared with 6,807 in 1918. Scar:tt fever. 
The deaths numbered 147 (365 days), giving a death-rate of '033, as against '030 in the preceding year. An 
increase in the amount of scarlet fever occurred throughout the country in 1919, following upon the three 
years of exceptionally low prevalence since the epidemic of 1914-15. In the first quarter of 1919 the number 
of cases of scarlet fever notified was not much more than one-half the average for that quarter in the 
preceding five years; but in the third qUl1rter the notifications were equal to the corresponding average, 
and in the last quarter they were nearly 50 per cent. in excess. No sudden and widespread outbreak 
occurred such as is associated with infected milk supply, and such localised prevalences as were noted 
in the first half of the year, as for instance in Stepney, Deptford, Fulham, Lambeth and Wandsworth, 
must be regarded as foreruners of the later general increase. The monthly incidence of scarlet fever 
since 1908 is shown in a diagram on page 82 of this report. 

The prevalence of scarlet fever was considerably above the average for London as a whole in the 
following Metropolitan boroughs, arranged in order of excess :-Greenwich, Deptford, Southwark, 
Stepney and Lewisham. On the other hand, the incidence in Hammersmith, Kensington and Hampstead 
was very low. 

The number of cases of diphtheria notified during the 53 weeks of 1919 was 9,459, as compared DIphtheria. 
with 8,173 in 1918 (52 weeks). The deaths numbered 775 (365 days), being 106 more than in 1918. As 
in the case of scarlet fever, the increase mainly occurred in the last quarter of the year, when the notifica-
tions were nearly thirty per cent. above the average for that quarter for the preceding five years. The 
prevalence of diphtheria in Bethnal Green was more than twice as great as the London average, which was 
also considerably exceeded in the following boroughs :-Stepney, Hackney, Southwark and Greenwich. 
Towards the close of the year cases began to occur with increased frequency in Wandsworth. In 
Westminster and Hampstead the incidence of cases was very low. The monthly incidence of diphtheria 
since 1908 is shown in a diagram on page 82 of this report. 

Typhoid jeve1'. 

During 1919 (53 weeks) there were 342 cases of t~hoid fe~er in London, as compar~d with 357 
in 1918. The deaths numbered 63 (365 days), as against 82 In 1918. The cases notIfied among 
males between the ages of 20 and 45 decreased by 2 (from 57 in 1918 to 55 in 1919), wlule among 
females there was a decrease at these ages from 116 in 1918 to 97 in 1919. There was, therefore, for 
both sexes, at ages 20-45, a decline of 21 cases notified in 1919, upon the figures for 1918; at all other 
ages there was an increase of 6 cases. Similarly the deaths at ages between 20 and 45 years fell by 17 
(from 50 to 33), but at all other ages by 2 only (from 32 to 30). 

Multiple cases occurred in twenty-one houses. Fifteen houses had 2 cases, two had 3, and the 
remaining four had 4, 5, 7 and 8 cases respectively. 

The eight cases occurred in a house in North Woolwich. Between the 11th and. 21st July seven 
cases were notified. The first case led to the examination of other members of the falDlly, one of whom 
was stated to have been suffering since the 7th June from illness diagnosed as catarrh of the stomach. 
Positive Widal reactions were obtained (1 in 100 in four instances, 1 in 20 in two others; the baby gave 
a negative reaction). No likely source of imection was traced: An additional. case w.as noti~ed in this 
family on 12th August. On 13th September a case of typhOid was reported In a nClghboUrlng house, 
and on the 20th another case occurred in an adjoining house. 
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Seven cases occurred in August in a household in Greenwich. Six were notified on the 22nd, 
and a seventh on the 24th. Dr. Annis ascertained the date' of onset of illness of the various members 
of the family, and suggested that the cause might be an illness of the mother dating from 1st August. A 
'boy of 16 was ill the next day; thereafter, on the 15th, two boys, aged 11 and 6, and a girl of I) became 
In, and again about the 21st two other children sickened. Dr. Annis was not able to trace the source of 
infection, and nothing throwing light thereon was ascertained from the patients while in the M.A.B. 
Hospital. All the cases were described as paratyphoid. 

Five cases were reported in one household in Poplar; the first on 13th July, followed by others 
on 7th September and 8th and 23rd October. The only suggested source for the first case, that of a boy 
of 14 years, was bathing in the Thames. In another case occurring in the same street on 21st August, 
that of • girl of 11, infection was attributed to eating monkey-nuts found floating in the water while 
bathing in the Thames. 

The four cases were notified in one house, in Camberwell; three on 2nd July, and another on 
7th July. Dr. Stevens found that one of the cases had been diagnosed some time earlier as influenza and 
pneumonia; but, no progress being made by the patient, a blood test was made which gave a II positive 
result." The other cases were, thereupon, attributed to this" missed case." 

Attention was drawn by Dr. Sandilands to the occurrence of cases of typhoid fever in Kensington 
chiefly among domestic servants, during June and July. The cases were investigated by Dr. Forbes, 
but nothing was elicited establishing any common cause of infection. No corresponding excessive 
incidence occurred elsewhere in London during the same period. 

The number of cases in which particulars were obtained by borough medical officers of health as 
to possible source of infection was 170. Fish and shell-fish are mentioned in 37 instances j in 23 cases 
the disease was said to have been contracted outside London; 43 cases were ascribed to contact infection 
(including four nurses); 6 were attributed to river bathing; 3 to drainage and 4 to II drinking water." 
The proportion of cases assigned to the various sources mentioned shows no marked variation from that 
of last year. 

No 'groups of cases attributed to paratyphoid occurred, as was the case in London and elsewhere 
in 1918, at the time when influenza was widely prevalent. 

The Typhoid fever was only distinguished from typhus and continued fever in the returns of the 
behav!our of Registrar-General in 1869. There is, therefore, very great uncertainty as to the extent of its prevalence 
:!~~~dt~:el' in the early part of the 19th century and even up to the fifties and sixties; there is still some uncertainty 
last balf indeed as to the a.mount of the disea.se as late as the seventies; and even, though in markedly less degree, 
century. in the early eighties, when it was still occasionally confused with typhus fever. When, at length, typhoid 

fever came to be more carefully studied and more precisely diagnosed in the late eighties and nineties, 
typhus had almost completely disappeared, and at that time it was the generally accepted belief that 
sewer and drain air, water and milk were ordinarily concerned in its spread. During the twenty years 
in question great improvements in sewerage and drainage, in water, and to a less extent in milk supplies, 
had been brought about, and corresponding in time with all this there was a notable decline in typhoid 
fever. There seems, on the whole, to be more reason for attributing the major part of this declIne to 
improved water supplies than to better sewerage or drainage, or to better regulation of nulk supplies. 
It is noteworthy that careful scrutiny of the recorded epidemic prevalences show&-fost, as regards 
water outbreaks, that in the early prevalences shallow wells, then later deep wells and river supplies, 
and later still larger public supplies of water, tend to be incriminated; this is no doubt in part accounted 
for by the fact that big waterw:orks undertakings were steadily displacing smaller local supplies throughout 
the period under review; even so the decline in the proportionate number of outbreaks ascnbed to 
polluted water is remarkable; and, furthermore, it cannot be doubted, in the light of the knowledge 
gained in the last twenty or twenty-five years, that question seriously arises as to the correctness of 
attributing to water some of the 'outbreaks on the large scale, such as those at Bangor (1882), King's 
Lynn (1891-92 and 1897), the two Tees Valley epidemics of 1890-91, the two outbreaks at Worthing in 
1893, and the Newport outbreak of 1894; in some, certainly, of the major water prevalences, and pro
bably in many both of the earlier and later smaller prevalences attributed to wells and streams, infected 
shellfish or fish must in fact be suspected to have been the real cause of the outbreaks. In the case of the 
particular outbreaks above mentioned, the careful investigations made at the time by the Local Govern
ment Board Inspectors concerned, make it clear to the present-day reader that the writers of the reports 
were fully realising that there remained something unexplained by a water hypothesis of causation. Again, 
secondly, with regard to milk, there was a falling off observable, some twenty years ago, in the proportion 
of milk outbreaks of typhoid, as compared with the number of outbreaks of scarlet fever and of diphtheria 
attributed to milk. Here, again, doubt must be felt as to the correctness of ascribing many of the eo
called milk outbreaks of typhoid to mIlk infection. In the earlier years, i.e., at a time when milk out
breaks of typhoid were (proportionately to other milk epidemics) relatively common, no inquiries were, 
of course, made with regard to shellfish; further, in some of the later milk outbreaks, as has been shown 
elsewhere (Roy. Soc. Med., Vo1. IV., Epidem. Sect., pp. 108 to 117), the evidence held to incriminate !he 
milk is far from being conclusive; resting as it does rather on the a posteriuri discovery of healthy camers 
of typhoid bacilli, who it is thought may have infected the milk, than on a primi demonstrati.on of 
excessive incidence, beyond that which chance might explain, upon the consumers of the partIcular 
milk in question. It may be added that careful enquiry in London during t~e las~ 25 years has only 
brought to light one outbreak of typhoid fever, in which a. primafacie case agaInst mIlk has been clearly 
established, and even in that instance the conclusion cannot be regarded as free from doubt, as the 
question of fish or shellfish infection was ~ecessarilr (the outbreak occurring as long ago as 1895) not 
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considered. An even greater degree of suspicion must rest upon outbreaks ascribed to ice-cream, water 
cress, etc.; at lea'St this may be confidently urged with regaro to a po.rticular prevalence, that of 1911, 
in Finsbury, which was at first ascribed to ice-cream, but this judgment was later (Ann. Rep. of Council, 
1911, Vol. II!., p. 83) found to need reconsideration. 

The first suspicions concerning fish and shellfish in relation to infectious disease were entertained 
at the time of the cholera outbreak of 1892-93. Sir R. Thorne ascribed some of the cases occurring in 
this country to shellfish from Cleethorpes, near Grimsby. Only some half dozen cases of cholera were 
detected in London (Ann. Rep., 1893, and Appendix to Rep. of 1900, p. 7), and in three of these the only 
article of food which could be incriminated was fish from Grimsby. In the next two or three years 
ques~ion was raised as to conveyance of typhoid fever by oysters, and later by mussels and other shell
fish; in\1900, came the first clear evidence of conveyance of typhoid by infected fish (Ann. Rep., 1900, 
Appendix I.). 

The behaviour of typlwid fever tn London in successive periods before and after 1870. 
On a. broad review a. division into five successive periods of time, each representing a. downward 

step in prevalence, may appropriately be made. (See Diagram, p. 11.) 
(i.) The period prior to 1870. Typhoid much confused with typhus, but maintaining. 

undoubtedly, a high level of prevalence, and perhaps showing gradual decline towards the end 
of the period. During the years here under review outbreaks were commonly a.ttributed to 
insanitary conditions generally, particularly to cesspools, privies, etc., and quite towards the 
end of the period, occasionally to water and milk. 

(ii.) The period 187(}"1884. Typhus now falling rapidly: typhoid still a.t a. relatively 
high level of prevalence though probably rather lower than heretofore; if anything it gradually 
declined throughout this period. Outbreaks were usually ascribed to "drains," or to water, 
milk, or sub-soil pollution (" ground water" hypothesis of the Munich school). 

(iii.) The period 1885-1900. Typhoid now on a still lower level of prevalence, but not 
showing further diminution during the period itself. Water and milk still commonly assigned 
as the cause of outbreaks; considerable attentio:a now being directed, however, to certain new 
hypotheses such as that of spread by flies, and case to case infection was also now much can
vassed j no very conclusive evidence was forthcoming supporting the view that the two last 
named are important factors in spread of the disease; the" ground water" hypothesis steadily 
gave way, however, throughout this period as more and more emphasis was laid upon the 
new hypotheses deduced from consideration of possible influences exerted by the recently 
discovered typhoid bacillus. Shellfish and fish towards the end of the period were first clearly 
shown to be causes of typhoid outbreaks. 

(iv.) The period 1901-1914. Typhoid still declining j this period marks the fourth down
ward step. The decline within the period itseU is at first rather marked. Throughout the 
fourteen years much attention was devoted to the question of infected food supplies, particularly 
shellfish from polluted foreshores. Outbreaks were still ascribed from time to time to water 
and milk. A new hypothesis, that of the spread of disease by healthy carriers was now much 
discussed, but little, if any, unquestionable evidence of its operation was discoverable in 
London. 

(v.) The war period and immediately after. Typhoid still shows a disposition to decline. 
The fall is ascribed by some to diminished consumption of food materials from polluted sources; 
by others to further improvement in water supplies and the increased attention paid to sanitary 
conditions generally j while a third school of opinion, the ultra-contagionist, finds explanation 
of the decline in the sporadic and often ineffectual attempts made to control healthy carriers, 
aided by the partial operation upon certain sections of the population of protective inoculation. 

Study of the Diagram, which exhibits the time relations of the dates of inauguration of successive 
attempts to control typhoid fever, and those of variation in the rate of decline of the disease, will make it 
clear that the marked fall which has occurred in the last 40 years cannot be the outcome of the healthy 
carrier campaign carried out for some 10 or 12 years (1903 and onwards) in South-west Germany, and 
practised, still more recently and for much shorter periods of time, in a patchy and uncertain manner 
in a small number of instances, in the United States and in this country. The influence of improved 
methods of inoculation, moreover, has only been exercised on any considerable scale during the last five 
or six years, and has been in the main limited to military populations; moreover, the men in question 
have had their water supplies carefully safeguarded (see the reference to chlorine sterilisation processes 
in Sir A. Houston's historical summary in Reports of the Progress of Applied Chemistry, Vol. IV., 1919). 
The recent report of Major Vaughan, on typhoid in inoculated American soldiers, goes to show that 
no lessened seventy of attack occurs in the inoculated; while the assumption that some dcgree of pro
tection against attack is afforded, is based on comparison with results obtained in the Spanish-American 
war of 1898; this comparison is beside the mark, typhoid fever having lost a large part of its terrors 
in the intervening 20 years. (Jl. of the American Med. Assoc., 24th April, 1920.) Friedberger's recent 
report (" Zeit. fur Immunitats." Jena, 1919) is to the effect that the case for inoculation is not proven, 
if judged by the German Army Statistics. 

Oausation of typlwid fever by consumption of sewage-polluted BheUfish. 
It seems clear, moreover, that among the factors operating in producing the great fall in typhoid 

prevalence of the last 20 years, the amelioration of conditions obtaining in connection with the harvesting 
of fish and shellfish from inshore waters must have played a not inconsiderable part. It is proposed now to 
indicate, as far as may be, the extent to which this factor has come into play. As regards ihellfish, in 
America and in this country, and in less degree elsewhere, careful enquiries have been made for 20 years 
ast with regard to the risk of consuming oysters, clams, cockles, mussels, etc., from polluted sources. Dr. 

p 
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Bulst~ode's two compreh?nsive reports, ~hat on oysters in 1896, and that on other sheIlfu;h in 1911, 
espeClally focused attentI?n on the subject. There can be no doubt that' considerable improvement 
resulted, though even dunng the years of war clear evidence of spread of typhoid by shell6.sh was still 
forthcoming. 
. The orig!nal 0J:ste~ scare of the nineties caused diminished consumption of oysters and led to 
Improvements m cultIvatIOn and storage. For many years after this, however, cockles and mussels 
deri ved from grossly polluted sources continued to be supplied to the poorer population of the large towns 
and to be consumed locally at seaside resorts. The Report on "Fisheries in the Great War" (1920) 
described some of the changes which have recently occurred. Thus the practical disappearance of the 
Tees oys~er and mussel fisherJ:, under the Te~s FIshery Order (1909), has been accompanied by a remark
able fallm the greatly exceSSIve amount of typhoid fever in Durham. An account is given, too, in the 
Report, of Professor Stanley Gardiner's investigations in the Fal estuary. The steps taken to improve 
the conditions in the oyster beds in the main estuary are described, as also are the experiments made 
with regard to the keeping and despatch of oysters. Professor Gardiner says: "So long as the shells 
remain closed and do not lose their shell water, the oysters remain good for human consumption, and 
caunot be infected on their journey to the consumer." The process of " teaching the oyster to keep its 
mouth shut" (as it has been colloquially termed) is described, and the optimistic view is expressed that 
" cases of typhoid infection from oyster beds are now almost non-existent"; Professor Gardiner attaches 
considerable importance, however, to the subsequent risk of infection at retail shops, for, he says, "the 
danger from the handling of oysters by typhoid carriers is well known." This last-named danger is, 
of course, purely hypothetical, as no actual proof of such transmission has ever been given. The 
Report also refers to investigations at Conway, where" a practical method of cleansmg polluted 
mUSllels " has, it is claimed, been devised. Apart from concrete biological and physiological observa
tions, it was necessa.ry, in order to attain the end in view, "to get to know the mussels' as a shepherd 
knows his sheep,' that is to say it was necessary to be able to interpret at a glance what is going on, 
whether the mussel is normal or not; what it is doing, and why; and what it has been doing durmg the 
preceding 12 hours or so." 

Further evidence as to improvements carried out will be referred to later. On the whole it 
may be assumed that many of the worst conditions referred to by Dr. Bulstrode have been either done 
away with altogether, or the risk has been lessened, and a considerable share of the decline in typhoid 
fever, particularly in the last 20 years, must be attributed to this. 

With the outbreak of war the sale of foreign shellfish in this country ceased. That of native shell
fish did not undergo much diminution, the sale of oysters actually increased. 

The figures for mussels and cockles, 1910-19, are as follows :-
1910 295,382 cwts. 1914 456,399 cwts. 1918 374,209 cwts. 
1911 ... 309,702 " 1915 ... 395,617 " 1919 423,099 .. 
1912 ... 379,090 .. 1916 ... 309,973 " 
1913 ... 428,232 " 1917 ... 349,240 " 

Thus while the gathering of cockles and mussels was at first checked, at a later date food scarcity 
undoubtedly stimulated the industry, and the actual reductIOn m typhoid fever, which can legItimately 
be ascribed to falling off in the use of polluted shellfish in the last six years, is probably not so great 
as might at first sight have been anticipated. 

- / Causation of typhoid fever by sewage-polluted fish. 
As regards fish, the facts are less well-known, and must be set out at greater length. The pre

valences first attributed to eating fish were three outbreaks, occurrmg in widely separated parts of 
London (Southwark, Lambeth and Kensal Town) in September, 1900. In the first of these some 120 
cases occurred, in the second and third some 50 and some 30 respectively. (Ann. Rep., 1900, AppendIx I.) 
Later enquiry aroused suspicion that many other prevalences of typhoid, occurring outSIde London at 
about this time, may have had a like origin. Moreover, in these the first recorded fish outbreaks, suspiCIOn 
especially attached to small flat fish, which there was reason for thinking had been consumed ungutted, 
i.e., the fish was eaten entire, gut and all. In 1903 (Ann. Rep., 1903, Appendix I.) two further fish 
prevalences in Holborn and Southwark were reported upon. By that time the danger of consuming 
ungutted flat fish was clearly recognised, as will be seen from the following extract from the 1903 report : 

.. Experience in Southwark in 1900 indicated that it was the' halfpenny bit' which was 
especially mischievous, and it was found that this consisted in some instances, at any rate, of an 
entire fish, and, therefore, of a very small one. 'Dabs' and C small plaice' are sometimes 
bought in quantity at BIllingsgate, more particularly in the summer, at times when large fish are 
scarce. In July, 1901, C aabs' were being sold at that market at 3s. to 2s. 6d. per trunk of about 
84 lbs.-i.e., at approximately ld. per lb. As it takes one man about Ii hours to clean a trunk of 
small fif>h, the temptation during busy times to remove the heads only, the fish being fried With 
the gut in them, must be great; in the case of small fish there is, moreover, special difficulty in 
removing the gut. It is noteworthy in this connection that sufIerers from enteric fever have in 
several instances complained that the fish eaten by them had a disagreeable flavour, and even 
that it made them sick, while insufficiently cleansed fish is, it appears, well known to have a 
characteristic bitter taste. Imperfect gutting is apparently far from uncommon, at any rate 
at busy seasons. I have seen small fish from which the heads and portions of the intestinal 
contents had been cut away by one stroke of a knife but from which the gut had not been com
pletely removed, displayed for sale in a fried fish shop, and among some 30 or 40 penny and 
halfpennY'pieces of fried fish purchased two samples were obtained-one from North London 
and one fiom South London-in which the intestines were in the fish. It may be surmised 
that frying under these conditions/having regard to the short time of exposure in the dripping 
or oil to a high temperature. would be unlikely to result in sterilisation of the intestinal contents.' 
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In the same report, moreover, the attempt was made to estimate the extent to which the con
sumption of ~ngutted flat fi~h may have determined the excessive incidence of typhoid fever, in a number 
of poor areas In London durIng the years 1896-1903, and a ch~rt showing the time relations of prevalences 
in 24 such areas was exhibited. 

I.n the ~906 r~port (pp. 42-43) referen~~ was made t~ prevalences.in West Ham, Finsbury and else
where, In which fried fish fell under suspIcIOn. FollOWIng upon this the Public Health Committee 
reported to the Council, who communicated with the City Corporation, suggesting that .. systematic 
control by a sanitary authority, such as is now regarded as necessary in the case of other sorts of food," 
should be undertaken in respect of the food passing through Billingsgate. 

In the 1907 report (p. 107) a family outbreak in Chelsea was ascribed to fried fish. 
In 1908 considerable fish prevalences in Bethnal Green and Shoredi tch were reported upon (Appen

dix I., 1~08). 
In\1909 the Sanitary Committee of the Corporation submitted a scheme, the acceptance of which 

would render" persons sending unwholesome fish to the CIty Fish Markets" liable to .. incur the same 
risk of prosecution as obtains in the case of the salesmen in the Meat and Provision Markets." 

Early in 1910 several small groups of cases of typhoid fever occurred in different parts of London 
which were suspected to be due to infected fish. (See Vol. III., 1910, p. 107.) In the autumn of 1910: 
a further outbreak occurred in Bethnal Green which was attributed to fish, and the enquiry (Ann. Rep., 
1910, Vol. III., p. 100) included an " Examination of the Behaviour of Typhoid Fever in London generally 
and in some Areas Outside the County Boundary" (see also Diagram V., opp. p. 35, Ann. Rep., Vol. III., 
1911). It transpired, in fact, that 33 small prevalences of typhoid fever had occurred, in 10 London 
boroughs and in two districts outside the County of London, in which there was reason for thinking fish 
was at fault. 

It was now regarded as certain that the fish was infected before reaching the retail vendor. In 
my report of 1910 the following observations were made in this connection :-

.. It has been suggested to me that the possibihty of contamination of small fish, in what 
are known as the' nursery grounds' in the North Sea, is not so remote as might at first sight 
be supposed. The publication of Reports on the Research Work of the Board of Agriculture 
and Fisheries has brought to light facts of great interest with reference to the distnbution of 
smaJI fish. The first of these Reports pubhshed in 1908, stated that' large quantities of small 
immature plaice were being swept up by the (North Sea) trawlers each year, especially in the 
summer months'; and that the species (plaice), 'was annually being caught in an immature 
state in vast numbers on certain grounds.' The small fish abound at some seasons in shallow 
waters, but a particular shallow water area, known as Aa (which with another area, B4 , formed 
the' small plaice grounds' off the Danish Coast), is the only A area (i.e., the only shallow water 
area) in which an appreciable quantity of plaice was caught.' Again in Aa, the Danish inshore 
waters and the so-called' small plaice grounds,' 83 per cent. were small, while in B4 , which is 
immediately outside this area, the percentage of small was 76." 

Attention was also especially drawn to that portion of the As area which adjoins the estuary of 
the Elbe. Moreover, it was added: "The question of the three mile limit must not be overlooked; 
but there is always a possibility that fish caught by foreign boats may find its way to the London market." 
Iteference was made to efforts on the part of the fish trade to obtain legislation designed to protect the 
destruction of small plaice, by imposing a minimum size limit, and it was stated that-"The admissiblhty 
of small flat fish to market may prove to have importance from an epidemiological point of view as well 
as from the industrial aspect." Reference was also made to the need for more adequate inspection. It 
was stated-" The fact has been noted in earlier reports, and is amply confirmed by experience gained 
in 1910, that some of the sufferers from typhoid fever have complaIned of a 'gassy' and again of a 
'bitter' taste in the fish, to consumption of which they have attnbuted their illness .••. " 

"It is the custom with many , friers ' not to go to Billingsgate until the higher-priced fish has 
been disposed of. Numbers of men do not attempt to buy in the early morning. There is, therefore, 
special need of inspection in the case of this ' late fish.' In the Plaice Fisheries Report it is stated 
that at Ramsgate the' small stuff' is 'given to the crew as a perquisite,' or • sold to hawkers and 
others on the open space outside the market.' At Billingsgate the' late fish' falls largely into the 
hands of costers and small' friers,' and, in the absence of a complete system of inspection at the market, 
the question as to whether the fish shall be sold or not is left to the discretion of the coster or frier." 

". . . • Plaice is practically the only fish used by vendors of fried fish which is not gutt~d ~ a. 
matter of course at sea. .... The practice of gutting plaice seems, however, to be coming steadily Into 
favour as years go by, but the London steamer companies do not, as a rule, attempt to gut the ~~ll 
plaice .... In dealing with small' dabs,' which are sold at times when there are • heavy qua~tltIes' 
available, at ld. a pound, or say three or four a penny, cleansing is doubtless often left to be earned out 
by the purchaser, if performed at all." 

" It is a suggestive fact that in theinsta~ceslast summer (1910), in which sev~al me~bers of one 
family were simultaneously a.ttacked by typhOId fever, there was, generally, speaking, a history of the 
consumption by all the sufferers in each/amily of small plaice or dabs. The fact that m~t, or all, of t~e 
consumers of these fish were attacked, points to a. degree of infectiousness which reqUIres some specl!~1 
explanation, and such explanation the absence of gutting of these small fish would possibly supply." 

In September, 1911, a considerable prevalence of typhoid fever in Finsbury was traced to one 
single consignment of fish delivered in London, at a time when there was dislocation.of traffic caused by 
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a railway strike. The following remarks were made at the close of the report on this outbreak (Ann. 
Rep., 1911, Vol. III., p. 89) :-

" This outbreak adds yet another instance to the now growing list of outbreaks in which 
enquiry failed to show any other explaIlAtion than the consumption of fried fish. The circum
stances of the outbreak afford further illustration of the peculiar features which have been 
described as typical of such outbreaks. There is the attack of a particular social class, the 
peculiar age-incidence, the peculiar !ljstribution of the cases iIi family groups, the same frequency 
of the separate purchase of fish by the sufferer himself or herself, in cases in which only one 
attack occurred in a house. But the present outbreak is very instructive iIlASmuch as it was 
at first attributed to ice cream, and primaJacie, there was something to be said for an ice cream 
hypothesis. Analysis of the facts shows, however, that at least half the sufferers in the outbreak 
had not eaten the suspected ice cream, and eight of the ten persons over twenty years of age 
attacked had not partaken of this ice cream. Moreover, study of the topographical distrIbution 
of the cases negatives an ice cream hypothesis." 

In the Annual Report for 1912 the German report on Typhoid Fever, giving the results of Koch's 
campaign, instituted in 1903, was reviewed, and it was pointed out that evidence of contact infection 
was not forthcoming in London as was claimed to be the case in Germany, though there was agreement 
as to the importance of food infection both here and there. The problem to be solved, it was urged, 
"becomes one of determining the relative importance of the parts played, in 'indirect infection,' by 
manipulation of food immediately prior to its consumption, on the one hand, and by exposure of food to 
contamination in the gathering ground, foreshore, or estuary, on the other." It was added that" The 
German reports themselves, in the evidence they yield of grouping of cases, of failure of spread in the 
absence of new importations, and of comparatively slight incidence upon those specially brought in 
contact with the sick, all confirm similar evidence obtained in this country, which tells strongly against 
the view that mischief is done at a comparatively late stage in the history of the distribution of the 
water or food." 

In the 1913 Report the difficulties in accepting the bacillus carrier theory of spread of typhoid 
were further considered, and it was concluded that: "Suspicion necessarily arises as to whether it may 
nat be necessary to look elsewhere than to these (typhoid) bacilli for the cause of typhoid fever." 

In 1912 and 1913 no outbreak of typhoid was traced to fish. In 1914 a small outbreak occurred 
(Ann. Rep., 1914, p. 20). In reporting upon this the following remarks were made:-

" It will be seen then that the available evidence points to infection being brought into 
London in the large majority of cases by fish and shellfish coming generally speaking from a 
considerable distance. The great improvements as regards sanitation effected in the last 50 
years and particularly in the last 30 years have made London itself an eminently unfavourable 
field for growth and cultivation of the typhoid poison; the areas from which infection is derived 
are no longer near at hand, but are to be found on distant polluted foreshores and in remote 
estuarial waters," 

In 1914, as in the two preceding years, and as also in 1909, there was practically an entire absence 
of the autumnal rise in typhoid fever; and in 1915 the continued low prevalence of typhoid with absence 
of autumnal rise was again noted. 

In 1916 the same phenomena recurred. An examination was made in the report of that year 
(p. 7) of the 1915 report on the" Distribution of Plaice" by Dr. Masterman, and in particular it was 
noted :-" It will be seen then that a considerable change has been brought about during the last 14 or 
15 years as regards use of the Area (knOWD as A.) which includes' the Continental nursery grounds and 
close inshore waters where very small plaice abound.' The area has been increasingly abandoned by 
English trawlers, and this has been especially the case since about 1907; indeed, about six years ago, 
first the Hull, and then a year or two later, the Grimsby boats, altogether discontinued going there." 

Certain facts observed with reference to the relationship of autumnal to annual prevalences in 
the three main fishing ports, in the principal towns and in certain county areas in England and Wales, 
were considered; the conclusions draWD from this examination were :-

II The whole question of variations in the type of the typhoid curves in different parts of 
the country merits close study, but three facts are at any rate clear. First, typhoid fever reached 
a high level in London in the years when there was a maximum use of the As area. Second, a 
decline followed upon the gradual disuse of this area. Third, a further decline with smoothing 
out of the autumnal prevalence has occurred in the last eight years, save in 1908, 1910 and 1911, 
when there were small autumnal outbreaks, traced to small ungutted flat fish. 

" The facts at any rate justify discouragement as a source of supply to this country of 
under-sized plaice and dabs from the mouth of the Elbe. 

" On a review of all the facts as to disuse of suspected sources of supply to this country of 
shell-fish and of fish, it will be apparent that the great decline of recent years in prevalence of 
typhoid fever has proceeded practically pari passu with abandonment of consumption of shell
fish and fish from polluted sources, and, with removal of layings, etc., to a distance from sewer 
outfalls. In particular it should be noted that the classical reports of Dr. H. T. Bulstrode, and 
the adoption of the precautionary measures outlined in them, must be regarded as having been 
very largely responsible for the great reduction in the prevalence of and mortality from typhoid 
fever brought about in the last 20 years. Just at the time, however, when the carrying into 
effect of epidemiological teaching was beginning to exert appreciable influence, a ne'" bacteria-
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logical method of prevention of typhoid fever was first advocated. This new method has been 
but little practised in civil life, sa~e by the .c~mpaigners of South-West Germany, but it has 
been somewhat wIdely employed In the BrItish; German, and French armies. It has been 
as~umed ~ot ~nly that this method ~as been productive of great results from a preventive 
pOint of VIew In the case of those aImles, but the corollary is apparently drawn that if it had 
been adopted twenty years ago among civilians in this country there would have followed 
not merel:y the.hug~ dec~n~ in typhoid that has actually oc~urr.ed, but an even greater decline. 
To the epIdemIOlogIst this IS very hard of acceptance; he Inclines to think that more benefit, 
as regards further reduction of typhoid fever in this country, is likely to result from pursuing 
the older e~idemiological metho~s than from giving effect to ~he new principles advocated by 
Koc~ ~n.d his followers. In partIcular, further care for the punty of shell-fish layings and entire 

\ prohibItIOn of the sale of ungutted fiat fish are to be looked upon as the main lines upon which 
further advance can be made." 

In 1917 the behaviour of typhoid remained much as in 1915 and 1916. A small oyster outbreak, 
however, affected a few Londoners. 

. In 1918 ty:phoid was still at a low eb~ and the continued smootliing out of tM autumnal rise was 
agam observed; In 1919 the number of cases In the last quarter of the year showed a very slight increase. 

The diagram on p. 17 has been prepared to illustrate the behaviour of typhoid fever since 1911 
in-(i.) London and four east coast ports engaged in trawling in the North Sea; and in certain large 
towns and counties mainly supplied with fiat fish by thos~ ports; (ii.) west coast towns and counties; 
and (iii.) south coast towns and counties. It will be seen that there is a close family likeness in the curves 
for the east coast fishing ports; and traces of the same likeness are to be discovered in some of the large 
towns and counties mainly supplied from these ports. Towns like Billningham, however, at some 
distance by railway, show a more marked fall in typhoid in recent years than towns more easily acces!\lble ; 
this might be held to accord with the probability that freight charges discourage the despatch of com
paratively worthless fish from a port to a dMtant town, whereas if the port were near the town the fish 
might find a market there. On turning to the curves for south and west coast towns and counties, 
some of the towns and counties present family likenesses inter se, but they show as a rule little or no 
resemblance to the curves of the five east coast ports. It now remains to allude to some further important 
evidence concerning the relation of fish and shell-fish to typhoid fever. 

TM Departmental Report of 1914. 
In the year 1914 there appeared an important Report of a Departmental Committee on Inshore 

Fisheries, in which many questions of very great industrial and epidemiological interest are touched 
upon. The references therein made to the fish nurseries and shell-fish layings in shallow and estuarial 
waters, and to the pollution of the same by sewage, throw further light upon typhoid fever prevention. 
They may be grouped under the following heads:-

(A) The sources, mainly estuarial waters, from which the smaller flat fish are obtained. 
Q. 525 elicits the answer: "We know the important grounds where plaice occur on either side 

of the North Sea in a small condition, and we know too that the strip along the English coast generally 
is an important area for small plaice and small fiat fish." (In an earlier Blue Book it is stated that-" The 
Lowestoft vessels fish about the Gabbard and Kentish Knock, which is practically a part of the estuary 
of the Thames." ... "I believe it is a fishing nursery all in that estuary." .•. "For fiat fish! "
"Yes, the same as the estuary of the Tees and the same as the estuary of the Humber.") 

Q. 4539: .~ Do you find that, owing to the eastern current, the ova of deep sea fish drifted to 
the eastern side of the North Sea, and that there were miles of ground suitable for nurseries for these 
small fiat fish, and the fishermen pursued the fish until they saw they were going to destroy the golden 
egg and appealed to the Government to prohibit the sale of small undersized flat fish ! ..... "I am 
speaking of the coast of Denmark of the Bight of Heligoland and the Dutch coast • • • and the Gelln8n 
coast." 

Q. 5687: "Are immature fish used for anything else besides baiting lobsters! "-" No, only 
what we say, sir, some people eat the little fish; no doubt little plaice are sold for these fried fish shops 
very small fish are to-day." Q. 5688: "But practically their only value is for bait! "-" That is 
all, really." 

Q. 5750: "In every district, according to local knowledge, where there is shallow water and 
where plaice and fiounders and dabs pass the stage when they are the size of sixpence to five shillings 
or upwards, and it may be untIl they are lIb. in weight, I should protect, not all of them, but I should 
protect certain selected areas and appropriate areas in every district." 

Q. 6326: "Do you find that there are many undersized fiat fish come through Parkeston; from 
the Continent 1 "-" Yes, from Parkeston." 

Q. 6329: "Do you find there are many under~ized fiat fish come in that way~ more pa~ic~r}y 
plaice! "-" More particularly from Parkeston, there IS a lot. Across on the other SIde there IS a limIt, 
I think, of ten inches; it is perhaps eight inches, but, anyhow, I think many a time they take the large 
out and we get the small." 

Q. 6573 (et infra): "They catch a lot of small fiat fish from Ramsgate, do they not! "-" Yes, 
they catch a good many" . • • ., Pegwell Bay is a case in point;· it has been a very difficult thing 
to get a regulation made with regard to it" ..•. " They come into the shallow water at Pegwell Bay to 
escape from their enemy the larger fish." 

Q. 6719: "Being so close to the coast of France we have a considerable number of the~ French 
trawlers which slip in on moonless nights .... Last year there has beeJlless poaching, but still a con
siderable quantity goes on, and there is a very bad feeling existing between the men at Boulogne and 
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the men at Ramsgate on this point. The vessels come in and anchor off Hope Point, and if there happens 
to be no moon they go fishing in Pegwell Bay and the Ramsgate district without any lights up." ... 
" I thinlc it would be an advantage to have an old torpedo boat to patrol the district between 
Ramsgate and Dungeness at irregular times." ... "I think there should be something of that kind 
between the months of July, August and September." Q. 6724: "That is the time when thiS 
poaching takes place t "-" When the flat fish are most valuable, yes." 

Q. 7137: "The Dutch people do not gut their plaice 1 "-" Not the small plaice." 
Q. 7138: "That is a very important point for the inspector 1"-" It is, but there is not any 

general instruction or anything to enforce gutting. Personally, I am of opinion that as far as possible 
it should be made compulsory." 

Q. 7139: "The effect of a small plaice not being gutted is that it arrives in a state of putre
faction earlier 1 "-" That is so." 

Q. 7140: "And, therefore, unless the inspector is there on the spot, and watches, it enters into 
the public stomach, does it not, and it may do a lot of harm to the individual as well as to the industry, " 
-" Yes, but as a rule the small plaice are taken to the fried fish shops." 

Q. 7141: "The poor suffer 1" ..... I think, as a market authority, we are favourable to the 
gutting of all fish coming to the market, especially the flat fish." 

Q. 7172: "Do you get a very large number of what you might call undersized fish at Billings
gate 1 "-" Not so much as we did formerly. A few years back there was a complaint that the steamer 
companies had been going to the breedmg grounds over against the Danish coast and part of the German 
coast, and they did bring some, but they have given that up and most of the Grimsby people have 
also. What is done now largely is that the Danish fishermen, with small motor boats, go there, catch 
the small fish and send them to our market .. ' .. " 

Q. 7174: "What kmd of fish would these be 1 "-" Chiefly small plaice." 
Q. 7175: "Do they go to fried fish shops 1 "-" Yes, the bulk of them go into the fried fish 

shops .•.. If they had to gut the small plaice It would not be worth while. I am in favour of the 
compulsory gutting of flat fish and small fish." 

Q. 7176: "And compulsory on whom 1 "-" On all the fishing industry to gut the fish at sea; 
and it would not be worth their while to do it and bring in the small ones." 

Q. 7177: .. You should make it compulsory to gut at sea, and it would be a boon on sanitary 
grounds, on the grounds of health and everything else, and it would largely stop the catching of these 
small plaice and other small fish." 

Q. 7304 and 7305: "And they sent this undersized fish to Billingsgate Market ...• Owing 
to the costers attending the market, Who could sell the very small fish in the East End of London where 
there was a market 1 "-" Yes." 

Q. 7306: "And sometimes make 2s. for six stone and sometimes make lOs., and was it not 
often the case that the buyer took the containing fish from the top row and left the remainder in the 
market for manure 1 "--" I have heard it." 

Q. 7307: "Was not that the reason for their promoting these Bills to stop that destruction' "
.. They agreed amongst themselves not to go to the grounds where these fish were caught." 

Q. 7308: "That. was afterwards 1 " 
Q. 7309: "When the Government failed'to carry out their desires, they (the fishermen them

selves) "entered into a voluntary agreement to keep off those grounds and did so for some years ! "-" Until -
some one broke through." 

Q. 7313: ., Is It not a fact that the Danes are sending hundreds of boxes of flat undersized fish 
into Billingsgate, sometimes amounting to as many as a thousand cases a day 1 "-" I did not 
know that." 

(B) Questions specially dealing with risk of pollution. 
Q. 765: "Do the Board of Agriculture and Fisheries receive complaints of pollution from the 

sewer outfalls 1 "-" Yes, constantly and especially in connectIOn with oyster and mussel fisheries." 
Q. 1258: Relates to the Solent shell fish beds.-" There is no portion of the whole of these beds 

which is not really open to pollution. 1 "-" No." 
Q. 1263: "The oyster does not object to the pollution! "-" Not a bit, not the slightest." 
Q. 1363: "I think probably our district (southern local fisheries) suffers a little Il!'0re than 

others in that res.{lect. because we ha\te so many promising watering-places along the salubnous coast 
that we are getting nothing but sewers all the way along." 

Q. 1382: "You cannot say, then, whether the sewage affects the fish badly or not 1 "-" Oh, 
I do not know, really; the fish appear to me-certainly some particular kinds of fish-to go to the 
sewage for food." , 

Q. 1391 :"" And Poole Harbour and Langston Harbour ~ "-" All those places are enclosed; 
they are all either threatened or spoiled by sewage at this moment; all of them." 

Q. 1885: "But the real fact is this: the so-called pollution is what the fish live upon." 
Q. 1946: "In the Port of London they do not allow any whitebai~ing ~ha~,s~~er:'; .an! 

Q. 1947: "That part of the Port of London, then, 1S a sort of sanctuary for whitebait t - It IS, s!r. 
Q. 2126: "There is still another source from which whitebait might come, because sometimes 

in 1\.ugust and September they are -driven out on'the shore by the ton by. the ma.ckerel! "-" I .~o 
not know what condition they would be in." Q. 2127: "They are qwte all nght; ·all hopp'ng 
about 1" "Yes." -

Q. 2776: .. What is the cause of the disapp"earance of the local mussel beds 1 "-" The water 
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(River Tees) was so polluted that the mussels would not thrive." ... "The Committee spent money 
on them from 1901 to 1907 and then they gave it up as a failure." 

" Q. 2811 : As ~o decrease in cockle~ from beds ~n Tees and Humber. " Is that a large industry, " 
- It used to be faIrly large on the River Tees, Sir, and also on the River Humber." ... "There 
used to be over one hundred men (on the River Tees) gathering both mussels and cockles. Now they 
have dwindled down to between twenty and thirty." 

Q. 2878: "The Humber is also polluted to some extent, which affects prejudicially the oyster 
beds as well as fish' "-" Yes, sir." Q. 2879: "They (the sprats) have practically been kIlled out 
of that river'" Q. 2881: "There used to be twice the number of boats working in the Humber. In 
the year 1891 there were 60 boats employed; now there are about forty-two boats working." 

Q. 3005: "There are very few of our ports now (Lancashire and Western) from which 
Manchester w;ll allow the shellfish in the market at all." ... "It has been going on for 12 years' 
it has come to a climax within the last three years." ... "Is that gradually getting worse' "-" That 
is gradually getting worse." ... "Is that from sewage or from works 1 "-" Sewage." ... " Would 
that be from every town around the coast 1 "-" Almost." ... " Almost every town 1 "-" Yes." 

Q. 3018: "Some people take the risk 1 "-" Only one or two towns have forbidden them; 
a lot of them take them." Q. 3019 and 3020: "We have no standing if the pollution is not injurious 
to the mussel." • . . "The mussels did not object." 

Q. 3030: .. I could name one town where they have been in the habit of gathering the mussels 
in pure water then bringing them in bags and putting them within the breadth of this room over the 
main outfall sewer of the town to store them, and then as the orders came they send them away." 

Q. 3054: "In addition to contaminating mussels, do you not think that this greater effluent 
going into the sea must have some effect upon the mshore fisheries 1 "-" I should not hke to say, sir. 
In estuary fisheries, yes, perhaps; but inshore fisheries, that is, Within three mIles of the coast, it is 
largely lost six miles out." 

Q. 3487: "How do they (South Wales Local Fisheries Committee) pay their officers if they 
have not got any money' "-" I have not been paid for nine months, sir; I have to spend my own 
money." 

Q. 5803: "Well, say North Devon, for instance, there are two or three estuaries there 1 " 
... "Yes, I do not think they are looked after." 

Q. 6021: "The mussels for human consumption come from Holland, because the Dutch 
Government have taken certain precautions as to purity over there, which I believe have satisfied the 
authonties here. I do not know, I believe they have, and these Dutch mussels are thought to be clea.n, 
and they are consumed in England." 

Q. 6849: "I was rather thinking of the depletion of the flat fish which is represented to us. 
And you connect that WIth sewage, do you' "_CC Yes, the question of sewa.ge on fish foods. It 
cannot be said that that has been proved. You may be right, but I do not know it to be the case." 

Q. 7050: Mussels at Morecambe condemned "bemg polluted by sewage coming into the 
estuary." 

Q. 7053: "The only hope that I see is lettmg the shellfish grow and fatten in the polluted 
water and then purify them before they go to market." 
(c) Prohibition of exposure for sale of fish under a certain size. 

Q. 5054, etc.: "There have been five Bills altogether introduced." ... "Yes, and they have 
been proposed by the fishermen themselves." ... "From difficulties of size limit of flatfish It was 
dropped." 

Q. 6186: "The trawler owners were the means and the cause of promoting these Bills, to ask 
to be saved from themselves, "_CC Yes." 

Q. 7299: "Do you think that prospects of such legislation are better now than they were then' " 
_CC I think so, in consequence of the labours of the International Council, which has recently passed a 
resolution dealing with this very question with regard to plaice." 

These replies have been quoted at length as they throw hght upon some questions of great 
importance from a public health point of view. The lesson to be drawn from them seems to be that 
it is of first importance that the problems presented by pollution at the source should be solved; it has 
been by this policy and not by attempting to control the movements of healthy carriers of typhoid 
baCilli, or to enforce protective inoculation, that success has been achieved in the pastr-and a great deal 
has in fact been accomplished-and on the same lines further improvement must be Bought in the 
future. In a recent issue of a trade journal, under the heading "increased waterside arrivals at 
Billingsgate," reference is made to the revival of the fishing industry and to the fact that a Danish 
motor-boat had recently discharged "20 tons of small plaice in excellent condition." The waterside 
landmgs are not yet back to the pre-war level when four steam camerslanded on most days, and it is 
added "there should be an excellent opening for arrivals similar to the Dutch carriers and the Danish 
motor-boat." The revival of these industrial activities renders it important that the threads of inquiry 
with regard to public ~ealth interests should be again taken up.. The need .for ~:rstematic ins~ection 
with a view to destructIOn of fish and shellfish nnfit for consumptIon, the desllabllity of protecting the 
nurseries of the small fish, of prohibiting the sale of ungutted flatfish, and of coping with the problem 
of the unsatisfactory shellfish beds, these all call for serious and early attention if the position as regards 
preventina spread of typhoid is to be not merely maintained, but still further improved upon, until 
at lengt h the goal is attained-the entire abolition of the disease, and at the saILe time of the consequent 
injury caused to the fishing industry... . . 

It will b~ seen that London expenence pomts to the conclUSIOn that first and foremost Improve. 
55580 0 ~ 
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ment of water supplies, and, following upon that, improvement of shellfish and fish supplies, have been 
the cause of the great decline of typhoid fever. It s~ems pro.bable that the two (water and food) stand in 
close relation one with the other and this may be true also in respect of the causation of Asiatic cholera; 
if so, explanation of these facts must almost necessarily be sought in the direction of search for some lowly 
form of life which finds opportunity for development in sewage polluted wells and streams and sewage 
polluted foreshores and opportunities for spread by shellfish, and by fish which have fed upon shellfish. 
On such a view question seriously arises as to whether Eberth's bacillus forms a necessary link in the 
chain of causation of typhoid, or whether it must not be degraded to the rank of a mere associated 
organism. There remain, however, on the above hypothesis two difficulties. First, the frequent asso
ciation, in war and in asylums and prisons, and even in ordinary civil life under conditions of neglect 
of sanitation, of dysentery with "typhoid fever"; and when this combination is present it has been 
as a rul~ held that direct spread of infection from case to case must playa part in favouring dissemina
tion of lfuease. The" typhoid" seen under such conditions may perhaps differ from the epidemio
logical, though not markedly, from the clinical, point of view, from water typhoid or typhoid traced to 
fish or shellfish. An explanation of this which may be suggested is that, epidemiologically considered, 
there may be two typhoids and not one typhoid. Clinically, the resemblance may be as close as the 
resemblance say of typhoid to paratyphoid, or of certain cases of typhoid to typhus fever. If, however, 
following in Sir William Jenner's footsteps, the clinical test, the study of a pa.rticular symptom group, 
be regarded as of minor importance, and attention be concentrated upon retiology, it seems clear that 
the typhoid, at any rate, of London (apart perhaps from some of its institution" typhoid ") differs 
markedly from the "typhoid" plus dysentery of Gallipoli, or of the South African or Spanish American 
wa·s. This conclusion seems forced upon the mind when comparison is made on the one hand between 
cases of typhoid widely scattered over London, all linked together by the fact that they yield a history 
of consumption of cockles or oysters coming from a particular source, and all agreeing in this, that no 
secondary ca -es follow in their wake; and on the other hand a group of cases in a mental or fever hospital, 
extending it may be over some months, showing possibly a tendency to be limited for a time to the 
male or female side or even to particular wards, and sometimes occurring coincidentally with marked 
prevalence of dysentery in the same institution. 

The phenomena of institution outbreaks of typhoid may be contrasted with the behaviour of 
typhoid in London as a whole. As II. rule, in them, water and shellfish causation can be definitely excluded. 
The question of fish presents more difficulty. In a hospital outbreak within my experience, I fOlIDd 
strong reason for concluding that fish was at fault. Again, one of my colleagues discovered in the course 
of inquiries made at another institution that the husband of one of the inmates only agreed to his wife's 
remaining there on the condition that she should not be given any fish; when questioned as to his 
reason for making this stipulation, he explained that" he was in the trade himself." In some of these 
institution outbreaks arrest of spread of "typhoid" has followed, upon close attention being given 
to methods of dealing with foul linen, and on use by nurses of antiseptic precautions, and in some instances 
it has been claimed that protective inoculation has proved of service. 

The second difficulty is the spread of typhoid fever by milk. In the early days infection of the 
milk was attributed to the use of polluted water for washing cans, and by some observers to a disease 
of the cow. Later the intermediation of healthy carriers has been invoked. A recent writer on the carrier 
question shares the doubts of many sceptics with regard to "Typhoid Mary," but considers the case 
of the" Folkestone carrier" a convincing one. My own view is that in neither of these classical instances 
was the case proven. (Proc. Roy. Soc. Med. Vol. IV., Epidem Sect., pp. 109 and 115.). The subject of milk 
typhoid seems in fact to be still obscure. Here, again, the suggestion may be made tha.t perhaps, epidemiolo
gically considered, this form of typhoid may not be quite identical with water and fish and shellfish typhoid. 
It is possible that just as "neuritis" may be due to diphtheria or lead or alcohol; or " scarlet fever" 
may be " surgical," or " puerperal," or milk borne, or flea transmitted; so the typhoid symptom group 
may be produced by more than one cause._ The bacteriologist claims that this is so from his standpoint; 
why should not the field worker make a similar claim from the epidemiological point of view! 

Is it possible, that, just as" in modem bacteriological theories of disease we may have con~n
trated attention too exclusively upon particular links in the chain of parasitism . . . forgettIl!g 
that a particular parasite may be merely one of a series, and that it may in some cases be replaced In 

that series by another parasite"; so in epidemiological ~heory we are apt to fail to recognise that 
symptom complexes may result from the action of more agencies than one, each of them competent. to 
set in motion the required sequence of events and thus to serve as a link in the chain of causatIOn 
in question. 

Tuherculosis. 

The deaths from pulmonary tuberculosis in the civil population of London during 1919, numbered 
5,332, a decrease of 1,716 from the previous year. The corresponding figures for 1916 and 1917 were 
6,491 and 6,908 respectively. . 

Tuberculosi~ other than phthisis, caused 992 deaths in 1919 as against 1,575 In 1917 and 1,398 
in 1918. 

The decrease in mortality among children under five years of age noted in previous years was 
maintained in 1919. 

The number of "primary" cases of tuberculosis notified in London during 1919 (53 weeks) 
was 15,587, the corresponding figures for the years 1915-18 being 18,661, 17,631, 18,735 and. 19,178 
respectively. These figures do not relate exclusively to the civil population. Of the total" pnmary:" 
cases of tuberculosis notified in 1919, 12,356 were pulmonary, and 3,231 ",ete Qthet fQtm8 of tuberculosls. 
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The following is an analysis of the cases notified in London in 1919 (53 weeks). 

Notlficatlons on Form A. 
(Total of primary notificatIOns received in London boroughs, other than 

Form of tuberculosis elementary school cases, infra). 
notified. Selt 

0-11-15-110-115-120-125-135 -145 -\ 55-\ 65+! ~~:t:tl Total 

Pulmonary tuberculosis 
I 

M. 8 83 346 761 697 1,639 1,443 1,124 512\137 17 9 6,776 
F. 5 80 300 907 723 1,282;1,027 566 228 91 19 - 5,228 

I 

Other tuberculosis ... M. 32 24!J 493 368 .76 96 46 40 IS) 11 1 - 1,427 
F. 22 J83 415 3S!J 94 99; 51 37 IS 12 9 - 1,329 

All forms of tuberculosis M./40 I-------
~Il .. r:: 329 83iJ 1,129 773 1,735' US9 9 8,203 

F. 27 263 715 1,296 817 1,381 1,078 603 246 103 28 - 6,557 
I 

NotIfications on Form B. Notlfications on Form C. 
(Primary notifications of cases dIscovered (Secondary notifications from insti. 
through medical inspl¥ltlOn in elementary tutions receivmg cases). 

Form of tuberculosis Scx. schools). 
notified. 

0- I 5- I 10- I 15+ 
\ 

Total., Poor law. I Other. 

Pulmonary tuberoulosis M. 4 115 55 - 174 877 2,627 
F, 11 93 74 - 178 1,078 994 

Other tuberculosis ... M. 11 154 73 - 238 198 60 
F. 21 131 84. 1 237 147 88 

--
Ali forms of tuberculosis M. 

I 
15 

I 
269 128 - 412 1,075 2,687 

F. 32 224 15S I 415 1,225 I,OS2 

---

The Medical Research Oommittee's ReFwt on the Epidemiology of Phthisis. 

The Medical Research Committee recently Issued Part III of a report, by Dr. Brownlee, on an 
investigation into the Epidemiology of PhthIsis in Great Britain and Ireland (Special Report Series, No. 46) 
Parts I and II were discussed in last year's report, and it was suggested that Dr. Brownlee's three types 
of phthisis, namely, the" young adult" the" middle-age" and" the old-age" phthISIS were not three 
different strains of disease, but the same dIsease manifested In dIffering populations, rural and urban. 
This VIew appears to be strongly supported by much of the material contaIned In thIs the final part 
of Dr. Brownlee's report, to which is attached an appendix giving the mortahty rates which have formed 
the basis of his painstaking research. 

It was pointed out last year as a curious fact that no attempt had been made in the report to gauge 
the effect of movement of population upon phthisis mortality at various ages. This omission is stIll 
unsupplied in the third part of Dr. Brownlee's report. 

The present instalment, however, contains a discussion of results concerning the bacteriolOgIcal 
analysis of London milk carried out on behaH of the London County Council SInce 1907. Dr. Brownlee 
limits consideration to those counties the dehvenes from which have been examined on not less than 
500 occasions, and excludes years after 1914. This gives fairly stable figures relatIng to twelve counties. 
The percentage of samples of milk found to be tuberculous varies from 3'1 In the case of supplies from 

,Oxfordshire, to 15'6 In that of Derbyshire. Dr. Brownlee finds that If the death-rate of a county be 
taken as a criterion of the healthiness of a county, "the correlation between this and the percentage of 
the samples of milk found to be infected is '82; in other words the same condItions which determine 
unhealthiness in man determine the presence of tuberculosis in animals. Man's want of care of hIs own 
hygiene is therefore reflected not only in his own ill-health but also in the ill-health of his beasts." He 
further finds "that the total number of deaths from tubercle under five years of age stands in Ii yet 
higher relationship to the percentage of infected milk samples, the correlation beIng '90." 

The correlation between percentages of Infected ID,llk and the "young adult" type of phthisis 
was found to be minus '76, and for" middle age" phthisis '50. "It would seem, therefore," Dr. 
Brownlee states, .. that the amount of tuberculosis in chIldren is markedly associated with the amount 
in cattle, that the same relation holds with regard to the' middle age' type of phthisis, but that much 
tuberculosis in cattle is negatively correlated WIth the amount among' young adults.'. . . . Ap
parently the only reasonable assumption to account for this relation is that some degree of lmmunity 
may be developed during childhood which persists in the' young adult' age. The larger the number of 
children, therefore, exposed to infection in childhood, the smaller the number found to take phthisis 
at the early adult ages." The high pOSItive correlation between the death-rate from all causes, and 
the infant tuberculosis death-rate, on the one hand, and the negative correlation found between the 
" young adult" phthisis and the percentage of tuberculous milk on the other, form as it were the nucleus 
of the summa.ry with which Dr. Brownlee's report concludes. 
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The question at once arises in considering Dr. Brownlee's conclusions as to whether the death-rate 
of a .county is ~ny crl~erion of the health of the cows in that county. The cows, it may be assumed, do 
not In the ma~n live In the county b.oroughs an~ crowded·.urban centr.es, which contribute 80 greatly 
to the excess In ~he death-rate of highly urbarused counties. There IS not, relatively speaking, the 
same degree of difference between the death-rate of rural areas, sItuated in different counties, as is 
found when the. co~ty death-ra~el are cont~asted. The dominant factor, indeed, throughout is the 
degree of urbarusatIOn; and to Illustrate thiS the figures which Dr. Brownlee uses have been recast 
Into t.abular form from the standpoint of ".urbanisation," represented by the proportion per 1,000 
occupied males classed as engaged upon agnculture in the census of 1911 :_ 

ProportlOn Phthisis mortahty. Mortality Mean death-ratee, 
of males from 1911-14. 

Per cent. 
C~nty. engaged on 

Young 

I 
MIddle tubercular 

Urban tuberculoul 
agnculture. peritomtls. Rura.! milk. adult. agc. dIStricts. dIStriCts. 

Oxfordshlre ... 29·3 60 65 30 1090 1040 3·1 
Wiltshire ... ... 22·6 52 49 44 1142 1025 87 
Sussex ... ... 222 48 109 50 11'08 955 91 
Somersetsrure ... 21·5 57 78 41 1095 1067 U 
Buckinghamshrre ... 202 38 65 26 11'62 1035 H 
Berkshire ... ... 19·7 40 70 40 11'10 995 li9 
Northamptonshire .. 197 64 63 44 ll'l7 1087 H 
Hampshire ... ... 15·4 44 121 64 1090 997 109 
LelCestershrre ... 149 56 81 86 12'62 11·02 89 
Essex ... ... 11·2 32 90 68 10-95 10·22 112 
Derbyshrre ... ... 8·1 27 64 116 13'43 1227 156 
Staffordsrure ... 7·7 8 126 131 15'eli 11-47 133 

The number of counties is small for the calculation of representative correlation coefficients, 
but for the sake of comparison with the coefficients given by Dr. Brownlee, it may be mentioned that 
the correlation of the proportion of males engaged In agriculture with the amount of .. young adult" 
phthisis is '86; of the same with the percentage of milk samples found tuberculous minu6 '90; and with 
the mortality under five years from tubercular peritonitis m~nU8 '94. 

These correlation coefficients are all considerably higher than those obtained by Dr. Brownlee, 
and suggest that the facts are to be explained, in some measure, by the contrast in occupation in 
agricultural and urban employments respectively. 

It Will be noticed that the counties, from which the mIlk samples give the highest proportion 
tuberculous, are those in which the process of urbanisation is more advanced. Possibly in highly 
urbanised counties situated at a wstance from London, the local urban centres compete with London 
for the output, with the advantage of local knowledge. On the other hand the milk of the more 
essentially rural counties has a relatively small local demand to meet, and in areas where transport by 
rail is the only means of delivery, London is at no great disadvantage as compared with the large urban 
centres of the Midlands, etc. The condition of the cattle In the rICh pasturage of the plains is likely 
to be better, and the farmers more prosperous, than is the case in the sm~ller holdings on less fertile 
SOlI of higher ground. 

The explanation of the high death-rate in rural ar~as among young adults given in my earlier 
reports has been that the rural districts have for many years been drained by the urban centres of the 
pICk of their young adults, some of whom, however, may return when ill to die in the country j while 
in the urban population, on the contrary, the migration has resulted In a well-mixed stock, and some 
of the phthisics have, up to recent years at any rate, often left the towns for the sake of their health. 
To this It may be added that all the statistics point to the fact that the employments of rural districts 
restrain the development of phthisis in the chief working years of bfe. 

Theinfluenoe A further question considered by Dr. Brownlee is that raised twenty years ago by Dr. Gordon, 
of Wind as to the effect of exposure to damp or cold winds, in increasing susceptibility to pulmonary tuberculosis. 
pt~hlsis StatistICS bearing upon this point are very limited, and in his discussion of the subject Dr. Brownlee 
mortahty relies mainly upon Dr. Gordon's records for the district of Okehampton during 1891-1900, supplemented 

by figures,relating to the same distnct for the years 1851-70, and also for the district of Barnstaple 
which Dr. Brownlee has himself abstracted. These are small districts, but the figures show, Dr. 
Brownlee conSIders, a significant relationship between the incidence of phthisis mortality and the extent 
of exposure to south-west or west wind. He sets out in detail the figures for Okehampton for the two 
periods mentioned, and in the following table they are so arranged 3S to exhibit the marked difference 
In mortality between" exposed" and" sheltered" districts respectively .-

Chmatlc character of 
dlStnct III regard to W. 

and S.W. wmds. 

" Sheltered" .. , ... 
"Exposed" .. .., 
" Imperfectly §heltered " 

Population. 

5,484 
1,079 
2,864 

1851-70. 

Phthisis mortahty 
per 1,000. 

211 
2'6 
31 

Population. 

4,080 
831 

2,362 

1891-1900. 

I

I, PhthisIS mort&uty 
per 1,000. 

120 
337 
1'5 
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Dr. Brownlee fi.nds the corr~lation between .. exposure" to wind and phthisis mortality to be '5 in 
1851-70 an~ ·6.In 1891-1900 J~ the Okehampton district; for the district of Barnstaple the coefficient 
of correl~tl.on IS '67. There IS, ther~f?re, apparently some relationship between weather conditions 
and phthisIS death-rate, but the stability of the correlation coefficient, taken in conjunction with its 
smallness, suggests that a third factor has to be reckoned with. It Will be seen from the table that in 
the first period the" imperfectly exposed" parishes had a higher mortality than the" sheltered," and 
the rate was even greater than that of the .. exposed " areas, but this was not the case in the second 
period; on comparing further the decrease in the mortality, from the earlier to the later period, it is 
seen that the decline in the" sheltered" and" imperfectly sheltered" parishes was about the same, 
while the rate for the" exposed" parishes actually increased. The exposure in these areas can, however, 
scarcely have increased in the interval separating the two periods; and even if it had, the" imperfectly 
sheltered" areas should have shown some evidence of the change. It is evident, therefore, that the 
areas described as "exposed" have some other characteristic by which their phthisis death-rate is 
governed, than that merely of exposure to the effects of westerly winds. In the census volumes for 
1861 reference is made to the depletion of population in vanous parishes of Okehampton district, the 
reason mainly being given as agricultural depression, and the class affected was pnncipally the farm 
labourer. Mention is also made of the amalgamation of small farms, and the introduction of agricultural 
machinery, both factors ousting the farm labourer. On the other hand, in the later period some districts 
show an increase of population, due- to the proximity of Chagford and Okehampton to the moors and 
the consequent influx of tourists. In Chagford the reopening of a woollen factory is mentioned, in the 
1871 census, as accounting in part for an Increase in the population of that pansh and also of North 
Tawton; moreover, in the same volume reference IS made to the influx of labourers engaged on the 
construction of the railway to Oke-hampton. In the changes which the opening of the district by the 
railway caused, the areas classified as .. exposed" do not appear to have shared. 

Local knowledge is, howe,el', necessary to select the factor which has to be taken into account 
in interpreting the rates shown in the table. It may, perhaps, be hazarded that" exposure" affects 
the ands as well as the labourers upon them, decreaSIng the fertility of the SOlI, and rendering the 
gathering of its products more difficult and precarious; at any rate, with the unquabfied assent of 
Dr. Brownlee to the conclusion that the London rates are in direct correlatIOn with" social condition," 
or, as Dr. Brownlee terms it, the influence of "hygiene," a further examination of social conditIOns In 
the Devonshire groups of districts must clearly be instituted before any safe deduction can be made 
f om the Okehampton experience. 

Influenza, cere1no-spinalfever, poliomyelitis, and polioencephalitis (mcluding encephaliti. 
lethar!J1ca ). 

In last year's report account was given of the recent prevalences of June July and of November
December, 1918, and of February-March, 1919. It was suggested that all the above-named forms of 
epidemic disease were manifestations of one and the same influence; and it was urged that the cause of 
the change of type observed In these epidemic manifestations must be sought n the degree and extent 
to which the particular population concerned is exposed to infection on the one hand and susceptible or 
immunised by previous attack on the other. ThIs thesis was illustrated by a study of previous pre
valences of the group of influenzal diseases, from the time of the Engbsh sweats of 1485-1551 onwards, 
including all the recorded historical prevalences of epidemics of influenza preceded and followed by 
.. epidemics of ague"; it being argued that the remarkable related agues consisted of the fevers with 
gastro-intestinal, pulmonary or nervous complications, which are becoming recognised as constituting 
the disease types the Proteus influenza is apt to assume. The relation of cerebro-splnal fever to influenza 
was considered, and it was stated that the bke association of the Heine-Medin disease with influenza 
had been similarly instigated by Dr. Crookshank. This writer has expressed hitnself as follows :-

" Careful enquiry has satisfied me that Dr. Hamer is right in stating that the association of 
diverse epidemics of myelitis, poliomyebtis, mesencephalitis and encephalitis with epidemics of 
, influenza' has obtained not merely for years but for centuries. Change of type there has been, no 
doubt, but changed conceptions of disease have also arisen, and we have got into the habit of speaking 
as if a new conception of disease corresponded with a new appearance of disease or the appearance of 
a np\v disease." (Proc. Roy. Soc. Med., Vol. XII., Discussion on Epidem. Enceph., p. xii.). 

Dr. Crookshank has, moreover, added considerably to the body of evidence he had already 
collected, in the course of the year which has elapsed since the date when his above quoted statement 
was made. 

Again, Dr. A. T. Nankivell (J]. of the Roy. San. Inst., Vol. XL., No.5) writes as follows :-" I 
believe when we know more of the pathology of influenza, we shall find that the epidemic lethargic 
encephalitis, polio-encephalo-myelitis, polyneuritis, botulism, and the diseases classified under the name 
of the Heine-Medin group are all due to the same microbe, namely, that of influenza. I believe, too, 
although all the text-book scientists would be against me, that there is an intimate connection between 
influenza and cerebro-spinal meningitis." 

Further support for the view that cerebro-spinal fever is apt to prevail in close relation with 
forms of illness classed as "pneumonia," "influenza," etc., was afforded by Col. Dorgan's report to 
which reference will be made almost immediately. Again Dr. Crookshank informs me that Dr. D, M. 
Lewis, of New Haven, Connecticut has published papers in which similar views are expressed. For 
example, he writes (Boston Medical and Surgical Journal, Oct. 30,1919, p. 540) :-" Our known influenza 
bacillus, the pneumococci, the streptococci, endemic the world over for centuries apparently, as also 
epidemic, can explain epidemiologically and bacteriologically, pandemic influenza, if the term influenza 
is not restricted to those cases or, as all of us have seen, epidemics due to the influenza bacillus." 
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As regards the view that lethargic encephahtis is merely a man:festation of influenza it appears 
(Medical Science, May, 1920, p. 115), that opinion in Italy, Germany and America has recently been 
expressed directly in support of it, but that in Vienna the c.ontrary attitude is still maintained. A recent 
paper ~y Dr. !Jramwell (Lancet, 2.9 .. v.~O), giving his expe~ience in Edinburgh, is instructive in this 
connectIOn; his facts appear not dlssmular from those supphed by the first three countries but his final 
conclusion tallies with that from the town last named. ' 

:here has been furt~er discussion as to the nature .of th.e li.nk which binds together members 
of the Influenzal group of dIseases. Newsholme has urged, In objectIOn to my "seductive hypothesis" 
as he terms it, that the dIseases in the group are associated because each one of them (and he wouid 
Include measles and whoopIng-cough .also) is favoured by identical climatic conrutions (Proc. Roy. Soc. 
Med.,Vol. XII., p. 6). Such a contentIOn assumes that they all prevail together (this of course is certainly 
not the case if measles and whoopIng-cough are included in the group), and overlooks the fact that <n a 
broad riew the true associated epidemics occur for the most part before and after, and only in limited 
degree 'contemporaneously with, pandemic inflenza. 
. Wi~h. regard to ~he associated p~evalences of. disease which are encountered coincidentally with 
Influenza In Its pandemIC phase, the main argument In favour of there being a common infecting agency 
for all of them is, of course, that which I ventured to apply in the Discussion on Influenza of November, 
1918 (l?c. cit., p'. 2~). . The notion that everything must be explained as being the outcome solely 
of continuous vanatlOn In the germ, can clearly be ruled ou~ of court. There remain two faIrly obviou8 
possible lines of investigatIOn; the first the" skiey influences" hypothesis, which, however, IS hedged 
about with very serious difficulties; the second the hypothesis tentatively examined in the Appendix 
to last year's Annual Report and in communications to the Royal Society of Medicine (Vol. XII., Sect. 
of Epldem., pp. 72-73, and Vol. XII!., Sect. of Epidem., pp. 182-183). It is assumed, therein, that influ
enza represents the sum total of the phenomena produced by the" interplay between, on the one hand, 
and ultra-visible virus mutating within the cycles of its multi-annual and seasonal periodicities, and on 
the other hand the varying reactions exhibited by communities more or less immunized or sensitized." 

Recent bacteriological literature testifies to the fact that, thanks to Twort, Penfold and other 
workers, mutation, which was regarded ten years ago as rank heresy, is now looked upon as (jne of the 
most important of the phenomena demandIng investigation, in connection especially with the deter
mination of specific characters. 

Study of The investigation of the potentialities of the ultra-visible viruses is a much mo e formidable task, 
~!:~~;~slble but it seems as though it can only be by study of these most elusive forms of life that lurther ad"ance 

becomes possible. Mr. F. W. Twort in a paper published in the Lancet of December, 4, 1915, has made 
a beginning; he has cultivated glycerinated calf lymph on agar and has produced .. watery looking 
areas," wluch seem to represent eIther a .. condItion or disease of a micrococcus," and to be due to some 
stage in the life cycle of the micrococcus, or to an enzyme secreted by the micrococci and leading to their 
destruction. He speculates, further, as to the nature of this ultra-microscopic virus; it may, he says, 
"belong somewhere in the vast field of life more lowly tJrganised than the bacterium or am!l'ba. It may 
be living protoplasm that forms no definite Individuals, or an enzyme with power of growth." I confess 
this last conception has a special fascination for me, for it once fell to my lot to obtain material .. capable 
of manifesting ferment powers altogether apart from the coincident growth and development in it of 
visible micro-organisms" (Supplt. to 21st Ann. Rep. of L.G.B., 1891-1892, pp. 204-205 and 208). 

Similar results to those of Mr. Twort have been recently reported by F. D'Herelle, who grows 
an inVIsible organism (or bacteriophage as he terms it), which attacks Shiga's dysentery baCIllus. 
T. Kabesluma has tested D'Herelle's conclusions, and inclines to the view tbat the bacteriophage is 
not a living virus but a" ferment" (see MfdkXJl Scumce, Vol. II., No.2, pp. 182-183). 

It may be hoped that more will be heard of the work of Twort and D'Herelle, and that thus 
further light may be thrown on the hypothetical mutating ultra-visible virus of the influenzal group 
of diseases. 

There remain now to be considered two further papers dealing with certain other aspects of the 
influenza problem. (1) Some American experiments on the transmission of influenza, which clearly 
demonstrate by laboratory methods the immunising influence of exposure to influenza, even when not 
followed by an actual attack of the disease. (2) The report on cerebro-spinal fever by. Col. Dorg~n, 
which was ultimately published towards the wddle of 1919. It will then bl' necessary In conclUSIOn 
to say something concerning the manifestations of the influenzal group of diseases subsequent to the 
decline of the epidemic of February-March, 1919, described in last year's report. . 

El[perime~ts The experiments, recorded by Dr. :Milton J. Rosenau, were performed, on Gallops Is!an.d m Boston 
to ~ete[mlne Harbour on volunteers obtained from the Navy (Journal of the American Merucal AsSOCIatIOn, Aug. 2, 
:~e:d of 1919).:' None of these volunteers, 100 all told, had' influenza,' that is from the most careful histories 
lDfluen/a. that we could elicit, they gave no a.ccount of a febrIle attack of ~ny kind d~ng the winu;r." . 

Expeliment I.-To each of 19 volunteers, a large quantIty of a nuxture of 13 ddIereD;t ~tralns 
of Pfeiffer's bacillus, some of them obtained recently from the lungs at necropsy~ was adminIstered 
-suspensions of the organisms being sprayed with an atomiser mto the nose, and Into the eyes, and back 
again into the throat, while the volunteers were breathing in-some billions of the organisms were used 
on each one of the volunteers - but" none of them took sick." 

Experiment 11.-Virus obtained from cases of the disease, material and mucous secretions 
of the mouth and nose and throat- and bronchi being transferred to the volunteers. Ten volunteers 
each received one c.c. into nostril, throat, or on the eye. "None of these took sick." 

Experiment III.-A larger amount of material was obtained and was rushed down to Gallops 



Island, so that only 1 hour 40 minutes elapsed between material leaving donors and reaching volunteers. 
Ten volunteers each received six C.c. of material. "None of them took sick." 

.Experiment IV.-Material transferred directly from nose to nose and throat to throat. .. We 
used I?nteeen volunteers for this experiment, and it was during the time of the outbreak when we had 
a chOIce of many donors (first, second and third day of disease). None of these volunteers took sick 
in any way." 

Experiment V.-Injections of blood. Ten c.c. of citrated blood injected into each of the ten 
volunteers. "None of them took sick in any way." " 

Experimen~ VI .. was "de~igne~ to imitate the natural way in which influenza spreads, 
at least the way In which we believe Influenza spreadfl-and I have no doubt it does-by human 
contact." Ten volunteers were ~rought into a ward having thirty beds, all filled with influenza. 
The volunteers sat down alongsIde the bed of the patient and talked to him for five minutes. 
At the end of the five minutes the patient breathed out as hard as he could, while the volunteer, 
muzzle to muzzle (in accordance with his instructions, about two inches between the two) 
received his expired breath and at the same time was breathing in as the patient breathed out: 
This they repeated five times, and after this" the patient coughed dIrectly into the face of the volunteer, 
face to face, five different times." ••. After" talking and chatting and shaking hands with him for 
five minutes, and receiving his breath five times and then his cough five times directly in his face, he 
moved to the next patient whom we had selected, and repeated this, and so on, until the volunteer had 
had that sort of contact with the different cases of influenza in different stages of the disease, mostly 
fresh cases, none of them more than three days old." •.• "They were watched carefully for seven 
days, and none of them took sick in any way." 

The above experiments were carried out during 1918. At the end of the year the work was for 
the time suspended. In February and March, 1919, further experiments were undertaken, but the 
epidemic was now on the wane and there was dIfficulty in finding donors. Here at last some positive 
results were obtained, but they were deemed to be " ordinary cases of sore throat only." 

The cautious conclusion drawn by Dr. Rosenau from these experiments is that" We must be 
very careful not to draw very positive conclusions from negative results of this kind. . .. Our 
volunteers may not have been susceptible. They may have been immune. They had been exposed as 
all the rest of the people had been exposed to the disease, although they gave no clinical history of 
attack." Readers <1f the account will no doubt think the experiments show the volunteers were protected 
by previous exposure to influenza. 

In the Lancet of July 19th, 1919, there appeared a report on cerebro-spinal fever by Col. J. Col. Dorian'. 
Dorgan. Reference has been made in these reports, and elsewhere, on various occasions, to the repor; on 
investigations into the epidemic at X Garrison made by Col. Dorgan and his coadjutors in 1916, for I :;~:aloiever. 
had the advantage of discussing the whole question with him in that year, and we were able to compare 
notes on t,b.e strikingly similar behaviour of the epideInic in X Garrison and in the London ciVIlian 
population. Col. Dorgan's report, though submitted to the Army authorities, was not published at the 
time, but the article, ultimately released for publication in the middle of 1919, gives the full storr of X 
Garrison and summarises the author's more recent conclusions. He gives, in a more complete manner 
than had been done by anyone else, facts which indicate the prime importance of unrecognised cases in 
the spread Qf infection, and at the same time he demonstrates in a more detailed and conclusive manner 
than had previously been done on the great scale, the failure of the method of segregating healthy 
carriers of meningococci. He describes on the one hand the "mutation in the type of resulting 
infection," as exhibited in family attacks; and on the other he intimates that to cases produce carriers 
but not carriers cases." He points out, moreover, that no statistics have been produced" to show a 
difference in the percentage of carriers among contacts and non-contact carrier groups." Speaking 
with the knowledge gained in X Garrison and elsewhere, he comments upon the " central laboratory 
finding II that" It requires at least six weeks' hard work before even a trained bacteriologist, with con-
sirlerable serological experience can sufficiently master the technique to obtain consistently satisfactory 
results. Similarly, when he goes on a holiday, even for a week, it requires at least another week's work 
before the necessary unconscious manipulative dexterity returns." Those of us who were troubled and 
alarmed by this statement, when it originally appeared two years ago, should be greatly comforted 
now to find that Colonel Dorgan's carefully considered and expressed view is that " if the technique 
is so far above the ordinary well-trained bacteriologist it loses much of its practical value." It is 
gratifying, moreover, to find that Col. Dorgan does not subscribe to the doctrine that" each outburst 
of cerebro-spinal fever is due to two, three or four distinct organisms being simultaneously let loose to 
produce infection." Indeed, he says" This seemS so unlikely that it causes us again to hesitate before 
accepting the view that four specifically distinct organisms are concerned in epidemics of cerebro-spinal 
fever." 

Colonel Dorgan's condemnation of the method of isolation of carriers is quite decided and definite. 
HE', moreover, criticises the" inhaling-room treatment, which offers valuable help at any point where 
isolation breaks down," remarking that it "would seem to be a. tactical measure which serves to focus 
the attention on a healthy carrier, and covers the retirement from the former position which had become 
untenable." 

In his remarks on prophylaxis he insists that primary importance should be attached to ventilation 
and overcrowding. He is able to conclude his paper with quotations from the" Medical Supplement" 
of July, 1918, showing that the main contentions of his report of 1916 had in the course of two 
years become widely accepted. 

The progressive decline in the incidence of cerebro-spinal fever since the epidemic wave in 1915 Cerebro. 
53580 D .~lD\ll fever 
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continued during the year 1919, 199 cases having been notified as compared with 265 430 432 and 
674 in 1918, 1917, 1916 and 1915 respectively. Of the 199. cases reported 43 were not confu.med &8 

ge~uine cas.es t?f. cerebro-8~ina.l fever, b:ut on the other hand, ia. 22 ins~ances where a diagnosis of cerebro
spInal memngItls was arrIved at, maInly post mortem, offiClal notifications were not received. The 
actual number of definite cases recorded therefore during the year was 178. Of these 126 (70 per cent.) 
died. The monthly distribution of these cases appears in the subjoined table. 

Month. I Jan. Feb. Mar., ~il.1 May. June. JulY,' Aug. I Sept. \ Oct. NOV., Dec. TotaL 

Total nUlber of Ca.lles 21 13 33 31 21 14 13 15 12 6 10 10 199 
notme (2) (2) (1) (5) . 

Number of Ca.lles noti· 5 3 7 7 3 3 
fied, but not con-

3 3 2 0 4 3 43 

firmed 
1---

Number of (la.lles not 5 2 1 2 2 5 0 2 1 1 1 0 22 
notified (1) (1) 

------
Total number of 21 12 27 26 20 16 10 14 11 7 7 7 178 

actual cases (2) (2) (1) (1) (6) 

NOTE.-The number of naval or military cases is shown in brackew. 

The age distribution was as follows :-

Age. Under 3 3-5, 5-10. 1~~·1~ 30--40. 40-50. -I""'''' To"" Number of cases ... 67 14 31 26 21 11 4 3 1 178 

In 176 cases forms containing detailed information were received from borough medical officers 
and were circulated in accordance with the usual practice. 

The claims upon the time and services of the Council's expert medical staff in assisting medical 
practitioners in the diagnosis of suspected cases of cerebro-spinal fever and other cerebral conditions 
ha.ve been increasing. During the year 1919 these services were required on 101 occasions either for 
visiting the homes of the patient in consultation with the medical attendant, or for examining cerebro
spinal :fluid sent up by the medical superintendents of infirmaries and similar institutions. An analysi. 
of these examinations and the conditions found either at the consultation or subsequently is shown in 
the following table:-

VISits to Visita to 
patienw' homes. 

Fluids 
patients' homes. 

Fluids 
received received 

Diagnosis. Diagnosis DIagnosis from Diagnosis. Diagnosis Diagnosis from 

on clmical after mrfimaries, onclmical after pmrmariee, 

grounds. pathological etc. grounds. pathological etc. 

mvestigation. investigation. 

Cerebrospinal men· Miliary tuberculosis - 1 -
ingitls ... . .. 1 9 15 (2) Pneumonia ... 1 1 (2) 

Tubercular menin· Toneihtis ... 1 - -
gitis ... ... - 1 19 (3) Rheumatism ... - - I 

Pneumocoocal men· Diphtheria .. , ... 2 - -
ingitis ... . " 1 1 8 Typhoid fever ... 1 - -

Serous meningitis ... - - (1) (also bloOO 
Septic meningitis ... - 1 - test) 
Meningitis of un· Spastio paraplegia 1 - -

determined origin - 1 (1) Acute infectIve en-
Encephalitis leth· docarditis ... - 1 -

argica ... . .. (1) 2 (4) Dilated &nd fatty 
Pohomyelitis or heart ... ... - I -

pohoencephahtis 1 (2) 5 (3) Nephntis &nd 
Influenza ... 3 - (2) urmmia ... .. , - 1· -... 

(1) 
Other cerebral con· 

ditIOne ... ... 1 1 6 

NOTE.-The figures in brackets denote the number of cases in whi?h provisional diagnoses o~y were m~e. 
The asterISk signifies that in addJ.tlon to " l~bar puncturt an examination of blood, fmcee and unne waa earned 
out. 



The!e was a slight increase in the incidence of Poliomyelitis and Polioencephalitis during 1919. Polio- • 
The folloWIng table shows the number of cases notified each year since 1911. p!li!~tlS and 

1911, 
Year. from 1st 1912. 1913. 19U. 1915. 1916. 1917. 1918. 1919. 

Sept. 

-Number of C&Se8 .. 66 132 145 93 97 197 03 '53 96 

Of the 96 cases notified during 1919, nine were not confirmed as genuine cases of Poliomyelitis 
or Polioencephalitis, thus reducing the total to 87. Forms containing detailed particulars of 85 cases 
were received from Borough Medical Officers and were circula.ted in accordance with the customary 
practice. 

The monthly distribution of confirmed cases during 1919 was as follows :-

~ Month .. .. Jan. Feb. -·mJ- Jwt~I~' ~ 
Dec • 

Nu mber of cases 00 o. 3 - 3 4 2 3 14 16 19 18 2 3 

The subjoined table shows the age incidence :-

Age .. o. Under3 3-5. 5-10. W-'- 40--50 . -~~ Number of cases .0 .. 26 22 18 14 3 ~ 2 1 -

encephahtis. 

In the annual report for 1918 reference was made to the group of cases of encephalitis Encepb~htis 
lethargica which occurred in London in the spring and early summer of that year. It was pointed Letharglca. 
out that, of the 78 cases which came nnder the observation of the Council's medical staff, 
only 49 manifested the characteristic symptoms associated with the disease-viz., lethargy, high 
temperature, followed by interference with the nervo-muscular system of the eye and facial paralysis. 
On the 1st January, 1919, the disease was made notifiable for a provisional period of one year under 
the Public Health (Acute Encephalitis Lethargica and Acute Polioencephalitis) Regulations, 1918. It 
has since been made compulsorily notifiable sine die under an -Amending Order dated 31st December, 
1919. Owing to the fact that the disease was made notifiable under Public Health Regulations which 
did not render it compulsory for medical officers 'of health to forward copies of certificates to the 
Metropolitan Asylums Board, the statistics with regard to its incidence which are given below are based 
upon information received from medical officers of health of metropolitan boroughs and from independent 
enquiries made by the Council's medical staff. , 
~ During 1919, 86 cases of encephalitis lethargic a came under observation, and schedules of enquiry 
containing detailed particulars thereof were received; in one of these cases the diagnosis was withdrawn 
in favour of tuberculosis. Of the total number reported 33 -died (39 per cent.). 

The distribution of cases between the two sexes showed little variation. The age incidence set 
out in monthly distribution is presented in the following table :-

I Jan. ~I~I~I~I~I~I~I~I~ 'NOV., Dec. Total 

. 
Under 3 ... ... 1 2 - 1 - - - 1 - - 1 - 6 
3-5 .. , ... ... - 1 1 - 1 - - - - - - - 3 
5-10 ... ... . .. 2 - - - - - - - - - - 2 4 
10-20 ... ... ... 8 7 - - - - 1 - - - 1 3 20 
20-30 ... ... . .. 1 3 - - - - - - - - - 4 8 
30-40 ... ... . .. 4 1 1 2 - - - - - - - 4 12 
40-50 ... ... ... 5 3 - - 1 - 2 - 1 - - 5 17 
50-60 ... 4 4 1 1 

0 

1 2 13 ... . .. - - - - - -
Over 60 ... ... 1 - - - - - - 1 - - - - 2 

Total ... ... 26 21 2 3 3 I 1 4 2 1 - I 2 20 85 

It will be noted in the above table that the incidence of encephalitis lethargica coinCldes very 
closely with the most common seasonal prevalence of influenza, viz., December, January and February. 
It is also noteworthy that cerebro-spinal fever prevails mainly during the earlier months of the year. 

Two cases of typhus fever were notified during 1919, one in the Borough of Bermondsey TyphUS 
and the other in Bethnal Green. The former case was subsequently diagnosed as typhoid fever, fever. 
scarlet fever and measles (in combination) and the diagnosis of typhus fever was withdrawn. 
There was also some doubt as to whether the case which occurred in Bethnal Green was actually typhus 
fever. The patient (S. S.) was admitted to the London Hospital on the 26th September, 1919, and 
died two days later. The diagnosis of typhus fever was made after a post-mortem examination which 
revealed a condition of septicremia, petechial hlBmorrhages over the pericardium and luBmorrhages 
from. the bowels; no rash was observed until the last few hours before death. Guinea-pigs were 
inoculated, but without result. The deceased man lived practically alone and he had not been out 
of England, nor had he had association with any persons who had been abroad, as far as could be 
ascertained. No clue could be discovered which would throw light on the source of infection, and in 
all the circumstances the diagnosis must he regarded as unconfirmed, a view which was subsequently 
supported at the London Hospital. 

A list of passengers (on board the S.S. Kaisar-i-Hind, which arrived at Southampton on the 1st 
55580 D:I 
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April) who had been in contact with typhus fever and were proceeding to London, was forwarded by the 
Medical Officer of Health of Southampton; the names and addresses were communicated to the medical 
officers of health concerned. No developments arose. 

No cases of plague or cholera occurred in London during 1919. Three vessels on which cases of 
plague had occurred arrived in the Port of London during the course of the year, and the names and 
addresses of the passengers and crew were reported to the medical officers of health of the districts to 
which they proceeded. Communications were also received from the Medical Officer of Health of 
Liverpool reporting the existence of plague rats on board vessels arriving at Liverpool from abroad, 
and notifying for observation the names and addresses of passengers proceeding to London. An outbreak 
of bubonic plague on board one of the first three ships, the S S. Nagoya, is specially noteworthy. The ship 
came from Yokohama and arrived in the Port about the end of October. The first patient was attacked 
on the 21st October and died at sea two days later. When the vessel was boarded at Gravesend 7 fresh 
cases wek discovered and were removed to the Port Sanitary Authority's Hospital at Denton. The 
diagnosis of plague was bacteriologically confirmed by the Ministry of Health. Disinfection of the 
vessel and other necessary precautions were taken, and no further developments occurred. 

During 1919, 11 cases of anthrax were notified in London, 3 of which proved fatal. An 
additional fatal case was reported in a worker for a firm of horsehair dealers in Flnsbury, but as the 
deceased man lived in Edmonton the case is not included in the figures for the administrative county. 
Of the total number of cases reported 7 were directly attributable to the patients' employment-viz., 
the handling of imported skins, ludes, hair or bristles, 4 were attributed to infection from shaving-brushes, 
and m the remaining case the patient, who subsequently died, was engaged in handling sacks, containing 
meat, at a dog biSCUit factory; no definite source of infection could be traced in this case. 

As regards shaving-brushes, it will be recalled that a similar outbreak occurred in 1915 (a descrip
tion of which appe,~ed in niy annual report for that year) when it was found that mixed hairs of 
Chinese origm were b~ing imported and manufactured in this country into shaving-brushes, which were 
discovered in a large number of instances to be infected with anthrax. The brushes, which were 
responsible for cases of anthrax in London, as well as in the provinces, during 1919, were manufactured 
in Japan, and those imported into tlus country were covered by a certificate issued by the Japanese 
Government to the effect that they had been properly disinfected. The first case in which suspicion 
fell upon a shaving-brush as being the source of infection occurred in the Borough of Hammersmith at 
the end of October. The patient had recently bought a new shaving-brush, and this was submitted to 
a bacteriological test at West London Hospital where anthrax spores were definitely identified. The 
brushesjn possession of the retailer were confiscatecl. Investigations were made at once as to the source 
from which the brush was derived, and the wholesale supply was traced to the City of London. 
Dr. Howarth, Medical Officer of the City, made the fullest enquiry and ascertained that there were 
on the market large numbers of shaving-brushes of the kind found to be infected, and he discovered that 
they had been imported in large llumbers from Japan five or six months previously. The distribution 
of 1he majority of these brushes, which were subsequently found to be of various types, was closely 
followed up and large numbers were recovered from the retailers, returned to the wholesale fums 
concerned, and their further sale prolubited. It was discovered, however, that many of them had 
already been sold to individual purchasers, whilst large stocks had been exported to Belgium, Spain, 
India and other places abroad; the respective Governments of these countries were accordingly informed 
of the facts by the Ministry of Health. Several of the various types of brush imported were bacterio
logICally examined and found to be infected j of one type alone eight out of eleven which were examined 
were found to contain living anthrax spores. The Ministry of Health communicated with all wholesale 
firms in the City of London and Shoreditch, who were hkely to have received suspected consignments, 
drawing attention to the deslIabihty of having the consignments of brushes from Japan bacteriologically 
tested. A general caveat was issued in the Press by the Ministry of Health warning the pubhc against 
the use of cheap shaving-brushes of Japanese origin, and -setting out the method of disinfecting any 
doubtful brush. Representations were also made to the Japanese Government through the Embassy 
in London, and it was eventually considered necessary to prolubit altogether the importation of shaving
brushes from Japan by Order in Council under the Anthrax Prevention Act, 1919. Concurrently with 
the case which occurred in Hammersmith it was reported that a man living in Plumstead had contracted 
anthrax, and that he had bought a new shaving-brush. It was not possible to secure the brush in 
question, but enquiries elicited the fact that the patient had obtained the same from a local stallholder, 
who in turn had received his supply from a manufacturing firm of chemists in Notting Hill Gate. A 
companion brush was secured and found to be infected. The type was known as the"W oodstring Shaver," 
and was of English manufacture; the distribution was traced back through a period of two years to 
the original holder of the stock, and a veto was placed upon the further sale of unsold brushes. Following 
upon the two cases referred to above a man living in Westminster was admitted to the infirmary on the 
16th November with a pustule on the cheek. He was found to be suffering from anthrax, and he died 
half an hour ~fter admission. The man was a bank clerk in temporary employment and httle was known 
of his habits. Although no possible source of infection other than a shaving-brush could be discovered 
the bamllus anthracis could not be recovered from the brush in his possession. 

Another case of anthrax in which a shaving-brush was suspected as being the origin of infection, 
was notified on the 16th December in the person of a demobilised officer who was staying at the Carlton 
Hotel. He first noticed a lump on his cheek on the 11th December, and he was subsequently removed 
to a nursing home where the pustule was excised. Bacteriological examination confirmed the diagnosis 
of anthrax. Upon enquiry it was ascertained that the patient bought a shaving-brush in a b~zaar in 
India just before proceeding home for demobilisation, and he used it for the first and only tIme two 
days before the onset of illness. Attempts to isolate the baciUus- antltracis from the brush, however, 
were unsuccessful. 
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In addition to the discovery of shaving-brush jnfection in London it transpired that other cases 
o~ an,thr~x due to a similar cause wer~ reporte~ in the pro~nces and in Ireland. In view of the widespread 
dlstnbutIOn of Japanese brushes, this extensIOn of the disease was not to be wondered at, and had it not 
been for the stringent ~etho~s adopte~ by the health authorities it is probable that the outbreak would 
have assu~e~ larger di~enslOns. It IS .confidently .hoped that the efforts which are being made to 
reduce the InCIdence of thIS preventable disease folloWIng upon the enactment of the Anthrax Prevention 
Act, 1919, will be fruitful of good results. 

B.-ADMINISTRATION. 
It may be noted at the outset that certain statistical information available is summarised in Table 

11., see page 50. 

Tuberculous Milk.-L.O.O. (General Powers) Act, 1904, Part V., and 1907, Part IV. 
The Council's inspectors obtained 979 samples from churns of milk consigned from the country 

to the various London railway termini, and these were submitted to the Lister Institute for bacteriological 
examination. The milk was sent to London from 32 counties. Of the 943 completed examinations, 61 
or 6'0 per cent., yielded tubercle bacilli, as against 7'4 per cent. in 1918, 10'3 per cent. in 1917, and 
8'7 per cent. in 1916. In connection with these samples the veterinary inspector visited 58 farms and 
examined 2,145 cows. It was found that 32 cows, i.e., 1'5 per cent., showed signs of tuberculosis in one 
or more of its forms, or were otherwise unhealthy. In the case of each cow suffering from tuberculosis, 
the farmer undertook to have the animal slaughtered and meanwhile not again to use the milk. In 
addition, the inspector re-visited 275 farms and inspected 12,322 cows; all the animals examined at 
these re-visits were found to be in a satisfactory condition with the exception of 91 which appeared to 
be tuberculous. In each instance the owner undertook to have the arumal removed. 

During the period 26th November, 1918, to 12th January, 1920, there were four inspections of 
the cows in the 109 London cowsheds. In 8011,7,103 examinations were made. No cases of tuberculosis 
of the udder were detected, but in 82 cases other unhealthy conditions of the udder were found. Two 
cows were found presenting symptoms of generalised tuberculosis. The number of cows examined in 
London cowsheds during the first quarter of 1914 was 2,676, while in the last quarter of 1920 the number 
was 1,785. 

Offensive Trades. 
Under the provisions of section 19 of the Public Health (London) Act, 1891, the consent of the 

Council is required to the establishment anew of noxious trades or the enlargement of the premises on 
which they are carried on. During the year under review sanction has been given to the enlargement 
of two fellmongers' premises, and to the establishment anew of the business of a gut-scraper. The 
enlargement of a licensed slaughterhouse was also sanctioned. 

Housing of the Working Olasses Acts. 
The Housing Committee have had under consideration reports as to insanitary areas in London 

and have considered the necessity of dealing with a number of these forthwith; and in connection with 
the provision of dwellings for the working classes and the improvement of housing conditions in London, 
the Council, on 15th July. 1919, decided to submit the following scheme to the Ministry of .Health for 
approval :-

"1. The period within which the scheme shall be carried into effect shall be five years from the 
date of approval of the scheme by the Ministry of Health. 

Provided that under the powers conferred upon them by sections 2 and 7 of the Act, the 
Ministry, in approving the scheme, shall accept the period of five years and shall consent to allow

(i.) That the grant of financial assistance under section 7 of the Act shall apply to all 
work completed by the Council within the said period (subject to ii.) in pursuance of this scheme. 

(ii.) That such grant shall not be withheld by reason of the Council, after showing reasonable 
diligence in the prosecution of the scheme, failing to complete it within that limited period 
through circumstances beyond its control such as labour, materials, etc. 

And provided that if the Ministry are unable to allow so long a period as live years for 
financial assistance the Council reserves its rights to submit a revised and smaller scheme. 
2. Before the end of the said period the Council shall reconsider the needs of the county, and 

thereafter decide what further action should be taken to meet the then existing conditions of the 
supply and demand of houses, as well as the then existing sanitary conditions. 

3. There shall be provided within a period of five years from the date of the approval of the 
scheme by the Ministry of Health not fewer than 29,000 new dwellings, with accommodation for 
approximately 145,000 persons, by the development of lands already acquired or to be acquired by 
the Council under Part III. of the Act of 1890. 

4. Not fewer, if possible, than 10,000 of the new dwellings referred to in the foregoing clause (3) 
shall be completed WIthin a period of two years from the date of the approval of the scheme by the 
Ministry of Health, such dwellings to contain accommodation for approximately 50,000 persons. 

5. The following existing esta.tes of the Council shall be developed under the scheme for the 
purposes of the scheme, viz.-

(i.) The eastern section of the Old Oak estate, about 31 acres in extent, in the metropolitan 
borough of Hammersmith, by the erection of about 670 houses to accommodate approximately 
3,100 persons. 

(ii.) Section C of the Norbury estate, about 11 acres in extent, in the county borough of 
Croydon, by the erection of about 260 houses to accommodate about 1,050 persons. 
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(iiL) A section of the White Hart-lane estate, 'about 62 acres in extent in the urban 
districts of Tottenham and Wood Green, by the ere~tion of about 1,110 houses t~ accommodate 
approximately 5,50~ ,persons, subject to the p~ovisions of the scheme of development to be 
approved by the Mirustry of Health under sectIon 13 of the London County Council (General 
Powers) Act, 1912. 
6. The following estates shall be acquired and developed, viz.-

(i.) 70 acres or thereabouts out of the 143 acres of land on the Dover House e8tate 
Roehampton, in the metropolitan borough of Wandsworth, for the erection of about 1200 
houses with accommodation for about 6,000 persons. ' 

(ii.) The whole or part of a site or sites of from 150 to 180 acres in the south-eastern 
district for the erection on a part thereof of not fewer than 1,750 houses to accommodate not 
~ess than 8,750 persons. 

(iii,) A site or sites of large extent to relieve the needs of the eastern part of the county 
by the erection of over 20,000 houses with accommodation for approximately 120,000 persons. 
? The average number of houses per acre which may be erected in the development of lands 

acqwred under Part III. of the Housing Act of 1890 shall be 15 to 20, with such variation as may be 
agreed having regard to the proximity of open spaces and other local conditions. 

8. Dwellings shall be provided to accommodate not fewer than 1,960 persons in fulfilment of 
the rehousing obligation under the London (Tabard-street, Grotto-place and Crosby-row) Improve
ment Scheme, 1910, undertaken by the Council under Part I. of the Housing Act of 1890. 

9. The scheme under Part II. of the Housing Act of 1890 for the clearance of the Brady-street 
area! Bethnal Green, including the provision of dwellings for rehousing persons displaced shall be 
carned out. 

10. Schemes and such other immediate action as it may be possible to take under Parts I. and 
II. of the Housing Act of 1890 shall be undertaken to facilitate the clearance of the worst of the 
insanitary areas in the county, with an estimated population of 40,000, provision being made upon 
the cleared sites or elsewhere for new accommodation in lieu of that to be destroyed." 

Upon the receipt of the Council's scheme the Minister of Health, while expressing appreciation 
of the promptness with which the Council had undertaken a general review of the situation, came to the 
conclusion that the estimate for the number of houses for the first two years after the passing of the 
Act was low, but he was prepared to approve the proposal provisionally pending the more detailed 
consideration of the needs of the county which the Council is to make under section 1 of the Housing 
Town Planning Act of 1919. 

He also stated that he was not satisfied that the clearances, etc., described in the outlined scheme 
could be regarded as an adequate contribution to the London housing problem, and expressed the 
opinion that there should be no doubt as to the practicability of the Council providing a considerably 
larger number of houses than that at present contemplated, in the time stated. 

On receipt of this communication the Council replied to the effect that it hoped to be able at a 
somewhat later stage to formulate and submit a definite annual building programme for the whole of 
the five years period. 

The Brady- In February, 1915, the Council decided to deal with the Brady-skeet Area, Bethnal Green, by two 
street area distinct schemes under Part II. of the Housing Act, 1890, and directed a scheme to be prepared in respect 

to the first section of the area. 

The Roe
hampton 
sIte. 

Mann Crossman and Paulin, Ltd., are the owners of nearly all the property on the second section of 
the area, a substantial portion of which is cleared land partly used for the purposes of the firm's business 
as brewers. Negotiations were entered into with the firm for securing demohtion of houses on their portion 
of the area, for the closing of certain streets, and for the exchange of land which would have the effect of 
concentrating the holdings in two portions near to their existing brewery. 

Under this proposal it would have been possible for the Council after effecting the exchange of land 
to provide accommodation for some 1,500 persons in block buildings or some 830 in cottages. 

In May, 1919, the Council made a Bcheme embodying these proposals, providing for the re-housing 
in block dwellings, and decided to petition the Local Government Board for an Order sanctioning the 
scheme. The proposals as to exchange of land, however, met with opposition on the part of the Bethnal 
Green Borough Council, on the ground that accommodation equivalent to that to be destroyed should 
be provided by the Council, that 5-storeyed block dwellings would not meet the requirements of the 
district, and that to provide accommodation in buildings of a less height for a number of persons equal to 
the number displaced would necessitate the utilisation of all the land included in the scheme. 

A local enquiry was held by an inspector of the Ministry of Health in July. In September the 
Ministry of Health intimated to the Council that the Minister was not prepared to agree to the proposed 
exchange of land, but considered that practically the whole of the area should be used for re-housing, that 
in order to obtain a good replanning scheme it seemed essential to adopt a wider area than that included 
in the Council's scheme, and that while it might be possible to permit the erection of two 5-storeyed blocks 
of premises, it appeared to the Minister that the remaining proposed tenement buildings in the area should 
be restricted to a height of 3 storeys. 

In these circumstances the Council on the 10th of February, 1920, made an amended scheme on 
the lines indicated by the Minister of Health providing re-housing accommodation for 1800 persons, and 
decided to petition the Minister of Health for an Order sanctioning the scheme. 

In the exercise of its powers under Part III. of the Housing Act, 1890, the Council decided on the 
15th April,1919, to purchase a Bite of about 143 acres at Roehampton known as The Dover House Esta~. 

The purchase was conditional upon the scheme for the development of the estate, an~ the utIli
sation or disposal of parts for the erection of houses for persons other than those of the working classes 
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bei!lg approved by the Loca.l Government Board, and upon the scheme ranking for State financial 
assIstance. . 

On 21st October the .council decided to apply for powers to acquire an area of approximately 3,000 The Dagen
acres of land, capable of mJXed development situated in the urban districts of Barking Town and illord ham estate. 
and in the Parish of Dagenham in the rural district of Romford. 

On the 31st July the Housing Town Planning Act, 1919, became law. Section 1 of this Act re- H . 
quires the Council to consider the needs of their area in respect of provision of houses for the working T:::mg 

classes, and within three months after the passing of this Act, and thereafte:r as often as occasion arises, or Planninlr 
within three months after notice has been given by the Local Government Board (now the Minil!try of Act. 1919. 
Health), to prepare and submit Ii. scheme for the exercise of its powers under Part III. of the Housing of the 
Working Classes Act of 1890. 

Power is also given to the Local Government Board and to County Councils to act in place of a 
local authority, and to the Local Government Board to act in place of a local authority under Parts 1 
and 2 of the principal Act. The Councll is also empowered to house persons in their employ. 

This Act also permits of the relaxation of building by-laws in housing schemes approved by the 
Local Government Board provided that, as regards the Administrative County of London the Local 
Government Board may not approve any plans and specifications inconsistent with the provisions of any 
building by-laws in force except after consultation with the Council. 

It is also provided (Section 26) that the authority given by Section 94 of the Public Health (London) 
Act. 1891, to make by-laws as to houses let in lodgings, or, in the case of houses intended or used for 0c

cupation by the working classes. shall be deemed to include the making and enforcing of by-laws :-
(a) for fixing and from time to time varying the number of persons who may occupy a house 

or part of a house which is let in lodgings or occupied by members of more than one family, and for 
separation of the sexes therein; 

(b) for the registration and inspection of such houses; 
(e) for enforcing drainage and promoting c~eanliness and ventilation of such houses; 
(d) for requiring provision adequate for the use of, and readily accessible to each family 

of-
(i.) Closet accommodation. 

(ii.) Water supply and washing accommodation, 
(iii.) Accommodation for the storage, preparation, and cooking of food; 

and, where necessary, for securing separate accommodation as aforesaid for every part of such 
house which is occupied as a separate dwelling ; 

(e) for the keeping in repair and adequate lighting of any common staircase in such houses; 
(1) for securing stability, and prevention of and safety from fire ; 
(g) for the cleansing and re-decoration of the premises at stated times, and for the paving 

of the courts and courtyards ; 
(It) for the provision of handrails, where necessary, for all staircases of such houses ; 
(i) for securing the adequate lighting of every room in such houses. 

As regards the County of London, these by-laws are to be made by the Council, and enforced by 
the borough councils, and will supersede by-laws made for these purposes by the borough councils, 
with the exception of those by-laws in the series which deal with securing stability and prevention of and 
safety from fire, which are to be enforced by the Council. 

In the City of London, the by-laws will be made and enforced by the common council, except as 
regards by-laws for securing stability and prevention of and safety from fire which will be made and 
enforced by the Council. 

Draft by-laws have been prepared by the Council and transmitted to the Councils of the several 
metropolitan boroughs for their observations. 

It is also provided that if the owner of any house suitable for occupation by persons of the working 
classes fails to comply with any order of the local authority requiring him to execute repairs necessary to 
render the premises habitable. the local authority may carry out the work itself, and recover expenses 
from the owner under an order made by a court of summary jurisdiction, interest at the rate of five 
pounds per centum being charged thereon. 

The Housing (AddItional Powers) Act which passed into law on 23rd December, 1919, makes Housi,?g 
provision for the payment by the Minister of Health of grants to persons constructing houses which comply it~:!)nal 
with the conditions prescribed by the Minister and are certified by the local authority to be completed in Act. 1919. 
a proper and workmanlike manner within a certain period of time; the aggregate amount of grants not 
to exceed fifteen million pounds. 

It also provides for the issue of Housing Bonds and the acquisition of land for the purposes of 
Garden Cities or Town Planning schemes. . 

In the County of London the Council is the local authority for all purposes other than those relatIng 
to expenses under Section 16 of the Housing, Town Planning, etc., Act, 1919, and in the City of London 
the Council is the local authority for issuing the certificates as to completion of houses in respect of which 
application for grants has been made. 

Authority is given (Section 5) to prohibit building operations which interfere with the provision 
of dwelling houses. Any person aggrieved by the Council's decision has the power to appeal to the 
Minister of Health who is required to refer such appeals to a st~ding Tribunal of Appeal. . 

For the guidance of local authorities the Minister of Health has issued a Memorandum in whIch he 
/!uggests that the following classification should be adopted for the purposes of this Section :-

(i.) Works of Into Category.-Those which may be regarded as of lea.!!t 'public importance 
in comparing the construction of various classes of buildings with t1l6 provision of dwelling-houses. 
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Examples of such premises are places of public amusement or resort, such as billiard halls and 
saloons, cinemas, music halls and theatres, dancing .halls, licensed premises, clubs, premises for 
other recreations, e~c., and such premises as will generally be found not to create much employment 
or to enhance public revenue. It may be necessary at an early stage to delay or prohibit the con
struction of buildings of this kind. 

(Ii.) Works of lntermed~ Category.-In an intermediate class may be placed buildings 
where the work is of the nature of speculation or of development which is not immediately necessary 
and these may include speculative, office or other buildings, multiple shops, large stores and ware
houses for retail trade, and perhaps in some cases factories and mills. Such bwldings as churches, 
chapels or places of public assembly may also be placed in this category. 

(iii.) Works of High Category.-Comprising mainly industrial bwldingsin private ownership 
",hich cannot be prohibIted without most serious consideration. These works are such as Will 
result in increased employment, enhanced local revenue, enhanced national revenue (by way of 
export trade or otherwise), or some other result of public importance at the present time. 
Moreover (Section 6) the demolition wholly or in part, or change of use of any dwelling-house which 

after the 3rd December, 1919, was, in th~ opinion of the local authority, reasonably fit, or reasonably 
capable without re-construction of being rendered fit for human habitation, is prohibited, unless the 
sanction of the Council has first been obtained in writing. An offence against this Section renders the 
offender liable to a fine not exceeding one hundred pounds, or to imprisonment for a term not exceeding 
three months, or both, and if the offence is committed by 0. Company every director and officer of the 
Company is guilty of the offence unless he proves that it took place without his consent or connivance. 

An appeal under this Section as to the fitness of a house for human habitation without re-con
struction lies to the Minister of Health. 

From the date on which the Act came into operation until 31st March, 1920,177 applications under 
Section 6 (Prohibition of demolition or change of use of dwelling houses) have been received. Of these 
106 were found not to be affected by the Section, the properties being either unsuitable without re-con
strllction for being rendered fit for human habitation, or, being in use on the 3rd December otherwise 
than as a dwelling house. . 

In 46 cases permission to demolish or to use the premises for purposes other than as dwellings was 
refused. These refusals affected the erection of at least eight cinemas and the extension of two others. 

In 22 cases demolition or change of use was authorised, the premises concerned being a residential 
social club, nursing homes, and buildings affected by" Dangerous Structure "·notices. 

In order to give pUblicity to the provisions of the Act posters were issued by the Council. 
The action taken by the metropolitan borough councils under the provisions of section 17 of the 

Housing and Town Planning Act with regard to the making of representations and closing orders is shown 
in the following table-the figures for the years 1914, 1915, 1916, 1917 and 1918 being included for com
parison. It will be noticed that owing largely to conditions brought about by the war, these provisions 
have not been utilised to any greao extent during recent years. 

--. 
No. of No. of No. of hoUseS 

representatiolll!. closing ordel'll. demolished. 
Metropolitan borough. 

1:1141910\1916\1917!1918119191191411915 1916191719181191; 19141191511916\191711918\1919 

I 

Battersea. ... '" 185 - - - - 1 38 - - - - - - - - - - -
Bermondsey ... '" - - - - - 13 - - - - - 46 36 - - - - -
Bethna.l Green ... '" 31 3 31 - - - 25 3 16 - - .- - 2 - - - -
Camberwell ... '" - - - - - - - - - - - .- - - - - - -
Chelsea. ... '" 3 .- - - - - - - - - - - - - 8 - - -... 
Deptford ... ... '" 5 5 2 - - 1 5 5 2 - - - 6 2 - - - -
Fmsbury ... ... ... - .2 - 15 - - - 2 - 15 - - - - - - - -
FuIham ... ... '" - 1 - - - - - 1 - - - - - - - - - -
Greenwich ... '" 193 - - - - - - - - - - -- - - - - - -
Hackney ... ... - 29 - - - - - 29 - - 5 - - - - - - -... 
Hammersmith 37 26 - - - - 6 20 12 - - - - 3 22 - - -... '" 
Hampstead 9 3 4 - 4 6 9 3 4 - 4 6 5 - - - - -... ... 
Holborn ... .2 3 - - - 1 .2 1 - - - 1 - - - - - -... ... 
Islington ... 21 8 - - - 2 1 8 - - - - 6 1 - - - -... '" 
Kensington 13 9 - - - - 3 9 - - - - - - - - - -... ... 
Lambeth ... 7 - - - - 38 7 - - - - - 7 - - - - -... ... 
Lewisham - 6 - 3 - - 3 12 4 3 - - 6 - - - 3 -... ... 
Paddington 5 1 1 - 3 12 5 1 - - 3 6 - - - - - -... . .. 
Poplar 10 17 5 7 - 10 10 17 5 7 - 4- 2 - - - I -... ... ... 

13 4 3 St. Marylebone ... 1 3 - - 13 4 - .2 - - 6 - - - -'" 
St. PancrllS 37 18 15 2 .2 16 - 29 9 4 .2 12 - - - - - -... ... 
Shoreditch - 3 - - - 6 - 3 - - - - - - 7 - - -'" ... 
Southwark - - - - - 4 - - - - - - - -,32 - - -'" ... 
Stepney ... 6 23 - - - 4 6 23 34 .2 - - - - - .2 - 4 ... '" 
Stoke Newington - - - - - - - - - - - - - - - - -... -Wandsworth - - - - - 1 - - - - - - - - 6 - - 1 ... ... 
Westminster, City of - 2 4- 1 - - 4 1 - 1 - 11 8 31 - - -

'" -Woolwich 18 11 6 4. 12 7 9 9 4- 4 12. 3 7 - 4 I - -... . .. 
• , 
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H OU8e refuse. 
D!fficultie~ in secnr!ng an e!ficient collection and dis-posal of house refuse throughout the County 

were again expenenced chiefly dun~g the ~arly part of the year 1919. AB the year advanced the majority 
of the London boroughs succeede~ In copmg Wl~h accumulations and in maintaining a weekly collection. 
~uch tr?ublew~s, how~ver, expenenced In secunng the removal of accumulations of refuse in Islington; 
difficulties o~ raJI transIt and labour sh~age led to use of a chil~en's play-ground for depoiit purposes. 
RepresentatIOns were made by the CouncIl to the Borough Council and by the end of the year condItions 
had improved and in the early weeks of 1920 the deposits had not only been cleared but a better system 
for handling the refuse had been devised. ' 

Sanitary Staffs. 
The subjoined table shows the number of sanitary officers and health visitors employed by the 

sanitary authorities in the Administrative County of London :-

Sanitary inspectors. 

Sarutary area. 
Male. I Female. I Health VlBitors. 

. I Whole time. I tPart time. I Whole time. I tPart time. 

City of London ... ... ... 8 1 - - . 
Battersea. ... ... ... ... 11 2 - 4 -
Bermondsey ... ... . .. ... .11 - - 4 -
Bethnal Green ... ... . .. 11 - - 5 -
Camberwell ... ... ... ... 12 2 - - -
Chelsea. ... ... ... ... 2 1 - 1 -
Deptford ... ... ... ... 8 - - 6 -
Fmebury ... ... . .. ... 8 1 - 5 -
FuIham ... ... ... ... 9 1 - 4 -
Greenwich . 5 °1 - 3 -... ... ... ... 
Hackney ... ... ... ... 14 2 - 9 -
Hammersmith ... ... ... 9 1 - 3 -
Hampstead ... ... ... ... 7 2 - I -
Holborn ... .., ... .. , 3 - 1 1 1 
IsImgton ... ... . .. .., 20 2 - 2 -
Kensington ... ... ... ... 10 2 - 4 -
Lambeth ... ... . .. ... 13 - 2 3 , 
Lewisham ... ... ... ... 8 - 2 6 ~ 

Pa.ddington ... ... ... .. . 8 2 - 1 -
Poplar ... ... ... ... , 8 1 - 3 -
St. Marylebone ... ... ... 10 - 3 2 3 
St. Pancras ... ... .. . ... 15 4 2 3 2 
Shoreditch ... ... .. . ... 8 - - 4 -
Southwark .. , ... ... ... 11 2 - 7 -
Stepney ... ... .. . . .. 18 - - 8 -
Stoke Newington ... ... ... 3 - - 2 -
Wandsworth •.• ... ... .. . 13 1 2 4 2 
Westminster, City of 

. 
10 1 7 ... ... - -

Woolwich ... ... ... .., 8 1 2 3 2 

London County ... ... 281 30. 14 105 14 

t 'J'he part time officers a.ct in the dual capacity of Sanitary inspector and health inspector.. 

National Health Insurance Acts-Treatment oj tube1'culosis. 
It will be useful to preface the review of the administration of the Council's tuberculosis scheme 

during 1919 with a brief resume of the history of the development of organised provision for the treat
ment of the tuberculous population of London, which has already appeared in my annual reports and 
other publications of the Council. 

The earliest provision seems to have been a voluntary dispensary established in 1909 in St. Pancras ; 
the eleven dispensaries opened by the Central Fund, for the promotion of the dispensary system for t~e 
prevention of consumption, on various dates during the years 1910-1912 ; and the Poplar TuberculosIs 
Dispensary, which was opened in April, 1912. . 

Seven borough councils provided tuberculosis dispensaries prior to the adoption of the Council's 
Bcheme-viz., one in 1912 and six in 1913-and in some cases the dispensary work was supplemented 
by payment for the treatment of a limited number of patients in sanatoria. 

Following the issue in May, 1912, of a report of a departmental committee appointed by.t~e 
'Government to report upon the general policy which should guide the Government and local authontJes 
in the matter, the borough councils were invited by the late Local Government Board to submit to them 
for approval schemes for the dispensary treatment of tuberculous residents in their respective boroug~s, 
and later the London County Council was asked to draw up a comprehensive scheme for dealing Wlth 
the problem in London in all its aspects. 

The Council in November, 1913, adopted regulations in respect of dispensary schemes, conformity 
with which would entitle borough councils to 50 per cent. of the net cost to them of the dispeDsary 
treatment of uninsured persons, i.e., the cost after deduction of contributio~ from the London Insurance 
Committee and grant from the Government known as the" Hobhouse Grant." The complete sche~e 
in which these regulations were incorporated was adopted in May, 1914. This I!cheme is set out m 

po580 ]!I 
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an appendix to this report dealing with a survey of the wor'k carried out during the five years of the 
operation of the scheme. Shortly, it provides that :- . 

1. The Council shall provide the necessary accommodation in residential institutions, 
except as regards advanced cases, for uninsured persons, utilising institutions of the Metro-
politan Asylums Board and voluntary institutions for the purpose. 

2. The London Insurance Committee shall be responsible for dealing with .. Insured .. 
persons. 

s. The pr?,::ision of d~pens~ries (subject to the financial arr~ngements referred to above) 
and the supe~slOn of patIents m the homes shall be the functIon of the borough councils, 
who may enter mto agreement with the London Insurance Committee for dealing with insured 
persons at the expense of the London Insurance Committee. 

~n September, 1915, the reservation with regard to advanced cases was modified to the extent 
of accepting beds for women in St. George's Home, Milman Street, Chelsea, an institution belonging to 
the Metropolitan ASyluins -:Board, and during the present year an institution for men mown as Colindale 
Hospital, Hendon, has been acquired by the Metropolitan Asylums Board for men whose removal from 
home is necessary on public health ~ounds, whether insured or uninsured. The problem of making 
still further provision for advanced cases is under the consideration of the Council. 

Parents are charged roughly what it costs to keep children at home, and adult patients or the 
persons responsible for maintenance of adult patients are required to make small payments if the income 
exceeds £160 a year and the circumstances justify a char~ being made. 

_ IJ? June, 1915, the Council ~dopted a model scheme for the appointment by borough councils of 
Tuberculosis Care Committees, the membership of which is to be representative of all the agencies in the 
borough, official and voluntary, engaged in dealing with patients sufiering irOIn tuberculosis. These 
include the following :-

Body represented. 

Tuberculosis dilwensary 
Borough councIl ... 
London County Council 
Insurance Committee .. . 
Board of GuardIal1ll .. . 

MedicaL 

Tuberculosis officer. 
Medical officer pf health. 
Divisional medical officer. 

Associated workerl. 

Several members. 
Lady sanitary inspector. 
Organiser engaged on care work. 

The CommIttee should also include the almoner or other representative of the local hospitals, the 
local secretary and additional members of the Invalid Children's Aid Association, a member of the 
district nursing association and local social workers and members of other bodies dealing with tuberculous 
persons. 

The duties of these committees are: -Investigation of home and social circumstances of patients 
when required; paying special attention to avoidance of unnecessary duplication of ;visits and of dealing 
with matters which come properly within the purview of the Medical Officer of Health or the sanitary 
inspector of the borough; the provision of extra assistance, such as additional food, change of air, 
clothing, better home conditions, more suitable occupations, etc., which may be needed to enable 
patients to benefit to the fullest extent from the treatment provided. ' 

The Committees, in addition to social work involved in the care of tuberculous patients, under-
take work in connection with assessment and collection of contributions. • 

As the borough councils were unable in 1915 to appoint these committees owing to war conditions 
the CounCIl organised and appointed interim committees until such time as the borough councils were 
able to take over the work. 

Further extension of the tuberculosis scheme was made in April, 1916, when the Council completed 
an agreement with the Invalid Children's Aid Association for the treatment of tuberculous children in 
convalescent homes, and for the provision of surgical instruments and other accessories to the treatment 
of the children. For this purpose the Council from time to time makes grants in aid from the contribu
tions received from parents whose children have received institutional treatment. 

Experience having indicated the need for facilities for dental treatment, the Council in \June, 
1919, approved an extension of the tuberculosis scheme so as to provide for dental treatment for uninsured 
adult and child patients, as part of the dispensary schemes of the borough councils. 
: The scheme in regard to children was extended in 1919 by the decision of the Council to provide 
throughout London open-air schools for children who had been notified as suffering frem pulmonary 
tuberculosis or tuberculous glands without discharging sinuses. 

With regard to the Care Committee work, the number of Interim Tuberculosis Care Committees 
appointed by the Council was 30. During 1919 Chelsea, Hackney and Stoke Newington (combined), 
Hammersmith and Southwark Interim Tuberculosis Care Committees were replaced by borough com
mittees; the boroughs of Hackney and Stoke Newington continuing to have a combined committee. 
In addition, the two Interim Tuberculosis Care Committees for Wandsworth were replaced by one 
borough committee, thus making five borough committees serving six boroughs. At the end of 1919 
there were 25 Interim Tuberculosis Care Committees continuing to render assistance under the scheme. 

The reports received in the Public Health Department of the Council during 1919 concerning the 
home conditions and after-care of patients who have received institutional treatment through the Council, 
indicated that a considerable amount of success has attended the zealous and exacting work carried out 
by these committees. 
_ The year 1919 is the first year during which dispensary schemes were in operation in all metropolitan 

boroughs! or a complete year. There are 33 dispensaries, of which 11 are provided by the central Fund. 
2 by other voluntary committees, 11. at hflSpitals, and the remaining 9 are municipal dispensaries. 
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Some of the boroughs have two 01' more dispensaries, while some of the hospital dispensaries serve iwo 
or more boroughs. 

A summary of the work of the dispensaries during 1919 is set out on page 51. 
With regard to .arrangeme~ts for ~ental treatment referred to above, the only borough in which a 

scheme had been put Into operatIOn dunng 1919 was the metropolitan borough of Greenwich, in which 
arrangements were made with the British Dentists Association to provide a surgeon dentist ;md equipment 
at the dispensary, the work being carried out on one half-day per week. Other schemes were under con
sideration by the Council at the close of the year. 

With regard to institutional treatment, the highest number of beds occupied at anyone time during 
1918 was 80 for adults and 286 for chIldren in voluntary institutions, and 81 and 134 for adults and 
children respectively in institutions belonging to the Metropolitan Asylums Board. 

In 1919 the Metropolitan Asylums Board provided two new institutions for children-viz., 
Highwood Sanatorium for pulmonary and gland cases, and Princess Mary's Hospital, Margate, for 
all forms of non-pulmonary tuberculosis. They allotted the Council 100 beds in each of these 
institutions subject to the reservation that modification would be necessary in the event of the 
remaining accommodation being insufficient to meet the needs of Bo¥ds of Guardians. 

In addition to these beds, the Metropolitan Asylums Board allow the CounCIl 100 beds for pul
monary and surgical cases at Queen Mary's Hospital, Carshalton, and 60 beds for pulmonary cases (girls 
and young boys) at Winchmore Hill Sanatorium. The total number of beds available for children through 
the Metropohtan Asylums Board is 360. 

In addition the Council has authorised 325 beds (including 25 observation beds) fot children in 
voluntary institutions, making a total of 685 beds for children. 

With regard to adults, the Council authorised a maximum of 275 beds, including 75 beds for 
observation cases. This number is regarded as sufficient to meet the needs of uninsured persons. Of 
the authorised number of beds, 175 have been sanctioned in voluntary institutions at the cost of the 
Council and the remaining 100 have been provided by the Metropoli~an Asylums Board, who during 
1919 opened an additional sanatorium for men at Pinewood, Wokingham, Berks, and acquired Colindale 
Hospital, Hendon, as already stated for men suffering from the disease in an advanced stage. The 
Council commenced sending men to the latter institution in January, 1920. The following statement 
shows the number of patients treated during 1919 :-

1 
lw~, Children. . Men • Total. I Girls. 

I 
DOYS. I TotaL 

N umber remaining under treatment on 31st 
392 December, 1918 .. .. .. .. 39 98 137 197 195 

Number admitted during 1919 .. .. 153 537· 690 419 414 833 

Total number treated during 1919 .. 192 635 827 616 609 1,225 

*This number Includes 63 advanced cases admitted to St. George's Home, Chelsea. 
In addition to the foregoing, the Council continued during the year the scheme of co-operation 

with the Invalid Children's Aid Association for convalescent treatment of children. The grant made by 
the Council for this work was £1,750, and the following table indicates the number of cases dealt with :-

1. Number of children away in January, 1919 .• 178 
2. Number sent away during 1919 489 
3. Number under treatment 31st December, 1919 • • 309 

The number of children who have benefited under this scheme is therefore • • 976 
Further provision for tubercu10us children has been made in three day sanatoria attached to 

dispensaries at Bermondsey, Camberwell and Fulham, the first of which closed in October, 1919, andalso
three open-air schools for tuberculous children provided by the Council at Kensal House, Harrow Road ; 
Springwell House, Clapham Common i and Stormont House, Hackney Downs. The following table gives 
the accommodation i-

Three day sanatoria, 25 children each school 75 
Kensal House open-air school . • 90 
Springwell House school 125 
Stormont House school 75 

Total accommodation 365 
Only two classes of 25 each were available during the year at Stormont House school. Reference 

is made to this work in part II. on this report dealing with~education. 
During the year negotiations have been entered into between the London Insurance Committee 

and the London County Council for the transfer to the Council of the responsibility for the residential 
treatment of insured persons on certain terms and conditions. 

Mental Dejiciency Act, 1913. 
On the 31st December, 1919, of the 1,673 cases being dealt with anhe expense of the Council there 

were-In institutions, 699; under guardianship, 10; under supervision, 935; in places of safety waiting 
other actIon, 29. There remained 1781 out of the total number (3,454) of cases of alleged mental defect of 
which notice has been received since the Act came into operation. These cases include 228 in which no 
~c~~o~!l~1!-!<! ,be ta~en ; _ 538 ascertained n()~ detective Q~ nottQ beLondon cases; 34Ldealt-witA-through 

550'180 ]12 
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the Poor Law; 300 removed from the register (died, discharged or removed to lunatic asylums) and 374 
still Under consideration. 

During the year ~50 cases were medically examined and classed as follows :-

Type. Male. Female. Total Type. :Male. Female. Total. 

IdIot ... ... ... ... 13 17 30 Not defective . .. . .. 9 13 22 
ImbeCIle ... ... ., . 69 73 142 Evidence insufficient for pro- 6 12 18 
Feebleminded .,. . .. 146 182 328 ceedings 
Moral imbecile ... ., . 2 8 10 

Total ... . .. 245 305 550 
D . Shrubsall has commenced an anal SIS of the cases examined under the rovisions of t ental f. y p heM 

Deficiency Act, 1913. 
The chief causes of deficiency would appear to be simple primary amentia'occurring in children of 

relatively inferior stock, although a history of actual ll'ental deficiency in pre~eding generations was 
obtained only in a limited number of cases. 

The frequencies of the chief types are set out in the accompanying table j although these types 
form a convenient classification they do not necessarily express actual causes of the deficiency :-

Type. Idiot. Imbecile. I Feebleminded. 

Primary amentia 56 602 832 
Mongol. ••• 14 135 2 
CretIn 1 (() 8 
MICrocephaly 14 33 6 
Oxyeephaly 1 
Hydrocepha.!y •• , • 5 22 10 
Cerebral paralYSIS 80 147 33 
Spina.! para.!YSIs 4 7 10 
Pseudo-hypertrophic muscular dystrophy •.• 1 1 
Epuepsy ••• ••• ••• ••• ••• .., 104 250 106 
Bhnd 15 10 9 
Deaf 5 14 12 

The diagnosis of deficiency has been based on the conduct of the intlividual as shown by his re-a£:t;ion 
to his environment, supplemented by his performance to order in the case of certain definite mental tests. 
Since the Binet-Simon tests are required in any..report to the Board of Education these have necessarily 
to form the basis of examination of all cases of school age, and the method has been employed with minor 
modifications to those of other ages. 

The relation between menta! and chronological age is ShOwn in the accompanying tables which 
distinguish between the cases examined and deemed defective within the meaning of the Mental Deficiency 
Act, 1913, and those examined under the provisions of the Elementary Education (Defective and Epileptic 
Children) Acts, 1899-1914. In the latter case the results for children deemed ineducable, those capable of 
education in a special school, and those deemed suitable for a further trial in an ordinary school, are shown 
separately. 

The decisions with regard to children are based on the history of their conduct, their response to 
graduated mental tests, evidence as to their educational attainments, and any facts 1vhich are known as 
.' street intelligence," capacity for playing games, occupations outside school (if any), and the hke. 

CASES DEEMED DEFECTIVE WITHIN THE MEANING OF THE MENTAL DEFICIENCY Aur, 1913. 

Chrono-
Mental age. 

lOgIcal 

I I I Ill. Total 
age. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 12. 15. Adult. 

1 - - - - - - - - - - - - - - -
2 4 - - - - - - - - - - - - - ... 
3 3 2 - - - - - - - - - - - - 5 
4 3 3 2 - - - - - - - - - -' - 8 
5 12 7 5 4 - - - - - - - - - - 28 
6 15 18 42 6 - 1 - - - - - - - - 82 
7 51 76 118 23 7 2 - - 1 - - - - - 278 
8 31 44 91 34 5 2 3 2 - - - - - - 212 
9 17 26 59 40 18 4 3 1 - - - - - - 168 

10 14 15 46 33 26 8 8 2 1 1 - - - - 154 
11 11 15 54 35 33 15 7 4 1 - - - - - 175 
12 9 11 42 26 17 J8 13 3 2 1 1 - - - 143 
13 9 12 25 36 31 19 19 10 2 - 1 - - - 1M 
14 4 8 27 31 26 25 19 16 10 7 1 - - - 174 
15 3 3 15 18 19 22 39 32 29 11 5 2 - - 198 
16 1 2 7 13 13 20 57 58 37 14 11 5 1 - 239 
17 - 2 2 2 2 8 19 17 28 15 2 2 1 - 100 
18 1 2 3 2 2 9 18 18 17 12 1 2 - - 87 
19 1 - - - 2 5 7 20 8 5 - 3 1 - 52 
20 1 1 - 2 3 6 11 8 11 4 - 1 - - 48 

Adult - 4 1 6 10 21 52 66 63 32 13 13 - - 281 

Tota.! ••• 190 251 539 311 214 185 275 257 210 102 35 28 3 - 2,600 
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In the earlier years the average mental age is about half the chronological age, but the retarda· 
tion is progressive, the mental progress slowing down at an earlier period in the defective. 
In the higher ages there is evidence of actual deterioration, changes of the nature of simple 
dementia being superimposed on the original disability. Under the Mental Deficiency Act the chief 
problem has been to assess the fitness of the individual for an environment in the world, or, in the words 
of the Act, to determine whether he needs care and control for his own protection or the protection of 
others. Under the Education Acts the problem is one of fitness for the more limited environment of 
school life and of assessing the probabilities that the individual will benefit from the educational facilities 
at his disposal. The data derived from graduated intelligence tests are probably of greater value in 
this connection since educability in the school room is probably less limited by emotional factors than is 
success in the world at large .. 

CASES EXAMINED UNDEB THE ELEMENTARY EDUCATION (DEFECTIVE AND EPILEPTIC CHlLDBEN) AC1'. 

Unfit to derive benefit in a special schooL Capable of deriving benefit in a special 
schooL 

Chro· 
noJogi. Mental age. Total. Mental age. Total. 

cal 
age. 

1.12.1 3.1 ~ 1 5.1 6.1 7.1 8.1 9.1 10• 3·1 ~ 1 5.1 6.\7.\8.\9.1 IO·ln·112. 

7 50 85 138 23 4 - - - - - 300 43 195 215 68 - - - - - - 581 
8 31 46 88 33 3 2 1 - - - 204 15 67 378 358 92 2 - - - - 912 
9 17 28 56 39 16 2 2 1 - - 161 5 14 91 258 207 9 - - - - 584 

10 14 16 39 37 26 6 3 1 - - 142 I) 7 12 67 147 49 1 - - - 288 
11 11 15 50 35 32 9 4 2 - 1 159 2 1 14 39 93 43 1 5 - - 198 
12 9 13 39 28 14 12 1 - 1 - 117 3 - 2 14 57 47 15 21 5 - 164 
13 9 11 26 37 28 12 4 1 - - 128 - - 2 10 32 37 35 23 8 - 147 
14 4 8 26 34 23 14 6 - 1 - 116 - 1 2 11 49 119 119 46 17 - 364 
15 3 3 15 18 18 7 9 - - - 73 - 1 19 42 73 77 33 15 2 - 262 

--
'fotal 148 225 477 284 164 64 30 ti 2 1 1,400 73 286 795 867 750 383 204 no 32 - 3,500 

The tables show that those deemed ineducable in special schools are retarded to the equivalent 
of from half to two-thirds of their actual age, and from. the age of nine upwards they show few signs of 
increased intelligence. 

Those admitted to special schools are, on the average, retarded to an equivalent of between one
third and one-ha.lf of their actual age, and show a definite progress at about half the normal rate. That 
is to say, in two years the average special school child makes an advance that the normal child would 
ha.ve made in one year, but mental progress ceases at an earlier age. 

CHILDREN EXAMINED UNDER THE EDUCATION ACTS BUT DEEMED SUITABLE FOB FURTHEB TBIAL IN AN 
ELEMENTARY SCHOOL. 

Mental age. 

Chronologi-

I cal age. 3. ~ 5. I 6- 7. 8. I 9. I 10. I 11. 12. I Total. 

7 - 9 65 133 58 2 - - - - 267 
8 - - 7 93 223 46 1 - - - 370 
9 - - - 7 90 75 23 1 - - 196 

10 - - - - 12 41 25 9 - - 87 
11 - - - - 1 12 11 9 1 - 34 
12 - - - - - 1 6 17 4 3 31 
13 - - - - - - 5 5 2 3 15 

Total ... - 9 72 233 384. 177. 71 41 7 6 1,000 

Those given a further trial in the ordinary school are retarded, or it may be assumed they would 
not have been nominated by their teachers for examination, but this retardation has been less than a 
third. For example, nearly all the children at nine years of age showed a mental age over six. The 
advance in this group also was at a rate rather over half the normal. 

There is a certain degree of overlapping between the groups due to the fact that the decision 
rests not only on estimates of mental age from actual examination, but on the attainments in reading, 
writing and the like. So long as ability to read school books is a postulate for attendance at ordinary 
elementary schools, some provision in special schools is needed for those unable to learn to read or write, 
even though otherwise their mental processes difter but little from those of their fellows. 

The relative scholastic abilities of the Mental Deficiency Act cases as compared with those dealt 
with under the Education Acts show that there is a concentration at the ends of the scales; the educable 
cases being in school unless other circumstances intervene to necessitate segregation. 
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PERCENTAGE DISTRIBUTION Oli' EDUCATION ABILITIES. 

Subject. M.D. Act Special 
Subject. M.~ Act Special 

school cases. cases. cases. school C88e8. 
, 

Reading- 'Writing-
Nil .,. ... ... ... 303 13·2 Nil or Bonbble '" 87-7 2-l 
Some letters ... ... 133 144 Strokes and Bome letters 161 195 
Most letters ... ... 15·1 166 Easy words ... . .. 21·8 676 
Some two-letter words .. , 16·1 17-1 Wnte well ... ... 2403 20·8 
Some three-letter words 58 139 
Infants' pnmer ... .. , 4·6 124 Calculation-
Stand&r~ I. - ... .. , 6·7 9·7 Unable to count to 4 ... 49·2 9·8 
Standar II. ... 49 2·0 Count to 4 but not 13 ... 86 232 

--:Bet~r ... .., ... 32 ·5 Simpre addition ... ... 27·6 67-1 
Better ... ... ... 146 99 , 

The classification according to the degree of defect under the Mental Defic:ency Act has, of 
necessity, owip.g to the statutory definition, been based chiefly on the information as to conduct. 
With a view to checking how far these decisions are in accordance with estimates based on mental 
age alone, the average mental age and chronological age have been ascertained for each of the classes. 

I 
Number 1 Mental I Chronological Class. . ed .. ......... examm • age. age. 

Feebleminded 
Imbecile 
IdIot 

980 
1,191 

232 

192 
11-1 
9·6 

American observers have usually deemed idiots those whose mental age was 2 or less, imbeciles 
those whose mental age was 7 and under, and moron (which is equivalent to feeble-minded) those from 
8 to 12 or 13. The figures in the third column above show that the cases classed as imbecile during the 
1ast six years must have contained a certain number who would have been deemed idiot on the American 
scale, and the feeble-minded class a certain number who would have been deemed imbecile. 

Details ha'\Te been taken out separately for each of the chief clinical types to ascertain how far 
the nature of .the defect influenced the mentality and mental age quotient. It is clear that a further 
analysis will be required before definite opinions can be expressed, though the lower grade of the mongol 
and of those with double defects is evident 

:MALE. I FEMALE. 

Nature of the Chrono- Chrono· 
defect. No. Mental logical Quotient. No. Mental logical Quotient. 

examined. age, exammed. age. 
age. age. 

Primary amentia .. 672 6·8 14·7 ·39 771 6·7 168 ·40 
Mongol." ... ... 79 30 10·1 ·30 72 3·0 9·3 ·32 
Cretin ", 

- ... 21 H 11·5 ·38 28 H 116 ·35 . .. 
Mlcrocephaly ... 20 3·3 9·8 ·34 35 33 108 ·31 
Hydrocephaly ... - . ... 27 H 13·3 ·31 9 4-11 11·3 '42 
Epilepsy ... ... 178 403 122 ·35 169 4-7 129 ·36 
Paralysis ... ... 64 H B·2 ·36 72 34 10·4 ·33 
Pamlyllis and epilepsy 54 3·3 106 ·31 57 32 123 ·26 
Vari9us secondary 48 46 11-7 ·39 34 49 ISO ·33 

amentias -
-

Considerable interest attaches to questions of the relative fertility of defectives and also to the 
influence of the order in the family. It has frequently been asserted that the influence of defect falls 
most hea-rily on the first and last members of the family. This alleged handicap of the first-born is 
but little borne out though there was definite evidence of the incidence of certain types of defect on the 
later members of the family, particularly mongolism and other varieties of infantilism. Although the 
average size of the fa:m.ily appears to be greater in the case of defectives than of normal stock, the result 
would appear to be largely neutralised by the differential death rate -

Nature of defect. t 
No. Order in I SlZe of No. dead. 

No. of 
observed. sibship. fraternity. survivors. 

-
'Primary amentia. ... ... 1,285 4-l 65 22 4S 

_ Mongol ... . .. ... 140 6·1 6·7 1-7 0·0 
Cretin ... , .. ... .. . 44 42 65 14 01 
Microcephaly ... ... .., 42 38 0·4 1·6 38 
-Hydrocephaly ... -' 29 34 6·4 2·7 37 
Epilepsy ... ... .. . 308 4·2 64 19 45 

'Paralysis ... ... ... 129 40' 66 16 4-0 
Paralysis and epilepsy ." 110 3·4 53 H~ 3'7" 

- 1·6 4-0 Various 
_. 

1 .. ... 75 ,3·4 65 ) . -
Defectives in M.D. schoou. 1,000 43 63 19 4·4 
Scholarslup candIdates ... 000 29 48 ·5 4·3 

This table will be read as showing that the average case of primary a:m.entia was the fourth In a 
family of 6'5, of whom a httle over four were still living at the time of enquiry. The more severe the 
nature of the defect. the smaller the number of survi'\Tors. 
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, With a view to ascertaining the re1a.tionship between the parental age and the nature of the defect, 
the ages of the parents at the date of the birth of the defective was extracted from the records of those 
cases in which these dates had been ascertained with any probability of accuracy. The ayerage' results 
were as follows :-

Type. N<r. observed. Father's age. Mother's age. 

Primary amentia ••• 200 336 3Ot} 
l\longol 211 39'7 38·7 
Cretin 50 31'4 296 
Miorocephaly 36 31'2 28·2 
Epilepsy 101 33·2 298 
ParalySlll ... 84 34'2 306 

The most striking feature of this list is the younger age of parents of microcephalics and the 
greater age of the parents of the mongols, 54 per cent. of the mothers of the mongols were OVer 35 years 
of age, and in many cases it was noted that the fathers were younger than the mothers. 

Midwives Acts. 

The number of midwives with London -addresses whose names appear on the Roll of Midwives llegisuatio 
exceeds 5,000. Of this number, 648 notified their intention to practise during the whole year or for 
shorter periods. In addition, notice was received from 10 midwives that they had acted in their pro-
fessional capacity on specific occasions within the Administrative County of London. 

The 648 midwives who gave notice of intention to practise cannot be taken as the number of mid
wives practising at any given time in the County. In some institutions it is the custom for a midwife 
to act as assistant for three months or less after she is qualified, and her place is then 1i1led by another 
newly qualified assistant, who in ner turn gives notice of intention to. practise. At any given time it is 
probable that some 450 to 500 midwives, or only 9 or 10 per cent. of those on the roll, are in actual 
practice in London. The remaining 90 per cent. act for the most part as monthly or general nurses 
under medical supervision. 

All practising midwives, except those working in hospitals under medical supervision, are subject 
t!> inspection by the Council's officers, to ascertain whether they are complying with the rules of the 
Central Midwives Board as to cleanliness, the possession of antiseptics and appliances, the keeping Of 
registers and case. books and the sending of the required notices to the local supervising authority. The 
work of inspection is.carried out by four women medical inspectors. 

In addition to the ordinary routine inspection, special visits are paid to the midwife when any 
case of a septic nature or a persistent high temperature occurs in her practice, and in all cases of inflamma
tion of infants' eyes. The inspectors also advise midwives on any points of difficulty which may arise 
in the course of their duties, and in some instances instruct them as to methods of work. On occasion the 
midwife is accompanied by the inspector either to a confinement or on a subsequent visit to a patient to 
ascertain whether her methods of work are efficient. This is done more particularly where there is reason 
to believe that the midwife's work is not up to standard, and also in cases where she has applied to the 
Central Midwives Board for approval, to supervise the training of pupils for the Board's examination. 
The inspectors paid 2,374 visits during the year to midwives or institutions employing midwiveS. -

In 39 cases there were infringements of the Rules of the Central Midwives Board. Twenty-six 
of these were slight, and a verbal caution was deemed sufficient. Nine cases were of a more serious nature, 
and were dealt with by a written caution. The remaining four cases were reported to the Central Mid
wives Board, who investigated them with the following results :-Two midwives-charges not proved; 
one midwife-strictly cautioned; one midwife-struck oft roll. In four other cases involving irregulari
ties, other than infringements of the rules, it was decided that the practice of the midwives in question 
should be kept under close observation. One midwife was suspended from practice in order to prevent 
the spread of infection. 

The fee a midwife receives, for attending a confinement and the subsequent visiting for 10 days, 
varies in different localities from lOs. 6d. per case upwards, but usually a fee of 15s. 6d. to 30s. is expected. 
The charities employing midwives pay from 15s. 6d. to 21s. a case, and provide the midwife with regiHtetli, 
forms, antiseptics, etc. 

Certain midwives with a fairly large practice are approved by the Central Midwives Board to give 
practical instrucuon to pupils 'prepa.nng for the Board's examination. The pupil resides with the midwife 
and goes 'with her to cases. -

From information received under the Notification of Births Act the following figures have been 
obtained showing the number of births notified by midwives :-

8 midwives reported over 500 cases in'the year.... 
2 .. .. between 400 and 500 cases in the year. 

11 " .. ,,300 and 400 .. " 
13 " " .. 250 and 300 " " 
22 " .. ,,200 and 250 " " 
31 " " ,,150 and 200 .. " 
53 I' .. ,,100 and 150 " " 
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It is computed that some 44,000, or 54 per cent., of th6 total births in London, are attended by 
midwives, excluding the cases attended by midwives in infirmaries. ' 

By Section 1 (2) of the Act it has been illegal since March', 1910, for any woman, unless she be 
certified under the Act, habitually and for gain to attend women in childbirth except under the direction 
of a registered medical practitioner. 

During the year enquiries have been made into six cases in which it has come to the knowledge 
of the Council that a delivery had been conducted by an uncertified woman. In two of these cases it 
was decided to take no further action, in two others letters of caution were sent, and in the remaining 
two the solicitor was instructed to take legal proceedings if he considered the evidence to be sufficient. 
Proceedings were taken in one case only, but the case was dismissed. 

The rules of the Central Midwives Board provide that in certain circumstances a midwife must 
decline t~ _attend and must advise in writing and obtain medical help. The form on which this written 
advice is given is sent to a medical practitioner, and a copy is forwarded to the local supervising authority. 
During the year, 5,347 of these notices were received, as against 2,738 the previous year. The figures 
for the previous years were: 1916,3,540; 1917,3,159; 1918,2,738. The rise in the figures is, no doubt, 
due to the fact that midwives realise more fully the importance of complying with this rule of the Board, 
and also to the fact that since January 1st, 1919, the Council became responsible for payment of the fees 
of the medical practitioners called in. These notices were received from 432 midwives. Midwivea in 
infirmaries and hospitals acting under the direction of a qualified medical practitioner are not required 
to comply with this rule. • 

The number of instances of advising medical help in the practice of midwives during the year 
may be summarised as follows;-

1 midwife reported advising medical help between 80 and 100 times during the year. 
5 midwives " " .. 60 and 80'" " 
15" " " " 40 and 60" .. 
65" .. .. " 20 and 40.. .. 
83.. " .. .. 10 and 20.. .. 
263" .. .. .. less than 10 times during the year. 

Assuming that 44,000 births are attended annually by midwives, it is estim~ted that medical 
assistance was required in 12 per cent. of the cases; in 7'4 per cent. on behalf of the mother, and in 
4'6 per cent. on account of the child. 

Midwives are required by the Rules of the Central Midwives Board to notify the local supervising 
authority whenever a dead body is laid out by them, and 22 such notices were received during the year. 
There is a similar requirement in cases where there is a possibility of the midwife becoming a source of 
infection, and 26 such notices were also received. 

Legal proceedings were instituted by one of the borough councils against a doctor and a midwife 
for failure to notify a case of ophthalmia neonatorum. Both summonses were dismissed, with £6 6s. 
costs to the midwife. 

StillbIrth<. During the year, 240 midwives reported the occurrence of stillbirths in their practice, the number 
of stillborn children being 686. This represents 0'8 per cent. of the births. 

The form for notifying stillbirths provides for information as to (a) sex of child; (b) period of 
gestation; (c) whether macerated or not; (d) presentation. The information obtained under (a) 
showed that 399 still-born infants were males, 283 females, and in 4 cases the sex was not stated. 

The following table shows the information obtained under (b) and (c) :-

Period of gestation. 

Condition of child. Total cases. 

Full term.ls months. 16 months I ted 7 months. I Not Ita • or _. 

Macerated ... ... ... ... ... 352 140 79 lOS 23 
Not macerated ... ... ... ... 297 171 48 48 30 
No statement .. , ... ... ... 37 20 9 7 1 

Total ... .. , ... ... 686 331 136 163 U 

The presentations of these stillborn children were as follows :-
Vertex • • • • • • • • • • 428 Hand, arm and shoulder 
Complicated vertex 14 Funis 
Breech 107 Placenta prlevia ..' • • • • • • 

2 --
2 

6 
2 
1 

Complicated breech 3 Born before arrival and presentation not 
Footling 30 known 84 
Transverse .. .. .. .. .. 6 
Face or brow • . . .. .. • • 5 Total. • • • .. .. . 686 

Some additional information was obtained as to still-bom infants not macerated, of eJght or 
more months' gestation, as follows :- ' 

Ooncerning the child
One of triplets 
One of twins 
Hydrocephalus 
Malformed child 

1 
23 
1 
4 

White asphyxia 
Cord round neck 
Anencephalic head 
Spina bifida 

2 
4 
1 
2 
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~e rules of the Central Midwives Board require the midwife to ~otify to the local supervising Death of 
authonty all cases in which the mother or child dies before the attendance of a registered medical mother or 
practitioner. In 34 cases midwives notified the deaths of infants and in 9 cases notices of deaths of child. 
mothers were received. ' 

By the courtesy of the London coroners notices are sent of inquests in which midwives are con
cerned and one of the Council's inspectors attends the court to hear the evidence and learn whether the 
midwife has complied with the rules of the Board. Eighty-three inquests were thus reported upon. 
In the following table particulars are given with respect to these cases ;-

Confinement conducted by 
1 

Total number Dcaths of Deaths of 
of inquests. mo)lher~. infants. 

MidWives ... 
···1 

83 10 73 

• 
During the year, 310 cases of puerperal fever were notified in the County and the Registrar- Puerperal 

General records 150 deaths from puerperal septic disease in the same period. The term puerperal septic fever. 
disease used by the Registrar General includes puerperal septicremia, pyremia and saprremia, as well as 
peritonitis and metritis occurring in connection with parturition. A bst of deaths IS received weekly 
from the Registrar-General and the deaths are compared with the notified cases so that it is possible to 
ascertain whether the latter terminate fatally. Of the 310 notIfied cases, 126 proved fatal, a case 
mortality of 40.6 per cent. The 24 other deaths referred to in the next paragraph related to cases whi<il. 
were not notified. 

Early information of notified cases of puerperal fever is received from the Metropolitan Asylums 
Board or from the borough medical officers, and I am indebted to the latter for information as to the 
person by whom the patient was delivered. The following table gives the results of these inquiries 
which relate to the 310 notified cases and include the 24 deaths of cases which were not notified ;-

Deliv<'IY (.ondlJcted by 

(Q) Mcdio9.l practitioners (inclUding caeea attilnded 1.y medical Ltuoients &nd 
also cases in whilh ;L me..lical Plft<,tl+j<>nci Wo.IS in chllJ.ge of the case but 
the birtP took pln('e b~fole h18 arrival) 

(b) Certified ~IQwives (includmg cascs in which birth took place before tne 
arrival of the midWife) 

(c) Medlclll practitioner and certified midWIfe, i.e., cases in which a midwife 
was unablt' to deliver and calleil in a medical practltiO!l.l'I 

(d) HOFpiLa13 an'1 PO"t law insutatiollB .•• 
(e) Casea of midcllol'l'lage or abortion where no attendant was engaged 
(I) Uncertified woman ... 
(g) Unascertained 

Total 

c..~es. 

~41 

112 

8 

52 
16 
1 
4 

334 

D!:a.th~. 

611 

35 

4 

31 
9 

3 

150 

The cause of death as stated in the death certificates in the 150 fatal cases occurring in London 
is shown in the following table :-

Cause of death. I Notified cases. I Unnotlfied cases. I Total. 

Pu')rpcr'll sep:icmmia. toxmmi.l, and septio a.bsol ption ... III 18 129 
PuerpeJlJ.l peritonitis ... ... . ... ... .. . ... 6 3 9 
Pymmia ... ... ... ... . .. . .. ... '" - 1 1 
Saprmmia ••• ••• ... .., ... ... ... ... 4 - 4 
Metritis, perimetntis, parametritis and endometritis ... 2 I 3 
Pelvic celluhtis ... ... ... ... ... .. , ... 2 - 2 
Salpmgitis ... ... ... .. , ... ... ... ... - 1 1 
Septic pneumonia ... ... .. , .. , .. , ... 1 - I 

126 I 24 150 

It is the duty of a midwife to advise that medical help is required when inflammation of the eyes, Ophllialmia 
however slight occurs in infants. Great stress has been laid by the Council on the importance of strictly Neonatorum 
observing this 'rule. When a notice is received from a ~d.wife th.at medical assis~ance ha~ ~een s~u~ht 
on this account the Council's medical inspector at once VISItS the Infant to ascertam that It IS receIVing 
the medical assistance which the midwife has advised, and the medical officer of health of the borough in 
which the patient resides is immediately informed .of t~e ~onditi~n. of the case and ~lether the infant is 
being removed to a hospital for treatment. The nud ~f~ IS au:o ViSIted to learn p~lC~ars as to the c~~, 
the antiseptic precautions taken beforehand, and the diSInfection adopted by the IDldwlfe after each VISIt 

65580 F 
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to the case. It was found in tJie past in some cases that when medical assistance was obtained, the medical 
practItIOner, after examining the infant's eyes, gave dIrection!! to the parents as to the course of treatment 
and left instructions for them to seek medIcal help again 1£ the inflammation did not yield to treatment, 
and If there was no improvement in the condition of the chIld's eyes. So long as the midwife remained 
in attendance, the treatment was for the most part carried out, at all events once a day; but many of 
these cases had not recovered by the tenth day, the time the midwife usually ceases her attendance. It 
was also found impossIble for the mIdwife personally to attend to the infant's eyes as often as was requisite, 
~.e., in some cases four or five times daily, and this duty was then left to the friends of the patient, who 
were utterly ignorant of the need for using clean rags and stenle water. The Voluntary Nursing Associ
atIOns rendered very valuable assistance In connection with some 100 cases of ophthalmia. 

During the year 819 notices were received from midwives, stating that medical assistance had been 
advised ~n account of inflammation of the eyes of infants, and, in addItion to these, 22 other cases came to 
lIght in which medical help was not called by the midwife. 

856 cases of ophthalmia neonatorum were notified in 1919, 464 of which were not in the practice 
of midwives. There were 841 cases of inflammation of the eyes in the practice of midwives brought to 
the notice of the Council, of which 392 proved to be ophthalmia neonatorum and are included in tte 
856 such cases referred to. 

The Council's inspectors investigated the 392 cases of ophthalmia. 337 cases were reported to 
be completely cured. In 13 cases there was damage to the cornea, but in 7 cases there would probably 
be little impairment of vision; 16 died while still suffering from the disease, and in 26 instances the 
result could not be ascertained owing to the removal of the patients, who could not be traced. 

The following facts are noted relating to the cases in which impairment of vision, or any other 
injury to the eyes, supervened :-

Oase I.-Mother had leucorrhoea for 2 years. Perchloride of mercury used for eyes at birth. 
Onset of symptoms (stickiness) on 3rd day, "well "next day. From 4th to 10th day baby not seen except 
by pupil midwife. O.P. Hospital treatment. on 11th day, adInitted to St. Margaret's Hospital on 12th 
day-Gonococcus found. Result-Ulcer right eye, scar left. 

Oase 2.-No history of vaginal discharge in mother, but father (a soldier) said to have" breaking 
out" on arm. Boracic lotion used for eyes a few minutes after birth. Onset of symptoms in one eye on 
6th day and O.P. Hospital treatment the next day. Second eye affected on 13th day. Eye first affected 
had defimte ulcer of cornea present when seen on 33rd day. Bact. examination-gonococcus.-Result
Cured, slight scar left. 

Oase 3.-History of vaginal discharge in mother during pregnancy. Boracic lotion used for eyes at 
bIrth. Onset of symptoms and medical assistance on 4th day. AdInitted to St. Margaret's Hospital on 
6th day. Midwife severely cautioned for day's delay in notifying case to the Council. Bact. examination 
gonococcus. Result.-Ulcer right, scar left. 

Case 4 -HIstory of vaginal discharge in mother during pregnancy. Boracic lotion used for eyes 
at birth, but discharge from mother came over baby's face again. Onset of symptoms and medIcal 
assistance on thIrd day. Ulceration of cornea of one eye developed in spite of treatment. Specialist 
called in. Result-Shght haze over lower half of right eye. 

Case 5.-No history of vaginal dIscharge in mother. Boracic lotion used for eyes at birth. 
Onset of symptoms and medICal assistance on the eleventh day. Result-sight appears good. Very 
slight occasional internal squint of right eye. . 

Case 6.-No history of vaginal discharge \n mother. Ag NOs. 1 per cent. used for eyes at bIrth. 
Onset of symptoms between tenth and thirteenth day. Hospital treatment on fourteenth day. Result 
-sight of one eye partially destroyed. . 

Case 7.-No history of vaginal discharge in mother. Boracic lotion used for eyes at birth. 
Onset of symptoms and medical assistance on third day. Eyes clear on fourth day. Second onset on 
seventh day. Child sent to St. Margaret's Hospital on ninth day, gonococcus found. Result
blindness of both eyes. (Baby died soon after removal from St. Margaret's.) 

Case 8.-History of leucorrhooa in mother. Boracic lotion used for eyes half an hour after 
birth. Onset of symptoms and medical assistance on sixth day. Result-slight injury to one eye, 
not interfering with vision. . 

Case 9.-No history of vaginal discharge in mother. Boracic lotion used fo~ eyes at bIrth. 
Onset of symptoms and medical assistance (hospital) on fifth day. Result-blindness In ~oth eyes. 

Case 1O.-History of vaginal discharge of mother. Boracic lotion used for eyes at bIrth. Onset 
of symptoms on ninth day, hospital treatment on the next day. AdInitted into St. Margaret's HospItal 
on tenth day, gonococcus found. Result-right and left ulcers perforation. Scars only. . 

Case 11.-No history of vaginal discharge in mother. Boracic lotion use~ for eyes at bIrth. 
Onset of symptoms and medical assistance on tenth day. Result-excision of nght eye. Le ft eye 
alright. 

Case 12.-:No history of vaginal discharge in mother. ~oracic. lotion and ~O per cen~. drops 
protargol used for eyes at birth. Onset of symptoms and medical asSIstance (hospItal). on third ~y. 
AdmItted St. Margaret's Hospital on fifth day; gonococcus found. Result-perforatIng ulcer nght 
eye. Tiny scar only. 

Case 13.-Historyof purulent vaginal discharge of mother. Ag NOs> 1 per cent. used for eyes at 
birth. Onset of symptoms? ante-natal, mother and infant removed at once to infirmary. Result
blindness in both eyes. 

In four of the cases where permanent impairment of vision resulted in one or both eyes there 
was a history of vaginal discharge in the mother. 
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The 392 notified cases of ophthalmia neonatorum occurred in the practice of 163 midwives :_ 
1 midwife had 13 cases during the year . • . . • . 13 
1""9,, """ 9 
1 ""8,, """ 8 
5 ""7,, """ 35 
9 ""6,, """ 54 
4 ""5,, """ 20 

12 " .. 4" "" " 48 
17 " " 3" """ 51 
41 " " 2" "" " 82 
72 " " 1 case "" " 72 

163 392 
Arrangements have been made by the Metropolitan Asylums Board for the admission of infants 

suffering from ophthalmia neonatorum into St. Margaret's Hospital in Leighton-road, St. Pancras, and, 
where necessary, accommodation is also'provided for the mother at the hospital in order that the child 
may not be deprived of the advantage of breast-feeding whilst under treatment. 

The Council has arranged classes for the further instruction of midwives at various centres in Classes for 
London. These classes are attended by midwives who have been in practice for many years, and also midWives. 
to some extent by pupils to supplement the training they are receiving elsewhere. MidWIves showing 
lack of knowledge of their work a~e advised by the COunCIl'S inspectors to attend these classes. 

The Midwives Act, 1918, came into force on January 1st, 1919. The chief duties laid upon local Midwives 
supervising authorities are contained in sections 6, 7, 11 and 14 of the Act. Sectian 6 authorises a local Act, 1918. 
supervising authority to suspend from practice 8i midwife who has been reported to the Central Midwives 
Board untIl a decision has been arrived at in her case, and in certain circumstances to pay compensation 
for such loss of practice. Sectian 7 requires the local supervising authority to supply midWIves gratIS 
with all books and forms required to be filled up. Sectian 11 empowers a local supervising authorIty to 
aid the training of midwives and to make grants for this purpose. Sectian 14 provides for the payment 
by local supervising authorities of a fee to a medical practitioner in all cases where he is called In by a 
midwife to her assistance in a case of emergency, and the local supervising authority may recover the 
fee from the patient's husband or other person lIable to maintain the patient, unless they are satisfied 
that the patient or husband or such other person is unable by reason of poverty to pay such fee. 

A scale of fees was laid down by the Local Government Board in which, generally speaking, the 
doctor is entitled to a fee of two guineas in cases of difficult labour, etc., where an operation-is involved; 
one guinea where no operation is necessary; and 3s. 6d. for an ordinary day and 7s. 6d. for a night visit. 
This scale is at present being revised. During the year 2,034 approved claims were received from 368 
medical practitione},s, amounting in all to £3,047 2s., i.e., an averaeg of 30s. per case. 

The reasons for calling in medical assistance have been already referred to and there IS no 
doubt that the large increase in the number of instances in which a doctor was called in is in part to be 
attributed to the fact that the Council is responsible for payment of the doctor's fees, although, of 
course, there has been a general increase in the birth-rate, particularly in the last quarter of the year. 

In cases where an apparently abnormal number of medical aid notices have been sent by midwives 
to doctors, enquiries have been made, but in no case has evidence been found to suggest collusion between 
doctor and midwife. 

In accordance with the provisions of the Act the Council appointed an enquiry officer to 
investigate the financial circumstances of each patient in respect of whom a fee became payable, and in 
due course each case was considered by a CommIttee of the Council and assessments varying from 2s. 
to £2 2s. were made accordIng to the merits of the case. Un to the present £111 2s. 3d. has been thus 
recovered, representing 3'6 per cent. of the fees paid. 

Certain new rules of the Central Midwives Board came into force on March 25th, 1919. Rule 
E 12 (a) provides that a midwife must forthwith notify the local supervising authority of each case in 
which it is proposed to substitute artificial feeding for breast-feeding. One hundred and sixteen notices 
were received up to the end of the year and transmitted to the sanitary authonties concerned in o~der 
that the cases might be followed up by the health visitors. Rules F3 and F4 enable the Central MidWIV:es 
Board and the local supervising authority respectively in special circumstances to suspend a midWIfe 
from practice pending an enquiry into her conduct, and Rule F3 empowers the Board to Buspen~ from 
practice, in lieu of removing her name from the roll, any midwife who may have been found gwlty of 
disobeying the rules, or other misconduct. 

Lying-in Homes.-

In 1915 the Council obtained powers from Parlia.ment for the registration and inspection of 
premises used for the reception of lying-in patients. 

In accordance with the provisions of the Act, which came into force on February 1st, 1916, 
hospitals, infirmaries and similar institutions are exempted from registration, an? in cases whe~e a 
lying-in home is carried on by a registered medical pra~itioner the Act also provI~es for exemptIOn, 
which must, however, be renewed annually. Two premIses were thus granted certIficates durIng the 
year. Apart from these, up to the present 362 applications for registration ha.ve been deal~ with under 
the Act. At the beginning of the year 272 premises were on the register, 50 were added durIng the year, 

.and 4, registrations were cancelled for different reasons, leaving 318 premises on the register at the end 
of the year. All lying-in homes on the register are inspected at regular intervals by the CQ\lllcil's medical 
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inspectors to ~nsute ~hat a proper standard of clea~n~ss and general efficiency is maintained. During 
the yea~ 461 Inspections were thus made.. Two lYIng-m ~omes have been opened under the Maternity 
and Child Welfare Act under the auspIces of the LeWlsham and Hammersmith Borough Councils 
respectively. 

Ohildren Act, 1908.-Part 1. 

This work was transferred in 1917 from the Public Control Department of the Council to the Public 
Health Department. Part I. of the Act provides that a person who undertakes for hire or reward the 
nursing and maintenance of an infant under the age of seven years apart from its parents shallgive'due 
notice of such reception to the local authority, in London the Council, within 48 hours. In the ca;e of 
~n! change of address of a foster-mother, or the removal of an infant from her care, a similar requirement 
IS Imposed upon the foster-mother. If an infant dies the foster-mother must notify the coroner within 
24 ho~ of such death, and also the Council within 48 hours. 

The following table indicates the number of foster-mothers and nurse-illfants 1912-1919. 

1913. 19l4,. I 1915. 1916. I 1917. I 1918. 1919. 

Foster-mathers-31st December ... 3,070 3,125 3,162 3,110 2,995 2,654 2.481 

Nurse-infants-31st December ... 3,976 3,983 4,028 4.109 3.900 3,461 3.11' 
, 

From this table it will be seen that since 1916 there has been a constant reduction in the number 
of foster-mothers and nurse-infants which is probably due to economic conditions. The charges for 
the care of nurse-infants have risen, owing to the extra cost of living, and the average charge now made 
is 12s. 6d. and upwards, as compared with 5s. a week prior to the war. In special circumstances lower 
charges than those above mentioned have been accepted. In my last report I expressed the hope that 
the passing of the Maternity and Child Welfare Act, 1918, which gives powers to borough councils to aid 
foster-mothers financially would have increased the number of foster-mothers, but it will be seen that 
trus hope has not been fulfilled. It is an exceedingly difficult matter to find a suitable home for a young 
infant, and on the other hand, the number of applications for such homes continues to increase. I 
understand that the various institutions established for the care and maintenance of infants have no 
vacancies, and find it difficult to cope with the numerous applications made to them. 

The- work under this part of the Act is carried out by fifteen female visitors and two male in
spectors. The duties of the visitors comprise visiting the foster-mothers, to see that the infa.nts are 
receiving proper care and attention, and also to advise the foster-mothers as to methods of feeding, 
etc., the infants entrusted to their care. The work of the two male inspectors is mainly of a detective 
character. They watch the advertisements in the Press, trace unregistered foster-mothers by this 
means and by information obtained in other directions, verify removals of infants from foster-parents 
outside London to parents or other relatives within the county, and assist the visitors in tracing removals 
where notice has not been given, and also co-operate with the visitors in difficult cases. 

Power is given under the Act to remove to a place of safety, i.e., a workhouse, an infant in the 
charge of a foster-mother who is unfit to have the care of it owing to negligence, ignorance, inebriety, 
immorality, criminal conduct or other similar caustl. SiDlllar action may be taken where the premises 
are overcrowded, dangerous or insanitary, or if the infant is being kept by a person or in any premises 
in contravention of the Act. During the year 33 infants were removed in pursuance of this section as 
compared WIth 48 the previous year. The Act also empowers a local authority to exempt either partially 
or wholly premises which in the opinion of the authority are so conducted as to render ordinary inspection 
unnecessary. Partial exemptions, hmited to one or two visits 3 year, were granted in 11 cases, 3S 

compared with five cases the previous year. 
Special attention has been directed to the sanitary condition of the dwellings in which nurse

infants are kept. On the receipt of information that 3 woman has taken or intends to take a nurse
infant the premises are inspected by the sanitary staff. A similar inspection is made if the foster-mother 
removes to new premises, or circumstances arise which raise 3 doubt in the mind of the visitor as to the 
suita.bilityof the premises. During the past year 1,124 reports have been made. In 592 cases the premises 
were reported to be satisfactory, in 278 sa.nitary defects were discovered, in 134 cases overcrowding was 
reported, and in 34 cases both overcrowding and sanitary defects were found. In 86 cases the infant 
had been removed befo:e the inspection could be made. The attention of the sanitary authorities was 
drawn to all cases in which serious sanitary defects were found. In those premises where overcrowding 
was discovered a rearrangement of the accommodation sometimes resulted in an amelioration of the 
conditions, but in other cases the foster-mother was required to find more suitable premises or give up 
the infant. The difficulty of obtaining suitable accommodation will always be acute so long as present 
.housing shortage and economic conditions continue; the delay in getting the necessary repairs to the 
premises carried out contributes another practical difficulty. 

The local infant welfare centre plays an important part in cases of illness, and foster-mothers are 
urged and encouraged to take ailing infants there and obtain the necessary advice. The visitor follow8 
up such cases and sees that the treatment advised is duly carried out. This has been found to be attended 
with very beneficial result'!. . 

On reaching the age of five years it is usually found that the nurse-infant is sent to school, a~ 
thus COmCil withill the purview oi the schooi medical service. 



~e number of deaths of nur~e-infants during the year was only 51 as compared with 103 during 
the prevIOus year. In 16 cases an Inquest was held. In 12 cases the verdict was death from natural 
causes, in 1 case accidental death, and in 3 cases death from misadventure. One of the misadventure 
cases was due t~ ~ foster-m?ther ad~ni8tering an ~verdose of a. medicine containing strychnine. 

IrregularItIes were discovered In 432 cases, In 416 of which written cautions were sent. In 16 
cases legal proceedings were taken and convictions were otained. In 13 cases penalties and costs were 
imposed amounting to £18 8s. 6d. In three cases defendant was sentenced to imprisonment without 
the option of a fine. 

Towards the end of the year the Council was approached by the London War Pensions Committee 
with a view to making arrangements for the inspection of homes in which the Committee propose to 
place the neglected chIldren of deceased or serving soldiers and sailors. The negotiations had for their . 
object the carrying out of the work as part of the routine inspection of the visitors under the Children 
Act. Owing to the fact that this work has only been in operation for such a short period this year I 
do not propose including any details in the present report. 

Scheme Jor the Diagnosis and Treatment oj Venereal Diserue. 
As the outcome of the findings of the Royal Commission, the Local Government Board issued in 

July, 1916, the Public Health (Venereal Diseases) Regulations, which placed on county councils, etc., 
the duty of making arrangements for the diagnosis and treatment of venereal disease within their areas. 
In preparing a scheme it became apparent that any facilIties provided for London would be utilised by 
many patients from surrounding areas, and the authorities of these areas were therefore invited to 
co-operate with the Council in a joint scheme. After conferring on the subject, the county councils of 
Bucks, Essex, Hertford, Kent, Middlesex and Surrey, and the county boroughs of East Ham, West Ham 
and Croydon agreed to participate. Negotiations with the governing bodies of the principal London 
hospitals were entered into, with the result that 22 of these institutions intimated their willingness to 
undertake the following services in connection with the treatment of venereal disease. (a) The 
appointment of a competent staff; (b) the provision of beds for patients; (c) the treatment of out
patients at evening sessions and at other suitable times; (d) the supply of salvarsan or its substitutes 
to medical practitioners on an approved list; (e) the supply to practitioners of apparatus for taking 
samples of blood, etc., and the furnishing of reports on specimens sent by practitioners; (f) the provision 
of free instruction for practitioners and students, and opportunities for practitioners to act as clinical 
assistants at approved rates of remuneration; (g) the employment of women doctors in clinics for 
women; and (h) the supply of statistical information of work done. 

The scheme came into force on 1st January, 1917, and has continued in operation. 
In considering the arrangements for the year 1918, certain districts not conveniently served by 

the existing facilities were provided for by the inclusion in the scheme of th· ee additional hospitals, and 
a further hospital was added in 1919. Provision was also made at hostels for certain persons, who whilst 
undergoing treatment at the hospitals, continued in employment, and whose lodging did not permit of 
the requisite privacy. 

The need for special facilIties for treatment for infected pregnant women had not been provided 
for up to the end of 1919. Efforts were made in 1918 and in the following year, to secure the inclusion 
in the scheme of one or more of the large lying-in hospitals, but the authorities of these institutions found 
it impossible to co-operate. It is expected, however, that at least one of the lying-in hospitals will, in 
the course of the year 1920, be in a position to provide the necessary faGi1itje~. 

The provision of in-patient t eatment for children, especially female children suffering from 
gonorrhrea, has been a difficult problem, such cases being unsuitable for admission to the general wards 
of a children's hospital, and the authorities found themselves unable to provide the requisite facilities 
for isolation, prolonged treatment and the employment of a special staff of nurses. In considering the 
arrangements for the year 1920, special attention was again given to this subject aud negotiations were 
entered into with the Federation of Children's Work Committees for the establishment of a medical home 
in South London for the reception and treatment of children so suffering, provision also being made for 
the education of the children whilst in residence. 

Additional facilities for hospital treatment were included in the scheme for the year 1920. In 
the south-western portion of the county, a district hitherto inadequately served in this respect, an 
agreement was entered into with a. local general hospital for the provision of at least three clinics a 
week together with the necessary in-patient treatment. Further it was found possible to include in 
the scheme provision for the hospital treatment of ophthahnic conditions associated with venereal 
disease. Efforts to secure this were first made in 1916 in view of the large amount of blindness (total 
and partial) well known to be due to venereal diseases, much of which is undoubtedly preventable. 

The following table shows the extent to which the facilities have been utilised by London patients 
during the three years the scheme has been in operation. The number of beds available for the use of 
in-patients is a.t present 211. 

Year. l!U7. I 1918. 1919. 

Number of hospitals 22 25 26 
New patients 12,211 12,538 20,908 
Attendances 96,398 131,869 232,659 
In-patient days of treatment 48,860 49,590 54,431 
Pathologica.! exammations for practitioners •.• 2,992 5,122 8,258 
Practitioners on the approved list 108 178 240 
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This Act makes it illegal fOT a person, unless he is a duly qualified medical practitioner, to treat 
any person for venereal disease, or prescribe any remedy therefor, or give advice In connection with 
the treatment thereof for reward direct or indIrect. It· further prohibits the publication, unless 
authorised, of any notice or advertisement of medicines, medicaments, etc., to be used or applied 
externally or internally for the prevention, cuxe or relief of venereal disease. The penalty for actmg in 
contravention is on summary conviction a fine not exceeding £100 or six months' imprisonment, and on 
indictment, imprisonment for a term not exceeding two years. Prosecutions in the county of London 
are undertaken by the Metropolitan Police, and the Council notifies the Commissioner of Police of any 
contraventions of the Act coming under its notice. 

In connection with the protection of food against destruction by rats, the Food Controller issued, 
in Au~t, 1918, under the Destruction of Rats Regulations an Order known as The Rats Order, 1918. 
The duty of carrying out the Order was imposed upon the County Councils and the County Boroughs. 

This Order was eventually superseded by the Rats and Mice Destruction Act, 1919, which 
required the occupants of any land to take all reasonable steps to prevent their land becoming infested 
by rats or mice, the authorities for the administration of the Act being in the City of London the Common 
Council, in any metropolitan borough the borough council, and in any port sanitary district the port 
sanitary authority, the Council being the local authority with respect to the sewers vested in and the 
sludge vessels belonging to it. 

On the 15th AprIl, 1920, the City Corporation published an interesting report by the City Medical 
Officer of Health on the subject of rat repression. 

Common and Seamen's Lodging Houses. 

The administration of the Common Lodging-houses Acts devolved upon the Council in 1894. 
By the passing of the London County Council (General Powers) Act, 1902, the Council obtained powers 
to licence common lodgmg-houses annually. New bylaws for the regulation of such houses came into 
force on the 1st October, 1903. 

In the following table will be seen the number of houses, the authorised number of lodgers, the 
number of convictions, with the penalties inflicted, and other particulars duxing each year since the 
outbreak of war ;-

No. of Authorised No. of No. of No. of No. of Penalties No. of 08.8 
Year. houses number of da.y Vleite by night prosecutions. oonvictiollll. and costs. 01 infectlOu, 

lIcensed. lodgers. Inspectors. VISits. dlSC8.8e. 

£ •• d. 
1914 308 26,308 24,210 1,708 5 5 14 10 0 11 
1915 295 25,426 25,827 1,696 3 3 811 0 5 
1916 252 24,308 21,190 1,028 1 1 o 15 0 4 
1917 234 22,781 18,240 652 - - - -
1918 211 20,818 16,703 441 3 3 43 0 0 -
1919 107 19,684 14,656 370 I 1 8 0 0 1 

In 1901 the London County Council made bylaws under section 214 of the Merchant Shipping 
Act, 1894, dealing with the inspection. sanitary condition and well ordering of seamen's lodging-houses. 
In 1909 the bylaws were amended in certain particulars and a new series came into force on 1st January, 
1910. In February, 1910, powers were conferred on the County Council for the licensing of seamen's 
lodging-houses, and since that year all 'such houses ha.ve been annually licensed. In June, 1917, the 
bylaws were further amended to permit of a wider interpretation of the definition of a "seaman," as 
the then existing bylaws were restricted in their application to houses where seaIIl;en who. had se~vice as 
such within the preceding foux weeks were lodged; great difficulty was expenenced In proVIng sea 
service within this period, and the foux-week limit was therefore eliminated in the new bylaws. 

In the folloWlng table will be seen the number of houses, the authorised number of lodgers, the 
number of convictions with the penalties inflicted, and other particulars during each year since these 
houses were licensed by the Council :-

Authorised 
No. of 

No. of 
No. of No. of No. of No. of Penaltiea oaaea of 

Year. licensed number of day visits. night visits. proseoutions. oonvictions. and OOSts. infectious 
houses. lodgers. dlseaaes. 

I 
£ B. d. 

·1910 37 1,157 2,404 197 15 14 90 9 0 -
1911 36 1,173 1,465 204 7 6 52 13 0 -
1912 41 1,066 1,079 210 18 13 81 12 0 -
1913 44 1,120 1,814 237 15 4 29 ]6 0 -
1914 35 1,043 1,247 174 4 4 59 13 0 -
1915 43 1,186 1,660 255 11 8 76 16 0 J 
1916 53 1,271 1,422 193 26 17 313 0 0 -
1917 57 1,461 1,637 142 7 6 97 0 0 -
1918 59 1,486 1,666 85 IS 12 139 2 0 - -
1919 57 1,381 1,542 76 17 17 lI8 0 0 -

-
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Since February, 1916, the Council has co-operated with the General Officer Commanding the London SolJiers'rest 
District in the supervision of sanitary arrangements affecting rest-houses provided for troops on leave houses. 
in London. At that time such premiles numbered 40 with accommodation for about 4,000 men, but by 
March, 1919, there were in London some 270 houses accommodating 20,000 men. By June, owing to 
the departure of overseas troops, etc., the numbers had decreased by half, and at the end of the year 
only 23 houses remained under supervision. 

At the outset a certain amount of trouble was experienced in dealing with unsuitable premises 
and improper equipment, but the Council's representations were at once acted upon by the military 
authorities with the result that a satisfactory standard of maintenance was secured. The work of 
supervision included the prevention of spread of infectious disease, the preparation and storage of food 
and any questions relating to the health and comfort of the troops using these homes. 

In accordance with the practice which has obtained for several years, a census of homeless persons Census of 
in the county of London was taken on the night of 14th February, 1919. The central, and portIOns of homeless 
the eastern and northern parts of the county, where such peJ.sons are usually found, were visited. The pereODS. 
night was mild and fairly clear. Only two persons (females) were found sheltering under arches or.on 
staircases. In the streets, 1 man and 5 women were found, as compared with 1 man and 6 women in 1918 
and 296 men and 76 women in the early part of 1914 before the war. 

The common lodging-house population was less numerous than on any previous occasion, there 
being 12,336 inmates as compared with 12,522 in 1918 and 20,173 in the early part of 1914. In the free 
shelters and la.bour homes not licensed as common lodging-houses there was also a reduction in the 
number of inmates, 31 men, 59 women and 1 child being acc.ommodated as compared WIth 32 men and 
74 women in 1918. The number of persons in London casual wards on the rught in question was 49 
males and 1 female, and there were 346 vacant beds. The number of inmates at the date of the last 
census was 82, and the vacant beds numbered 314. At Rowton Houses 4,984 men were accommodated 
as against 4,108 in 1918, and there were 80 vacant beds as against 968 in 1918. 

Work oj the Ohemical Branch. 

• The work of the chemical branch of the department is carried out at the Central Laboratory 
at Savoy Hill, at the laboratory at Greenwich generating station, and at the laboratories at the two 
sewage outfalls at Crossness and Barking. 

OentralLahoratory.-The workat the Central Laboratory includes the examination of samples of 
gases and of oils under the Petroleum Acts and CouncIl's General Powers Acts. Under these Acts 
analyses were made of 68 gases used for creating a definitely non-explosive atmosphere in certain dry
cleaning and de-greasing plants in which petroleum spirit is used, and of 113 samples of oils and other 
inflammable materials. Samples of fertilisers and feeding stuffs were received during the year-the 
results of the action taken in respect of one sample being followed by the withdrawal of the materIal 
from the market. 

Samples of rainwater collected each month in Ep1cial gauges situated in six open spaces in the 
county were examined. This work ia carried out in collaboration with the Advisory Committee of the 
MeteorologICal Office on Atmospheric Pollution. 

The results of the examination of upwards of 1,200 samples of milk are dealt with in the education 
section of this report. 

Samples of flour supplied to one of the asylums and found to give sour ropy bread were examined. 
An investigation in connection with the provision of a shampoo soap for use at the cleansing 

stations was undertaken, and the resultant compound is being used with success. This compound 
obviates the necessity for the cutting of the hair in order to free the head from nits. 

In addition to the above, some hundreds of samples of general stores supplied under contract, 
samples of building material and miscellaneous samples, have been examined. The proportion of 
unsatisfactory samples was high. 

Ohemical work at Greenwich Power Station.-The chemical examination, including determination 
of the heating values of coal supplied to the Greenwich generating station, was carried out by the chemical 
staff. Samples yielding as much as 22 per cent. of ash were received on several occasions, the greatest 
percentage (which occurred in three samples) being 38 per cent. The ~xamination of samples from 
deliveries of coke showed that the ash content of this fuel varied from 10 to 24 per cent., the most frequent 
proportion being 15 per cent. In all 729 samples of fuel were examined (630 of coal and 99 of coke). 

The routine chemical examinations at the Greenwich power station have enabled the working of 
various appliances connected with steam-raising, etc., to be controlled more efficiently and economically 
than was hitherto the case; also defects in plant have been discovered which could not have been 
detected so Soon by any other method. This routine work yields valuable results, but there is a great 
deal to be done which is of the nature of technical research or experiment, involving close co-opera
tion between the electrical engineer and the chemist of the Council, as well as between the power-station 
engineer in the tramways department and the chemist at the station. 

The Outfllls.-The work at the laboratories at the two outfalls includes the investigation of 
problems connected with the varying condltion of the river and estuary as well as the daily examination 
of sewage, effiuent, sludge and of river-water collected at high and low tide off both outfal1s. In the 
year under review 720 samples of sewage and a hke number of effiuent, together with 1,965 samples 
of sludge, were examined. The special examination of the river from Teddington to the Edinburgh light 
vessel has been continued throughout the year, and involved the collection and chemical examination of 
4,947 samples. Of this number 400 samples of estuary and lower river water; 1,250 samples taken off 



48 

the outfalls; 1,135 samples collected in the middle river (London Bridge to outfalls) and 162 samples 
of the water of the upper tideway were subjected to ext~nded fxamination in the laboratories· the 
remaining 2,000 being entirely examined in sdu. • 

. Dumping of high explosives in River Thames.-Representatives of the department attended two 
meetmgs of a conference called by the Board of Agriculture and Fisheries to consider the proposed 
experiment of the Ministry of Munitions of dumping 50 tons of amatol or other tri-nitrotoluene explosives 
into the river, below the outfall and some miles from the open sen. The representatives of the Council and 
the Port Authority urged objections against the disposing of such materials in shallow water, basing 
their views on the results of investigations on the properties of the materials in question carried out by 
the chemists of the two authorities. The valuable fertilising properties of one constituent of amatol 
were also strongly urged as a reason against dumping without some previous treatment. 

',fhe chief engineer and the engineer of the Port Authority also made suggestions, which were 
gladly r~ceived by representatives of the Ministry of Munitions, as to a less expensive means of conveying 
the waste materials to deep water for disposal, and advocated this method.. The proposal to dispose of 
the materials in shallow water was abandoned. 

Pollution of'River Lee.-In consequence of an adverse report of the Lee Conservancy Board on 
the effiuent discharged from Enfield Sewage Works into the Lee Navigation, observation has been 
maintained upon the water of the River Lee at its point of entry into the County~f London Samples 
of the water were obtained by the Council's chemist, whose report on the examination thereof substan
tiated that made by the chemist of the Lee Conservancy Board. On the recommendation of the l\fain 
Drainage Committee the Council, in July, decided to call the attention of the Minister of Health to the 
pollution of the water of the River Lee below Tottenham Lock, resulting from the effiuent discharged 
from the Enfield Sewage Works, which entered the river through an intercepting drain. He was also 
urged to take such steps as might be necessary to secure that the conditions producing this pollution 
should be remedied at the earliest possible moment. 

Bacteriological treatment of sewage.-During the latter part of the year representatives of the 
Public Health Department visited the CIties of Manchester, Worcester and Sheffield, where the treatment 
of sewage by the" activated sludge" process has been attempted on a working scale. 

• The subject dealt with is one of great importance both to the health and the amenities of London. 
The river is one of the open spaces in London, the importance of which is greater perhaps than is generally 
recognised, and this and othedssues raised in connection with the treatment of London sewage should 
be regarded as of the first importance to the welfare of the inhabitants of London. 

Attention has been drawn to the desirability of investigating the relative advantages of aeration 
by the following means :-

1. By diffusing tiles, as used at Manchester and Worcester. 
2. By agitation and circulation, as at Sheffield. 
3. By spraying the mixture of sewage and activated sludge through nozzles of the kind used, 

for instance, in cooling condenser water. 
In experimenting on these alternative methods of attaining the desired condition, of intimate 

contact of air with the mixture of activated sludge and sewage, it is most necessary to work in such a 
manner that strictly comparable results may be obtained. To do this the sewage supplied to the 
resptctive experimental plants should be of the same quality, the same surface area should be 
exposed to the normal superincumbent atmosphere, and there should be adequate means of mea~uri!lg 
the power supplied, the sewage treated and, in the case of the diffusers, the air blown through the hqUld. 

A natural corollary to these experiments would be a full investigation of the composition and 
properties of the activated sludge obtained as soon as the amounts formed exceeded those needed for the 
experiments themselves. 

The third method of t eatment suggested is one that so far as I am aware has,not hithert~ been 
a~tempted. It is suggested by a consideration of the conditions which are required for securing ~ptlmum 
results, arrived at after a review of the many and different attempts at sewage treatment which have 
been made. So far as can be judged from theoretical considerations it offers t~e best ~rospect,. of any 
method hitherto employed, of securing what are known to be the greatest deSIderata In affectmg ~he 
most rapid oxidation of the putrescent matters in sewage. The admixture with.the activated sludge l~ 8. 

preliminary to any of the methods of subsequent treatment which it is suggested should for comparatlve 
pirrposes be attempted. By spraying the sewage into the air and allowi~ it to fall ~n a fine state of 
division into the tank which should be set aside fer this purpose, the maXImum aeratIOn of the sewage 
will be secured. At the time of this ma.ximum aeration the sewage will have in it the agents, the humus 
or activated sludge, capable of making use of these optimum conditions, and in this re~pect th~ treatment 
will differ from any attempts hitherto made on other lines. In the end the relative ments of these 
different methods of application will have to be judged by the question of cost in relation to the results 
attained. 



Metropontan borongh. 
lIn topographical order). 

Western Paddington ... ... 
Kensingt-oD ... ... 
Hammersmith ... 
Fulham ... ... 
Chelsea ... ... 
W&tmmstcr, City of 

Northern St. Marylebone ... 
Hampstead ... ... 
St. Pancras ... ... 
IslingtoD ... ... 
Stoke Newington ... 

I Hackney ... ... 
Central Holborn ... . .. 

Flnsbury ... ... 
London, City of ... 

Eastern Shoreditch '" ... 
Bl'thnal Green ... 
Stepney ... . .. 
Poplar ... , .. 

Southern Southwalk ... . .. 
Bermondscoy ... ... 
Lambeth ... . .. 
Battel'llello ... . .. 
Wandsworth ... ... 
Camberwell ... . .. 
Deptford , .. ... 
Gl'&'nwich ... . .. 
Lewisham ... ... 
Woolwich ._. . .. 

London ... ... ... . .. 

TABLE I. 

COUNTY OF LONDON. 

Vital' statistics for the several metropolitan' boroughs and the County of London in the year 1919. 

(Rates per 1,000 of civil population) . 
. 

Dlarrhcr. 
c .... of notlft"ble infeetlous dl_. 

Estimated Infant Whoop- Bnd 
civil Births. Death •• mortaIlty Meul ••• Scarlet Dlph· log· Typhoid EnterItlB l'htblsat Cancer. Pu~rperal population. (per 1.000 lever. therIa. cough. fever. age O-l! Small· S ..... let Dlph. Typhoid Erysl. 1919. borths) ('b'~~.~?0 

fewr 
pox. fever. D theria. fever. pel .... (per 1.000 

blrthG). 

143,938 15·5 13'3 91 ·08 ·03 ·12 ·01 - 21·9 ·76 1·24 - 1·78 1·76 ·07 ·53 63 
157,886 161 15·3 102 ·09 ·01 ·10 ·03 ·01 30·5 1-07 1-52 - 1·63 1-71 ·12 ·47 4'4 
130,981 165 127 99 ·07 ·02 15 ·08 ·01 298' HI 1·23 .01 1-40 1-78 ·07 -59 2'6 
152,543 185 12·3 82 ·08 ·03 ·20 ·03 ·01 14·6 1-06 1-21 - 238 2·16 ·04 ·48 11'7 
60,573 145 15·0 83 ·15 ·07 '13 ·07 - 14·2 1·25 1·35 - 2·53 123 ·13 ·31 3·2 

127,533 12'() 144 91 ·05 ·02 ·13 -01 -02 14'4 1-08 HO - 191 1·05 ·09 '59 2·5 
97,953 14·6 15·6 94 .18 ·03 ·Il ·02 ·02 21-4 1·06 1·73 - 1·99 1·57 ·04 ·57 38 
88,012 12·6 11·8 83 ·06 ·02 ·08 - - 138 ·64 1-40 - 141 ·97 ·09 ·40 1-7 

219,434 17·0 13·4 87 ·07 ·02 ·09 ·03 ·01 136 }-30 1-15 ·05 2·63 1-58 ·04 ·65 3'0 
323,034 18·0 143 86 ·03 ·04 ·15 ·05 ·01 140 1·21 1·37 ·01 3·30 1·99 ·05 ·65 4-7 
50,954 168 129 65 .04 '04 ·27 ·08 - 10·1 1-02 1·22 - 2·51 2·28 ·04 ·79 3·3 

216,736 183 13-1 83 ·03 '04 ·41 ·09 ·01 15·7 1·09 1·26 - 2·96 3·18 ·10 ·50 40 
38,156 136 16·3 96 '03 - ·16 - ·03 IH 1·76 1-57 - 1-44 227 ·05 ·64 -
75,291 203 15'3 88 ·11 - ·15 - - 18·2 1·58 1·20 - 3'45 187 ·08 ·65 36 
13,893 9·6 14·3 115 - - ·14 ·07 - 7·2 ·65 1-15 - 1-06 1·63 ·07 ·14 -
98,134 23·6 15·7 108 ·12 ·02 .21 ·02 ·03 22·5 1·90 1-03 - 2·97 261 ·08 ·82 12 

110,085 224 13·9 85 ·n ·03 .51 ·06 ·01 26·5 165 HI ·01 3-49 493 ·04 1-46 3·4 
232,506 223 146 81 ·06 ·04 ·19 ·07 ·03 20·9 1·66 1·03 ·00 433 3·36 ·14 ·93 2·4 
153,644 24·7 14'5 84 ·06 ·03 .23 ·16 ·04 16·7 1-26 ·98 ·01 2·36 207 ·15 ·83 4-2 
179,971 218 14'9 93 11 ·02 ·24 ·05 ·02 225 1·'14 121 - 4·37 2·76 ·07 Hi 45 
124,239 21·3 13·7 92 ·18 ·04 ·17 ·02 02 18·9 1-42 1-18 - 3-16 224 ·06 ·67 1-1 
282,322 18'8 148 86 ·10 '06 ·22 ·04 ·01 15·9 1·34 1·37 ·00 362 1·83 ·05 ·66 30 
159,316 18·5 12·9 74 ·n ·02 ·13 ·04 ·02 101 1·07 1·27 ·02 3·06 1-51 ·07 ·59 3·5 
333,693 146 11'3 72 '05 ·02 ·12 ·04 ·01 87 ·91 }ol9 - 267 1-57 ·05 ·43 56 
273,803 182 12·6 82 ·11 ·05 ·13 ·06 ·01 179 1-18 1·23 - 2·61 1-84 ·04 ·54 3·0 
Ill,205 20·6 12·9 86 -19 -08 ·14 -01 ·02 13·9 1·20 H3 - 4-61 2·33 ·17 ·64 3·3 
98,484 19·0 13·6 94 ·12 ·07 ·16 ·10 ·02 133 1-43 HI - 4·83 2·76 ·20 ·51 25 

167,754 16·3 116 62 ·02 05 ·12 ·03 - 56 ·89 1·34 - 385 219 ·02 ·53 2·1 
136,237 193 123 86 ·05 02 ·21 ·08 ·04 66 126 1-15 ·03 1·73 2·70 ·19 ·49 2·5 

4,358,309 182 13·6 85 ·08 ·03 ·18 ·05 ·01 166 122 1'25 ·01 292 214 ·08 ·64 3·7 

------------- ------ - ---~-- -~-- ----
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1'A'BLE II. 

COUNTY OF LONDON. 

StatIstics of the administrative work carried out during the year 1919. 
.,.. 

\ 
Cow- Slaughter- Ollenslve Smok. Under- Over- Houses let In Common Cleansing of persona I Water I Mllk- Ice cream Other fOOJ 

abeds. houses. lrades nUISances ground crowdmg lodgmgs lodgmg and rooms supply_ abop._ premlses. place. A rooms houses 

j ~ ~ 
~ .. ~ ~ ~ I ,,; 

0 " ... ~ ... i '. c: 

~ .3 ,g. 

i 
Ii! ~ .9 

Sanitary Authority. ~ .. oil ~ ... .; ill I:: !l "ll 1 
~ .,; " o - 19 " I i ~ " ... .. ~ ~ .. " " .c~ j S " 8. ill ~ ~ 9 .:9 ~~ ~] ... ~ 0 ~ ~ 

l:l 
~8: 

co .. j .s " $ $ .s ~ I ~ 8 m 
e 5i .:;: .; ~ f f 

~ 'a 'a b 'a 
.. ~g ~e 

~ " 'S El ~ ~~ ~ e ~;; g 'a " 'a 'a 'a = '" i ""go .. 0 ill "" ~ 
0 

0 .; 0 d 
:z <l~ .; ~ '" 5 .. " § ~~ .; 

~ ~ ~ 0 0 0 0" 
~ ~ Iil "'" ::a 0 ~ 

0 
7.; !Zi !Zi :z: :z; 0 <) to!< !Zig ~~ ,!:j :z; <.9 E-< .. z :z; :.. 

-
CIty of London .. .. - - 7 * - - 87 9 - 1 - 4 4 161 483 - 1 455 25 400 193 - 118 472 - - 933 937 
Battersea. .. .. . . 1 2 2 339 1 3 2 3 2 1 1 7 7 84 450 - 2 147 366 3,214 3,856 11 139 387 86 340 293 1,654 
Bermondsey .. .. - - 1 29 13 lal) 7 4 4 - - 9 9 223 446 - 3 1,153 20 - 1,546 - 301 877 97 112 422 1,931 
Bethnal Green .. .. 12 74 3 18 1 5 20 2 1 - - 12 12 231 640 - 8 400 10 9 4,228 - 190 835 98 137 235 1,152 
Camberwell .- .. 2 42 6 87 2 8 - 181 181 - - 157 57 292 72 - 5 466 47 6,132 1,493 - 453 1,028 229 281 309 735 
Chelsea. .. .. .. - - 3 36 - - 4 3 3 - - - - ~ - - 4 236 - - 506 - 75 156 21 30 73 98 
Deptford .. .. .. - - 2 48 2 20 3 1 1 - - 19 19 289 578 - 5 1,121 - 2,262 1,224 - 229 306 130 185 118 221 
Fmsbury .. .. .. - -- 2 3 2 20 :19 12 4 - - 29 29 1,012 4,588 - 1 98 1 - 35 2 I1l2 175 63 65 233 255 
Fulham .. .. - - 2 10 - - - - - 3 3 - - - - - 2 98 - 93 -179 - 117 280 36 98 - 976 
Greenwich •• .. .. 3 12 4 45 - - 18 - - - - 24 24 247 24 - 2 90 - 1,173 665 - 127 89 103 72 148 272 
Hackney .. .. .. 15 no 19 278 1 3 101 34 3 - -- 32 24 470 10 - 5 416 231 3,193 278 - 262 1,168 177 197 66 66 
Ha.=ersmith .. .. - - 7 163 - - 60 16 16 - - 18 7 2,693 655 - 2 341 - - 50 10 128 1,161 161 281 - 3,088 
Hampstead •• .. .. - - 4 32 - - 57 2 2 35 35 10 10 405 707 - - - 34 840 30 115 85 315 72 108 495 1,945 
Holborn .. .. " - - 1 2 - - 11 8 6 - - 4 4 611 1,033 - 16 1,194 138 - 104 12 159 75 31 50 394 1,961 
Islmgton .. .. .. 4 25 20 1,015 7 189 52 10 2 3 3' 1I 11 1,070 10.287 - 23 804 19 4,838 4,832 28 594 693 242 98 491 )0,171 
Kensmgton •• .. .. 1 15 6 368 - - 168 10 10 3 3 29 29 2,067 6,870 10 10 465 70 1,810 842 - 177 989 190 51 838 1,071 
Lambeth .. .. .. 4 8 13 156 3 36 - 14 14 42 42 68 68 372 4.464 4 5 582 - - 248 971 287 1,722 - - - -
LeWlBham •• .. .. 6 21 9 148 - - 6 2 2 - - 11 11 4 30 - 1 30 - - 65 - 129 372 - - - -
Paddmgton •• .. .. 1 4 5 510 - - 54 7 -- 4 3 8 8 1,404 4,064 4 3 165 - - 183 - 99 171 71 94 397 1,091 
Poplar .. .. .. 10 32 10 51 5 56 10 10 6 - - 28 28 ],448 S,911 - 6 I,C32 162 3,887 226 - 188 556 71 73 314 773 
St. Marylebone .. .. 4 56 3 156 2 76 10 3 - 18 - 5 1 1,152 5,013 6 5 763 3,145 3,113 462 66 183 402 96 102 351 888 
St. Panoras .. .. 4 3 9 143 1 38 79 17 7 6 6 25 15 2,364 8,275 - 3 119 423 5,166 1,298 19 213 436 105 132 - 5,464 
Shoredltoh •• .. .. 3 6 3 7 - - 3 3 3 - - 15 15 283 112 - 6 373 - - 278 24 227 1.534 55 40 193 106 
Southwark •• .. .. 2 33 5 63 2 10 8 3 3 2 2 103 103 1,349 1,465 - 24 2,986 131 1,279 1,704 - 557 1,394 56 14 259 832 
Stepney " " .. 27 63 4 10 7 28 96 21 21 5 5 93 93 2,512 3,785 - 29 4,382 281 1 4,828 - 413 1,422 99 191 412 907 
Stoke Newington •• .. 1 1 4 14 - - - - - - - - - 259 282 - - - - 167 50 - 65 65 - - - 5a4 
Wandsworth .. .. 8 31 11 128 4 71 5 5 5 - - 27 27 292 797 - 6 173 3 - 353 - 434 500 317 2.'>1 216 997 
Westminster .. .. 1 13 - - - - 823 55 27 1 1 22 16 1,200 4,341 -- 5 1,586 64 885 221 20 476 843 155 210 742 1,948 
Woolwich .. .. .. 14 52 9 27 - - 51 646 1 - - 1250 49 443 678 -- 16 464 21 3,735 74 - 75 76 46 46 , 118 118 

----- -- --------- --~- -- -----
NOTB.-In the columns' above a dash sigwfies .. rul return. 

Common lodging houses, hcensed number, 198; lodgers, 20,139; visi~ay, 14.656, night, 370; prosecutions, 1; penalties and costs, £8. 
Seamen'. lodgmg houses, licensed number: Be-rmondsey, 8; De-ptford, 1; Poplar, 13; Stepney, 33; lodgers, 1,381. Visit&-day, 1,542; night, 76; convIctions, 17; penaltll~s, £118 28. 
Prosecutions-Jltlbhop,; Hammenmlth, 1; Hackney, 1 ; Chelsea, 1; Poplar, 7; Lambeth, 58. 

Wain SUDPly: St. Panoras, 1. • Contmuous Bupervision during slaughtering. 
Smoke NUWa7lcu: Hampstead 1; Islington, 1; Woolwich. 8. 
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TABLE III. 

COUNTY OF LONDON. 

TUBERC{TLOSIS DISPENSARIES-ANALYSIS OF RETURNS, JAN.-DEC., 1919. 

1 2 3 

1I'»"011gb. ~&atnlned (or the first time. 
No. included under (2) 

Sulfenng from Pulmonary 
~ubertlll()8ls. 

Insured I Uulnsored. Insured. I Uulnsured 

M. I}'. MI F. I Chldn. M.I F M·I F. IChldD 

City of London 
Battersea 
Bermondsey • 
Bethnal Green 
Camberwell .• 
Chelsea .. 
Deptford .. 
Fmsbury .. 
Fulham .. 
GreenwICh .. 
Hackney .. 
Hammersmith 
Hampstead 
Holborn .. 
18lmgton .. 
Kensmgton 
Lambeth 
LewI.ham :: 
Paddmgton .• 
Poplar .. 
St. Ma.rylebone 

t. Panoras 
Shorerutch .• 
S 

S 
S 

outhwark •. 
tepney 

60 
.. 285 
.. 159 
.. 241 
.. 436 
.• 123 
•• 135 
•• 160 
.. 209 
•. 155 

•. 366 
.. 217 
.. 90 

38 
.. 520 
.. 152 
.. 448 
.. 133 
.• 186 
•. 236 

.• 130 

.• 2()1 

.. 238 

.. 373 

.• 347 
Stoke Newmgton .. 58 
Wandsworth .. 385 
Westmmster .. 193 
WoolWICh .. .. 338 

42 34 45 
139 37 173 
73 3 106 
92 39 139 

166 33 359 
45 11 79 
60 10 100 
83 26 82 

107 27 197 
46 13 109 

184 33 248 
96 22 115 
36 7 67 
17 4 10 

179 58 180 
101 25 139 
211 39 224 
39 14 73 

111 33 185 
54 43 379 

63 26 94 
53 25 104 

122 34 159 
199 13 187 
132 127 696 
23 15 12 

156 39 301 
66 14 72 

126 26 304 

56 31 12 21 11 2 
643 122 53 14 26 113 
531 76 42 1 30 39 
226 90 27 16 25 6 

1015 171 59 17 57 32 
168 26 13 1 9 5 
360 91 28 3 42 60 
187 87 34 14 24 22 
592 114 31 9 28 34 
568 93 19 3 38 13 

567 180 68 20 72 27 
274 147 44 15 49 51 
96 36 19 2 26 5 
29 20 6 1 3 2 

392 260 75 26 67 35 
373 64 38 14 27 35 
442 203 55 18 58 29 
167 98 28 10 40 19 
362 76 21 6 29 13 
975 127 32 16 46 58 

209 65 17 7 12 18 
287 121 32 15 50 42 
317 133 57 14 39 39 
651 158 64 9 54 53 

1917 194 44 53 103 142 
69 39 12 11 7 2 

857 244 82 19 111 40 
248 100 30 10 26 15 
934 123 41 8 38 43 

4 

No included under (2). 
Suflenng from Non-

l'ulmonary l'oberculosis 

Insured Urunsured. 

M.I F. lL I F. I Chldn 

5 4 - - 6 
- - - 3 14 
5 1 - 1 12 
9 3 1 - 11 

11 5 - 15 53 
- 1 - 1 1 

4 2 - 1 39 
3 - - 1 5 
8 3 1 3 36 

- - - - 124 

15 8 1 9 63 
8 6 1 5 13 
4 1 - 3 17 
1 1 - - 2 
8 2 2 1 23 
4 2 1 2 14 

19 12 1 8 154 
5 2 1 3 19 

11 11 2 9 61 
5 1 - - 124 

3 3 1 2 11 
9 2 1 3 23 
3 - - - 5 

15 - - 3 67 
2 1 1 - 28 
4 1 2 - 8 

11 3 - 4 31 
5 6 1 - 14 
2 1 - 2 32 

(a) Records have not distmgU1shed between Insured and unmsured. 

Ii II 7 

Total 
Attendances 

No. included under (2). at Dis· 
Fonnd to he N on- No Included under 2 where pensary. in-

TubercuioUl. DlagnOBis Doubtful cluding those 
under 

column 2. 

Insured. \ Uninsured. 

M. I F. lL I F. I Chldn. 

Insured. \ Unmsured 

M. I F. M. I·F. I Chldn 

In. I I' Un· 
Bured in-

sured 

17 23 11 32 41 7 3 2 2 7 1408 925 
77 39 9 104 324 86 47 14 40 192 1839 4630 
43 16 2 43 353 35 14 - 32 127 1038 7353 

104 41 21 98 178 38 21 1 16 31 2273 2285 
42 20 5 170 543 212 82 11 117 387 5308 16660 
34 16 4 40 114 63 15 6 29 47 1218 1487 
8 13 3 38 163 32 17 4 19 98 2352 3447 

44 34 7 40 127 26 15 5 17 33 2562 1969 
56 50 7 124 377 31 24 10 42 149 1444 8116 
55 11 2 57 281 7 16 8 14 150 1811 6743 

121 85 8 141 434 50 23 4 26 43 4827 5017 
44 38 6 51 180 18 8 - 10 30 1675 2221 
13 8 3 12 31 37 8 2 26 43 437 1006 
II 6 1 2 14 6 4 2 5 11 630 444 

189 75 ~ 84 291 63 27 5 28 43 5638 5201 
48 36 7 71 205 36 25 3 39 119 2441 5468 

133 98 15 114 125 93 46 5 44 134 5483 9145 
27 7 2 26 116 3 2 1 4 13 923 1456 
67 64 18 112 209 32 15 7 35 79 3257 6285 
18 5 6 119 428 86 16 21 214 365 1221 8336 

32 29 13 53 86 30 14 5 27 94 1563 5162 
22 10 3 12 47 49 9 6 39 175 1396 4470 
66 44 13 78 225 36 21 7 42 48 3893 4772 

130 101 3 108 468 70 34 1 22 63 3915 3254 
82 52 48 424 1043 69 35 25 169 704 4157 27086 
5 7 1 4 53 10 3 l, 1 6 766 636 

103 59 14 157 750 27 12 6 29 36 6009 12281 
34 18 3 24 159 54 12 - 22 60 1676 3207 

107 45 9 159 591 106 39 9 105 268 4138 6586 

(b) In addition, 71 VISits were made to msured and unmsured persons for nursmg purposes. • 
(e) In add,tion, 1,579 VISits were made by the nurse from the Branch Dispensary but no distinctIOn IS made between msured and unmaured pabE'nts. 
(d) In addition, 143 specimens of sputum were eltammed, but no dlstmctlon Is made betweE'n msured and urunsured. 
(e) These figures relate to the first half-year. The numbers of systematIc exammatlOn~ are not obtamable for thE' perIOd July tv DecE'mber. 

8 9 10 11 12 
Attendances 
included in VIsIIII to Visits to Refel'l'l'd to column 7 at 
winch syste· homes made homes made "ospltal to Specimen. 

by Dispensary by Dispensary which 01 sputum mabeexaml- Mt'dlca\ Nurses Dispensary emmined. nation and 
records were Olllcers. alllllated. 

made 

In- Un· In. I Un· In-I Un- In-I Un- I I Un· 
B1lred B~~. lured s~ Bure<l. B~ lured in- n- in 

lured lured. Bored. 

239 235 1 1 139b 322 18 23 54 60l 
560 868 140 161 847 1324 8 3 157 97 
552 1520 95 303 919 1118 - - 222 127 
693 643 26 10 425 331 59 34 297 158 

2658 4448 276 389 3390 5832 91 159 591 293 
340 452 9 6 1471 1.557 - - 355 159 
533 768 64 16 948 963 1 24 245 103 
577 454 89 93 103'2 965 - - 107 29 
780 1831 301 1363 1318 2725 2 - 258 202 
150f 440 - - 1063 2518 5 6 83 76 

1218 1395 33 13 1989 3062 124 93 535 223 
601 762 227 124 1863 1856 - - 207 137 
245 438 10 1 87 117 - - - 186a 
178 151 7 - 575 457 5 3 21 7 

1465 1325 158 163 1740 1905 2 3 346 105 
615 1154 174 584 2115 2091 - - 183 104 

1162 1291 - - 246c 312 130 151 171d 93 
284 385 18 2 1010 952 8 1 76 32 
570 1030 249 491 1262 2428 20 47 92 58 
780 1591 18 4 1174 1202 - - 296 264 

288 526 266 447 556 1640 4 12 151 91 
890 2342 99 72 397 6&5 17 29 124 93 
820 850 95 99 1336 1218 - - 182 85 

1199 1104 24 24 1233 1080 6 17 132 53 
1259 3776 309 2101 745 7851 3 37 227 384 
152 126 1 - 276 190 35 36 56 14 

1053 2255 31 20 1531 1629 30 39 227 222 
792 1156 41 55 1683 2476 6 12 205 44 

1256 2780 339 394 2356 4093 2 1 209 85 
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REPORT OF THE SCHOOL MEDICAL OFFICER (DR. W. n. HAMER) FOR TIlE 

YEAR 1919. 

INTRODUCTORY NOTE. 

The year 1919 was in certain respects a record year. The hand of war, famine, and epidemic 
disease was still outstretched over Central and Eastern Europe, though it is very difficult to assess 
with an~ degree of accuracy the amount of mIsery and privation prevailing there; on the other hand, 
in the two largest aggregations of population-New York and London-the year was one of phenomen
ally low mortality. CondItions arising out of the war continued, in large measure, to dominate the 
situation throughout the world, though their effect upon death-rate3 in 1919, waJ so dissimilar in 
the places above referred to. 

The experIence of the last 70 years, the period, that is to sg.y, in which hygiene and preventive 
medicine have mad~ so much progress, show3 th1.t following upon a tim3 of conflbt and strife there almo3t 
ineVItably succeeds what is described as a paCIfic, but is really a very hypercritical era; at such a 
moment, weeping philosophers flourish; and it is agreed, as, for example, was the case after the South 
African War, 17 or 18 years ago, that modern ciVIlisation is productive of " physical deterioration"; 
or, as was the case last year, a cry arises concerning" C 3 populations." At the moment of writing, 
Volume I. of the Report of the MIrustry of National Service has just appeared, and students of thIS 
lugubrious report, and of the comments made upon it, cannot fall to be impressed with the fact that, 
as one of them has recently remarked: "We are apt to find contiguous paragraphs, in which two 
statements are set forth: first, that this is the only survey of the physical fitness of the male population 
of military age that has ever been made in the history of the country, and next to it, a sentence which 
Imphes that the unsatisfactory state of things which this unique survey reveals is to be attributed to 
the effects of modern civilisation." Thus exhibited, the fallacy is sufficiently apparent; none the 
less, when objections are pressed, and this or that shortcoming or failure-whether it be obesity, flat· 
foot, knock-knee, or hammer-toe-is insisted upon with painful iteration, there is apt to arlse in 
abnormally impressionable minds a feeling of misgiving. Hence doubtless the strictures of the critic 
just quoted, who exclaims, "Imagine a Princess who scolded St. George, and told him in acid tones, 
that far finer heroes than he had been treated as the merest hors d'oouvre by the dragon,"-and, again, 
" We need (not less but) more civilisation. The evils that beset us are still the evils that beset the cave 
man-dut, overcrowding, and hunger." 

The demand for more civilisation is, at any rate, justifiable, if the question be studied from the 
children's point of view; and here, pessimism must stand aside, for steady, although slow, progress 
has been made-even during years of war. Thus, taking dirt first, the percentage of children in the 
London schools showing freedom from vermin, fairly steadIly increased by about 1 per cent. per annum 
during the period 1913-17, and it rose in the year 1918-19 at a somewhat accelerated rate, so that in 
1919 there was improvement on the pre-war record of about seven per cent. in the case of both boys and 
gIrls; the table given on p. 4, however, makes it clear that much more remains to be accomplished 
III thIs connectIOn. The second test suggested is overcrowding; here, the records are far less reliable 
and the statIstics relate to adults and children taken together, but, paradoxical as it may seem, in the 
face of a serious housing problem and of acute transport difficulties, the available figures show fairly 
steady diminution in conditions of overcrowding remediable by law, 80 far, at any rate, as the great 
mass of the population of the County of London is concerned. Turning to the third test, the results 
are the most satisfactory of all, for, Judging by the number of necessitous children fed, the average for 
1919 is only about a quarter of that for the pre-war period. So far, then, as these three criteria are 
concerned, the results are good beyond expectation; and there is special justification for laying stress 
upon dirt, overcrowding, and hunger, for these conditions are partiCUlarly liable to undergo aggravation 
during and directly after a war. 

But, beyond this, it will be seen that the progress made is far more strikingly apparent when, 
taking a longer view, comparison is made between the present time and 50 years ago. SIr Robert Blair, 
eight years ago (Annual Report of the Council, 1912, Volume IV., Education, Chapter XXXIX.), gave 
the impressions of a few representative head-masters and head mistresses of the changes that had taken 
place within their knowledge in the physical condition of London children. Of the composite photo
graph, presented in that report, of London children in the early years aftfor the passing of the Act of 
1870, the following glimpses may be given: Mr. E. G. Hardy says: " It was a fairly common sight to 
see boys so flea-bitten that one could not place the round end of a lead pencil on any part of the body 
without covering marks of punctures." Mr. T. P. Shovelier notes that" The cleansing scheme which 
was at first exceedingly unpopular among the parents has had most beneficial results. It required 
much patient and tactful handling on the part of both teachers and nurses, as well as the strong backing 
of the Council, before the bitter opposition could be overcome." Miss G. E. Brent bears Witness to 
" The changed attitude of the parents towards these matters. Every teacher in a poor school knows 
that only a few years ago we were commonly told by the parents' to mind our own business' ..• 
now both child and parent recognise that it is our first business." Mrs. L. E. White quotes Mr. G. Ricks 
as saying as early as 1880, " Taking a survey of the schools as a whole, I have no hesitation in stating 
that there is much reason for satisfaction at the general improvement manifested" ; and then, speaking for 
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herself, many years later she adds, that" The exclUl!ion from school of large numbers of children suffering 
from the minor ailments mentioned above (sores of all kinds, impetigo, scabies, ear discharge, sore eyes 
and eyelids,) is responsible for a material reduction in the average school attendance of London as a 
whole." (There has been marked improvement here, it may be noted, in the last 10 years). Another 
obiter dictum of Mrs. White may be quoted: ",The constant interviews of members of the Care Com
mittee tend to drive home a deeper sense of parental responsibility, and the timely advice and help 
afforded at such interviews enables them to tide over a critical period and to sustain hope for the future." 
Mrs. M. A. Hills comments on the good physique of her upper class girls, and observes: " This gradual 
progress is doubtless one of the effects of the great movement to secure the betterment of child life, 
and the hygienic care of the child, which has made such rapid strides in educational circles during 
recent years, and which for some time before was slowly but surely gaining ground." Finally, Miss 
H. L. S. Oakes tells how" Class photographs taken in the seventies or early eighties show us cluldren 
dejected, ragged, bootless, collarless, unkempt. miserable in appearance, with all the signs of a low 
mental level. They were verminous, had sore eyes, sores on the body and hands, were Ill-fed, and a 
proportion had VIcious tendencies. Photographs of classes in the same schools to-day (1912) show a 
marked change for the better. Clothing shows signs of being mended. There is a good proportion of 
the class wearing collars. Very few children are without boots. The child IS cleaner, his attitude and 
carriage have improved, the facial expression is better-and is more alert-the hands are not so limp. 
The children as a whole present a much better appearance of well-being." Later, it is noted that: 
" The slum child is undersized, but he is already a little bigger . . . . The class of ailments 
known as dirt diseases is being slowly conquered ... " and, speaking of children's school care com
mittees, it is stated that: " Ten years ago it was impossible to understand what was done in providing 
(the children) with food,' clothes, and boots, without long and wearying search. Now It can be grasped 
in half-an-hour." With such a cloud of witnesses, who can doubt the improvement effected, and how 
can the teachers, parents, voluntary workers, and members and officers of the late authority and of the 
CouncIl-those who have borne the burden and heat of the day-forbear to smile when they note the 
acid tones of critics of modern civilisation and of the Act of 1870; and this, more especialJy in view 
of the absolutely unquestionable fact that whatever may be said as to the physical defects of the 
elementary school children born in the seventies, eightIes, and nineties, it was the indomitable spirit 
of these very children that was so largely instrumental in winrung the greatest war of history. 
" The man who won the war was at our school," said a teacher at the recent Margate Conference, and 
the cry at once arose: .( Who was he 1" The reply came promptly, "Why, Thomas Atkins, six: 
millions of him"; and it goes without saying that his sisters and cousins (sometime of the girls' 
schools or departments) must also take their share of the credIt. 

During the year 195,162 children in the age groups were examined by the school doctors in ~edic&l 
. elementary schools and of this number 83,007 were found to require treatment for one or more defects. Inspection. 

A further 1,570 children in the age groups were inspected in the special schools and 68,498 elementary 
school children not in the age groups were specially examined, giving a total of 265,230. In addition, the 
school medical staff inspected 3,193 children for scholarship awards, and 5,494 children in connection 
with their specific defect in special schools. A detailed analysis of the results of the examinatIOn of 
elementary school children has been made by Dr. C. J. Thomas and-is given on pp. 5'5-60. 

Under the new regulations of the Board of Education the medical examination of children in ~edical 
secondary schools maintained by the Council now becomes obligatory. Hitherto pupIls have been u;:'JftIOD of 
examined once every two years, but the Board now directs that each cluld shall be seen once a year, ~eoo~::r~ 
with complete examinations at the ages of 12 and 15 years. Arrangements are being made for this to Sohools. 
be carried out at every school. The results of the inspection of 9,753 students, during the year 1919, 
are shown on page 96. 

Four new centres have been opened and the provision at many of t.he existing centres has been Meihcal 
extended. The total number of children who received treatment was 169,200 as compared with 143,577 treatment. 
in 1918. Under the arrangements approved for the year commencing 1st April, 1920, authority has 
been given for schemes which will provide treatment for some 185,438 children annually. 

The number of defects noted at primary inspections for treatment or observation coming under Re-inspec. 
review was 229,699. It was found that in the case of defects requiring treatment 365 per cent. of the tlOn. 
cases had received treatment within six months. 21·2 per cent_ of the cases were deemed to be no 
longer in need of treatment, and in 42 2 per cent. treatment was still required. 

As in 1918, the number of children receiving free meals remained low and the presence of food Supervision 
restrictions was stIll felt. The results of the analysis of samples indicate a great improvement in the o~ dletanes, 
quallty of the milk supplied to schools during the year under review_ This is, no doubt, due to increased e . 
facilities for obtaining cattle foods, the restrictions on the sale of cream, and a widening knowledge of 
t he methods adopted by the Council for the inspection of supplies. 

As already stated, dIstinct advance was made during the year as regards combating verminous Personal 
conditions, pediculosis and scabies, both of which, but especially the latter, had been materially aggravated hygiene. 
by the return of men from the front. In May, 1919,28 additional nurses were engaged and a revised 
cleansing scheme waS put in operation, as the result of which largely increased use of the cleansing 
sta.tions was made; moreover, the standard was raised, special attention being now devoted to the 
shghter head cases and to those in which nits omy could be detected. There was some exacerbation of 
scabies in the autumn of 1919, and in March, 1920, it was decided by the Council to continue the services 
of the additional 28 nurses for a further period of one year. A pamphlet prepared by Mr. Bacot, F.E.S., 
was widely circulated, and Mr. Bacot gave a course of lectures to nurses. The promotion of increased 
use of public baths and washhouses was further exploited, an experiment being undertaken. in l{ensington. 



and Camberwell with very successful results. Most valuable help was afforded by the teachers in this 
connection. Much time and attention was, moreover, given (0 the question of the best form of hathing 
accommodation to be provided in certain specially selected schools. 

There are now 25. cleansing stations, and it is hoped that another one will be opened during the 
year. At 22 of the statIOns arrangements have been made for children sufferinlY from scabies to attend 
for baths and sterIlisation of clothing. In all 566,178 examinations of children ;ere made and in 33 222 
cases the children were found to be verminous, 15,929 children were cleansed by pa1."ent~, 17,293 ~ere 
cleansed at the cleansing stations, and 8,371 children suffering from scabies were also given baths. The 
total number of cleansings at the stations was 106,639 

EpidemIC After the influenza of February-March, 1919, there was comparative freedom from cases of this 
dlS8LtBes. 

di~ease throughout the year. The scarlatinal group of diseases manifested, as had been anticipated, a 
rIsmg wa-x-e of prevalence, and the year was a dry one. This wall-known associatIOn of scarlet fever, 
diphtheria, rheumati~ fever, puerperal fever and erysipelas-the diseases of Dr. Longstaff'a scarlatinal 
group-Wlth low raInfall, was thus once again displayed; - there was some corresponding increase 
though not a very large one, in prevalence of fleas. It was further clear that after the long intervai 
of comparatIve freedom from excessive prevalence of measles, since 1911, with interruption caused by 
the comparatively small prevalence of 1915, a more considerable development of measles was again 
due; It became obvious towards the close of 1919 that this phenomenon was actually in course of develop
ment At the time of writmg the prevalence has, it is hoped, passed its maximum. The Order relating 
to compulsory notification of measles was rescinded by the Ministry of Health in December, 1919, and 
while this action was no doubt justifiable, it became the more necessary that a close watch should be 
~ep~ upon measles in the schools, and special measures were approved by the Council having this object 
m VIew. 

Last year the question of measles periodicity was approached from quite a new point of view, by 
Dr. Brownlee, who gave the result of his inquiries in one of the Medical Research Committee's Reports. 
The time seems, therefore, an opportune one for setting out the points of agreement and difference between 
earlier investIgations and his. Dr. Brownlee states that the statistics of London show co that two or more 
epIdemics with dIfferent periodicities may run concurrently," and, he goes on to say :_co AJJ.y but a bio
logiCal explanation of these phenomena seems to be untenable and the further facts seem to prove that 
the periodiCIty is infinitely more probably due to such changes as may easily constitute the life cycle 
of an mfectmg organism than to perIodic changes in the susceptibility of the host. To explain the 
phenomena by the number of susceptible persons present in the population at anyone time seems hardly 
possIble. " 

This hypothesis is critically examined on pp. 86-92. It must here suffice to note that it is quite 
at variance Wlth the views generally accepted, for, as Sir A. Whitelegge said in 1892, it was commonly 
believed that" the biennial explosions were regulated as to quality by the prevailing phase of measles; 
and as to quantity or extension by the number of persons susceptible,by the meteorological condltions 
and by the facilitJes for infection at school or elsewhere"; again, ")he keynote to the epidemiology of 
measles is stabihty of type amid violent fluctuations in quantity"; moreover, as regards the major 
waves, " an increased tendency to fatal pneumoma ought to be counted among the consequences and 
Indications of a severe type of measles." It might, perhaps, be added that the environmental iactors
varying birthrate, movement of popUlation, etc.-which influence so largely the range of the minor 
bienmal explOSIons, may exert also notable influence upon the major waves. Considerations of this 
kind are morefulIyreferred to later (pp. 90 and 91). All those who have been concerned WIth preventing 
spread of measles agree as to the great importance of these environmental influences. Two instances 

·in point may, perhaps, here be mentioned. First the successive exacerbations of measles prevalence 
noted in 1917-18 at mtervals of about a fortmght after the occasions when large numbers of London 
children were crowded in underground shelters during air-raids: and, second, the well-known and 
much studied effect of school influence; Dr. Brownlee has nothing to say with regard to this in modem 
London'; but, even he, in dIscussing certam of the early London records of measles deaths, observes that 
"It is of course pOSSIble that the returns from a large children's institution, such as the Foundling HospItal, 
might furmsh the majority of these deaths." The whole subject is deserving of careful study, for wide 
reachIng Influence upon conclusions with regard to combating the spread of measles is lIkely to be 
exerted as the result of confirmation or otherwise of Dr. Brownlee's hypothesis. 

ExaminatIOn The number of candidates for permanent appointment in the school service, and candidates for cf ddt scholarship awards who were medically examined, was 6,493. Special reports were made in regard to 
an 1 a es. 1,565 employees, (a) who were unable to carry out their duties owing to personal illness, or (b) in respect 

of whom claims were made for exceptional treatment in regard to sick pay, on the ground that the 
illnesses were contracted during the course of school duties. The l~tter n1l:mber shows an increa~ of 
303 over the simIlar figure for the year 1914, the excess probably beIng attnbutable to war conditIOns. 
During the year, the question has also been raised as to the re-employment of teachers who had been 

Rpecial 
Schools. 

certified as suffenng from tuberculosis. 
In all 5 494 examinations were conducted with a view to admission to special schools. Of these 

3447 (1801 b~ys and 1 646 girls) were certlfied as suitable for admission, and the remainder were either 
r~tl1fned to elementar; schools or found to be unsuitable for any of the Council's insti~utions. The 
results of the periodical examination in the school.s for ~he mentally and phfsi~ally ?efeC~Ive are shown 
on p. 92, and special reports are submitted dealing Wlth nocturnal en~esis In resIdentIal schools a~d 
trade instruction in schools for physically defective children. It is also pomted out that cases of paralySl8 
mOlltly occur at the age of two years, that the onset of tubercle is generally noticed between the ages 
of two and six years and that of heart disease between the ages of four and ten years. 
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Muscular dystrophies are apt to occur in the first three years of life, it was also found that their incidence 
was almost exclusively on the male sex. To meet the requirements of the Board of Education the 
table of Exceptional Children on p. 98 has been made more detailed and comprehensive. 

The results of medical inspection. 
Routine inspections were carried out of all children in the three age groups prescribed by the Number of 

Board of Education, viz.: entrants, children aged eight and children aged twelve. The numbers com- ?hildr~ 
prised 34,299 entrant boys, 33,980 entrant girls, 30,019 eight-year old boys, 30,429 eight-year old gIrlS, mspec 
33,261 twelve-year old boys and 33,174 twelve-year old girls, making a total of 195,162 children examined 
in public elementary schools at the prescribed ages. In addItIOn there were examined in the two older 
age groups 1,570 children in the special schools, and 68,498 children not in the age groups were specially 
examined owing to some indication of ill-health noticed by teachers, school nurses or care committee 
workers or submitted for examination by the attendance officers on account of absence from school, etc. 
The total number of chIldren inspected during 1919, exclusive of scholarship cruldren, was therefore 
265,230, compared with 255,631 in 1918. The detailed results of inspections are given in tables on 
pp. D7-101. 

There was a slight improvement in the attendance of parents at the examinations as compared Attendance 
with recent years, a parent being present in 58 8 per cent. of routine inspections. The increased interest of pa.retnts at . £ mspec lon. 
on the part of the parents was confined to the earlier ages, or a much larger percentage of the parents 
attend the entrant medical examinations than the later ones. It IS a gratIfying CIrcumstance that with 
regard to more than three-quarters of the children entering school, a parent interviews the doctor and 
obtains from him valuable advice concerning the regime to be followed and precautions to be taken in the 
interest of the child's health. 

The proportion of children requiring treatment for some defect was slightly lower than in the Number 
previous year. At routIne inspections 83,007 chIldren were referred for treatment, or 42 6 per cent., o~ adlIng 

as compared with 44 per cent. in the previous year. c 11 reno 

Following the practice of recent years a table IS given showing the variations in the condition of Index 
the children under the headings of clothing, nutrition and cleanliness. These figures, based upon the Conditions. 
huge number of 200,000 examinations yearly, g ve, perhaps, the most valuable InrucatIOns which are 
available of the changes brought about In the condition of the people by varying economIC and SOCIal 
influences. They were during the years of war a very enheartening feature, demonstrating as they did 
that the children were not only shielded from the stress of war conditions, but that they were more 
tenderly looked after during those gloomy years than they had been in the preceding pIping times of 
peace. 

It was legitimate during those times to dwell upon the Improvement in the children's condition, 
but that improvement must not blInd us to the truth that there still are chIldren sufferIng from mal
nutrition, parasitic contagion and ill-health. It is more than ever necessary to watch carefully these 
index condItions during the dIfficult times through which we are passIng, or may be about to pass. 

Boys 

GIRLS 

Boys 

GIRLS 

CLOTHING AND 
FOOTGEAR. 

ENTRANT INFANTS. 

NUTRITION. II CLEANLINESS (HEAD). 

Year. GOOd., Fan'. \ poor'llce~:~tl ~~~~ I ~~~ \1 Clean. 
I 

NIts. , Ver- II minous. 

1913 I 539 425 36 I 30·7 585 108 866 128 0·6 I 1914 563 404 3·3 31·2 607 81 880 11·6 0'4 
1915 I 57·8 399 2·3 32-1 62'4 54 900 97 0-3 

I 
*1917 55·7 42·2 21 31-1 641 48 90·0 98 0-2 

1918 580 403 1-7 3lo4 639 47 929 70 0-1 
1919 596 383 21 29'3 646 61 934 64 02 

1913 55-1 423 26 327 575 90 

I 
734 249 1-7 

1914 567 40·7 26 32'2 60-6 7-2 735 24·7 18 
1915 580 405 20 323 62{) 51 762 224 1-4 

*1917 555 428 1-7 313 641 46 747 244 09 
1918 57·5 409 16 31'3 643 4·4 

I 
796 198 06 

1919 596 389 15 292 651 57 805 183 12 

INTERMEDIATE AGE GROUP (AGED 8). 

1913 47-5 454 71 220 622 ' 158 I 87-1 

I 
123 0·6 I 

1914 47·8 45-9 6·3 199 70'1 100 869 126 0-5 
1915 5lo4 44·6 40 21-1 698 91 884 114 0'2 
1916 5~'4 44-1 3'5 236 67-0 94 892 106 0·2 
1917 5J07 448 3'5 209 706 8·5 894 10-4 0-2 
1918 513 456 31 19·7 731 72 :n·6 8·3 0-1 
1919 539 428 33 203 718 79 931 67 02 

l;g II 

, 
If I 

II 1913 5lo4 439 4-7 251 614 67-3 

I 
303 2·4 

1914 516 45·0 3'4 228 682 663 31-6 21 
1915 550 430 2-0 233 690 7·7 I 69-2 294 1'4 [I 
1916 556 428 1-6 264 656 80

1 
688 299 13 I( 

1917 53·5 44·3 2·2 22-3 702 7·5 ' 688 299 1-3 il 
1918 545 437 }oS 213 722 651 71·3 278 09 

Ii 1919 561 42-0 19 224 706 701 742 240 18 

CLEANLINESS (BODY). 

Clean. I Dirty. I yer-
nunous. 

77-7 20'6 1'7 
81·7 17-3 1'0 
820 17-2 08 
829 16'3 0'8 
897 9·8 04 
915 82 03 

770 21'3 1-7 
813 17-7 1·0 
8H 180 09 
81'6 17'6 08 
886 109 05 
909 88 03 

720 I 25·1 29 
75·3 I 229 }08 

766 

I 
220 104, 

79·3 197 }oO 

798 191 1-1 
856 

I 
138 06 

892 104 04 

73'7 242 2-l 
77·8 208 1-4 
776 2H 1·0 
80·5 188 07 
809 18'3 0·8 
854 140 06 
1195 102 03 

* The figures for 1917 are for the third term only, when inspection of entrants in deta.il was resumed 
a.ftef iloi "i.-continuance in 1916. 



SufficlCncy 
of clothmg 
and foot· 
gear. 
Conditions 
as regards 
nutrltlOn. 

Cleanliness 
and ver
mlDOUB 
mfesta.tlon. 

Conditions 
of the teeth. 

AdenoIds 
a.nd tonlils. 
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LEA VERS (AQED 12). 

CLEANLINESS (HEAD). CLEANLINESS (BODY)' 

C1 I N'ta I Ver- !I Cl I D' I Ver· ean. l. . 'I ean. Irty. . mmoUB. nunOU8. 

Boys 1913 49·1 454 5·5 26'4 58·9 14'7 87·3 123 0'4 731 243 28 
1914 526 419 5·5 264 61-1 125 88·5 11'2 0·3 75'1 230 19 
1915 52·5 434 4-l 290 638 7'2 90·9 8·9 02 77'9 20'9 1·2 
1916 543 422 3'5 294 638 68 90·6 9·2 02 792 198 10 
1~17 51-1 451 88 27-1 66·7 6'2 90·7 9·2 0·1 792 195 13 
1 ]8 51·2 45·2 36 25·2 695 5'3 918 81 01 840 152 08 
1919 506· 451 43 261 687 52 934 65 01 884 112 04 

GIRUl 1913 I 518 44·8 34 30·6 55·1 14'3 

I 
672 304 I 2'4 748 23·1 21 

1914 55·9 40·8 33 299 586 11·5 68·8 293 19 780 20·7 1·3 
1915 582 40·1 1·7 32·8 60'9 6'3 I 726 262 1·2 80'7 185 08 
1916 589 398 1·3 31-!l 623 6'3 , 708 281 1-1 81'7 17·8 e'5 
1917 55·3 43·3 1-4 28·5 65·2 63 I 70·2 28·7 1-1 81'7 176 0·7 I 

1918 54·6 437 1·7 269 678 53 ' 728 26·4 08 85·3 142 05 
1919 560 42'2 1·8 277 673 50 I, 740 247 13 890 107 03 

There is little indica~ion of change during the year in regard to insufficiency of clothing or otherwise. 
The percentage of children insufficiently clad was 2·5 compared WIth 2·2 in 1918. Infants continue to 
be better cared for in this respect than older children and girls are always better clad than boys. 

During the war the condition of the children as regards nutrition progressively improved until in 
1918, as compared with th~ pre-war years, there were less than half the number of children in an Ill
nourished condition. In 1919, however, there is a perceptible deterioration of the nutritional state, 
especially of the younger children entering school. It isto be feared that this must be attributed to the 
special rise in price of the foods which infants most need, and notably in the cost of milk. Taking the 
children as a whole, 5'5 per cent. were under-nourished in 1915, and 6·1 per cent. in 1919. But the 
entrant infants, amongst whom the boys had 4'7 per cent. and the girls only 4'4 per cent. ill-nourished in 
1918, showed 6 1 per cent. of boys ill-nourished and 5'7 per cent. girls in 1919. The general all-round 
improvement over a long period of years in the condition of the cruldren, which has been demonstrated 
In the stat1stical returns, 1S borne out by the reports of those school doctors who have rejoined the staff 
after an extended period of service in the army. To them the improved state of the children, especially 
in regard to cleanhness and nutrition, is especially stoking. 

During the last two years the Children's Care Sub-Committee has paid great attention to the 
ques:ion of infestation of school children by parasites, chief amongst which is the head louse. A forward 
policy was adopted in view of the continuance of the large number of girls in the public elementary 8chools 
who were reported to have traces of parasitic infection of the hair. The measures instituted and pro
gressively strengthened to meet this evil are described elsewhere in the report (p. 25). The result of 
these efforts has been a stoking improvement. In 1916 and 1917 the percentage of girls with heads 
quite free from signs of parasitic infection at the eight-year old period was 68'S; in 1918 this percentage 
was raised to 71'3; and in 1919 to 74·2. Similarly the percentage of twelve-year old girls free from all 
signs of ruts and vermin, which in 1916 and 1917 was 70 5; was raised to 72'8 in 1915 and to 74 in 1919. 
Verminous condltions of the body are fortunately much less prevalent, but striking improvement is also 
recorded in this respect during the last two years. Although the cases in which live vermin are found 
are now less than 2 per cent., representing a great advance upon the conditions that once prevaIled, the 
serious fact remams that still 25 per cent. of older girls when inspected by the doctor in school present 
some traces of recent infestation of the hair by lice. It is clear the time has not yet come when the 
strenuous campaign against these dirt condltions can be in any way relaxed. 

Facilities for the treatment of dental caries have continuously been increased and the efforts 
made to deal with the very large amount of disease which exists are making themselves felt. In 1918 
44·7 per cent. of the children were found by the school doctors to have no apparent caries of the teeth, 
while 55 3 per cent. had bad teeth of varying degree. In 1919, 49 5 per cent. were found with good teeth, 
while 51·5 per cent. were found to have some defect. This appears to be a notable improvement. The 
condition of the teeth is classified in the tables in three categories: 1, sound; 2, less than four decayed; 
3, four or more decayed. The progressive improvement that has been achieved may be seen in the 
following tabular statement, which gives the percentage in group 3 over a series of years ;-

1913. 1914. 1915. 1916. 1917. 1918. 1919. 
Boys . . 10 92 7·2 6·5 62 7·3 5·2 
Girls " .. 8·6 7·7 6·7 5·8 5·5 69 4·4 
The need for more comprehensive and energetic measures for attending to th~ health of cwldr~n 

before tkey enter school is shown by the fact that 16'4 per cent. of entrants are placed m category 3; m 
other words, before they come to school 16'4 per cent. of infants already have four or mr>re milk teeth 
decayed. 

. 11,S17 children or 6·1 per cent. of all the children examined were referred for operat!on for enlarged 
tonSIls and adenoid growths, corresponding closely WIth the 6·2 per cent. so referred m 1~1~. There 
is a steady decrease throughout school life of children requiring treatment for these conditIOns.. 7 2 
per cent. of entrant infants already require this operation, while the percentages are 6 5 of the eIght-



year old children and 4·5 of the twelve-year oIds. The importance of paying attention to these defects 
is great because deafness is much more frequent in children with throat troubles, imperfect development 
of the chest and general physique is associated with them, and dullness of intellect with backwardness 
in school is also an accompanying feature. 

4,211 children (2'2 per cent.) were found to have ear disease, of whom 2,823 (1-4: per cent.) were Ear disease _ 
referred for treatment. Many of the larger number who were not referred for treatment represented and deafness. 
cases in which there was an accumulation of wax. 1,921 children (1·0 per cent.) were found hard of 
hearing; this is a slight improvement upon the previous year. 

In last year's report the possibility was discussed of hardness of hearing in children passing 
undetected in school for a long period of time. During 1919 considerable attention was paid to this 
point. Mr. McLeod Yearsley pointed out that a certain percentage of the children classified as hard 
of hearing or deaf ha1 been suffering from diseases of the ear for some time before their condition was 
recognised, thl\t this period is not seldom a considerable one, and this means that in such cases there has 
been serious loss of time before any machinery for ensuring treatment could be put in motion. He 
suggested that a regular system of testing the hearing by the teachers might be put into force. A conference 
of head teachers in schools for the deaf brought to the notice of the Special Schools Sub-Committee the 
necessity for children who have become deaf being admitted at the earliest possible moment to special 
schools. adding that it appeared that this was not always done. The conference also suggested a com
prehenSIve system of testing of all children. 

In order to gain experience Dr. Higgs, the Divisional Medical Officer, undertook to arrange a A hearing 
comprehensive test in a typical large school in the South-Eastern Division with the co-operation of the test. 
head teacher. The test was carried out at Woods-road School (Peckham) under the supervision of 
Dr. H. R. Kidner. 

After the correct method of applying the U forced whisper" test was explained, the teachers 
tested each boy in the playground. Each ear was tested separately. Dr. Kidner checked the results of 
the teachers' tests in all boys found not to hear the whisper at 10 metres, and also some of the others, 
and obtained improved response in several cases. The following is a summary of the results of the 
test:-

Results oj tests oj 121 boys Irom 7-11 years oltl--Number hearing the forced whisper at 20 
metres with each ear, 100; number failing at 20 metres (teachers' test), 21; number failing at 20 metres 
when checked by Dr. Kidner, 18. Of the last· mentioned 18 boys, 4 were subnormal in both ears and 14 
subnormal in one ear only. Of the former group 3 had already been noted at routine medical inspection 
(R.5m.-L.I0m.; R.5m.-L.IOm . .,;. R.5m.-L.5m.), the fourth case was R.15m.-L.15m. and had not 
been noted preViously. Of the 14 boys subnormal in one ear only none had been noted previously, 
but all except one heard the forced whisper at 15 metres, the remaining one hearing R. 2Om.-L. 10m. 

It will be noted that no case of auditory acuity of less than 15 metres in both ears was missed 
at routine inspection; and onlyone case of monaural deafness, hearing the forced whisper at less than 
15 metres, was missed, and in that case wax was present and the deafness was probably not present at 
previous routine examination. 

With regard to the possibility and advisability of the forced whisper test being carried out as 
a routine, the following points arise :-

1. The only places where the test could be carried out at 20 metres are: (a) the hall, and 
(b) the playground. In a considerable proportion of the schools the playground is noisy, and 
in practically all there is always some noise in the hall. 

2. If the environment were suitable, the extra time taken if the doctor performed the 
test would be considerable and could result in only 20 cases being seen per session instead of 
25. The carrying out of the test for 20-25 children (both ears) consecutively would be very 
fatiguing. 

3. There are considerable difficulties in the way of asking teachers to perform the initial 
test. Even if instructions were issued that teachers were to carry it out, it would not be done 
efficiently unless the particular teacher in each case were interested in the test, and the 
results would therefore be of doubtful value. / 

4. If the experience described above is sufficiently wide to form an opinion upon, it would 
appear that the extra time and trouble expended in carrying out the test as a routine would 
not be justified. 

Dr. Higgs' view as the result of the experiment in this typical school, was that the routine forced 
whisper test, as it could be carried out in the schools, would not give results to justify the extra time 
involved, but that the special attention of teachers might be drawn to the necessity of observing cases 
of suspected slight deafness and of reporting them for special examination by the school doctor. Teachers 
might be asked to use the whisper occasionally in class to assist them in finding out the slightly 
deaf children. 

It is mo.>t desirable that, when once a child is found to have subnormal hearing, arrangements 
'lhould be made whereby the child should be re-examined at regular intervals. 

As a result of the discussion of the question, a special notice was placed in the OQUnct1 Gazelie 
drawing the attention of head teachers to the possibility that the backwardness of certain pupils may 
be in a large measure due to deafness. The head teachers were requested to take particular notice of 
any case where backwardness is accompanied by any hardness of hearing, even when apparently slight, 
and to bring such children specially to the notice of the school doctor, and in suitable cases to 
take steps for the nomination of the children for consideration for admission to special classes. 

A total number of 14,844 children (11'9 per cent.) was referred for treatment for defective vision. Vision. 
The proportion of children at twelve years referred for vision is much greater than. that at eight years 
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and of girls at each age greater than boys. There is no doubt muoh injury to the eyesight of school children 
brought about by educational methods and especially by ~ver pressure. It is, however, cheering to 
note the heavier incidence of defect upon the older girls is less marked this year than in any former year, 
and it is to be hoped that this marks an improvement in educational methods and a clue for the 
physical welfare of the girls which has long been due. The improvement deduced from the returns of 
children referred for treatment for failing vision is shown also in the tables of visual acuity in which 
the children are classified as normal, poor and bad :-

EIght-year old. I I Twelve-year old. 

:Boys. I Girls. I Boys. I GIrls. 

\ 
Normal. \ Poor.' Bad. \ Normal., Poor., Bad. 'Normal., Poor., Bad. \ Normal. \ Poor. \ Bad. 

1918 ... ... 382 42· 197 34-7 435 21·8 52'6 25·7 21·7 468 29·1 24-1 

1919 ... . .. 39·7 40·2 201 356 42·8 21·6 51'5 269 21·6 47'8 29·5 22·7 

From this it will be seen that the difference between the percentages of twelve-year old boys 
and girls with bad eyesight, which was 2·4 in 1918, is only I· I in 1919. 

The steady decrease in the proportion of children developing bad eyesight between the ages of 
eight and twelve and the lessening of the excess of bad eyesight in girls as compared with boys at the age 
of twelve, which have taken place in recent years, may be fairly claimed as a vindication of the work 
of the doctor in the school. Such improvements as this and that recorded in the case of conditions of 
uncleanliness are a stimulus to further effort, for they show that the forts of ignorance and ill-health are 
not impregnable. 

Dr. G. Chai- An enquiry was undertaken by Dr. G. Chaikin during the year to find out what proportion of 
km'sEnquiry school children of different ages who had attended the Poplar School Treatment Centre, and in whom 
~~e~~~ O~f refraction had been carried out under atropine by the Centre oculists showed evidence either of (a) myopia, 
MtOP1& . in (b) simple myopic astigmatism, (0) mixed astigmatism, i.e., one meridian myopic. The centre records 
~ 001 Chil of 603 children were examined, 270 were boys and 333 girls. The ages were from 3 to 14. Practically 

en. all, with one or two exceptions, were uni-racial-English. Of 603 children so examined, 85 or 14'1 per 
cent., were found either with myopia, or simple myopic astigmatism or mixed astigmatism in one or 
both eyes. The girls showed 48 out of a total of 333, i.e. 14'4 per cent.; the boys were slightly lower, 
37 out of 270, i.e., 13·7 per cent. Dr. Chaikin found-as other observers have shown-that the per
centage of myopes increased with age. At the age of five the percentage was 2·0 per cent. It then 
increased gradually to 13 per cent. at the age of 11, and 23·63 per cent. at the age of 13-14, i.e., the 
leaving age. Another feature was the preponderance of astigmatism over simple myopia. The ratio 
was roughly for each eye, both in boys and girls, as two of astigmatism to one of myopia 

The freq,uencies of myopia, myopic-astigmatism and mixed astigmatism for boys and girls com
bined for each age with corresponding percentages were as follows :-

Age. I Total examinet! Number defective. I Percentageb. 

3 2 0 0 
4 18 0 0 
5 50 1 2·0 
6 34 1 2·93 
7 48 4 8·33 
a 110 16 14-54 
9 95 15 15·73 

10 53 8 1509 
11 44 6 1363 
12 94 21 2234 

l3} 
14 Hn 13 23-63 

In conclusion Dr. Chaikin emphasises the following points :-
(1) Considerable numbers of children suffer from myopia in one form or other. 
(2) The majority show it with astigmatism, either with another myopic meridian or a 

hypermetropic meridian or with an emmetropic meridian. 
(3) That, as is well known, myopia increases with age. 
(4) That the causes may be many, but school work cannot be entirely passed over and the 

lighting and attitude must be carefully watched. 
(5) The great prevalence of astigmatism, is important. There are many causes; but no 

doubt a new contributory cause is found in the flickerings and bad light of picture palaces 
whither multitudes of children flock, and which endanger the eyes of the young. 

(6) The great care required in retinoscopy in order to obtain the best result as a consequence 
of this prevalent astigmatism. 

(7) This also affects the results which are often seen at re-inspections at schools when the 
children do not obtain full correction-a condition not unlikely in astigmatism. 

(8) The importance of well-fitting and correctly centred glasses cannot be emphasised suffi
ciently in view of the frequency of astigmatism. 

(9) Incidantally. the cost of glasses is a:lIected-astigmatic lenses being more expensive. 



6,622 children (3·4 per cent.) were found to have heart-defect and 6,762 (3 I:) per cent.) were Heart 
found to be anremic. In each case there was an excess of incidence in girls over boys, becoming more defec~ and 
pronounced the older the children grow. 4·9 per cent. of the older girls have heart defect compared with anOODlla. 
3'8 per cent. of the boys at the same age. This has been commented upon in previous years; it is a con-
stantly recurring feature of these reports and it must be associated with the more confined and inactive 
r~gime to which the girls, compared with the boys, are subjected both at school and in the home. 

9,071 children (4, 6 per cent.) were noted as presenting some defect of the lung. In contradistinc- L.ung 
tion to heart defect the incidence is by far the heavier upon the younger children. 6·8 per cent. of entrant disease. 
infants were found with some lung trouble as compared with 3 per cent. of the oldest group. Not only 
is the age incidence reversed, as compared with heart defect, but also the sex incidence, for boys are 
found to sufIer more frequently than girls. The excess of lung defect in entrant infants is due to bronchial 
affections associated with rickets and influenza, and although still comparatively high in 1919, is less 
than it was in 1918, the great influenza year. Fortunately the greater number of cases clear up with care 
and , like other catarrhal conditions, bronchitis tends to become rarer as school life proceeds. Never
theless such conditions must not be lightly treated, for a very high proportion of children sufIer from 
tuberculous bronchial glands, the original cause of which is to be found in such temporary affections 
of the lungs. . . 

486 cases of phthisis were detected at routine medical examinations, forming 0· 2 per cent. of all ~~~~lS~ub:: 
those examined. In addition 550 (0·3 per cent.) children were found with other tuberculous conditions.oulous OOD
These percentages are identical with those of the previous year. With the system of care for children's chtlons. 
health which now obtains it is unlikely that children, except in the very earliest stages of the dIsease, 
will be found at routine inspections to be suffering from phthisis, and it is noteworthy that as great a 
number are detected among the 60,000 children specially examined as among the 200,000 at routine 
inspections. 

Rickety manifestations were found chiefly in entrant boys, there being no less than 1,114, or 3'2 Rickets. 
per· cent. of these with rickets as compared with 649, or only 1 9 per cent. among entrant girls. The 
excess of rickets upon entrant boys is a recurring feature year by year and is in consonance WIth clinical 
experience at the hospitals. 

Other deformities than rickety on the other hand increase during school life and fall heaviest by Deformities 
far upon the elder girls, of whom 2·7 per cent. present deformities (chiefly spinal curvature), as compared o~~rt thaD 
with 1·9 per cent. of twelve-year old boys. It is to be feared that household drudgery must be the rlC e y. 
out of school lot of many girls as they approach school leaving age, and accounts in no small measure for 
the more unhealthy condition of the girls generally as compared WIth boys on leaving school. 

It is ominous that the proportion of children with serious malnutntion has increased from '5 Malnutrition. 
per cent. in 1918 to 1 per cent. in 1919 (compare the figures given above for nutrition). It may mean 
a returning stringency of economic stress which it will be necessary to watch lest the health of the children 
be prejudICed. 

In last year's report reference was made to a successful class for stammering children, held under S~aidmeriDg 
the auspices of the Westminster Health Society. As a result of the success of this class the Council c 1 .ren. 
has decided to institute a number of classes for stammering cluldren on similar lines. It was computed 
from the medical inspection returns that there would be about 1,000 stammering children in the London 
schools and that the boy stammerers would outnumber the girl stammerers in at least the proportion of 
three to one. In preparation for the establishment of these classes the teachers of all the schools were 
asked to forward the names of all the stammering children under their care. They were also asked 
to estimate the degree of the infirmity under the headings acute, moderate and slight. The total number 
of notifications received was 914, of which 682 related to boys and 232 only to girls. 

Stammering children. 

I Boys. Girls. 

Age. 

I I I ~ 
Total. 

Moderate. Acute. Slight. Modera.te. Acute. Slight. 

7 6 4 2 1 
"'!I 

1 1 15 -1 
8 18 16 20 5 9 5 73 -. 
9 27 30 32 12 11 11 p23 -~ 

10 33 36 36 14 14 13 p46 , 
.J 

11 41 42 38 11 15 7 tiM .. 
12 53 46 51 9 15 13 ,187 a 
13 37 59 41 18 29 13 ,197 -j 14+ 1 11 2 1 1 3 19 

Total ... 216 244 222 . 71 95 66 914 

'- -- , ... -...- , 
682 232 

• . h h h . ad b . twill' Comparison It is obVIOUS t at were t e same two age groups are exanun year y year a. POlD a.rnve of the con-
when the older cluldren examined in the current year are the identical children examined during a. former chtion of . 
year in the younger age group. Before the war that point had not arrived; during the war, time and ~: in ~~t5 
space forbade enlargement of the report to discuss this question. It is now very desirable to do so. The and 1919. 
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children examined as twelve-year oIds in 1919 were those exa.mined as eight-year oIds in 1915, and the 
differences found in the condition of these children should reflect the changes due to natural and artificial 
causes affecting the health of the children throughout four important year" of school life. 

The boys who in 1915 presented a percentage of 88'4 clean heads, in 1919 presenkd a percentage 
of 93·4. The girls who in 1915 presented 69·2 per cent. clean heads, present in 1919 74 per c:ent., in 
each case a betterment amounting to 5 per cent. Cleanliness of body improved in the four years from 
76'6 to 88'4 per cent. in the case of boys and in the case of girls from 77'6 to 89 per cent. 

Boys with sound dentures were, in 1915, 45-9 per cent.; of the same boys in 1919, 55·1 per cent. 
have sound teeth. Those with four or more decayed, in 1915, were 109 per cent.; this is reduced in 
1919 to 5·2 per cent. 

The girls who had good teeth in 1915 formed 46·6 per cent. of the whole; in 1919 they form 
56·5 per Cent. Those with four or more decayed in 1915 were 10·6; in 1919 they are 4·4 per cent. 

The group of boys, 21·1 per cent. of whom had excellent nutrition in 1915, present in 191926·1 per 
cent. 

Girls similarly improved from 23·3 per cent. in 1915 to 27·7 per cent. in 1919. 
On the other hand, among the boys, those with subnormal nutrition in 1915 were 9 per cent., 

which is reduced to 5·2 in 1919; while the girls with sub-normal nutrition are reduced in 1919 to 5 per 
cent. from 7·7 in 1915. 

The boys with very poor vision were 18 per cent. in 1915.; the percentage has increased to 21·6 
in 1919. 

cent. 
The girls, who had 19'6 per cent. classified as very poor in vision in 1915, have in 1919227 per 

Throab The percentages of boys and girls with enlarged tonsils in 1915 were 11-4 and 12·3. The same 
condltions. boys and girls in 1919 show percentages 8 6 and 10·5 respectively. 
Heart defect In 1915 there were 2·1 per cent. of the children with ear disease; in 1919 this has become 1'85. 
and anlemla.. There is an increase in the percentage of boys with heart defect from 3 per cent. in 1905 to 3·8 per 

Lung 
Complaints. 

Deformitles 

Genera.l. 

cent. in 1919; but there is a much greater increase in girls with the same condition, from 3 3 per cent. 
in 1915 to 4 9 per cent. in 1919. 

2·7 per cent. of the boys in 1915 were anromic, and 3·4 per cent. of the girls; the percentages are 
practically unchanged in each case in 1919. 

Lung complaints also show little change. Boys with lung defects in 1915 show 3'2 per cent. ; 
in 1919 they are the same. Girls in 1915 yield 3 per cent.; in 1919 only 2'8 per cent. 

The boys, 1·8 per cent. of whom showed deformities (other than rickety) in 1915, show 1·9 per 
cent. in 1919;. but the girls, who in 1915 were identical with the boys in this respect (1·8 per cent.), 
show an increase to 2·7 per cent. 

While a marked improvement in general conditions, such as cleanliness and nutrition, is to be 
noted in the same children'after the lapse of four years, and there IS a very distinct improvement in the 
teeth and the condItion of the throat and ears, there is a deterioration in the condition of the heart, a 
deterioration in vision, and an increase in the amount of deformity present; the deterioration being in 
all three cases greater in girls than in boys, and in one instance, deformity, being confined to the girls. 

The causes of these unequally incident conditions have been discussed in this and former reports, 
but their actual demonstration in the same group of children examined after the lapse of four years 
lends emphasis to the warnings WhICh have repeatedly been given that girls are not as healthily brought 
up as boys are; while the deterioration in vision suggests that much remains to be done in shielding the 
children from dangers of eye strain during school life. 

Special examinations. 

A feature of the school medical work is the extraordinary growth of the number of children 
presented for special examination apart from those examined in the prescribed age groups. In 1915 
such special examinations numbered 47,806, and in 1918 they numbered 47,114; but in 1919 this number 
was increased to no less than 68,498, being now equivalent in bulk to an extra age group. This mass of 
work was unforeseen when the staff was originally fixed, and it throws a heavy strain upon the officers 
of the deparijrnent. It is, a measure both of the growth of interest in the children's physical condition 
and of the adJvances in anJangements made to improve that condition. In addition to children presented 
by teachers, care. committees and attendance officers, a large number of children are inspected in con
nection with outbreaks of infectious disease, and a further large number in connection with schemes for 
oJ?en-air education, including school camps, school journeys, open-air schools, and playground classes. 

Nine thousand one hundred and sixty of these specially examined children suffered from skin 
disease, 1,708 from external eye disease, and 1,931 from ear disease; these are obvious conditions apparent 
to non-medical observation. In the case of skin disease the numbers seen in this way were nearly three 
times as great as those discovered at routine inspection. It may safely be concluded that a child with 
gross and obvious defect can hardly now pass without being brought under medical supervision. 

MedicaZ examinations at juvenile 'lJ.lMmployment educational centres. 

During the month of May the medical examination of juveniles between 14 and 18 in. receipt of 
unemployment pay was undertaken by the school doctors. Examinations were held at 13 juvenile 
unemployment educational centres. 

In view of the bearing of the results upon work which will have to be done in connection with 
continuation schools, a full description is desirable. 

The results of the examinations are tabulated on the lines that the Board of Education have 
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prescribed for school children. 673 boys and 45 girls were examined, and 318 boys (47 per cent.) 
and 16 girls (35 per cent.) were found to require treatment. The cases needing treatment were
dental, 33 per cent. boys, 7 per cent. girls; vision, 18 per cent. boys, 16 per cent. girls; nose and throat 
cases, 3 per cent.; ear disease and hearing, 1·6 per cent. As the girls were so few in number, the follow
ing account is confined to the boys, and the percentage of defects found is compared with those of 
" leavers " examined during 1918. 

Olothing and cleanliness.-The condition of the clothing was found to be better than that of 
"leaver" boys as a rule, 64·2 per cent. being good, 33·3 per cent. fair, and 2·5 per cent. poor, as com
pared with 51·2 per cent. good, 45·2 per cent. fair, and 3·5 per cent. poor in the school children. In 
cleanliness there was found an improvement in the case of heads, 99 per cent. of the juveniles having 
heads completely free from traces of vermin, as compared with 91·8 per cent. in" leaver" boys, while 
in the case of clothing ·3 per cent. were verminous, as compared with ·8 per cent. among" leavers" ; 
on the other hand, only 8! per cent. were returned as satisfactory in regard to cleanliness of clothing, 
as compared with 84 per cent. in the case of " leavers." 

Nutrition.-The condition of nutrition presented greater variation than that of "leavers," 
41 per cent. being excellent as compared with 25·2 per cent.; 49 3 per cent. normal as compared with 
69·5 per cent.; and 9·7 below normal as compared with 5·3 per cent. in the" leavers." 

Teeth.-The condition of the teeth was distinctly worse than that of the 1918 " leavers "; 33 per 
cent. were found with sound dentition as compared with 48·8 per cent. in the" leavers," 55·3 per cent. 
with a few decayed teeth as compared with 43·9 per cent., and 11·7 with very bad teeth as compared with 
7·3 per cent. in the "leavers." It is to be noted here that the juveniles left school at a period when the 
Council's provision for treatment of teeth had not advanced to its present dimensions. 

Nose and throat diseases.-4·7 per cent. of the juvenile lads sufIered from enlarged tonsils as 
compared with 9·3 per cent. of "leavers, and·7 per cent. with adenoids as compared with 3·3 per cent. 
in the "leavers." It is already well known that these conditions tend to disappear during 
adolescence. 

Vision -58·7 per cent. of the juveniles had normal vision as compared with 57'6 per cent. of 
"leavers," but 25·7 per cent. had a high degree of visual defect as compared with 21·7 per cent. of 
"leaver" boys. 

Diseases of the cars and neari'llg.-One per cent. of juveniles were found with ear disease as com
pared with 1·9 per cent. of " leavers " ; but 1 3 per cent. with deafness is almost identical with "leavers" 
(1'4 per cent.) 

Speech.-·5 per cent. of the juveniles stammered as compared with 1 per cent. of" leavers." 
Heart disease and anmmia.-The percentage of cases of heart disease was identical with that 

of" leaver" boys, viz., 3·4 per cent.; but anremia was found in a less number of cases-1·8 per cent. as 
compared with 3 per cent. 

Lung disease other than tuberculosis was found only in ·9 per cent. of juveniles as compared with 
3 per cent. of "leavers." 

Tuberculosis of the lungs was found in ·3 per cent. compared with ·2 per cent. of "leav~rB," and 
other forms of tuberculosis in·7 per cent. compared with·2 per cent. of" leavers." 

The remains of rickety tleformit~es were discovered in 4·6 per cent. compared with 18 per cent. 
of "leavers." 

Deformities other than rickety were found in 5·5 per cent. as compared with 1·8 per cent. of 
" leavers." 

General considerations.-The most striking fact that arises out of the report is the exceptionally 
heavy incidence upon juveniles of deformities as compared with the incidence upon "leaver" boys. 
How far this is due to early employment and how far to the possibility that we are here dealing with a 
special class of the populatien in relation to the employment then under review, are questions requiring 
consideration. It is noteworthy that no increase in heart strain was found in the juveniles, and this 
to a large extent supports the view that the whole of the increased deformity noted cannot be ascribed 
to conditions of occupation, as it would be anticipated that undue physical exertion would produce its 
first effect upon the heart. 

The exceptionally high proportion of boys sufIering from rickety deformities must be taken into 
account. These conditions are produced in early childhood, and nothing in the employment after leav
ing school would have the effect of increasing the number; the fact, therefore, that rickety deformities were 
exhibited in 4·6 per cent. of the juveniles as compared with 1·8 per cent. of the" leavers "is significant; 
and looking at the results of individual inspections, in which a much higher proportion of the juveniles 
suffer from pigeon chest and other rickety conditions than is ever found in groups of boys in elementary 
schools, it seems probable that a special class of boys is being dealt with, who have failed to obtain or be 
continued in employment in competition with others, because of want of physique. Some confirmation 
of this view is shown by the fact that there appears to be a greater number of deformities of long standing, 
other than those returned under the head of rickets. than would be found in an average gr~up of boys. 
There is, for instance, an excessive number of cases of infantile paralysis and of old tuberculous joint 
disease. On the other hand, there also appears a class of deformity of a new type as compared with 
the elementary school boy-namely, varicose veins. This condition regularly develops in a certain 
proportion of the population during adolescence and early manhood, and its exact relation to occupation 
IUld early manual strain requires further study. 

Dr. Reade, who inspected 388 of the juveniles, in a detailed analysis states that in only three 
cases was he able to satisfy himself that the defects found were associated with the employment which 

. had been undergone. These included a baker's boy, who had developed pulmonary tuberculosis, a lad 
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who had worked first at a restaurant and then at a cinema, who was anremic, flatfooted and with 
defective vision (his vision had been perfect on leaving school) j and a lad who had worked ~t a charcoal 
works, and had in consequence developed bronchial catarrh: 

The school d~cto~s report that. there .were no difficulties met wi.th during the inspections; that 
the r~f~sals of exammatIon were neglIgIble In number, and that both Instructors and pupils welcomed 
the VlSItS. 

. One ~f the features of the inspections was the h~lth talk delivered by the visiting doctor at 
each InSpectIon. These health talks proved to be of consIderable value, and the appended essay in the 
for~ of a letter Belec~ed from a number equally interesting gives an admirable side-light from the point 
of Vlew of the exaIDlnees. 

"Dear ( ), 
\ .. On Monday morning last a medical examiner, named Dr. R., gave us a surprise 
lviSlt at the centre for-the purpose of lecturing us on the preservation of health and to examine 
every boy. 
. His lecture was very interesting, and he warned us to keep our teeth, bodies and minds 
In a state of perfect cleanliness. He also gave an emphatic warning against mixing with 
unknown girls and women in the streets and the perils of that disease that contaminates the 
whole system, a timely warning, I am sme, for many of us. 

His examination of the boys was carried out in an ideal and systematic way. Each 
examination lasted about seven minutes, and not one of these wasted. He first examined 
the teeth, then the heart, the lungs, and the kidneys, followed by a swift look at the legs 
for traces of rickets, or varicose veins. That finished us with the doctor. We then went to 
the nurse who assisted Dr. R., to have our eyes tested, and to be weighed and measured. 
This concluded the examination, and I am sure that every boy was gratified to know in what 
state his health was. 

Examinations such as these are highly beneficial to all concerned. It gives the super
intendent of the school an insight of the health of the boys he has to teach. j it gives the examiner 
the satisfaction that he has aided the boys informing them of the drawbacks to the health of 
their bodies, and the person examined is grateful for the fact that he knows if there is anything 
wrong with him or not. ' 

I must now come to an end, hoping I have interested you as much as the doctor interested 
me. 

I remain, my dear ( ), 
Sincerely yours, 

Very full and interesting notes of the examinations in question were furnished by Dr. E. J. 
Boome and Dr. J. H. Lloyd. Dr. Boome estimated the blood pressure in each case. In healthy persons 
the systolic pressure increases from childhood to old age, and in persons from 15 to 21 years the pressure 
should equal from 100 to 120 millimetres of mercury. Out of 100 consecutive cases, Dr. Boome found 
77 juvemles whose blood pressure fell within the normal limits, 15 whose blood pressure was lower than 
100, and 8 whose blood pressure was above 120. He noted that several boys who had been longest 
employed, and in particular some whose employment dated back into their elementary school hfe, 
had a blood pressure below the normal. 

Dr. Boome discovered many cases of deformity which appeared to have been connected with 
employment, and he points out that many lads with the adolescent bodies of 15 years had been doing 
the work of grown men. In particular there was one case in which a lad of 16 was found to be suffering 
from myositis ossificans of both forearms, which had been coming on for three months, and which was 
ascribed by the boy to lifting heavy weights. • 

The care of the teeth was lamentable. Pyorrhrea with recession of the gums was found in between 
3 and 4 per cent. of the cases. 

Dr. Lloyd also found a very high degree of dental defect, and makes the Ilame observations as 
Dr. Boome on the number of cases amongst these working lads in which the gJ.1IDS are already secondarily 
affected. 

Dr. Lloyd found the older the boys, the greater the number who presented this septic condition 
of the gums; and he points out that the boys leave school before they arrive at an age when they realise 
the importance of cleanlIness of the teeth and the penalties for withholding it. 

In some cases the gums were inflamed and diseased although the teeth were not carious but only 
dirty. Both Dr. Lloyd and Dr. Boome found it necessary to devote a large amount of the time given 
to " health talks," to the importance of care of the teeth. 

Dr. Lloyd found an amount of flatfoot rising from 9·2 per cent. at 15 to 16 8 per cent. at 17; he 
ascnbes this condition and its increase in the first place to increase in body weight without corresponding 
growth in muscular strength, and in the second place to longer hours of standing. 

Five lads with ingIlinal hernia were found by him, only one of whom was wearing a truss. 
Dr. Lloyd had no doubt that the increase in the percentage of defects from the age of 14 to that 

of 17 was connected with the work which had been performed by the lads. 
He states that these adolescent youths were much more curious and interested in their physical 

condition than the older boys in the elementary schools, and were much more alive to the necessity of 
seeking to achieve and preserve physical fitness. He anticipates important results in this d!r~i~n 
from the medical inspections in continuation schools, and especially from the health talks which It 18 

hoped will be arranged to be given by the school doctors thereat. 
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Supervision of ch{ldren out of schooZ em account of il7r'Malth. 

Constant communication is kept up between the local officers of the attendance department 
and the divisional medical officers in regard to children out of school for alleged reasons of health, and 
the presence of the school doctors is frequently required in magistrates' courts i. order to give evidence 
in attendance cases. In addition to this valuable day-to-day co-operation, the attendance department 
furnishes month by month a corrected list of all children who have been absent from school for three 
months under medical certificate or upon other evidence of ill-health. Particulars of these children are 
entered upon a card index in the public health department, and month by month are checked by an 
assistant medical officer, who arranges for appropriate action in every case in which examination or 
further enquiry seems necessary. 

In the month of November each year a census is taken of children on the current out-of-school 
register. In November of this year there were 2,856 names upon the current register, comprising 1,233 
boys and 1,623 girls; 586 children (20'5 per cent. of the whole) were out of school on account of tuber
culosis, 412 (14'43 per cent.) on account of rheumatism, and 129 (4·5 per cent.) on acoount of ringworm. 

Re-inspections. 

An important branch of the work of medical inspection is the periodical re-examination of children 
found at inspection to be ailing. This section of the work has been carefully systematised in order to 
avoid any possibility of cases which should be kept under observation being missed. All children referred 
for treatment are re-inspected after the interval of a full term, i.e., at an average of six months from 
the original inspection. Those not discharged at the first re-inspection are again re-inspected after 
another interval of six months. 

In 1919, 173,306 re-inspections were carried out, representing 155,020 children, since 18,286 were Number of 
twice re-inspected. ch~dren 

At first re-inspections, 57·8 per cent. of the children were found to be under treatment or no longer ~'lnsp:ted. 
in need of treatment. At second re-inspections, the percentage of children not discharged at first re- ofe~~iidr:: 
inspection who were now discharged or found still to be under treatment was 54·7. treated. 

The total percentage of ailing children discharged or under treatment at the end of twelve months 
was 73·5 per cent. The lowest percentage of children marked off as dIscharged or treated is found under 
the heading of teeth-namely, 51'8. 

As the numbers referred for dental defect are to great as to swamp all other forms of defect, the Dental 
results are unduly weighted on the deficit side. The Council's arrangements for dental treatment are defects most 
primarily designed for younger children referred from dental inspections, while the children here dealt dIlIiclll\~) 
with are older children referred from medical inspections for whom as yet sufficient facilities for treat- cope Wi • 

ment are not fully available. 
The re-inspection results show that the following-up of ailing children was more energetically Improv;d 

carried out in 1919 than in previous years; the total of 73 5 per cent. above referred to being an improve- followmg 
ment to the extent of 4'5 per cent. on the previous year and 5·9 per cent. on the results in 1917. up. 

A feature of the re-inspection results is the increasing number of children who undergo their treat- Increasing 
ment under the Council's arrangements and the diminishing number who are received at hospitals outside popularlty of 
the Council's scheme. Of the children treated for visual defect, 83 per cent. went in 1919 to hospitals 8cho~1 treat
and treatment centres under the Council's scheme as opposed, for instance, to 71 per cent. in 1915. :~tres. 
Thus the general and special hospitals are tending to throw more and more of the work of the treatment 
of school children upon the Council, and the proportion of chlldren finding channels of relief apart from 
the Council's scheme tends in the case of some classes of ailments to become a negligible quantity. 

MedicaZ treatment. 

The year 1919 being the first complete year since the cessation of hostilities, it may be convenient 
to refer to the great advance made in the arrangements for the medical treatment of school children as 
compared with the years before the war. In this connection it may be mentioned that on the 31st 
December last there were, including hospitals, 57 centres actually at work for the treatment of the 
principal ailments found in the course of medical and dental examination of elementary school children. 
The total number of cases for which facilities were provided at these centres was 174,878. These figures 
may be compared with the 42 centres providing for 99,000 cases at the end of 1914, or the 11 centres 
providing for 26,000 cases at the end of 1910, the year in which the medical treatment scheme was first 
constituted. 

The passing of the Education Act, 1918, has, moreover, somewhat altered the conception of the 
duties of the local authority with regard to treatment. Section 13 (1) (b) of the Education (Admini
strative Provisions) Act, 1907, gave an optional power to make arrangements for the medical treatment 
of elementary school children. Section 2 (1) (b) of the Education Act, 1918, makes this optional power a 
duty as regards elementary school children, and Section 18 extends the optional power to provide means 
of treatment in respect of children attending any school or educational institution whether aided or not 
by the local education authority. The Council has already made arrangements for the medical and dental 
treatment of scholarship holders at secondary and trade schools, and it is proposed to extend these 
facilities to fee paying pupils subject to the actual cost of treatment being recovered. 

Another development of the medical treatment scheme is the use of the dental centres by schools 
for mothers and infant welfare centres. Although the Council is in'no way responsible for the work 
done in thill waYa the 1WI0cia.ted llSe of the centre is of material benefit to all concE'rned in the larger 
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issues of the public health service. With the increase in the source of supply of casea resulting from the 
raising of the age li!U~t for. compulsory education and t~e.extElnsio~?~ the treatment scheme to secondary 
and trade schools, It 18 eVIdent that even now the prOVISion of facilities has not reached a maximum and 
further effort is still ~ecessary before attaining the goal of efficiency, when it Will be pOSSible to 
provide means of treatment for every child needing it, when the difficulties of topographical position are 
eliminated, and when the appointment for treatment shall follow immediately upon the notification of 
the need. 

Consideration of the results of medical inspection shows that there is still a mass of unremedied 
defect in all the classes of ailment treated under the Council's scheme, though this is more particularly 
the case with regard to minor ailments and dental defect. Although a record number of children (47,414 
received minor ailment treatment during 1919, some of the centres were overworked, and the total 
number veated represents nearly 134 per cent. of the number for which agreement was made. The treat. 
ment of dental defect presents another difficulty owing to the large number of failures to keep appoint
ments for operative treatment. This result of parental prejudice makes it necessary to arrange appoint
ments for a number of cases much in excess of the number treated. That there is a great and pressing 
need for further means of dealing with the problem is evidenced by a reference to the results of inspection 
in 1918. In that year it was noted that 55 per cent. of infants when they enter school already have 
manifest caries; 60 per cent. of the eight-year-old group, and 50 per cent. of the twelve-year-old children 
are in like case. These facts have been borne in mind in arranging the scheme for treatment for the 
current year, the provision for dental defect amounting to nearly 106,000 cases. 

During the year 1919 the total number of cases treated was 169,200, as compa:ed with 143,577 
during 1918. The usual details are here summarised. 

The number of eye cases dealt with under the Council's arrangements was 28,011, or 811 more 
than in 1918. Spectacles were prescribed for 21,018 children, and 18,457 of them obtained spectacles. 

The committee of the Roll of Honour Hospital for Children (Women's Hospital for Children. 
Harrow-road) called attention to the work of the ophthalmic department under the Council's scheme. 
Out of 1,147 children dealt with in this department the number of cases of squint totalled ]S1. i.e., 16 
per cent. of the whole number. The ophthalmic surgeon stated that 134 of these cases of squint were 
preventable, and II were partly preventable. In her opinion unless special treatment in addition to 
glasses is adopted the greater number of the children lose the vision in the squinting eye through neglect. 
The method of treatment adopted at the hospital is-

1. Refraction and ordering of glasS@s. 
2. Treatment of the defective eye by blocking the good one, thus practising the eye. It 

is stated that in the majority of cases under this treatment the vision completely returns in 
the defective eye. 

3. Teaching, by exercises, the two eyes to work together. This entails a considerable 
amount of work. The co-operation of the mother and child must be obtained and constant 
supervision be given. 

The committee of the hospital suggested that a special squinting class should be formed, to which 
all cases after retraction should be referred and at which special educatIOn should be given to the children 
and their parents. It was also suggested that London County Council nurses should be detailed to 
attend this class to learn the methods, and as far as a nurse can, carry out the treatment under the 
surgeon's supervision. The comnuttee asked that an extra session be allowed under the Council's 
scheme at which squints alone might be treated. 

The question raised was referred to 1\Ir. Bishop Harman, who reported that it is very dubious 
whether the treatment coming under heading 3 (viz., the re-education of the eyes to work together, at 
a special class) will have any real effect. He has had a large experience of this method and has spent 
untold hours teaching squinting children at hospital and the result is very unsatisfactory. The method 
is very old and the earliest known exponent of the method confessed to the unsatisfactory nature of 
the work. 1\Ir. Harman's experience led him to substitute for procedure 3 in the above treatment an 
operation for the cure of the squint. So soon, he thinks, as the squinting eye has been raised to an effec
tive standard of vision the tendons should be balanced; "after a squint of any duration there is a 
definite alteration in the tendons and no juggling with stereoscopes will undo this." 

Mr Harman maintains that this is the general experience of ophthalmic surgeons. He adds 
that the educational treatment was first tried by Dr. Erasmus Darwin (the grandfather of Charles 
Darwin) in 1778, but in spite of the fact that the child upon whom it was tried was the only member 
of the class and had every care and attention in his home surroundings, Dr. Darwin found that the 
little patient discarded his device as soon as the oversight was withdrawn. The patience required even 
with one child is almost superhuman and a long string of distinguished ophthalmic surgeons has made 
a similar confession, and after trial they have all discarded the method. 

The task, therefore, which the Roll of Honour Hospital proposed to take up is one from which 
when the frailties of human nature are borne in mind, the bravest might recoi1. 

Hope, however, springs eternal in the human breast, and it is to be noted that all the disti~hed 
surgeons who have confessed their failure have been men, possibly the well-known superiority of patience 
possessed by the other sex may triumph where mere man has failed. . 

The Council agreed that, as an. experiment, which should be closely watch~ by one of th~ Council's 
medical officers, a weekly extra sessIOn be allowed to the Roll of Honour Hospital f~r ~ penod of one 
year, and that each case of squint referred thereto should count as a new case for capitation purpose. 

Ear, nose, .As in lIns there is again to be recorded an appreciable increase in the number of cases treated 
d~~ct~oat under this ~eading, 12,837, or 1,930 more than in 1918. It should be noted, however, that )wing h the 
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facilities for treatment, London, compared with the country generally, is in a far better position as 
regards aural defect, and it is satisfactory to observe that 80 many children are securing treatme:lt. 

1,722 children were referred to the Council's centres as compared with 1,602 during 1918. 1,322 Ringworm 
children received X-ray treatment. . 

47,4!4 children, the highest number on record, were treated for minor ailments, or nearly 12,000 MlDor 
more than 1D 1918. The new cases: ~oget~er with those under treatment at the beginning of the year nl1ment8. 
made 846,734 attendances. The VlSIts paId by the nurses to the homes of the children numbered 
21,024, and in 6,086 cases arr.,ngements were made for convalescent treatment or other forms of after-
care. 

Mr. C. Edward Wallis reports that owing to the difficulty of obtaining suitable premises it was Dental 
only possible to open one additional dental centre during the year 1919. The total number of centres treatment. 
in operation at the end of the year was 44. Further provision was, however, made at certain of the 
existing centres, and the number of children actually treated during the year was 79,216, as compared 
with 68,445 during the year 1918. 

The results of dental treatment at the several centres for the year 1919 are as follows ;-

RETURN OF DENTAL TREAnlE~'T FOR THE YEAR E~"DED 31ST DECEl\1BER, 1919. 

No of teeth or roota I No of other Number of genoral am.sthet"," 
No of No of extracted. No of 

operatiOns, _ fJ , -~---

HOIlpltal or Ooutre. Bcalmg, Imme-

I 
Other chlldren attend· -- -- - - -~~, to dtate regulation, Nitrous I Ethvl general attended. an""" madc 1 I· ppmI!' application of OXide chloride aoleS-femporary Permanent I Ag NOS, etc thctlCs 

Battel'8ea C. ... ... 3,051 4,251 9,718 442 4,432 492 - 536 -
Bermondsey .,. .. , 1,683 2,524 4,162 562 442 36 - 768 -
Bethnal·green .. , ... 1,059 1,683 4,658 749 672 28 - 469 -
Camberwell ... .. , .. , 2,121 2,977 5,329 538 642 342 647 - -
Chelsea. ... ... ... 1,631 2,477 4,403 777 2,679 104 - 610 -
Deptford ... .., ... 3,064 5,222 6,075 777 3,697 623 993 - -
FlDsbury ... ... ... 2,682 3,946 8,998 1,001 1,559 822 1,025 - -
Fulham ... ... ... 1,752 2,298 5,808 681 550 82 526 - -
Greenwich ... .., .. , 1,360 2,373 5,183 522 541 80 653 - -
Hackney ... .., .. 1,618 2,612 4,829 462 886 297 652 - -
Hammel'8mith ... ... 2,372 4,015 8,425 1,134 906 350 - 1,057 -
Holloway ... .., .. 2,769 5,048 12,467 1,640 5,893 243 17 1,551 -
Hoxton .. , .. , ... 1,573 2,735 5,745 655 951 432 258 493 -
Ishngton ... . " .. . 1,877 3,585 9,468 850 7,338 393 874 - -
Kilburn .. , .. , .. , 798 1,600 2,962 280 340 83 120 418 -
Lambeth ... ... .. 2,020 2,899 5,097 583 1,497 35 476 240 20 
Lancing-street ... .., 1,399 . 2,275 3,780 1,735 278 83 756 - -
Lewisham ... .. , . .. 1,419 2,319 5,418 502 780 33 32 320 -
.. LIssoma." ... ... ... 1,693 2,721 6,793 797 854 922 - - -
London Hospital .. , .. , 1,331 2,133 6,065 644 320 11 - - 672 
Norwood ... .. , .., 1,786 2,573 5,172 824 2,222 245 680 - -
Notting Dale .. , ... 1,658 2,599 5,264 611 1,082 113 - 706 -
Old Ford .. , ... .. , 1,633 2,243 6,109 808 1,021 132 .373 - -
Peckha.m .. , .. , ... 2,263 2,932 8,463 899 1,237 1,532 7 635 -
Popham-road ... .., 2,885 4,547 11,611 966 2,314 185 1,058 - -
Poplar Central ... ..- 1,695 2,424 7,270 686 855 415 620 - -
Poplar Hospital ... .. , 1,552 2,069 5,146 386 1,617 234 23 561 -
Putney ... ... .. , 1,241 1,746 3,101 638 2,029 133 348 - -
Queen's Hospital .. , ... 1,512 2,693 6,136 708 2,433 260 - 541 -
Rye-Ia.ne ... ... ... 2,763 5,790 7,087 692 2,271 1,251 - 828 -
S. Ceciha.'s ... ... ... 1,420 2,147 5,879 657 794 30 598 119 -
St. George's Dispensary ... 2,297 3,099 7,914 921 1,764 309 151 521 -
St. Marylebone Genl'ral DIS- 1,410 2,509 3,843 619 1,090 340 29 612 -

pensary 
3,336 9,363 846 700 144 1,093. St. Pancras ... .. , ... 2,009 - -

Soho ... ... ... ... 1,058 1,830 3,285 1,256 1,300 57 646 240 -
Stockwell ... ... ... 2,850 5,023 11,753 861 2,740 886 224 857 -

Tootmg ... ." ... 2,473 3,402 6,989 775 1,499 114 793 - -
Wandsworth ... . .. 2,109 3,223 6,376 755 828 104 796 - -
Wappmg ... .. , ... 451 858 1,032 273 966 U6 112 114 -
Western Dlspensa.ry ... 1,410 2,423 3,619 861 1,269 545 749 77 -
Wlutecha.pel ... . .. 2,192 3,626 9,369 801 1,180 1,099 1,022 - -
Women's Hospital ••• ... 1,712 2,033 6,936 ' 1,069 2,366 157 - 909 -
WoolWIch ... ... . .. 1,565 2,412 3,072 531 527 144 353 - -

Totals . " ... 79,216 125,230 270,172 32,774 69,361 13,998 17,626 13,202 692 

Although under the original Board of Education recommendations elementary school children Age for . 
were not dentally inspected as a routine measure until the age of six, _it has been a common occurrence ::::::~"~ 
for children under this aO'e to attend for treatment at the centre, sometImes at the request of the parents, 
but more frequently fro':n the fact that their e1der brothers and sisters had already been treated With 
obvious benefit to their health. 

It has long been known by dental surgeons that by the age of 61 a child's first permanent molars 
have frequently become so carious as to be already beyond the scope of conservative treatment, and 
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the Council is therefore making provision for the routine dental inspection of all entrants, whether aged 
six or under. This early treatment will lead to the preservation of a.la.rge number of important teeth 
hitherto lost at an early age, and be of great benefit to the children's future development and health. 

All children who have obtained scholarsrups are now dentally inspected and treated when necessary 
at the centres. It is, however, important to bear in mind that, inhsmuch as these cruldren are 14 or 15 
years of age, and have in many cases rutherto escaped dental treatment, the time involved in carrying 
out the work is necessarily much greater in each case than the average time spent up:>n youn<Jer children, 
partly owing to the greater number of teeth and partly owing to the fact that a proportio!l of these cases 
need root-treatment, a process which in any case is tedious, and frequently involves an unusual number 
of visits. 

SecondRlY These schools are now included in the ordinary rotas for school dental inspections, and the question 
~choQls. of the tr~tment of fee-paying students is under consIderation. 
Attendance The attendance of children at the centres has on the whole been good, a. welcome feature of post-
of childreD. war conditions being the interest taken in the treatment by the fathers, who now very often accompany 
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their chIldren to the centres. 
Dentists attached to London centres frequently complain of the harm that is being done to the 

children's teeth and health at the hands of unregistered and, therefore, unqualified practitioners of 
dentistry and so-called" dental companies." Not only IS the work of these untrained practitioners of 
dentistry extremely bad, but their adVIce is so harmful as to deter both parents and children from seeking 
legItimate skilled dental treatment in future, with disastrous consequences to their health. It IS 

important to emphasise this matter at a time when legislation is impending. 
Juvemle Under the Education Act of 1918, Messrs. PascalI, a large confectionery firm, have approached 
employees the CouncIl with a VIew to obtaining routine dental Inspection and treatment for their juvenile employees 

of the ages of 14, 15 and 16. A scheme has been drawn up which WIll enable these employees to attend 
between 4 and 6 pm. on one afternoon in each week at the Tootmg Dental Centre, where conservative 
dentistry will be fully practised. 

Many of these employees have already been receiving treatment at the Council dental centres, so 
that here commences a most satisfactory advance, whereby children's routine dental treatment is to be 
continued up to the age of 16. 

By a slight re-arrangement of duties, one of the regular centre dentists will be in charge of these 
cases, and he WIll have the assistance of the centre dental nurse. 

MaterDity A number of the London dental centres have had special sessions set apart for the dental treatment 
centres. of Infants and expectant and nursing mothers. At certain of these centres, moreover, provision is made 

for the supply of dentures, which are paId for by regular contribution from the recipients. This plan 
has Jed to the dental treatment and supply of dentures to a large number of mothers, with great benefit 
to themselves and the children, and, though not directly in the hands of the Council, every encouragement 
has been given by allowing the use of the dental equipment and so forth. 

Dental Up to 1917, It was the practIce for a dentist to visit each" special" school for the blind, deaf, 
treatment of dumb and so forth, for the periodical dental inspection and treatment of the children. The children 
chlldrjn III attending these schools are now dealt with under the Council's general scheme of dental treatment, and 
:~h~~~s. each school IS Visited about once a year by the inspecting dentist attached to the nearest centre. Appoint-

ments are made in the usual way for the children to at tend the centres for treatment, but it has been 
necessary to make special arrangements, particularly in the case of children attending schools for the 
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phYSIcally defective. 
The total number of administrations of nitrous-oxide during 1919 was 17,625, and the number 

of cruldren receIving ethyl-chloride, 13,202; it is our experience that ethyl-chloride when a.dministered 
by a skilled anresthetist is a specially suitable and safe anresthetic for use in these cases, and it may be 
here remarked that though, taking the years 1916-1919, no less than 43,837 children have received 
ethyl-chloride, no fatality has taken place except in one extremely doubtful case in which a child died 
some 10 minutes after the conclusion of the anresthesia and was subsequently found to be in an extreme 
condition of status lymphaticus undetectable dunng life, the death being in no way attributable to the 
ethyl-chloride usen. 

Supply of Whereas during the war period the dIfficulty of obtaining suitable dental surgeons for the centres 
dentists. was very great, this difficulty has now disappeared, and the number of suitable applicants for dental 

posts at the centres has become adequate; in view, moreover, of future developments, it is important 
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to note that all the great denial schools are now well supplied with students. 
On behalf of the Board of Education an official viSIt to dental centres throughout the country 

was made by Dr. EIchholz and Mr. Norman Bennett'. 
Mr. Norman Bennett's report is printed in full in the annual report of the Chief Medical Officer 

of the Board of Education, pp. 95-106. The summary of his conclUSIOns is as follows:-
(1) Rooms and equipment are generally satisfactory, but are capable of improvement. 

Comparatively small additional expenditure would mean higher efficiency and saving of operators' 
time. 

(2) There is too great divergence in method and thoroughness of inspection. Charting at 
the time of inspection should be aimed at as the method for the future. 

(3) Treatment is tolerably effective as fa! as it goes. Failures show the futility of all 
systems of treatment which are not thorough, and where leinspection is not practised. 

(4) All children should be inspected and treated on entering school, at five years of age 
or as soon after as possible. InspectIOn in nursery schools at three years of age should be 
encouraged. 



67 

(5) The maximum interval before reinspection should be one year. 
(6) The same charts should be used to record inspection and treatment, as soon as charting 

at the time of inspection becomes general. 
(7) Explanations to children and parents, leading to reduction of refusals, can best be 

given by dentists, teachers and nurses; individual efforts of members of care committees may 
often be valuable, but the system is not a success . 

. (8) Whole-time dentists are on the whole preferable to part-time dentists, but both have 
theIr advantages and both should be utilised so long as a shortage exists in the profession. 

(9) The treatment of simple types of irregularity might well be included in"the work of 
school clinics; complex cases involVing jaw formation would be outside its scope, but responsi
bility for the treatment of such cases should not be entirely shirked by education authorities, 
who might make arrangements with special hospitals in the larger cities and towns. 

(10) General or local anmsthetics should be employed as a routine measure in the extraction 
of permanent teeth; local applications are usually sufficient for temporary teeth unless several 
are to be removed. 

(11) Methods and efficiency of treatment should be made more uniform throughout the 
country, and school dentists should be subject to periodical inspection and superVision by 
dental experts. 

(12) The value of dental dressers remains problematical. If they should come to be 
employed extensively, they should be given a special course of training at a dental hospital. 

(13) More thorough instruction to parents and children might be given by school dentists, 
but excellent results would accrue from a more extensive system of propaganda work centrally 
organised. 

(14) Every opportunity should be taken of linking up school dental treatment with dental 
treatment before and after. 

As regards these conclusions, the following report was submitted to the Central Care Sub
Committee :-

(1) Accommodation and equipment.-Mr. Bennett has no criticisms of the London Dental Centres 
in this regard; on the whole the accommodation and equipment are good. The only centre (Hammer
smith) at which the premises are unsatisfactory, was put up as a temporary structure. The committee 
at this centre have taken new premises which appear very suitable for the purpose. 

(2) Methods of inspection.-Mr Bennett refers to the question of chartmg at each inspection session. 
Complete and extensive charting is not required, and is not necessary, but extension of the present 
plans so as to include such details as will avoid unnecessary and fruitless visits to dental centres should 
be adopted and a general scheme by which an indication of the kind of treatment required will be fur
nished is now being worked out The main point is that analsthetic cases should be recorded as such at the 
school dental inspection and not left to pay a fruitless visit to a centre merely to receive an anmsthetlC 
appointment card. There is, however, a great difficulty in this regard If it be known beforehand by the 
parent what treatment is recommended by the inspecting dentist, whether involving extractIOns or 
stoppings, as under the more favourable circumstances of examining the teeth in the dental chair at a 
centre teeth previously thought saveable may be found to be unsaveable; moreover, if an inspecting 
dentist advises one course and a treating dentist another, unnecessary friction and apparent conflict of 
opinion may arise, and indeed has, on occasion, arisen. Again, a few weeks' delay between a dental 
inspection and attendance at a centre may lead to a dental pulp becoming exposed, and septic, and 
consequently beyond the scope of conservative treatment Under the system I propose it should be 
possible to indIcate at the time of the dental inspection-

(1) Cases definitely needing general anmsthetics 
(2) Cases involving slight extractions with local analsthetics 
(3) Cases mainly involving stoppings 

By this means the organiser should be able to select a suitable batch of cases so as to occupy the 
whole time of each dental treatment session. By this means also the fruitless attendance of chIldren 
and parents, and the" R.F.G." (referred for gas) note in the dental register should largely cease to be 
made. 

(3) Mr. Bennett's statement that reinspection and treatment in London do not keep pace with 
recurrent caries is correct as regards certain parts of London, in which too many schools are placed on 
the rota of the centres. As the number of dental centres increases this dIfficulty decreases; it is, of 
course, the ideal that a rota should be compiled so that each child should be seen once at least in each 
12 months. 

N.B.-It should not be forgotten that owing to war difficulties the attendance of children has 
been much hindered owing to parental employment. 

(4) Mr. Bennett suggests that treatment should commence earlier than 6-8, the original age 
fixed by the Board of Education itself. This is undoubtedly right, and each child should be inspected 
and treated at the earliest possible age. It is important In this connection to emphasise the importance 
of appointing dentists of experience and not young men recently qualified and inexperienced in the very 
difficult task of managing young children and dealing with dIfficult parents and guardians. 

(6) Methods of recording treatment.-'11'Ir. Bennett's criticism of non-dIfferentiation in the records 
of stopping temporary as opposed to permanent teeth, is based upon the fact that at the centres in 
question figures have been used in both cases instead of letters in the case o! t~mporary .teeth and figures 
in the case of permanent teeth as upon the dental charts themselves. This IS now bemg rectIfied, and 
in future there should be a clear record of the number of temporary teeth stopped as well as the number 
of permanent teeth stopped. 
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(7) Methods of following-up.-Mx. Bennett expresses the opinion that" following-up" would 
best be done by nurses. The proportion of children inspected and needing treatment who fail to appear 
at the dental centres remains at a higher figure than is desirable. The total bulk of the work is so large 
that the school care commIttees in general are not quite able to keep pace with it, and much of the work is 
thrown upon the organiser, who endeavours on the spot to persuade those parents who attend the inspec
tion to agree to treatment, but the indifferent parents or those unable to attend are in many cases not 
effectively dealt with. 

The reduction in the amount of leakage could be effected by a large increase in the number of 
trained voluntary workers willing to undertake dental work, or failing that, by an increase in paid staff. 
The position is at present unsatisfactory. . 

(8) Whole-time and part-time dentists.-In London both plans are in operation, and on the whole 
I think\n0 hard-and-fast rule should be made. It is desirable that part-time dentists should give at 
least -thiee sessions a week to the work. 

(9) Abnormality in position of teeth.-This question has been before the Sub-Committee and is 
now being considered by the Royal Dental Hospital. 

(10) AnCf!sthesia.-Mx. Bennett's recommendations are in the main carried out and more" gas" 
sessions are being provided at each centre. Ethyl-chloride spray should be provided at every centre 
for local an.resthesia and local injection apparatus if required by the respective dentists. 

(11) Discrepancy in type of dental treatment.-Mx. Norman Bennett does not refer to London 
at all in this respect, but to certain provincial clinICS in which there is no dental expert to supervise 
and co-ordinate the work of the clinic dentists. In London the centres are frequently visited by the 
Council's dentist and the work co-ordinated and supervised. London is the only Education or Public 
Health Authority by which skilled dental supervision is provided. 

(12) The question of dental dressers does not arise in London. 
(13) Instructions and propaganda are largely undertaken in London, and Mx. Bennett refers 

with approval to the dental talks to mothers given in London schools. They should be extended especia.lly 
in connection with factories, such as PascalI's, and secondary schools where the teeth of the children are 
particularly bad, and where it is not unusual for large numbers of children to receive most unsatisfactory 
and sometlmes dangerous forms of treatment at the hands of advertising dental companies, etc., as shown 
in the recent Government Committee Report. The question should be considered as to giving regular 
dental lantern lectures in training colleges and also to school nurses and teachers as well as assistant 
organisers who VIsit the parents in their homes. Mx. Wallis informs me that in America use is made of 
certain films illustrating the work of Dr. Fones, of Connecticut, by which it is claimed that the incidence 
of dental decay is dimiriished. Mx. Wallis is endeavouring to learn further particulars with regard to 
these films. 

(14) Linking up school dental treatment with dental treatment before and after.-Wherever possible 
joint undertakings with maternity centres for dental treatment are established in London. Such arrange
ments exist at the Holloway, Lissonia, Bethnal-green and Fulham centres, and at the St. George's 
dispen~ary. The question of dental work in continuation schools is being borne in mind in connection 
with the scheme under the Education Act, 1918. Co-ordInation between dental and medical treatment 
is already to a considerable extent carried out at the centres, but it should be made an essential that all 
adenOId and tonsil cases should have their teeth rendered healthy and their mouths freed from dental 
sepsis before operation. 

Following up. 
Attendance Under all the schemes of treatment organised by the Council it is provided that an organiser of 
of orgamsers children's care work shall be in attendance at the hospital or centre both for the purpose of regulating 
at~patment the attendance of the children and with the obje~t of communicating to the school care committees the 
leD res result of treatment, failure to continue attendance, and any adjustments or following up required in the 

home in order to complete, confirm or expedIte the cure of the children. 
There was some alleviation of the dIfficulty in obtaining the help of voluntary workers, which was 

so acutely felt during the war; this was in part met, as in 1917 and 1918, in certain schools (about 35 
in number) by utilising the services of the school nurses. The re-inspection figures show that in several 
of these schools the proportion of cases that had received no treatment and still required it was below 
20 per cent. 

A comparison of the figures shows that the results obtained in these schools were better than 
those found in London schools generally, e.g. : 

Cases marked off at :first re-inspection 
Cases marked oit at second re-mspection 

London schools. Selected schools. 
per cent. per cent. 

416 49·7 
319 30·3 

Total percentage completed 73 5 80'0 

Voluntary For some years an organiser, and more recently two organisers, have attended at Guy's Hospital, 
arrangemwt although the arrangements at the hospital are not withIn the Council's scheme. The plan is 
at Guy's found to work extraordinarily well, benefiting the children, and being of great assistance both to the 
Hospltal. hospital and to the children's care (school) committees in their resp~ctive sP.heres of work. . 

The following account of the work, prepared by the Council s organIser for presentatIOn to the 
Hospital Committee, gives a good idea of the benefits accruing from the arrangeme~t. 

The London County Council assistant organisers of chlldren's care COID.Dllttee work are now 
attending in four of the out-patient departments of the hospital. In addition to the ear, nose and throat 
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and eye departments, in January, 1918, this work was extended (by kind permission of the superintendent) 
to the skin department, and in May, 1919, to the orthopredic department. The assistant organisers are 
thus enabled to report to the school care committees on all children from the elementary schools who 
attend for treatment in these departments, and by this means the care committees endeavour to ensure 
regular attendance, and also to see that the instructions of the physicians and surgeons are carried out. 
Notices are also sent to the school authorities when children are excluded from school, and again when 
they are fit to return, and arrangements are made, when required, for district nurses to visit the homes and 
carry out the treatment. By the kind co-operation of the hospital lady almoner, special enquiries on 
children attending the other out-patient departments are also dealt with, and the care committees are 
thus informed of the doctors' instructions as regards treatment and school attendance. In this way it 
is often possible to ensure proper treatment being carried out and prevent undue delay in returnmg 
to school. 

During the year 1919, 3,177 elementary school children have been treated in the ear, nose and 
throat department, and of these 1,027 have had the operation for the removal of tonsils and adenoids, in 
the out-patient department. Many others have been admitted to the wards for operatlOns on the ear, 
nose or throat. 

In the eye department, 1,646 children attended for treatment, and of these 871 were tested for 
glasses j 81 did not require glasses, and of the remaining 790 for whom glasses were ordered 581 are 
definitely known to have obtained them. 

In the skin department, 2,080 children have been under treatment, including 480 cases of scabies 
and 206 of ringworm of the head. Those suffering from scabies, if advised by the physician, are referred 
for treatment to the Council's cleansing stations. A weekly visit is also paid by the organIser to the 
light department in order to find out whether the appointments of those children suffermg from ring
worm and sent for X-ray treatment have been kept. 

Since May, 1919, 184 orthopredic children have come under care committee supervision. Many 
of these have been recommended for special examination with a view to attendance at the special schools 
provided by the Council for physically defective children. 

Education (Provision of Meals) Act. 
In accordance with the scheme for the supervislOn of dietaries served to necessitous and other Supervision 

children, the systematic examination of milk meals has been continued throughout the year. The total of dlotal'leR. 
number of samples dealt with was 1,214, as compared with 849 in the previous year. 

Comparing the results obtained with the previous year, great improvement is shown both in the 
general quality of the milk: supplied and in the percentage of samples reported by the chenust to be 
satisfactory; thus during the year under review only 8 6 per cent. of the samples exanuned were 
found to be unsatisfactory, as compared with 31 per cent. during 1918. This improvement is probably 
due to the increased facilities for obtaining cattle foods since the termination of the war; the restrictions 
on the sale of cream (by the removal of the incentive for the skimming of fresh milk:); and to a con
siderable extent to the widening knowledge that the milk: supplIed to the COunCIl'S instItutions 
is systematically examined. 

Percentage Percentage Percentage MaXimum MaXImum 
showing a additIOn of abstractIOn of 

unsatisfactory. added water. defiCIency of fat. water. fat. 
Month. 

1918. I 1919. I 1918. I 1919. I 1918. 

---- I 1919. I 1918. 
1

1919
. I 1918. 

1
1919

• 
I 

per cent per cent per cent. I percent. 
January ... . .. 736 100 708 4·4 28 56 35 25 13 23 
February ... . .. 918 12'9 91-8 79 27 59 37 20 6 40 
lIfarch ... . .. 634 11'2 578 40 56 72 13 21 26 25 
Apnl ... . .. 6·7 15·7 Nil. Nil. 67 15·7 Nil. Nll. 10 30 
1\1ay '.' ... 33·0 179 197 57 133 12·2 19 53 53 26 
June ... . .. 22·7 6'6 40 38 18·7 28 8 14 33 13 
July ... ... . .. 30·8 133 154 56 15.4 7-7 20 20 30 12 
August ... . .. -Scho 01 holida ys--
September ••• ... 55 ·H 3-3 41 22 Nil. 20 19 20 Nil. 
October ... ... 27 30 18 30 09 Nil. 9 27 13 NlI. 
November ••• .'. 72 Nil. 32 Nil. 40 NlI. 20 Nil. 23 Nil. 
December ••• ... 19-7 Nil. 158 Nil. 66 Nil. 36 Nil. 20 Nil. 

From the above table it will be seen that the maximum addition of water was 53 per cent. (this 
was found in a sample of milk: supplied to a P.D. school in Whitechapel, and compares unfavourably 
with 37 per cent. in 1918.) It will, however, be noted that the maximum abstraction of fat, which was 
53 per ('PDt in 1918, dId not exceed 40 per cent. in 1919 (found in a. saw pIe from a P.D. school in 
Norwood). • 

It wIll be noted further that during November and Dec~ml;er last, of the 289 samples examined, 
U('Iue was reported to be unsatisfactory, whilst in the corresponding months of 1918 nearly 30 per cent. 
were unsatisfactory. 

Periodical ('xamination of samples of meals other than milk meals has been continued throughout 
the year. The meal before sampling is inspected by an assistant medical officer, who has in all cases 
pronounced 1t to be of good quality and well cooked. In a. proportion of cases the chemical 
examination has shown the meal to be deficient in nourishing or heating constituents, and steps have 
been taken to remedy the deficiency. 
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Nursery schools. 
A large amount of spade work has been carried out during the year in connection with the establish

ment of nursery schools. A number of voluntary schools have been inspected by the officers in connection 
with various applications for recognition. In some cases the provision was inadequate, particularly in 
regard to air space and open-air facilities and recognition was declined. 

The following seven voluntary nursery schools were recognised, although in some instances 
recognition was made provisional upon improvements being carried out;-

1. Goldsmlths' Coll('ge, Deptford ••• • Recognised 23.5.19. 
2. "Jellicoe," N. St. Pancras ... 
3. Kilburn (Union Jack), Hampstead 
4. Notting-hill, Kensington... .. 
5. Racha.eI Macmillan, Deptford ... .. 
6. Somers Town, E. St. Pancras ... .. 
7. Rommany-road, Norwood .. 19.12.19. 

.. 

\ 
Three of the above (Nos. 1, 5 and 7) have been established in connection with training colleges 

for teachers. A number of sites have been inspected and reported upon in connection with the proposal 
that nursery schools should be provided by the Council. Questions relating to staff, finance, dietaries, 
organisation, type of scholar, medical and nursing attendance, etc., have been extensively discussed 
and the experience of those connected with existing voluntary nursery schools has been taken fully 
into consideration. 

It is considered that provision will ultimately be necessary in' London for 12,000 children. 
It is intended that the first schools to be established should be quite experimelltal and consequently 
many important general principles have been left unsettled in order that nothing shall be done at 

• the outset which would prejudice the full development of nursery schools on natural lines. 
The Council has agreed to the provision as an experiment of three nursery schools (in addition 

to one nursery class already existing at Christchurch Schools, Hampstead) to be organised in existing 
public elementary schools (attached type) and of three nursery schools apart from public elementary 
schools (detached type). , 

In regard to cost of maintenance it is estimated that for a nursery school for 75 children the 
annual cost will be £19 lOs. per head in the case of an attached school, and £20 lOs. in the case of a 
detached nursery school. This estimate provides among other things for a daily visit of the school 
nurse, a fortnightly visit of the school doctor, for an adequate dietary consisting of three meals a day: 
and for provision of washing and sleeping accommodation. 

It has also been agreed that in the case of nursery schools approved under the regulations of 
the Board of Education, but not provided or maintained by the Councll, financial aid be granted as from 
1st April, 1920, equal to 50 per cent. of the approved expenditure on maintenance, subject to the condi
tion that one-third of the managers are appointed by the Council. 

The voluntary nursery schools are kept under regular supervision by the School Medical Officer, and 
in all cases where application has been made the Council's arrangements for medical inspection and 
treatment of the children and for nursing assistance have been extended to them. 

Open-air education. 
The extension of facilities for open-air education was naturally largely in abeyance during the 

years of war, but subsequently to the signing of the armistice much activity has been shown in this 
field of work. The two open-air schools at Birley House (Forest lIill), and Shooter's Hill (Woolwich), 
and the tuberculOSIS open-air school at Kensal House (Paddington) have been continued. Two addItional 
open-air schools for tuberculous children have been established at Springwell House (Clapham-common) 
and Stormont House (Hackney), two sites for ordinary open-air schools have been secured at Stowey 
House (Clapham-common) and Bow-road (Poplar). A large number of additional sites have been 
VIewed and reported upon. 

The principle of establishing convalescent camp schools in the country has been adopted ~y the 
Council and owing to the generOSIty of His Majesty the King and the Canadian Red Cross SOCIety a 
camp school was established at Bushey Park in August, 1919. In addition, a house (Wanstead House) 
has been secured at Margate which is to serve in a similar capacity for girls, and a number of aerodromes 
and military camps have been visited and reported upon. 

Playground classes and classes in open spaces and parks have been continued, and there has 
been a reVIval of interest. in school journeys. . . . . 

Although the amount of provision necessary for continuous open-aIr education of debilit~ted, 
anoomic and tuberculous children is pretty well established, the needs of London ~n the matter of holi~ay 
or camp schools are difficult to estimate fully and accurately because of the varyIng de';Dand at varyI~ 
times, the different standards that have from time to time been adopted, and the fluctuatmg and ~cert8.ln 
amount of voluntary prOVIsion. . 

The question of the sick child who is out of school and too ill to attend any kind of 
school dees not appear to b~ one with which the Council as an education authority ~ ~ed upon to 
deal, and it is probable that voluntary bodies such as the Invahd Children's Aid AssociatIOn would be 
able to deal With this part of child welfare. In conjunction with ~he Council the Invalid Children's 
Aid Association also provides for certain of the tuberculous cases needing sanatorium ~reatment, and 
the Council's own scheme covers the need of the remainder of those tuberculous children who are 
unable to attend any sort of day school and require residential treatment. . 

Of children capable of attending school, various estimations have from t~e to t~e b~en made 
as to the number that require some provision for open-air treatment. One estImate which 18 quoted 
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is that of the Chief Medical Officer of the Board of Education, who, speaking of England and Wales as 
a who.le, was of opinion t~t not less tha~ 10 per cent. of the children would reap permanent advantage 
by beIng taught In open-aIr schools. This statement must, of course, be accepted, but it will be noted 
that it is a general one, and It is not easy from experience of the London schools to discover any natural 
line which would mark off 10 per cent. of the children distinctively from the next 10 per cent. There is, 
however, a natural line in London which divides a number of children, falling between 4 and 5 per cent. of 
the whole, from the rest. This is the proportion of children who are returned year by year by the school 
doctors as " anreInic and debilitated." For these, it would seem that no adequate provision is being 
made by voluntary effort. This would at a high computation give 30,000 children in London elementary 
schools for whom some accommodation in a holiday camp or health school would be required. The 
Council has agreed that 2,000 places should be found in open-air schools in London for tuberculous 
children and 2,000 places in open-air schools for the group of children who form the lowest stratum 
from a health point of view of the reInaining 28,000. The next stratum could be provided for in open
air classes in the parks and selected playgrounds It is not known to what extent these could be 
developed, but there appears no reason why some 8,000 children should not eventually be accommo
dated in this way. The younger children may in time be accommodated in nUIsery schools, sayan 
additional 4,000. This would leave 14,000 older children whose needs Inight be met by a period in a 
holiday or camp school. 

The problem is not quite so simple, however, as this, as the range of cases for whom a stay at a 
holiday or camp school is desirable overlaps the range of calles for whom continuous open-air education 
is required. Thus a child may frequently be recommended for an open-air school or playground class 
with a stay in a holiday school as a preliIninary, and others during the COUIse of their hfe in an open-air 
school may from time to time require the added stimulus of the residential camp school for short periods. 
It seems desirable for accommodation to be provided for holiday or camp schools for some 20,000 children 
annually on health grounds. AssuIning an average stay of six weeks, this would necessitate provision for 
2,500 places. 

This establishment was placed by the King at the disposal of the Council in the summer of 1919; The KlDg's 
it was actually opened for the reception of the first draft of boys on August 8th. It is situated in the Cauadlan 
Inidst of Bushey Park, and consists of a large house-Upper Lodge-and hutments, with offices and out- ~ahPl 
buildings suitable for the accommodation of 300 boys. The latter structures were erected by the C 00. 

Canadian Red Cross during their temporary occupation of the SIte. The resident educational staff, 
which consists of a director With six assistants, is housed in Upper Lodge. The medical arrangements 
are in the hands of a medical officer, who attends daily at the camp, and two whole-tIme nurses, one 
of whom is resident. A dentist attends for five sessions each week.' There is a well-equipped medical 
inspection room and dental clinic; a sick-bay is provided for the reception of alhng boys and an isolation 
ward is provjded for infectious cases. The washing arrangements COnsIst of an adequate supply of 
shower-baths supphed with hot and cold water; these are being supplemented by the installation of six 
slipper-baths. The sanitary arrangements embrace two sets of offices, one being in convenient proximity 
to the" dorInitories. These latter extend round the four sides of a rectangular building; they are well-
warmed by a system of hot-water pipes, and there is very efficient cross-ventilation. The excellent state 
of health which has obtained amongst the boys in the camp up to now affords good evidence of the 
satisfactory natUIe of their hygienic sUIroundings. The dietary is ample and varied; in caloric value 
it approximates very closely to that provided in the Council's industrial schools. 

The adInissions to the school are drawn from the ranks of those boys who, by rt:ason of existing 
anooInia, debihty or mal-nutrition, appear likely to benefit by a stay in the surroundings that it affords. 
The period for which they are sent down is four weeks, but in exceptional cases' when the circumstances 
appear to render such a COUIse expedient it is in the discretion of the camp medical officer to 
recommend the school medical officer that an extension of two weeks should be made. No child 
under the age of 10 is adInitted; actively tubercular cases are ineligible, as are mentally defective boys, 
those suffering from persistent enuresis, and those who do not attain a satisfactory standard of personal 
hygiene. The boys are chosen in the first instance by the school doctors from those seen during routine 
medical inspection, and also those to whom attention is specially drawn by hea.d teachers and members 
of the care committees; details of each case are set out on a special inspection card. The day before 
that on which a party of boys is due to leave for the camp they are exaInined again, with a view to 
the eliInination of any who have become unfit since they were first selected by reason of some inter
CUIrent affection. Special attention is given to their personal hygiene and also to the possibility of 
any boy being the SOUIce of infectious disease in the camp. To this end the nurse is instructed to 
take the list of those noIninated to the local medical officer of health and ascertain if in any of their 
homes there is a ca.se of infectious disease. As will be seen from the appended details there has 
occurred, between August and December, only one case of varicella. The provision of suitable 
clothing, and particularly footgear, is a somewhat frequent source of difficulty. Where such .is 
lacking, the care comInittee concerned endeavoUIs to meet the deficiency. As regards the progress of 
the chIldren whilst in residence at the camp details are available concerning 303 boys. 

HEIGHTS A~""D WEIGHTS . 
• 

Length Average j Average Largest 
No. of boys. incrl'ase of inClease of indiVldual 

of stay. height. weight. gam. 

36 ... ... . .. ... 21 days ·17 in. 2·7Ibs. 5·75Ibs. 
108 ... ... ... ... 28 days . '26m, 33Jbs. 7·75Ibs. 
69 ... ... . .. . .. 42 days. ·45 in. 421ba. 9251bs. 
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FIve boys (28 days stay) lost weight, the amounts varying between ·5 and 1·25 Ibs.; all these 
were in camp during the mont~ of.August. There was no short~ge of food for any reason at that time, 
and the most probable explanatIon IS the very hot weather that ensted at the time. As is to be expected 
the gain in weight is most rapid during the first three weeks, lessening in amount from then onwards a~ 
the individual is restored to the normal. Viewing the progress made from the additional standpoints 
of gain in colour, tone and sofo;th, the boys are divisible into four groups: (1) very much improvement, 
21, or 6 9 per cent.; (2) much Improvement, 99, or 32·7 per cent.; (3) some improvement, 167, or 55·1 
per cent.; (4) no benefit, 16, or 5.3 per cent. Of this last group, seven had inter-current ailments which 
would account for their lack of progress, viz. : 1 varicella, 1 tonsillitis, 1 otorrhrea and adenitis, 4 febricula. 

The bill of health as a whole is a remarkably clean one; in addition to the above there occurred 
four cases of impetigo-these arose in two pairs, suggesting the origin of the second case in each instance 
-1 case\of herpes, 3 cases of blepharitis, 1 case of alveolar abscess. As regards accidents, there were 
two cases of abrasions becoming septic and two cases of dislocation at the elbow joint, both of which 
dId very well. Considering the amount of football and out-door games indulged in, the debilitated state 
of the boys on arrival, and the facihties the surroundings afford for tree-climbing, the casualty list must be 
regarded as a gratifyingly small one. 

The results set out above leave no room for doubt as to the beneficial effects arising from a sojourn 
in the camp, which, at any rate, to many boys whose horizon is bounded by a slum environment, must 
create an oasis in the desert of their dally lives. 

The Education Committee on 9th April, 1919, authorised the holding, during the summer, 
of open-air classes, not exceeding 100 in number, of the following types-

Type A.-A class held at a centre, composed of delicate children from neighbouring 
schools, selected by the school medical officer, the class working in the open air all the summer. 

Type B.-A class of delicate children specially selected from various classes in the same 
school, the class working in the open air during the whole summer. 

Type C.-An ordinary school class working in the open air the whole summer. 
Type D.-Ordinary school classes working in the open air in turn for a half-day, a day, 

a week, or a month at a time. 
The total number of classes ultimately sanctioned was 87, divided among the various types 

as follows :-four of type A, three of type B, 53 of type C and 27 of type D. Of these, 37 were held 
in parks and open spaces and 50 in playgrounds or roof playgrounds. The services of an addItional teacher 
were allowed in 12 instances on the recommendation of the district inspector. 

The special features of the classes which were held this year were -
(1) The scheme in accordance with which the whole department of the Kilburn-lane 

I,.C.C. school (Paddington, N.) was enabled to obtain instruction in the open air at Queen's
park. 

(2) The utilisation of one of the privately owned squares of London, viz., Tredegar-square, 
by permission of Lord Tredegar, for a class of pupils from the girls' department of the 60uth
grove school (Mile End). 

(3) Two open-air classes, held in St. James'a-park. 
Medical reports are available on 14 of the playground classes: three relating to classes for boys, 

eight for girls, and three for infants. The children In these classes are generally delicate or poorly 
nourIshed children, but in one instance the criterion was retarded mental development. The period 
spent out of doors was from May to half-way through October; the favourable climatic conditions which 
prevailed during the greater part of the summer rendered a retreat to the shelter of the classroom but 
seldom necessary. A survey of the reports gives the impression that, speaking broadly, good accrued 
to the majority of the chIldren. The reports run on very similar lines; an abstract of a typical one 
WIll gIve a good idea of the whole :-Gordonbrock open-atr class-28 girls from standard I. 011t of 151 
sessions, 140 were spent in the open. The average attendance waa 26. All gained in weight, except 
one who did not alter and one who lost. The average gain was just over one kilo. The average gain 
in height was 2·9 c.m. Five showed marked improvement in colour and four in general nutrition. 
In four cases of enlarged tonsils there was improvement; in one no change. One case of chronic 
eye inflammation was much benefited. A general quickening of interest in the scholastic routine was 
noted; the children became brighter and more alert. No case of infectious disease was recorded during 
the out-of-doors period. 

What has been said of this class holds good generally for the others. Additional observations 
recorded and not noted above are an amelioration of bronchitic conditions, recovery of lost heart 
"tone," and diminution in the size of enlarged glands. One report emphasises the necessity for the 
provision of extra nutriment, preferably in the form of milk, for those who are stimulated by being so 
much in the open air. 

At U_e commencement of the year 1919 the Council had in use 300 beds in voluntary institutions 
and about 100 in Metropolitan Asylums Board institutions, making a total of 400 beds for the treatment 
of children suffering from tuberculosis. Towards the end of the year the Metropolitan Asylums Board 
opened two additional institutions, one for pulmonary and gland cases at Highwood, Brentwood, Essex, 
and one for surgical cases at East Cliff, Margate, thus increasing t1te total number of beds for children 
to 564:. 

On the 1st January, 1919, 197 boys and 195 girls were under treatment, and 419 boys and 414 
guls were sent away durIng the year. - The total number treated during the year 1919 was therefore 
1,225. In addition, 667 chIldren had the advantage of convalescence through the Invalid Children's 
Aid Association with finanCIal assistance from the Council. For further information as to the work 
(arried out under the London County Council Tuberculosis Scheme see Part I. of this report. 
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The question of the provision of open-air schools was considered by the Ed'ucation Committee', 
and the Council on 10th December, 1918, decided to establish two types of open-air schools: (1) for 
children who were unable, owing to anremia, debility or suspicion of tuberculosis to attend ordinary public 
elementary schools, and (2) for children who have been notified under the Tuberculosis Regulations of 
1912 as suffering from pulmonary tuberculosis or tuberculous glands without discharging sinuses. It 
was further decided to establish ten schools of the first class, of approximately 200 children each, and 
20 schools of the second class, of approximately 100 children each . 

.As a temporary measure the classes established in connection with the dispensaries in Bermondaey, 
Camberwell and Fulham were continued, the accommodation being 25 in each case. 

The following report received from the medical officer in charge of the Bermondsey dispensary 
is of interest :-

"The above school was closed on 5th ?!farch .... There were 16 on the roll on that date, 
and of these eight were dIscharged much improved in health, seven were improved, and one 
was stationary, while nine were fit to attend a public elementary school, five were fit to go to 
an open-air school, and two were unfit to attend any school. These results justify the opinion 
that the influence of the school on the health of the children was a beneficial one. In practically 
all cases the improvement in health showed itself in the general condition. .As regards the 
pulmonary condition, improvement took place more slowly and less certainly. It was a rare 
occurrence among the chlldren for no improvement to take place in the general health, even 
when the pulmonary condition remained stationary." 

In addition, Kensal House open-air school, which opened in 1910, is being continued as one of 
the 20 schools for tuberculous children. The number of children on the roll at the end of December, 1919, 
was 102, and at the end of December, 1919, was 94. During the year 21 were transferred to ordinary 
schools, five were sent to hospital, sanatoria or convalescent homes, 3 left district, 6 were allowed to 
leave for work, 2 were transferred to special schools. The average gain in weight during the year was 
2,83 kilograms . 

.As already stated, two schools for tuberculous children were opened, one at Spnngwell House, 
North-side, Clapham-common, in October, and one at Stormont House, Downs-park-road, Hackney, 
in September, 1919. The former has accommodation for 125 and the latter for 75 children. 

School journeys. 

The additional financial assistance offered by the Council and the return to peace conditions 
resulted in a large increase this year in the number of applications for permission to arrange such 
journeys. A total number of 124 school journeys was ultimately approved by the Education Committee. 
The head teachers were given complete liberty in the selection of their destinations, and, though the 
majority chose places in the neighbourhood of London and the nearer coast resorts, towns as far away 
as Stratford-on-Avon and W eston-super-Mare were visited. The places most frequently selected included 
Littlehampton, Bexhill, Hastings, Dover, Whitstable, Beaconsfield, and Loughton (for Epping Forest). 
More than half the schools visited the seaside towns, and it is understood that many children saw the sea 
for the first time in their lives. Usually teachers and children stayed at a hostel or boarding house, 
but, notably at Bexhill, a boys' camp was used by several schools, and, in a few instances, the method 
of billeting in cottages was adopted. The last-mentioned method is not without drawbacks, as it affords 
few opportunities for fostering corporate lIfe and teduces facihties for supervision. For boys, camp 
life offers many attractions, and, were more facihties available, camps would probably become the most 
popular as well as probably the cheapest method of accommodating boys. For girls, hostels or boarding 
houses, where there are opportunities of developing corporate life, are the most satisfactory form of 
accommodation. 

Endeavour was made in every case to examine the children immediately before leaving in order 
to discover any prospective candidate for the journey, who might be unfit through reason of any existing 
or threatened disease, or who was not up to the requisite standard of personal cleanliness, and, except in 
a very few instances, where information of the jouJ;ney was received too late for the nl(cessary action to 
be taken, examinations were successfully carried out. Owing to the large number of school journeys 
and to press of other work with consequent insufficiency of available staff it was only in nine instances 
that it proved pOSSIble to examine the chIldren shortly after their return. 

Details of these investigations are appended-
1. Johanna-street (G.)-(Orsett, 14 days).-In this case the examination took place eight 

days after the return of the children, ~hich is a longer period than is desirable. Out of 18 
girls, 13 had gained in weight, the amQ,Unts varying between one-half and two kilos. All 
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the girls were better for the journey. . 
2. Oanterbury-road (J.lt!. and B.)-(Loughton, 13 days).-26 out of 31 boys gaineq in 

weight, the amounts varying between one-half and four kilos. All were improved in general 
condition with a noticeable brightening of their mental faculties. Several WAO had been 
suffering from nasal catarrh returned cured. 

3. Blackheath-road (G.)-(Bexhill, 14 days).--Special attention was paid to cardiac con
dttions, the conclusion drawn being that the journey had not materially affected some slight 
abnormahties which existed. Anremia was noted as being improved, and one case of chronic 
eye-lid inflammation had cleared up. 

4. Sleaford-street (G.HRyde, 14 days).-A general improvement noted. 
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5. Surrey."quare (G.)-(Chatham, 7 days).-Improvement in existing conditions ot 
aIllllmia was noted. A large proportion of the cpildren selected exhibited varying degrees 
of pallor, and almost without exception an improvement in colour was noted. 

6. St. Saviour's (G.)-(Southend, 21 days).-All gained in weight. the amount being 
51 kilos (nearly 131bs.). The children in this illStance were drawn from a very poor class, with, 
presumably, considerable room for impro"\"ement in this direction. Cardiac examination 
showed that all had returned with the heart-muscle toned up. A case of chronic eye inflamma
tion was cureq. All looked bright and energetic. 

7. John Ruskin (G.)-(Littlehampton, 14 days).-Eleven gained in weight, three lost, 
and two remained stationary. In three cases of heart murmur the abnormality was found to 
have disappeared at the re-examination. An improvement in the cardiac tone was noted in 

\ four out of five cases in which it was below the average. One girl in particular, who suffered 
from palpitation, had markedly benefited; two others, who exhibited evidence of cardiac 
dilatation, also improved. 

8. Bolingbroke-road (B )-(Ramsga.te, 7 days).-Eighteen gained in weight, three lost, 
three remained stationary. A general improvement was noted. 

9. St. John's (B.), Betknal-green, N.E.-(New Forest, 14 days).-With the exception of 
three, who remained stationary, all gained in weight, the average increase being Ii kilos. 
A general improvement in mental and physical energy was noted. Heart condItions were 
good and the digestive system satisfactory. 

Summarising the information available from these reports, it is evident that the general effects 
of school journeys on the physical and mental condition of those participating are beneficial. A 
large proportion of the children gain in weight, although this result by no means follows as a matter 
of course. Similar proof .of benefit is to be derived from the constant improvement noted with regard 
to those suffering from anremia and deficient cardiac tone. The importance of the preliminary examina
tlOn in respect of this latter class of case is very great, for if the condition be not detected at the outset 
of the venture and appropriate advice given, the child :may return with its symptoms aggravated instead 
of ameliorated. 

The cures noted in cases of chronic inflammation of the eye-lids are also important. This is a 
disease often most intractable in its nature, and whilst the sufferer remains in an unsuitable environment 
ointments and medicinal treatment are very slow to bring about a cure. The general improvement 
in mental and physical energy, so beneficial to master and pupil ahke, is an asset that cannot be rated 
too ·highly and is one that is better sought through another medium than the doctor and the chemist. 

The conclusion to be drawn from the results noted is that for the right sort of children the school 
journey, with its programme planned intelligently and with due regard to physical needs and 
limitations, is highly beneficial from the medical standpoint. 

Physical Training. 

RepOlts of In accordance with the suggestion contained in the report, for 1917, of the Chief Medical Officer 
or,ga:.;nse1rb of of the Board of Education, the Organisers of Physical Training have supplied reports upon the work 
P 'Yflca . h' . d' . tl'alUlllg. In t eIr respectIve lstncts. -

Remedial 
exercise 
clasEu. 

Mr. Smalls points- out that since 1889 the London Education Authority has possessed a staff 
of organisers of physical training. In 1893, all teachers in the London service were required to obtain 
a Physical Education Certificate. Courses of instructk·n and examinations were arranged, and only 
ceased when physical education became a compulsory subject in all training colleges for teachers. 
Lectures and "refresher" classes by the organisers are still given to secure the adoption of modern 
methods 640 teachers attended the ccur.es of lectures for men during the year. 

With regard to organised games, the School Board for London resolved. in 1888, " that the play
grounds be used for the promotion of hardy sports, and that the school organisation be used to estab
bsh field games. Organised games Came into the actual curriculum in 1906, and the CouncIl has given 
every flj.cihty for their development. 

Tn 1872, the London Authonty urged managers" to give all reasonable encouragement to those 
~hildren who desire to bathe, and to learn how to swim." In 1890, the Education Department con
sented to recognise attendance at sWimming. Three school swimming baths have been provided, but 
the greater part of the instruction is gIven at the public swimming baths. In 1893, there were 2,374 
children taught to swim; jn 1903, this number had increased to 15,287; and in 1914 was as high as 
38,881. During the war, facilities were much curtailed, but swimming is being quickly revived, and 
over 4,000 boys gained the 100 yards' certificate during the year 1918-19. 

Although swimming and dancing are popula; in the girls' departments, organised games have 
not made that headway which is to be desired. 

Attention has been called in previous reports to the movement for providing daily exercises 
in small clas!les for special children who need more attention than the average child owing to tendencies 
towards muscular weakness, and the development of postural deformities. 

All the organisers of physical exercises devote a_section of their report~ to this branch of the 
work which, owing to the surprisingly good results obtained, is spreading so r~pldly that the call upon 
the time of the school doctors is beginning to make itself seriously felt. PartIcularly valuable are these 
classes in forming a common meetmg-place for school doctor and organi~r.. The organisers a~e 
unanimous in their praise of the work carried out in these classes, and the de8U'e 18 expreSBed for a still 
larger extension of them. 
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T~e. children are kept under medical supervision, and, from the reports }llade by the medical 
o~cers, It l~ clear that they fill essential and valuable places in the total ameliorative eftort which is 
bemg steadlly pursued towards the betterment of the physical condition of the school children. 

During the year 1919, the Elementary Education sub-committee had under consideration the BreathinD' 
question of breathing exercises in the schools. elmoiaes~ 

~~mplaints had bee? ~eceived from time to time from hospital author~ties, from practitioners 
of medlCIne, and from speCialists, to the eftect that cruldren have been taught In school to breathe im
properly. In one instance, a list of London schools in which breathing exercises were stated to be 
improperly taught was compiled by a specialist and sent to the Board of Education. 

On investigation, it became clear that the trouble arose out of the existence in the schools of 
two kinds of breathing exercises :-

(1) Breathing exercises prescribed in the handbook of physical exercises issued by the 
Board of Education. 

(2) Breathing exercises practised as a preparation to singing lessons. 
These two sets of exercises involved in some respects contrary instructions. In the view of 

the medical authorities above referred to, the breathing exercises in connection with singing tend to 
promote or stereotype faulty habits of breathing from which large numbers of chlldren sufter. n 
appeared that it is possible for children in the schools to have more of the second kind of breathing 
exercises than the first, and when asked by the hospital physician to demonstrate the way in which 
they have been taught to breathe in school, the children reproduce those exercises taught in connection 
with singing. It was also understood that, in many schools, at any rate, in the Infants' .departments, 
the only sort of breathing exercises the children get are those in connection with singing. 

It is thus, of course, inevitable that confusion should result. The question naturally arises 
whether the breathing exercises taught in connection with singing are really of so great importance 
to the children's welfare as to render it imperative that they should continue to be taught, and whether 
the only breathing exercises followed in the schools should not be those contained in the physical 
exercises handbook. 

As a result of the foregoing considerations, an instruction was given for me to confer with Dr. 
Borland, the Council's Organiser of Instruction in Music, with a view to bringing the conflicting in
structions into line one with the other. After consultation, Dr. Borland drew up the following 
instructions, which were adopted by the sub-committee, in substitution for the previous instructions 
in regard to breathing exercises in relation to voice production:-

BREATHING.-It is important that all voice training should be based upon efficient breathing. 
Breathing is vital, for the oxygenation of the blood, and, In addition, is the motive power in the pro
duction of vocal sound. In the latter capacity, the control of the exit of the breath is of the utmost 
importance. The following recommendations should be carefully observed :-

GENERAL POINTs.-The breathing muscles.-True breathing exercises are concerned only with 
the muscles which inflate and deflate the lungs. When movements of arms are used simultaneously 
with breathing exercises, care must be taken to avoid any stiffening of the abdominal walls. 

The breathing pa8sages.-Breathing exercises for children should be preceded by thorough use 
of the handkerchief, and it is well for little children to learn to use it with both hands simultaneously. 
Breathing through the nostrils (both in and out) should be the rule for dally life, and should be taught 
to children in order to correct mouth breathing, and to discover and check obstructions such as adenoid 
growths. Each nostril should sometimes be tested singly, closing the other nostril by gentle externai 
pressure of a forefinger while breathing in and out. 

Expansion for breathing.-The maximum expansion should be at the central diameter of the 
body, which is a line running round the chest about two finger-breadths below the lower end of the 
breast-bone. A full expansion at this level involves a lateral movement of the lower ribs, and also a 
descent of the diaphragm, pressing slightly forward the upper part of the abdominal wall, within the 
arch of the ribs. At the upper part of the chest: expan lion is normany slight, while the lower part 
of the abdomen should not be protruded. Therefore, in indicating the desired movement to a class, 
the parting of the teacher's hands sideways is better than the raising of a hand which may tend to 
suggest the raising of the children's shoulders, or than the lowering of a hand, which may suggest a 
low a.bdominal distension. 

Thirlgs to be avoided.-(a) By the children. Strain of a.ny kind; lifting the shoulders; stiffening 
the a.bdomen; facial or other contortions; noisy breathing; contracting the throat. 

(b) By the teacher. Violent h!md-signs; loud and sharp orders; instruction to "hold the 
breath" -this is useless, and may be harmful. j 

PRACTICAL.-(l).-Let the children, standing easily and naturally, f'ealise the expansiurt. at tke 
central diameter by placing their hands on their lower ribs while making the movement. This may 
be varied by letting them sometimes feel the expansion of companions. At times, a tape measure may 
be llsed round the central diameter, as a record of progress. 

(2) Let the class adopt this central expansion as a pose or attitude, and then breathe skJycly, deeply 
and quietly, in arid out through the nostrils. The diaphragm and the abdominal muscles ~ carry on 
this work easily, as they do during sleep or pre-occupation, and they will do it with i~creaBlng ~ffiCIency 
when exercised deliberately for singing. This position may be facilitated by causmg t~e children to 
clasp their hands behind their heads with the elbows raised, and heads erect. The nbs are then 
mechanically prevented from falling, and the breathing is carned on by the diaphragm. A certain 
fulness of voice i~ usually noticeable in consequence. 

(3) The teacher should indicate f'egular f'kythmic breathirlg by counting, or by metronome; or 
jifi,jSO ][ 2 
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the children may do it by marching-four beats or steps to an inbreath, and four to an outbreath
can be conveniently continued for from two to five minutes. It is better to maintain an easy rhythm 
regularly than to attempt records. The object of the exertlse is to encourage the habit of filling the 
bases of the lungs. 

Children need be taught no more. Let them acquire the sense of central expansion, and then 
sing gently, sing sweetly, sing always. Greater local control of breathing and fuller voice training can 
well be reserved for a later date if the foundation as described above has been truly laid. 

Persanal hygiene. 

Continuous attention has been paid to the problem of improving the condition of the school 
children ~n regard to personal cleanliness. The figures given in the section containing the results of 
medical inspection show the steady improvement in this respect which has taken place, and also 
demonstrate the need for further effort. 

The scheme had been modIfied in 1917 with a view to speeding up the process of cleansing. The 
modifications had the desired effect of bringing pressure to bear in certain cases, but in practice it was
found that the modifications were not sufficiently drastic and that some amendment was necessary. 

The following figures show the amount of work done :-Number of examinations, 2,031,735; 
number found clean, 1,572,339; number found verminous, 459,396; percentage found verminous, 
22 6. The number found verminous includes all degrees of unsatisfactory conditIOns from the caRe of 
a few nit's on the hair to cases of head, body and clothing infested with pediculi. 

The continuance of war conditions accentuated the need for cleansing work. This is evidenced 
by the increase in the number of children brought to the cleansing stations, the average for the years 
1913 to 1916 being 45,711, as compared with 95,033 in 1918 and 1('5,639 in 1919. There are now 25 
cleansing stations and it is hoped during the present year to complete arrangements for opening an 
additional station in the district of Old Ford. 

The Council has entered Into agreements with 16 of the 29 local authorities, including the Cities 
of London and Westminster, and with two commIttees for the use of their cleansing stations. In 
addition the CounCIl has seven stations of its own. By these means the Council has made provision for 
cleansing children throughout London, but in Fulham, Hammersmith, Lambeth, Lewisham, Paddington, 
Deptford, Greenwich, and Hampstead no provision has been made for dealIng with adults under the 
Cleansing of Persons Act by the borough councils concerned, although the three last-mentioned borough!! 
make provision for the cleansing of children. The total number of examinations made by the nursE'S 
under the cleansing scheme proper was 566,178 and 33,222 children were found vermInous; of theRe 
15,929 were cleansed by the parents, the remaining children were dealt with at the cleansing stations; 
43,752 c1eansings were carried Gut at the Council's stations and 61,887 at stations of the local sanitary 
authoritIes. This number is an increase of 10,606 or 11·2 per cent. when compared with the number 
for 1918. The parents of 86 children were prosecuted and fines varying from 2s. 6d. to lOs., with costs, 
were imposed. Of. the total number of children cleansed 3,468 were conveyed by the Council's motor 
ambulance from outlying schools. 

The scheme contemplates that at each stage a notice indicating the condition in which the child 
is found shall be sent to the local sanitary authority in order that action may be taken With regard 
to clothing and beddIng in the home, under the London County Council (General Powers) Act, 1904, 
Part IV. 

In the annual report for 1914 a table was given showing the action taken in the homes by the 
local authorities, and it was noted that upwards of 10,000 houses were visited and rooms, or bedding, 
or both were disinfected in more than 2,000 cases. Since the outbreak of war, representations were 
made that it was impossible to continue to carry out the necessary home visits in a large number of 
instances, and the practice of sending out notices in tlte "head cases only" was discontinued. Further
more, the number of viSIts has steadIly declIned, but it is now hoped that the cordial co-operation 
obtaining between the CounCIl and the borough councils in 1914 will steadily be re-establIshed, and 
even further extended. 

Arrangements for bathing children suffering from scabies were continued. The number of 
cases dealt with was 8,371, a decrease of 1,253 from the number for 1918. .As in the previous year, cases 
have come under notice of mfection in a family subsequent to a viSIt from a soldier from overseas. All 
cases in school children nave been speedIly followed up, and baths were given throughout the summer 
holidays. The hospitals and treatment centres closely co-operated with the Council, and the card 
referred to in the annual report for 1917 resulted in expediting the arrival of the children at the cleansing 
stations and their consequent return to school after the condition had been cured. 

Duri~ the year 1919 the cleansing scheme generally was again under consideration, and the 
Children's Ca}:e Sub-Committee in January instructed the school medical officer and education officer 
to report whether they could suggest any further tightening up of the regulations as to verminous 
children. The following is the substance of the report made to the CommIttee. 

Hitherto children who were verminous as regards heads only were in the first place dealt with 
under a scheme which served as a preliminary to the main cleansing scheme. Two noti~es· were sent 
to the parents and a fortnight's time was allowed for volunta.ry action before the first notIce under the 
main scheme was issued. The main scheme was of necessity framed with a view to following in all its 
details the procedure as set out under section 122 of the Cluldren Act, 1908. This section· empowers 
a properly authorised person to convey a child whose person or clotlung is infested with vermin or is 
in a foul or filthy condition to a cleansing station after 24 hours' notice in wnting has been given the 
parent or guardian requiring him to effect a thorou~h cleansin~. It should be realised ~hat under ~hi~ 
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section the Council was empowered to cut the hair of children in cases where it was d.-emed necessary 
that this should be done, and in many thousands of cases this procedure was followed. There was much 
criticism of the Council's action, and in 1912, in order to meet the objection that thll scheme was too 
drastic, amendments were approved which gave opportunity for the more extended voluntary use of 
bathing facilities; when advantage was taken of these opportunities it was necessary in cases of relapse 
to start again from the beginning in the scheme of procedure. It thus became possIble for children 
to be repeatedly cleansed at the Council's stations without permanent improvement resulting. The 
scheme was therefore re-considered in February, 1914, and the number of voluntary baths was liInited 
to four series of three baths: two series after the preliIninary notice (M.O. 24 A.) and two series after 
the service of the first statutory notice (A 5/149) This scheme, although it represented an advance 
upon the earlier procedure, was still slow in operation in many cases, and the Sub-ComInittee (7.12.17) 
d .. cided to reduce the number of voluntary baths from four series of three to two series of three, viz., 
one series after M.O. 24 A., and one after statutory notice A. 5/149. 

Having regard to the very great improvement that has been. effected, and to the extent to which 
the need for strong action in the interests of public health is now appreciated, the scheme was agam 
revised with a view to speedmg up the procedure. In the first place cases in which the head alone is 
implicated were now brought into the general scheme. It has been pointed out above that in verIninous 
head cases a fortnight elapsed before the main scheme was brought into operation; this time could be 
saved by abolishing the preliIninary head scheme and applying the main scheme forthwith. In the 
second place, amendment could with great advantage be made by an alteration in the present form 
M.O. 24 A. This notice is sent in ordmary cases to parents who have been already told that the child 
should be cleansed and given an opportunity to effect thIS. The form is also given straight away m 
badly nitted cases. The form would be more effective were it altered so as to include a statement that 
defaulters would render themselves liable to proceedmgs under the Act if the directions were not carried 
out. If this were done the number of statutory notices that it would be necessary to serve should be 
considerably reduced. 

There is an important point in regard to statutory notices. The neceSSIty for the service of 
statutory notices upon the parent personally presents great difficulty and is frequently the cause of 
considerable delay. The Act of ParlIament contemplates action within 24 hours of the discovery of 
the verIninous condition and the delivery of the notice to the parent, but in many instances repeated 
visits to the home are necessary before the father can be intervIewed. It sometimes happens that it 
is not possible personally to serve the notice upon the responsible p,arent at once; a considerable period 
sometimes elapses between the application for and the service of the notices, and during the whole 
time 'the child concerned must continue in attendance at school, otherwise the scheme becomes 
inoperative. 

Time could also be saved by still further reducing the number of voluntary baths offered. 
Section 122 of the Children Act requires the parent or guardian to cleanse a verIninous chIld within 
24 hours, and it is now proposed that chIldren who attend for a voluntary bath after the service of· 
statutory notice A. 5/149 should be cleansed in one operation. This Inight mvolve cuttmg of the hair. 

The following amendments to the cleansing scheme were therefore recommended
(1) Notice M.O. 24 to be revised and issued in cases of slightly nitted heads. 
(2) Notice M.O. 24;.A. to be made positive and to be issued (a) to parents who have ignored 

M.O. 24.; (b) in cases of badly nitted heads j (c) in cases with verIninous or foul bomes or 
clothing. 

(3) Cases which attend voluntarily after service of statutory notice A. 5/l4ll to be cleansed 
in one operation. 

In the event of the foregoing proposals being approved it was pointed out that the inclusion of 
head cases in the main scheme, together with the reduction of voluntary baths and more rapid service 
of statutory notices would require the nursing staff at the cleansmg stations to devote more time 
to visiting schools for following up purposes. The number of cleansings has increased enormously, 
the average for the years 1913 to 1916 being 45,711, as compared with 80,755 in 1917, 95,033 in 1918, 
and 105,639 in 1919. The time of the present staff was therefore already more than fully occupied, and 
it would be necessary to have two nurses at each of the cleansing stations. This involved the appoint-
ment of five additional nurses. \ 

J n February, 1918, the Sub-ComInittee considered a report subInitting a scheme for re-organising 
the nurses' rota inspections. Attention was drawn to the fact that the proportion of school nurses' 
time available for cleansing work had fallen from two-fifths to one-third, and that in order to speed 
up the work, 18 addItional nurses were required. Under the proposed plan the former method of 
'Visitation for cleansing purposes would be replaced by one which would be much more effective. The 
schools would be visited in turn and all the children seen examined, and then each school would be 
re-visited by the school nurse during the third and fifth weeks subsequent to the initial visit. In the 
intervening weeks the cleansing station nurse would visit the school, thus ensuring that all unsatisfactory 
cases were kept under constant superVIsion. A stilllurther visit would be paid later in the term by the 
school nurse. By this arrangement each school would have a complete cleansing scheme during each 
term ~ the irritating delays in dealing with special cases which were then unavoidable would no longer 
occur, and the necessity for a higher standard of cleanliness would be brought home to the parents of 
all the children. however I lightly infected. The Sub-ComInittee had originally decided that it was not 
practicable to apply the scheme to its full extent, but agreed to the appointment of five nurses forthwith 
to be employed where the needs were most pressing. When the scheme was previously before the Sub
ComInittee. it was exceedingly difficult to obtain properly qualified nurses. This difficulty, however, 
now no longer existed, and in view of the urgent need for dealing with verminous conditions in the 
schools the Committee was recommended that the additional 13 nurses should be appointed. 
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The following diagram indicates the alterations in the scheme at a. glance. The words in italics 
are omitted and those in small capitals inserted :-

CLEANSING SCHEME (PERSONS AND CLOTHING). 

SlIght HEAD cases. 
AdVIce given. , 

f 
RemedIed by parents. 

, 
OpportUnIty accepted. 

, 
B Theee voluntary baths given. 

Child cleansed. In case of 
relapse begm again at C. 

, 

, 
Severe HEAD CASES AND 

BODY cases. 

Unremedled. 
f ________ ~ __ --__ --__ ~ , 

A Card· given offering voluntary} 
baths at cleansing station. 

I , 
OpporlUnIty negl~('ted. 

. I 

Dorougb medU'al officer of 
health infol'med IN BODY CASES. 

C Cluld separated from others III BChOOIS,}Do h ed' al ffi d al roug m IC 0 cer 
lVISlOn supenntendent directed of h~alth infonned. 

to serve statutory notice. 
I 

Parents now come volun
tanly to ftation. 

I 
Cluld cleansed by parent. 

I 
No steps taken by 

, 
D Three voluntary balhs given. 

In case of relapse begin 
again at C. 

parent. 

-,---
CHILD CLEANSED IN ONE 
OPERATION. 

nurse and conveyed to statIOn Borougb medJcal officer 
F Child examined wlthm 24 hours by I 

In case of relapse. 
for compulsory bath. Cluld of health informed 

, 
E DiVlBional superintendent 

asked to serve statutory 
notice, in wluch no oppor
tUnIty of voluntary bath 
is givlln. 

, I 
Cleall8ed by parent. 

In case of relapse 
begm again at E. 

taken by No steps 
parent 
under F. 

proceed 

cleansed III one operatIOn. , 
G If the cluld again becomes verminous 

police courl proceedIngs are taken. 
PendIng the hearing, the child, If 
not cleansed, is excluded from 
school. After a convictJon the 
child is taken again to the centre 
for a compulsory bath. 

* The wordIng of tlus card is amended. 

The proposals outlined above were adopted by the Council, and the new scheme came into 
operation aher the summer holiday of 1919. . 

The Sub-Committee, 21st November, 1919, considered an interim report as to the effect of the 
appointment of this additional nursing staff in connection with the cleansing scheme. This report 
related to seven weeks' work, and attention was drawn to the great increase in the number of baths 
given resulting from the greater activity. The numbers for the full term as compared with the similar 
period for the preceding year are now available-

No. of baths given from 
2-9-19 to 31-12-19 ... 
26-8-18 to 31-12-18 

Verminous. 
25,979 
11,808 

Scabies. 
14,476 
18,999 

TotaL 
40,455 
30,807 

Increase or denrease + 14,171 - 4,523 + 9,648 

The volume of work involved in securing this result will be better appreciated from a considera
tion of the procedure under the scheme. In the first place there is a preliminary examination by the 
school nurse of every child attending school classified as "clean," "slightly infested:' .. badly 
infested." To each child in the last two categories warning notices are given which in the badly infested 
children offer facilities for voluntary attendance at the children's bathing stations. After a week has 
passed the slightly infested children are re-examined, and cases where the unsatisfactory condition 
is not remedied are included in the third category. 

The names of all cluldren placed in the third category are forwarded to the nurlle8 in charge of 
the bathing stations, who, after a week's grace to allow voluntary attendances, re-examine all children 
concerned, and where cleansing has not been effected, apply for the service of a statutory notice under 
the Act. A further week is allowed from the date of the service of the notice to allow ample time for 
a cleansing to be effected either at home or by a voluntary attendance at the station, and then the 
children are again examined. Those who remain.in an unsatisfactory condition are conveyed for 
compulsory cleansing. 

All children in respect of whom statutory notices have been issued must be kept constantly 
lInder observation, and if a relapse occurs, one of three courses is followed, viz.-

Ca) If the child was cleansed at home-a re-issue of the statutory notice_ 
(b) If the child attended voluntarily at station-i8Sue of statutory notice without giving 

fUrlher facihties for voluntary attendances. 
(c) If the child was cleansed compulsorily-police court proceedings. 
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On the occasion of the preliminary examinations made during the Christmas term, when every 
child attending school was inspected by the visiting school nurse, 110,787 were found in an unsatisfactory 
condition as regards personal,hygiene. Of these, 82,859 were instances of slight infestation and 27,928 
were sufficiently bad to be referred direct to the nurses at the bathing stations. In slight cases pre
liminary notices were sent to the parents, with the result that, on re-inspection, only 18,237 were found 
with the conditions unremedied and were referred to the bathing stations. There were, therefore, 46,165 
cases in respect of which notices giving opportunity for voluntary attendance at the bathing stations 
were il!sued. It was necessary to ask for the services of statutory notices in 10,368 cases, or 9.3 per 
cent. of the total number found in an unsatisfactory condition. It wIll be noted that on the receipt 
of notices drawing attention to the condition of their children the majonty of parents took steps to 
effect a cleansing. The process of following up the 10,368 children who required the service of statutory 
notices was then steadIly carried out. 

That very marked improvement has resulted from the working of the new scheme will be ManLua
appreciated. It is not possible to give the complete results for the whole of London, but, as an street 
illustration of the work which is being done, it may perhaps be of interest to quote in this place the school. 
following table submitted by the head teacher of Mantua-street (JM) school, giving the percentage 
of children with clean heads, in every class on the occasion of the first rota examination in two con
secutive terms:-

PERCENTAGE OF CLEAN HEADS. 
Boys. GrrIs. 

A , A. 
1 

Class. Nov., 1919. Feb., 1920. Nov., 1919. Feb., 1920. 
I. (aU girls) 78·1 940 

II. 76·3 100'0 (all boys) 
III. 96·6 1000 71-4 96-0 
IV. 875 1000 895 1000 
V. 1000 100'0 736 950 
VI. 96·1 82-1 821 96.7 

VII. 894 1000 900 925 

It will be seen that the children's heads were practically free from vermin on the nurse's VIsit 
in February, but, of course, to secure the permanency of such results it is necessary to maintain con
tinued supervision on the part of the nursing staff. 

There can be no doubt that the new scheme has effected a very much needed improvement in 
the standard of cleanliness in the schools, but I am strongly of opinion that there should be no falling 
off at the present time in the efforts that are being made. The recovery from the set-back due to the 
war is not yet complete, and the attempt to put in force the improved scheme of inspectIOn has Involved 
a great pressure of work upon the nursing staff. The pamphlet which was prepared by Mr. Bacot, of 
the Lister Institute, has been widely circulated, and, in conjunction with the lectures he has given, has 
stimulated the efforts of the nurses, and attempts have been made to Improve the method adopted in 
cleansing the children's heads. 

Much of the difficulty attending all measures of amelioration in the past has been associated I d 
with the impossibility of removal of the nits without cuttmg the hair. Various experiments have been m~fh~d:. 
carried out and a special shampoo devised in collaboration by Miss Pearse, the superintendent of nurses, 
and Mr. Coste, the Council's chemist, used in conjunction with a special comb, brought under notice 
by an Islington hairdresser, offers a means by which the removal of the uits can be effected by mechanical 
means without injury to the hair. This is leading to a more friendly attItude on the part of the parents 
and marks a notable achievement in the campaign agaimt the common louse. 

School baths. 

It has been decided that when a school is being built or enlarged, the question of makIng provision 
in the building for baths shall be considered on Its merits. The Chtldren's Care Sub-CommIttee has 
discussed very fully the type of installation that should be adopted. Plans have been approved in the 
case of proposed new schools of an installation which includes both slipper and spray baths, and provides 
for privacy both as regards the dressing boxes and the baths themselves. A viSIt to an installation 
erected by a neighbourmg school authority elicited the fact that while 85 per cent. of the boys used the 
school baths, only 50 per cent. of the girls did so, and it seemed that the lack of privacy which obtained 
deterred many, particularly amongst the older girls, from taking advantage of the facilities. 

The prOVIsion of school baths serves two purposes. The first, a purely physical one, is to bring 
about an immediate and tolerable degree of cleanliness of the children in attendance, the second, which 
is the more important, is the educational one, which seeks to inculcate good habits and produce in t~e 
child a lasting love of bodily cleanliness, with its consequent increased self-respect. If the first.reason 
were the sole one, there would be no hesitation in adopting wholesale the German type of promiscuous 
spray bath, but, in view of the far greater importance of the second rpason, It seems necessary that the 

. children should gain their experience in connection with a type of bath which is provided for washing 
purposes in the public baths and in well-appointed private homes. 

In this connection it is obviously desirable that the children should not be cut off on leaving 
S"chool from the possibihty of obtaining proper bathing accommodation, and it is desirable for them to be 
taught while at school the use of the public baths wherever possible. In the Annual Report for 1918 it 
was pointed out that under the Public Baths and Wash-houses Act, 27 local sanitary authonties in London 
had provided 3,344 baths at 51 centres. The baths thus provided have by no means been used by the 
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public to their full extent, and in many cases the provision stands idle for a large portion of t1i.e availabTe 
tIme, and this idle tIme corresponds very closely to the school hours. It is an obvious deduction from 
wha~ has been said in the P!eceding paragra:phs that advantage should be taken of this provision in 
the lnteres~s ~f the s~hool children. If the c!llldren could be accustomed t~ the use of the public baths 
dunng theIr ImpressIOnable years of school life, they w.ould assuredly contInue the habits formed, and 
the risk of breaking the habit on leaving school would not be so great as it would be if school baths 
alone were relied upon. 

In the last report it was remarked that attempts by cheap vouchers issued at school to induce 
a greater use of the ~ublic baths by school children had produced a very meagre result, and the opinion 
was expressed that httle progress would be made unless attendances at the baths were made part of 
the school curriculum. 

~he Children's Care Sub-Committee viewed this idea with favour, but it was understood that the 
head teachers of the schools hesitated at first to endorse the scheme on account of the inroads which 
might be made upon the time available for instruction in other subjects. -' 

Subsequently, the Central Consultative Committees both of head masters and head mistresses 
adopted the following resolution :-

" That, as it is understood that offers have been received from a number of districts to give 
this voluntary scheme a trial, the further consideration of the matter be postponed pendIng 
the receipt of the reports upon the experiment." 

The Education Committee expressed the view that it would be of great educational value to 
provide bathing facilities where this is practicable, and that some effort should be made, where public 
baths are provided by the borough councils and are not fully utilised, to arrange for bathing facilities 
at these institutions. 

The Council agreed for a restricted experiment to be put into operation as part of the school 
medical service in selected poor areas in Camberwell and Ken nngton. 

The experiment was to be confined to the age group 6-8, and the school nurse was instructed 
to call at the schools, examine the children whose parents consented to have them bathed, and exclude 
those who are unfit or being dealt with under the cleansIng scheme. The nurse was further instructed 
to accompany the children to the baths, and supervise the children while being bathed. After seeing 
the children properly dressed, the nurse's instructions were that she take them back to the school. 
It was arranged for 25-30 children to go to the baths at a time, and that the limit of distance of schools 
from the baths should be half a mile. The experiment has been put into operation, and is proving 
popular and successful. 

Examination of candulates. 

Candidates taking up permanent appoIntments in the school service are examined in the Public 
Health Department before commencing work. Candidates for scholarships are also .required to be 
examined before the scholarship is finally awarded. The number of candidates submitting themselves 
for a first examinatIOn during the year was 6,493, as compared with 6,015 for the year 1914. They 
may be classmed as (a) candtdates for entrance to the permanent service, (b) cases specially referred, 
and (0) candidates for award of scholarships. • 

This division includes all who work on the staff of the various educational institutions, i.e., 
service teachers and instructors, matrons, nurses, and needlewomen, schoolkeepers and caretakers in all classes 
candldates. of educational establishments under the CounCIl. The numbers medically examined will not coincide 

w_th the number of appomtments, as candidates from the Council's training colleges, having been under 
regular medical inspection, are not further examined on entering the permanent service within the 
year after leaving college. The total number of candidates examined was 1,239 (382 males, 857 females), 
but there were 1,524 examinations (451 males, 1,073 females), the excess being due to the fact that in 
285 cases (69 males, 216 females) a second or third examination was necessary. Of the number thus 
referred, remedial treatment was satisfactorily obtained in 211 cases; 20 were referred for further 
examination; 24 were definitely rejected; and 30 withdrew their applications, or were still under con
SIderation at the end of the year. The total number of rejections was 42-18 as a result of the first 
exammations, and 24 as a result of the subsequent examinations. The reasons for rejection were: 
unsatisfactory general health, 9; defective vision, 9; unsatisfactory condition of heart, 3; defective 

Permanent 

Cases 
specially 
referred 

teeth, 14; miscellaneous, 7. 
These referred ca£es relate to leave granted to employees absent owing to personal illness; to 

case~ m which questions have arisen in regard to students in institutions for higher educ~tion whose 
health is considered such as to render exceptional attention advisable; to teachers returnIng to d~ty 
after extended leave of absence (a) owing to personal illness, (b) for educational purposes, (e) to roamed 
women under No. 31 of the regulations in regard to the education. service; t~ teache!s ab~ut to . be 
superannuated; to teachers demobihsed from the Forces who applied for speCIal co~lderatlOn OWIng 
to wounds, etc.; and to cases in which claims were received from teachers and others In the permanent 
service for exceptional treatment as regards sick pay and re-imbursement of medical a~d other expenses 
in respect of illnesses alleged to be due to the conditions under which they were req~ed to c~rry out 
their -duties. The number of cases thus specially referred was 1,565, as compared WIth 1,262 In 19.14, 
the excess being largely due to the applications from demobilised officers and men and the reactIOn 
after worJang under war conrutions, particularly in air raid areas. . 

Teachers The question of teachers suffering from tuberculosis has been brought forward d~g th~ year, 
~enng owing to the decision of the Board of Education that such teachers could not be recognised In any 
tubX:rculosis capacity untIl six months after the submission of a medical certificate showing that the disease had 
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~een arrested,. and then only on the receipt of a further medical certificate stating broadly that the 
Improvement In the general and local physical condition had been maintained, that the teacher was 
free from all signs of .active tuberculosis, and was likely to be able to render permanent service as a 
teacher. It was consldered that some of the teachers who had been suffering from tuberculosis were 
fit for duty before the expiration of the six months specified, and it was pointed out that many cases 
would probably occur in which, while waiting for this period to elapse, a condition of affairs might be 
occasioned favourable to the production of a relapse, inasmuch 3S there was a possibility that sick pay 
as allowed under the Council's scale might be exhausted, and it was desirable that the teacher should 
be free from financial worry, and be able to make provision for good nourishing food. It was, there
fore, suggested to the Board that in such cases, where the Council's medical officer was of opinion that 
the teacher was fit for duty, employment might be given at one of the Council's open-air schools for 
tuberculous children, pending the expiration of the period in question. The Board approved of the 
suggestion, and are prepared to reckon such teachers on the staff of an open-air school, or a school 
specially recognised for tuberculous cases, but are not prepared to relax the general rule s:> far as to 
permit of a return to work in an ordinary schooL 

Applications have been received from teachers for exceptional treatment as regards sick pay War 
in respect of sickness alleged to be due to the peculiar war conditions under which they were required condlLions 
to carry out their duties. There is no doubt that owing to the absence on service of many male members and k'chool 
of the teaching staff, and the effect of air raids in certain neighbourhoods, the conditions have been of wor 
a more harassing nature than those which obtained before the war, but it would be unreasonable to 
maintain that these conditions were generally more harassing than those endured by the remainder of 
the civil population. Each case was, therefore, dealt with strictly on its individual merits. . 

The medical examination of candidates for the Council's scholarships serves a triple purpose. Sc~olardhip8 
It prevents unsuitable scholars from taking up awards; it is a factor in-promoting the health and well- d~tA~f~/the 
being of suitable scholars by insisting on the remedying of remediable defects; and it safeguards the teaching 
Council against pecuniary loss due to the payment of grants to scholars who are physically unfit to take profession 
advantage of a scholarship, and whose ultimate breakdown is but a matter of time. 

The scholarships and awards granted by the Council fall into three divisions, each of which 
requires different treatment in so far as the medical examination of the candidates is concerned. These 
divisions are as follows :-

(a) County scholarships enabling candidates to proceed to institutions of university 
rank. 

(b) Technical scholarships _enabling candidates to receive instruction· in trades; and 
special scholarships. 

(c) Awards enabling candidates to prepare for the teaching profession. 
Two additional types of award are included in the figures for the year, viz., under class (b) juvenile 

war scholarships and under class (c) awards to ex-service men. Juverule war scholarships are awarded 
to workers of the age of 16 years who, up to the time of the armistice, were employed on war work, 
particularly in engineering and allied industries; the scholarships being awarded to enable such workers 
to complete their knowledge in their particular branch of industry. The awards for ex-service men 
were to enable them to enter a training college with a view to taking up the teaching profession. 
The total number of candidates examined was 5,244, but there were 6,862 examinations, the excess 
being due to the fact that in 1,497 cases a second or third examination was necessary. Of the number 
thus referred, 1,335, or 89 per cent., obtained satisfactory treatment, and were on re-examination 
certified as fit. Of the 112 candidates who were unfit, 61 were rejected as the result of their first 
examination, and 51 as the result of a subsequent examination. The reasons for rejection were:
Defective vision, 49; unsatisfactory personal hygiene, 14; unsatisfactory general health, 10; tuber
culosis, 2; unsatisfactory condition of heart, 4; miscellaneous, 33. 

Infectious diseases. 

During 1919, 5,574 cases of scarlet fever occurred among children attending public elementary Scal1et fever 
schools in London, as compared with 2,772 in the year 1918, and 228 special investigations were 
conducted at schools by the Council's medical staff for the purpose of combating the spread of the 
disease. School closure was not resorted to on a single occasion. 

The diagram, on the opposite page, illustrates the annual fluctuations of incidence in London of 
scarlet fever, diphtheria, measles and whooping cough. 

During the year 1919, 3,365 cases of diphtheria occurred among children attenc¥ng public Diphthena 
elementary schools in London, as compared with 2,910 in the preceding year, and 116 special investiga-
tions were conducted at schools by the Council's medical staff for controlling spread of the disease. At 
these investigations 2,924 throat, nose and ear specimens were cultivated and examined in the labora~~ry ; 
of these, 468 cultures were found to contain diphtheria bacilli, whilst in 262 cases organisms SUSplCIOUS 
of Klebs LDefller bacilli were isolated; the remainder gave negative results. No SchODI closures were 
necessary. 

The enquiries made in previous years with regard tD the relatiDn between flea prevalence and s~let 
fever prevalence were cDntinued in 1919 with results confirmatory, 'On the whole, of those already obtamed. 
The diagram on page 84, brings up tD date the diagram published last year. It shows, when two 
diftenng methods of presenting the facts are exhibited, a much closer similarityin the contours of t~e 
flea. and scarlet fever prevalences than is tD be fDund in the cDntours of flea and diphthena 
prevalence. 
~w L 
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The total number of cases of measles and German-measles reported as occurring among school Yeaslt's and 
~hildre~ d~ng 1918 was 13,260, as co.mpa~ed with 29,1l~ (uncorrected) among persons of all ages ~=:: 
(IncludIng children under school age) notified In accordance WIth the Public Health (Measles and German . 
Measles) Regulations, 1915. 

The incidence of ,measles waS co~paratively low throughout the year, the highest recorded 
weekly number of cases In the schools beIng 630 for the week ending 30th June. There was evidence 
~o~ards the close. of the year, however, that m.easles was becoming more preyal~nt. The rise in the 
InCIdence of the disease commenced about the mIddle of November, but the IndicatIOns of serious spread 
did not become apparent until the end of January, 1920, and at the time of going to press (April) measles 
has reached epidemic proportions. 

During the year, unprotected children were temporarily excluded from 426 classrooms, whilst, 
in 80 schools all chIldren under five years of age were excluded for appropriate periods. 

Towards the end of 1919, the notification of measles came under review of the Ministry of Health 
and on 27th November, 1919, a general Order, addressed to local sanitary authorities throughout Engla.nd 
and Wales was issued, rescinding, as from the 31st December, 1919, the Public Health (Measles and 
German Measles) Regulations, 1915, which made compulsory the notification of cases of measles and 
German measles as from the 1st January, 1916; the notification requirement in the latter Order was 
limited to the first case occurring in a household as far as the medical attendant was concerned, but 
householders were required to notify every case. The new Order was accompanied by a memorandum 
in which the Ministry pointed out that various criticisms had reached them as to the ineffectiveness of 
the Order of 1915, and that it had been concluded that compulsory notification was not the best method 
of dealing with the problem of the control and treatment of measles. On the other hand, it was demon
strated in the Memorandum that there were many other channels of information through which medical 
officers of health received information of cases of measles, i.e., from school teachers, school attendance 
officers, health visitors, etc., and it was expected that the withdrawal of the Notification Order would 
leave local authorities free to organise their existing resources with a view to combating the spread of 
the disease and mortality arising therefrom. In this connection I circularised the medical officers of 
health of the metropolitan boroughs with a view to ascertaining what measures were being taken to 
provide for nursing assistance of cases of measles and whooipng cough, and the replies received indicated 
that the prOVIsion of nursing care is being generally dealt with in London. 

The Memorandum deals with the subject under three broad headings as follows:-
Section (I) sets out in more or less general terms the local administrative action which should 

be taken, i.e. :-
(i.) Advice and instructions to parents on the importance of treating measles seriously, by 

means of posters, pamphlets, etc., the practical advice of health visitors, lectures by medical 
men and by such other practical methods of influencing the public attitude on the subject. 

(ii.) The efficient organisation of visiting by qualified health visitors with a view to securing 
that necessary steps are taken to secure medical and nursing treatment where necessary, and 
generally to advise on such ameliorative measures in the home as may be required. The 
utilisation of the services of health visitors employed in maternity and child welfare is indicated 
in this connection. 

(iiL) Emphasis is laid on the necessity for making proper provision for nursing assistance 
through district nursing associations or by employing nurses of the sanitary authorities' isolation 
hospital staff. It is pointed out that contiguous local authorities may usefully combine for 
such purpose or that a more economical arrangement would be for the County Council to provide 
a staff of nurses for visiting and nursing cases of measles and other infectious diseases, such as 
whooping cough, poliomyelitis, epidemic -diarrhrea and ophthalmia neonatorum in chIldren 
under five years of age throughout the county. 

(iv.) Indicating the need for providing medical assistance for necessitous cases at the 
expense of the local authority. 

(v.) Institutional or hospital treatment is advised as being specially desirable in certain 
instances, particularly in severe cases or where the home conditions are unsatisfactory. In 
London the Metropolitan Asylums Board are empowered unde!; an Order of the Local Govern
ment Board (1911) to receive cases of measles in isolation hospitals upon recommendation of 
the borough medical officer of health. 

(vi.) Convalescent home treatment is recommended in special cases and local authorities 
are urged to make the necessary provision in this connection either by direct means or through 
voluntary agencies. 

(vii.) The necessity for the after-care of children who have been suffering from measles 
is emphasised as measles is often followed by more or less prolonged periods of ill-health. 
The desirability of keeping such children under medical observation at child welfare centres 
and school clinics is indicated. 

(viii.) Attention is directed to the dangers arising from measles and other infectious diseases 
occurring in day nurseries, creches and children's institu~ons generally, and to the need for 
the authorities responsible fer such institutions consulting the medical officer of health or 
responsible medical officer with r~gard to the risks in this connection. 

With regard to (viii.) at the present time there are eight recognised nursery schools in London, 
all conducted by voluntary agencies, and proposals are under consideration for establishing a number 
of other such schools under the jurisdiction of the Council for children below five years of age. In the 
Regulations for Nursery Schools issued by the Board of Education in 1919 it is stated that the school 

55580 L2 
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medIcal officer should exercise medical supervision over these schools on the ground, inter alia, of pre
venting the spread of infectious diseases, such as measles and whooping cough, by providing opportunity 
for early diagnosis and the adoption of prompt preventive measures. It is therefore of the first import
ance that a school nurse should make a daily visit to a.l1 such schools with a view to exercising strict 
surveillance over the health of the children, taking steps to secure medical advice where required and 
visiting absentees for the purpose of ascertaining the cause of absence. Where measles is concerned 
the necessity of securing early information of its existence is paramount both from a preventive and 
curative point of view. The services of a trained nurse in this connection are therefore an essentIal 
factor in controlling infectious illness in such institutions. 

Section (2) of the Ministry's Memorandum deals with grants for measles work under the Local 
Government Board circulars of the 9th August, 1918, and 15th July, 1919, concerning maternity and 
child welfare, whereby local authorities are allowed grants not exceeding one-half of approved net 
expenditure on measles prevention and treatment. • 

Section (3) re-affirms the powers of local authorities to exercise their statutory powers for makmg 
measles and German measles notifiable if they so desire, but it is pointed out that the Ministry could 
only endorse such an Order if evidence is shown that the authority's organisation for dealing with the 
following-up and proper supervision of measles cases is satisfactory. In this connection two London 
boroughs have decided to continue the compulsory notification of measles, viz.: Lambeth, Paddmgton, 
St. Pancras and Fulham. 

The following scheme has been drawn up in consultation with the Education Officer, and approved Scheme of 
by the Central Care and Accommodation and Attendance Sub-Committees with a view to the more effective oontrol of 
control of measles in public elementary schools by expediting where possible the" voluntary" notification :!ep~b~ 
of cases of the disease (in addition to compulsory notification where in force), thus enabling local samtary Elemen~ry 
authorities to put into operation their arrangements for nursing provision and" follOWIng up " at an earlier S~hoolB. 
date than would otherwise be possible in many instances. The scheme involves close co-operation between 
the school nurse, head teacher, school attendance staff, and the public health staff of the borough. It 
is proposed in the scheme to pay special attention to the children under five years of age :-

Action by the school nurse.-The school medical officer will inform the nurse when a school or 
group of schools in her district is threatened with measles, and she will be instructed to visit the 
school (or schools) daily during a specified period with a view to carrying out the following 
procedure ;-

(1) Obtain from head teacher the names and addresses of all children in affected classes 
and of children under five years of age who are absent ~om school with suspicious illness or for 
reasons unknown. She will supply the divisional superintendent (attendance) with this hst 
of absentees, if possible in person by noon on the day of her visit, if within reasonable distance, 
otherwise she will forward it in an envelope marked" urgent." 

(2) Inspect all children in the classes affected and all children under five years of age. 
(3) In the event of any child being discovered to have symptoms indicating the possible 

onset of measles, she will arrange for the child to be sent home at once in charge of an elder 
brother or sister or some other responsible person, and will ask the head teacher to report 
particulars at once on form 84 to the three officers concerned. 

(4) In the case of any child suffering, in her opinion, from measles (including rash), she 
will adopt the same procedure as in (3) above, and, in addition, will report the fact at once at 
the borough medical offices. 

Action by the school attendance staff-
(1) The schoo) nurse will supply the divisional superintendent (attendance) daily with lists 

of suspicious absentees from the schools under observation, and the school attendance officers 
will visit these absentees at once. 

(2) In cases where the school attendance officer discovers a case of measles, whether in 
connection with these special visils, Or during the course of his ordinary routine visitation, 
Form A 5/191 should be forwarded at once to the borough medical officer of health and the 
head teacher of the school concerned. 

(3) If a child is suspected at the school attendance officer's visit to be sickening for measles, 
he should call again in a day or so with a view to ascertaining whether or not measles has 
actually developed. The rash appears within four days from the date of commencement of 
illness. 

Action by the head teaclter.-It is important that the head teacher should give the necessary facilities 
to the nurse and should report immediately on Form 84 to the three officers concerned, all cases, or suspected 
cases, of measles as soon as information thereof is received (from whatever source). 

The borough medical ojJicer of nealth.-The foregoing procedure will enable the borough medical 
officer of health to arrange for the health visitor to follow up cases of measles (particularly in children 
under five) and to put into operation the borough scheme of nursing provision where necessary at the 
earliest possible moment. 

The number of cases of whooping cough reported as occurring among school children was much Whoopmg 
lower than usual, viz.: 3,397, as compared with 11,671, 7,117, 8,595, 10,959, 9,977 and 9,762, during Cough. 
the years 1918, 1917, 1916, 1915, 1914, 1913 respectively. Whooping cough is compulsorily notifiable 
in Greenwich, Holborn and Wandsworth. The order for compulsory notification of the disease in 
Lambeth has lapsed. 

The steady decline in the incidence of ringworm. during the past few years has unfortunately been 
arrested in the past twelve months. 3,447 cases. having been reported among the children attending 



Ihn,!!'worm public elementary schools in 1919, .as compared with 2,639 during the preceding year. 'the following 
and Favue. table show~ the number of cases which have occurred, and the number of cures effected annually during 

the past nIne years. 

1911 
1912 
1913 
1914 
1915 
1916 
1917 
1918 
1919 

Casell outstanding 
Fresh cases. Cured cases. a~ the end of the year. 

6,214 5,872 2,458 
5,311 5,131 2.204 
5,573 5,257 2,277 
4,449 5,902 1,638 
3,747 3,928 1,334 
3,115 3,081 1,232 
2,814 2,964 992 
2,639 2,555 979 
3,447 3,103 1,259 

\ . 
The number of hair specimens submitted by school nurses and assistant medical officers for 

mioroscopical examination was 2,566, of which 1,342 were found to contain ringworm funrus and seven 
showed the presence of favus. The remainder showed negative results or were referr:d for further 
examination. Only seven fresh cases of favus were reported during the year. 

In residential special and industrial schools and places of detention, the standard of health so 
far as infectious diseases, such as scarlet fever, diphtheria, measles, etc., is concerned, has been satis
factory. On occasions when such ailments have been introduced preventive methods have been taken 
and outbreaks have been averted. 

Tfe P:rts In last year's report the subject of variation and persistency of type in epidemic disease was 
~e~ll~el~esby illustrated by study of the behaviour of tuberculosis, scarlet fever and influenza. Thus, as regards 
changes in tuberculosis (Annual Report, 1918, Part I., pp. 6-8) reference was made to the contention of Dr. 
!he Olgdni; Brownlee, that the existence of one kind of age distribution of mortality from phthisis in Cornwall, 
!h~~;~'S inY and of other kinds in Ireland and in London, suggests that different strains of tubercle bacilli must 
tbe enVIron- be operating. This strain hypothesis is likely to prove hard of acceptance, at any rate until the objection 
Inent In con- has been met that the phenomena can be much more simply and satisfactorily explained as resulting 
nectl~n With from migration and movement of population; and if this latter view be correct tuberculosis must be 
~:~Ba.i:nces. regarded as a disease of notably persistent type. In contrast to this, however, there has undoubtedly 

been variation in type of scarlet fever (loc. cit., Part II., pp. 44--49) and still more in influenza; in 
last year's special examination of the history of influenza (loc. cit., Appendix, Report on Influenza) it 
was made clear that the great pandemic prevalences are apt to be both preceded and followed by remark
able associated outbreaks, and that these admit of being explained as being the outcome of change in 
the type of the epidemic disease. 

The general trend of opinion now appears to be in the direction of recognising that variation 
of type in dIsease depends on environment (including in this term the several degrees of immunisation 
of affected populations) as well as upon changes in disease germs; and, further, as regards the latter, 
it is clear that the searchlight of enquiry must not merely be focused upon the bacteria, which have 
hitherto formed the main objects of interest, but must be even more particularly directed to study of 
cyclical changes in the life history of far more elusive organisms, the laboratory teaching with regard 
to which still leaves much to be desired. It is interesting, however, to find that Dr. Brownlee is still 
disposed to concentrate his attention almost exclusively upon continuous variation in the germs, which 
he regards as being governed by physico-chemical laws, the action of which can be studied, independently 
of the effects of envIronment; and he now claims that his strain hypothesis has important applications 
even in measles and smallpox. Here it should, at once, be pointed out that the remarkably stable 
measles and smallpox are poles apart from the protean influenza; furthermore, in the case of the unsta ble 
influenza itself, the changes which the epidemiological facts demand are, in the main, changes of a dis
continuous rather than of a continuous sort. However, subject to these preliminary objections as 
regards measles, smallpox and influenza, Dr. Brownlee's general hypothesis, his attempt to explain 
periodicity as due to continuous variation in disease germs, needs, of course, to be very carefully 
examined. 

He himself indicated the scope of the field of enquiry, two years ago, in the following state
ment: "Of periodicities in infectious diseases two explanations are pOSSIble. On one hypothesiS. the 
periodicity may be due to causes depending on the variation of infecting power of the causal organIsm, 
multiplicity of period depending on different strains of the organism having somewhat different life 
properties; on the other, the varying local conditions in different parts of a city might be sufficient 
to account for the phenomena found, as the method of the spread 'of a disease and the number of 
persons infected in any epidemic must depend to some extent on the number of susceptible persons! on 
the density of population, on the season of the year, and on other similar causes. These two explanatIOns 
have very dIfferent bases. In the one case the infecting organism is the main factor. In the second, 
the conditions of the population." . 

The field epidemiologist will certainly assume that both explanations must be reckoned WIth. 
Dr. Brownlee, however, notes that from a mathematical point of view" the periodicities can be explain~ " 
on eitner of the hypotheses separately. He says: II Of course, these theories are no~ mutually exclUSlve ; 
the point to be determined is their relative importance: My opinion is strongly m favour of the first 
hypothesis." . . . 

Presumably the relative importance in question varies according to th~ type of epldeIDlc disease 
under consideration, and the particular instance now to be closely examined IS that.of one of the most 
stable of epidemic diseases-measles-and all the evide:tlce thus points to the conclUSIOn that the second 
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hypothesis has more to do with the case than the first. However, having frankly admitted all the 
bias in the matter and pronounced the opposing verdicts, it may be well to proceed to consider the 
evidence. 

Dr. Brownlee's latest paper on the subject was read nearly a year ago before the Epidemiological 
Section of the Royal Society of Medicine, and he then gave the results of applying the periodogram 
method to the statistics relating to measles deaths, basing his analysis in large measure on London 
mortality returns. The conclusions he draws at once arrest attention and call for critical examination; 
shortly he finds that there are various strains of measles organisms, each of them prone suddenly to 
develope very high infecting power (possibly as the result of some pseudo-sexual process), and he holds 
that this power is lost at a rate corresponding to that of a geometrical progression. Each strain mamfests 
its cycle of activities in a fixed period, the strain commonly encountered on the north side of the Thames 
having a 97 weeks', while that predominant on the south side has an 87 wee~' period; other types 
of frequent occurrence have periods of 114, 109!, 105l and 891 weeks. It is assumed that attack by 
measles of one type protects against measles of another type, and a conclusion is drawn that one stram 
spreads geographically outwards from a centre (St. Saviour's, Southwark), and that other types appear 
simultaneously all over the town. No mention is made of German measles, and no account is taken 
of precautionary measures, or of social influences favouring or preventing the infection of susceptible 
persons. 

The question which at once arises is that raised in the old story of the knights who, coming from 
opposite directions, stopped in sight of a trophy shield, one side of which was gold and the other silver. 
Dr. Brownlee has, in a most painstaking manner, described one side of the shield; but it has another 
side. It fortunately happens that this has already been examined by Sir Ronald Ross. 

Dr. Brownlee pins his faith upon loss of infectivity of the organism, Sir Ronald ROBS studied 
periodicity from the point of view of exhaustion of susceptIble persons. Both influences, and certainly 
many others also, undoubtedly operate, and the behaviour of measles can only be understood by taking 
these various factors fully into account. All the same it must be agreed that study of one or other 
of them apart from the rest, may throw some light upon the complex problem. In order to simplify 
calculation the mathematician sometimes assumes that a very Bmall object, such as a fiy or a piece of 
string, is weightless. This device is only to be tolerated under due limitations. C. S. Calverley, in his 
famous examination paper, made fun of this method by asking about the phenomena produced by a 
small elephant whose weight, so the question stated, might be neglected; but Dr. Brownlee has seriously 
approached the problem of the form of the measles curve tacitly assuming that many weighty considera
tions may for the time being be entirely disregarded. In an earlier paper (Epidem. Sect., Roy. Soo. 
Med., Vol. II., p. 244) he has attempted to justify this attitude; the measles curve, he said, is symmetrical, 
hence, .. the want of persons liable to infection is not the cause of the decay of the epidemic. On no 
law of infection which I have been able to devise would such a cause permit of epidemic symmetry." 
With regard to this the objection may be raised that the measles curve is by no means necessarily 
symmetrical. This might perhaps be inferred a priori, as I once ventured to suggest (Milroy Lectures, 
1906), but the main point is that in many of the London outbreaks, the rate of decline is in fact, more 
rapid than that of rise. In support, however, of his original view that the curve is and must be symmetrical 
and that variation in the germ is all important, two sets of facts are now cited by Dr. Brownlee. 

(i.) It is pointed out (loe. cit., p. 245) that after a measles outbreak there still remain children 
susceptible to the disease. This is admittedly true; for it is not of course affirmed on the exhaustion 
hypothesis that the number of susceptible children is reduced to zero at the end of a wave of measles. 
Everyone who has studied measles prevalences in a community of any considerable size will agree as to 
this. Dr. Brownlee, however, in pursuing his line of argument goes on to refer to the fact that smallpox 
in London in 1901-02 came to an end after only 9,000 persons had been attacked. He writes: "It 
can hardly be said that out of the whole population of London in the year 1901-02, only 9,000 were 
susceptible to that disease." The misunderstanding here appears to arise from not taking into account 
the influence of panic vaccination and re-vaccination. In point of fact, thanks to the preventive 
measures taken, only a small percentage of the population. was exposed to risk at the time when the 
epidemic was declining; for it may be noted that the number of vaccinations and re-vaccinations carried 
out in London, within the few months when the epidemic was rapidly spreading, amounted to not far short 
of a million. 

(u.) An attempt is made to show that, at one phase of an outbreak as compared with another, 
the organisms do in fact vary in infective power. In support of this conclusion particulars are given 
concerning cross infections by measles in scarlet fever wards in Glasgow, and it-is found that more such 
cross infections occurred on the rising wave and on the top of the wave of measles than later during 
the decline. 

This phenomenon, however, it may be replied might result from depletion in the numbers of 
susceptible persons in the hospital population at the later as contrasted with the earlier period, and the 
facts might thus be explicable apart from any change in infecting power on the part of the organism 
itself. 

The discllssion as to the bearing of the two sets of considerations just referred to, however, loses 
a good deal of its interest in this particular connection, for the reason that Dr. Brownlee has agreed that 
his main contention needs to be reconsidered. Sir Ronald Ross (British Medical JournaZ, 27th March, 
1915. p. 547) had pointed out in his "Prevention of Malaria" (1911), that he had been able, a priori, 
to obtain equations, on the assumption that the want of persons liable to infection is the cause of the 
delay of the epidemic, from which he had been successful in obtaining a fit to the very nearly symmetrical 
curves of certain epidemics. Dr. Brownlee, in replying in the issue of 8th May (loc. cit., p. 799), says: , 
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"Sir Ronald Ross's notes demand that my arguments on the first count (i.e., that relating to the sym
metrical form of the curve) should be reconsidered." It now transpires, in fact, that Dr. Brownlee 
himself can obtain symmetrical curves on a hypothesis that the epidemic dies out from want of sus
ceptible persons, just as SIr Ronald has done, provided certain conditions are complied with. Thus, 
if c be the number of susceptible persons" an infected person is likely to come into contact with at the 
begiun!ng 0: t!?e epidemic," and d "the co-e~ci~nt of th~ power of infecting taken constant throughout 
the epIdemIC, then, when the value of crt IS apprmomately equal to 1·5, very nearly symmetrical 
curves arise." Such curves fit the actual statistics, but if ((1 be as great as 2 "these relationships 
no longer hold." 

Thus apparently so long as cd is in the neighbourhood of the value 1'5 Dr. Brownlee's mathe
matical results a:dmit of interpretation on an hypothesis of exhaustion of susceptibies. I made some 
years ago (the Milroy Lectures, 1906) an attempt to define-without, however, any precise mathematical 
analysis-t-the type to which the London measles wave conforms, and obtained a result which seems, 
so far as it goes, to bear out the conclusion now reached by Dr. Brownlee. My attempted explanation 
was based on an exhaustion of susceptibles hypothesis, and it seems to accord with some such range of 
values for Dr. Brownlee's cd as he now postulates. On this view of the problem it was cleal that 
the susceptibles would at no point of time be completely exhausted (and this, of course, is in actual fact 
the case) in a town lIke London I concluded by saying: "This examination shows the absurdity of 
assuming that an epIdemic (in London) comes to an end because all the susceptibles have been attacked; 
and, agaIn, in measles, at any rate, of explaining the decline by loss of virulence of the organism or of its 
infecting power" (loc cit, P 52). Dr. Brownlee's latest views are summarised in his .. Discussion of 
the Results" (Proc Roy. Soc Med, Vol XII, No 9, pp. 96 and 97). He again dismisses the exhaus
tIOn of susceptibles hypothesis, but now not on the ground of the supposed necessarIly symmetrical 
form of the measles curve, but for the novel reason that he has been led to surmise that" epidemics of 
dIfferent periods can be shown to exist in the same town at the same time"; and he says: "The whole 
evidence, therefore, seems to point to some condition in the organism which produces the disease, as the 
potent cause of the difference, rather than to the number of susceptible children" He adds: .. Compare 
the parama:cium which in natural conditions divides asexually for several hundred times and then dies 
out unless conjugation takes place. The resting stage following conjugation persists for some time." 

In the discussion on Dr. Brownlee's paper the strange inability of measles ,e to cross the bridges .. 
was commented upon; for as already noted, Dr. Brownlee says the 97 weeks' epidemic is found not 
to spread, while " with regard to the 87 weeks' epidemic, however, the case is different. This seems 
to start in St. Saviour's parish and to spread thence to Camberwell, Lambeth, etc." ThC'general question 
was also raised as to the validity, from the mathematical and epidemiological standpoints, of the theory 
of the paramount importance of loss of virulence on the part of the organism; but it was felt that 
the immediate object of interest emerging as the result of Dr. Brownlee's analysis was whether in fact 
the alleged periodicities had anything more than an evanescent interest, and to this particular point 
it is now proposed to restrict conSIderation. 

It is clearly important to determine whether it is the case that here a periodicity of precisely 
97 weeks, and there one of precisely 87 weeks, assume and maintain prominence, and so on. With a 
view to throwing further light upon this subject an examination of the London mortality figures has been 
made by Mr. B. E. Spear, with the following results. 

Mr. Spear first notes that a source of difficulty arises where, in any series of prevalences analysed, 
succeeding groups of high amplitudes or." peaks" are separated by an interval of time which stands in 
near relation to the approximate " periods" characterising either of these groups; for in such a case 
the penodogram may practically superimpose the" peaks" of one group upon the "peaks" of the other, 
and, piling Ossa on Pelion obtain a high amplitude for a" period" which, so far as the greater palt of 
the series of years examined is concerned, has no actual existence. He then investigates thIs phenomenon 
by study of Dr. Brownlee's Table of Amplitudes, in groups of years for different" periodf," in the 
epidemics of measles in London, 1840-1912. 

Grou p of years. 
Number of weeks in "period." 

87 891 97 1091 114 
---

1840-1856 ... . .. . .. 110 231 272 331 270 
1856-1874 ... ... . .. 152 35 552 70 208 
1874--1893 ... . .. ... 303 300 416 229 110 
1893-1912 ... ... . .. 310 180 464 325 397 

1840--1912 ... . .. . .. 161 167 417 212 205 

It will be seen that in 1840-56 the periodogram shows a high amplitude for. 1091 wee~. 
These years are, however, entirely dominated by the high amplitude or fiuctuatio~ in m~rtality 
which occurred in the four years 1845-1848, as WIll be apparent from the first contour m the diagram 
on page 89. The interval between the two "peaks" in these years measures about lOB we~ks; B:nd 
the periodogram, owing to the absence of any marked " peaks" in the remaining years, aBSlgns high 
amplItudes to a period somewhat exceeding two years for the whole 17 yea,rs. . - . 

In the next series, the 19 years 1856-1874, the periodogram analJllls shows a high amplitude 
for a period of 97 weeks. The second and third contours of the diagram on page 89 reveal two epochs 
of epidemic incidence-namely, from 1862 to 1866 inclusive, and from 1871 to 1874. The average 
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distance between the three peaks in the former epoch is 97 weeks, and between the valleys approxi
mately the same. In the later epoch, the interval between the two peaks is about 100 weeks. These 
two epochs are separated by an interval of some 290 weeks, which is nearly three times 97 weeks; hence 
the periodogram shows a very high amplitude for the 97 week period, firstly because the intervals 
between the peaks in both epochs do not greatly differ from 97 weeks, and secondly because the two 
epochs are separated by an interval which is very nearly an exact multiple of this period. Aduall!/. 
however, during this intervaZ (of three times 97 weeks), there were (mly 'two waves oj measles. and this 
fact demonstrates the independence of the periodicities in the interval and those of the two epochs 
respectively. 

In the 20 years 1874-1893 the table shows high amplitudes at 87, 891. and 97 weeks; the last 
being the highest The diagram shows there were two measles epochs with high peaks, one in 1875-1880, 
and the other in 1888-1893. In the latter epoch, the three peaks have an average distance of 88 weeks; 
in the fo~mer, the average distance is about 94 weeks. The distance between the two epochs is about 
580 weekS (97 X 6), and to this fact is due the high amplitude shown for a period of 97 weeks. This is, 
therefore, a spurious period. 

The 19 years 1893 to 1912 are marked by a number of high peaks in the opening years 1893 to 
1898, while another group of high peaks occurs in the years 1908 to 1912. The peaks of the two groups 
are separated by a period of about two years. The distance between the centres of the two groups IS 
approximately 680 (7 X 97) weeks; hence the periodogram shows high amphtudes for perIods of 97 
weeks and over; it also shows a high amplitude for a perIod of 87 weeks, but this is due to the fact that 
the mterval between the two groups IS nearly a multiple of 87 weeks. The period oj 87 wee~s has no 
relati(m to the true periodicity oj measles in these years. 

In the diagram on page 89 a somewhat different grouping of years from that shown in Dr. Brown
lee's Table is adopted. In place of Dr. Brownlee's four periods of eighteen years, five periods of ten years 
have been selected, containing as nearly as possible all the prinCIpal epidemics of the past 77 years. The 
year has been divided into 13 four-weekly periods (or approximately" lunar" months), and the average 
mortahty for each of these months for the lO-year perIod has been found. The deviations per cent. of 
the mortahty in any given month for the 10-year average for that month have been calculated and plotted. 
The resulting contour thus represents as nearly as practicable the progress of the epidemic after the 
ehmmation of merely " seasonal" variations. 

It WIll be seen that in the contour for 1888-1898 there were six -epidemics. while in earlier and 
later years there were five. The average interval between the epidemics in each series of years is shown 
on the dIagram. 

Broadly speaking, therefore, it is found that the interval between the predominant " peaks" in 
successive years has decreased generally from approximately 108 weeks in the forties to a minimum of 
about 88 weeks late in the eighties (i.e., just between the third and fourth contours of the diagram), and 
thereafter has increased roughly speaking, to about 104 weeks in recent years. -

It should be added that the epidemics which occur in the winter are marked by sharper" peaks" 
than m the summer. In part, these Irregularities are accounted for by the effect upon the measles 
mortality of abnormally cold weather or other winter conditions tending to increase the deaths from 
respiratory diseases. 

In summary of the whole matter it may be pointed out that, as Dr. Brownlee's DIagram of 
Amphtudes shows, in London epidemics tend to recur at haH-yearly, yearly and round about the two
yearly interval-the highest amplitudes (Diagram II. in his paper) are, roughly speaking, at 26 weeks, 
52 weeks, and then follows the group round about the interval of two years, viz., 87, 891, 97, 105!. 
109t and 114 weeks. These perIodicities have not always obtained in London (see the table on p. 37 
and a number of quite different periodicities occur in other large towns. It is very important to realise 
that too much stress should not be laid Up(m the precise length oj the periods. Thus, Dr. Brownlee says 
elsewhere (Phil. Trans Series B., Vol. 208, p. 236) WIth regard to a low amplitude for the period of 
114 weeks: "The period of 114 weeks, however, has not necessarily disappeared. The amphtudes for 
the periods of 112 and 113 weeks are respectively 197 and 199. This dIfference between 1125 and 114 
weeks is not beyond the variation already found in the examination of the figures for the sub-epochs 
between 1838 and 1914. During that epoch the 97 weeks period varied from 95 to 97·5 weeks. In 
hke manner the 87 weeks period may be represented by a period of 86 weeks. Large amplitudes are 
found for several long periods-Il7, 122, 130, 136 and 144 weeks-periods for which no evidence 
exists in data since the year 1838." 

There is, moreover, the serious difficulty caused by the confusion resulting when the intervals 
between succeeding groups of epidemics happen to correspond roughly with some multiple of the observed 
periods of each of the groups. 

A further striking phenomenon to be taken into account is that of seasonal distribution. Dr. 
Brownlee has observed: "In the description of the epidemiology of measles in London, it is con
stantly remarked that there are two well-marked seasons in the year at which an excess of deaths from 
measles may be expected." This fact had led to wide acceptance of the view that the time of occurrence 
of measles outbreaks was largely detennined by season and that the period tended to range in London 
about a two-yearly interval; but in certain instances it was found to be something shorter than this, 
and in some cases an interval of approximately eighteen months had been observed. Sir A. \Vhitelegge 
had, indeed, in his Milroy Lectures (1892) suggested that this tendency, to an interval of shorter duratIOn 
than two years, might be due to increasmg aggregation of susceptible chIldren in London; and, in the 
Milroy Lectures (1906), I pointed out that this view was confirmed by the influence apparently exerted 
by an increasing birth rate in certam towns. 

Do Dr. Brownlee's carefully prepared statistics carry the question after all very much further than. 
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this ? 1£ the 97 weeks period may vary from 95 to 97·5, and the 87 weeks period may be represented by 
a perIod of 86 weeks, and the 114 weeks period by one of 112 or 113 and so on are we not on a broad 
view: of .the whole s~ries of ampl ~udes ran~in~ .from 87 to 114 weeks, compelled to conclud: that we are 
dealing In London WIth an approXImate perIOdIcIty of from something rather less than 90 to rather less 
than 120 weeks, i.e., just about 15 weeks on either side of a biennial period, with a tendency to lean to 
less rather than to mo:e than two yea.rs 1 If so much be ad~tted, and if it be agreed that special causes, 
forexa~ple, . exhaustIOn of sus?eptIbles, season~ preventIve .measur~s, altered birth-rate, immigration 
and emIgratIOn, etc:,. etc., are likely to operate In the dIrectIon possIbly of lengthening, but as a rule, 
under London conditIOns, rather of shortening the period to a greater or less extent, at one and another 
time, then the hypothesis that there is some special biological significance attaching to a 97 weeks perIOd 
in North London and an 87 weeks period in South London falls to the ground. 

A word must be said here regarding the "most ingenious paradox" seeIningly presented by 
the behaviour of measles north and south of the Thames; on the one hand, the" 97 week" measles 
crops up, so it is said, all over the town; on the other, the "87 week" measles radiates outwards 
from St. Saviour'S, Southwark. Consideration of the special dIstribution of population In London 
north and south of the river, might, perhaps, be held to account for such a state of things, for central 
London on the north side stands in remarkable contrast WIth central London on the south; the 
former area is mainly commercial with very few susceptible child InhabItants, the latter area contains 
the closest and largest aggregation of susceptible children in the whole town. Hence, if we may be 
pennitted to glance at environment at all, t=e paradoxical nut may be crushed without reCOurae to a 
steam-hammer of hypothesis concerrung dIffering types of germs. Moreover, the tendency to 
manifestation of a shorter periodicity on the south side of the river may here find its explanation. 

The exposition of the evidence upon which Dr. Brownlee relies for his account of the spread 
outward from St. Saviour's, Southwark, was given in a communication to the Royal Society, read 
January 31st, 1918. Here, however, no account whatever is taken of the question of d1stnbution of 
population qua crowdIng and qua poverty. Dr. Brownlee, moreover, finds, in the argument which 
he developed in this Royal Society paper, support for his objection to the theory that "an epideInic 
ceases because the number of susceptible persons is exhausted"· for on this theory, he says, "the course 
and the severity of the secondary epidemICS, in the districts surroundIng the central focus, should not 
be essentially different from that in the central area itseU." But he finds that the mortality is less in 
Wandsworth and in Lewisham than in Southwark and Bermondsey. As a matter of fact, the order 
of the districts of South London, as regards mortahty, precisely follows, as it Inight safely have been 
predicted it would do, their order in relation to poverty and overcrowding. Dr. Brownlee, of course, 
will not allow us to think of environment, but gives two alternatives, loss of mrulence and loss of ~nfectwity 
on the part of the organism. He adds: "I prefer to interpret it as due to loss of infectivity, the smaller 
number of deaths being the result of a smaller number of persons being infected." Upon this evidence, 
the hypothesis that measles displays loss of infectivity on proceedIng south-eastwards down the Old 
Kent-road, or south-westwards down the Wandsworth-road, is, he suggests, established; the fallacy, 
here, surely lies in the assumption that death-rates from measles are unaffected by the question as to 
whether the populations concerned dwell in the poorer central courts and alleys, or the outlying suburban 
villa residences. 

The paradox above presented is deserving of notice, if only for the reason that It illustrates the 
need for considering the influence of environment. C. S. Calverley's warning may again be referred to 
in this connection. 

It seems clear, therefore, on the one hand, that there is nothing to indicate that the intervals 
between prevalences are the outcome of some predeterInined and invariable length of lIfe cycle of special 
strains of organisms. There is, on the other hand, abundant proof that vanatIOns in periodicity are 
directly and closely associated with alterations in environmental conditions. Two of the latter are 
specially indicated for study. Increased aggregation of susceptibles (for instance by increase lD the 
birth-rate as in the example already given above), and activity or paSSIvity as regards the putting into 
operation of preventive measures. 

The influence of these two environmental conditions goes far, it is subInitted, towards explaining 
the behaviour of measles in the last fifty years. Taking first the bIrth-rate, this reached a maximum, 
in London, in the late eighties and it has since steadIly declined until WIthin quite recent years. Then, 
secondly, preventive measures (exclusion of particular scholars and, in some instances, school and class 
closures) were first seriously undertaken some twenty years ago, and appreciation of the importance of 
prompt use, more especially of exclusion of particular scholars, has fairly uniformly and increasingly 
grown since that time. The operation of the combined influence of the two environmental conditions 
referred to in large measure serves to explain the behaviour of measles in London, e g., first the shortening 
of the interval between epidemics up to the late eighties, WIth a gradual tendency to lengthen the 
interval subsequent to that date; second, the falling away in the intensity of the individual prevalences 
as preventive measures were developed in the early years of the century; and, thirdly, following upon 
this, with the consequent increasing accumulation of susceptible persons (the reduction in the number 
of those attacked more than compensating for the continued decline in the birth-rate), the rise observed 
of late years culIninating first in the more extended epideInic of 1911, and then in that of 1920. 

A recently developed phenomenon is, however, deserving of further consideration; it is the The altered 
altered form of the mean seasonal distribution of measles as exhibited over say, the last ten years; ~e~na1 
thus the contrast presented on comparing years prior to 1874 with the years subsequent thereto was l~c~e~t 
exhibited in diagram D in my annual report for 1912, and the suggestion was made that the deepening of ~n y~arB. 
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the valleys·of low prevalences was due to schoolinfluence. Again, Dr. Brownlee, in his paper of February, 
1919, gave a diagram (X), exhibiting the average seasonal distribution of mea.sles in London for three 
periods, 1840-56, 1857-74, and 1875-93. In commenting upon this (loc. cit., p. -119), I suggested 
that the fact that the summer maximum, in London in rec'ent years, had moved forward from June 
to Mayor even April, might be in part attributable to preventive measures. There is undoubtedly 
something to be said for this. It is true it has been pointed out that the measles epidemics of recent 
years have recurred at intervals falling only a little short of a period of two years, and this fact by itself 
might perhaps tend to favour the antedating of the summer maximum commented upon. But 
the complete explanation of the recent maintenance of a regular series of biennial explosions is still to 
be sought, and I am inclined to think that the tendency to stereotype the date of attainment of the 
summer maximum, in London, in April (or in some years even as early as March) may be in part attribut
able to the attempt made to prevent spread of measles in the schools. It is difficult in this critical age 
to obtain \even a hearing for the view that preventive mea.sures can accomplish very much in the case of 
measles. Yet the following suggestions are, perhaps, deserving of consideration. 

Those who have studied closely for some years past the behaviour of measles in London must have 
been puzzled by the, at first sight, seemingly strange phenomenon observable, at any rate since .1907, 
that following upon the spread of measles in the school population, which commences after the summer 
holiday, and extends across the shorter Christmas holiday into January, February and March, the 
succeeding decline almost always starts many weekIJ in front of the closing of schools for the July-August 
holiday. This decline must, presumably, represent in part the result of growing exhaustion of suscep
tibles, and in part that of increasing exercise of preventive measures as the epidemic gradually extends. 
It needs in fact to be recognised that school influence operates partly in the direction of favouring and 
partly in that of preventing prevalence of measles. The former efiect is generally admitted, the latter 
has been especially insisted upon by Dr. C. J. Thomas (see Roy. Soc. Med., Epidem. Sect., vol. VI., 
p. 14.5). Where school attendance is adequately enforced, Dr. Thomas points out that the susceptible 
material is swept up as it were into little heaps, leaving spaces between, over which the flame has some 
difficulty in passing, "instead of having one sheet of flame of equal intensity, there were progressive 
series of definite explosIOns. Heap after heap exploded, but there was a certain amount of resistance 
offered in passing from heap to heap, and occasionally a heap missed fire altogether." This resistance, 
plus the control over spread of measles in the schools, exercised by virtue of knowledge of what is going 
on in the schools themselves, must, it would appear, help to determine the decline in measles preval
ence, and may account for the fact that in recent years this has almost always antedated by some weeks 
the time of_ commencement of the summer holidays. 

Defective children. 

The total number of examinations conducted under the special Acts during the year was 5,494 
as compared with 4,264 for 1918. Of these 1,319 (677 boys and 642 girls) were deemed suitable to attend 
elementary schools, 81 (37 boys and 44 girls) a. blind school, 338 (142 boys and 196 girls) schools for 
myopes, 1,184 (638 boys and 546 girls) P.D. schools, 1,604 (875 boys and 729 girls) M.D. Schools, 12 (7 
boys and 5 girls) open·air schools, 80 (32 boys and 48 girls) hard of hearing schools, 124 (61 boys and 
63 girls) deaf schools; 24 (9 boys and 15 girls) epileptic colonies, 601 (297 boys and 204 girls) were 
invalided from school attendance, 73 (41 boys and 32 girls) were imbecile, 13 (9 boys and 4 girls) feeble
minded, 23 (10 boys and 13 girls) idiot, 3,(1 boy and 2 girls) M.D. and P.D., 1 (boy) blind and deaf, 
and 14 (9 boys and 5 girls) were deaf and defective. . 

The following statement shows the nature of the conditions found among the children certified 
suitable for admission to physically defective schools at the admission examinations during the year :-

Morbid conwtlOn. I Boys. Girls. I TotaL II 
Morbid condition. I Boye·l Girls. I Tou.L 

Infantlle paralysiS ... 115 88 203 Heart disease-
Cerebral paralYSIs ••• ... 25 27 52 Congerutal ... .. . 27 31 58 
Other paralyses ... 12 5 17 Acquired, valvular .. 110 127 237 
Tuberculosis, non.pulmon. 172 145 317 Acquired, non· valvular ... 6 8 14 

ary Other diseases ... ... 88 70 158 
Congerutal deformities ... 34 27 61 
Other defornuties ... 48 20 68 

Age of P.D. Dr. Shrubsall and Dr. Hogarth have made an analysis of the medical record cards relating to 
~~~~:~~:!et the children in the P.D. schools to show the age of the children at t~e time of t~e first symptoms of 
of morbid the morbid condition which has led to their being certified as phYSIcally defectIve. 
conditIons. 
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I Tnbercle. I I 

i l'aral)'ll18. HealtdUlellse. 

Age of onset. 

I 
l'&eodo- Varlona 

I lo~' Hlp. Splll8. Knee. 
other hypertrophic deformities. 

Various. Inlantlie. Spastic. fonrul of 

! paral)'ll18. and muscular \Conge'"ta1. forms. 
d)'lltropby. 

Not 8.8certam. 59 42 36 23 151 2 3 3 74 - III 
able 

Birth •.• .. , 1 5 - - 9 157 12 1 253 216 -~ 
Under 1 ... 8 8 3 5 161 21 3 1 86 - 2 

1 24 33 18 6 
, 

221 9 1 2 110 10 ... .., -
2 ... . .. 44 56 33 14 I 146 9 2 2 41 - 16 
3 ... . .. 73 76 28 12 i 117 7 - 2 42 - 31 
4 ... .. , 7l 54 25 13 I 59 2 - - 32 - 56 
5 ... ... 75 47 30 14 

I 
42 1 - 2 32 - 80 

6 ... ... 60 26 27 11 15 - - - 21 - 74 
7 ... ... 39 10 21 13 9 - - - 22 - 88 
8 .. , ... 28 6 16 13 5 - - 1 17 - 77 
9 ... ... 13 5 10 3 2 - 1 - 23 - 69 

10 ... ... 11 2 2 4 4 - - - 6 - 44 
11 ... ... 3 2 4 2 2 2 - - 8 - 30 
12 ... ... - - 1 3 - - - - 2 

I 
- 17 

13 ... ... - - - - - - - - - - 1 

509 
1

372 254 136 943 210 22 I 14 769 I 216 706 
I 

From the foregoing it would be evident that heart disease becomes manifest during the period Heart 
of school life chiefly between the ages of 4 and 10. In 468 cases (201 boys and 267 girls) the heart disease 
disease followed rheumatism and in 101 cases (31 boys and 70 girls) chorea. It may be added that 
the incidence is greater in the female sex. The lesion was mitral regurgitation 481 cases, mitral stenosis 
38, double mitral 106, aortic 13, and aortic and mitralM. 

There are a number of cases of heart disease in the ordinary schools whose condition is not such 
as to require special school education and in which the conditions remain stationary or become ameliorated 
The P.D. schools contain the more severe cases-and in many instances these show a progressive advance
ment starting as a mitral regurgitation and later showing signs of stenosis or an involvement of the 
aortic valves i in many of these the outlook is unsatisfactory, the greater number of children who have 
to be invalided from special schools belong to this class. They also give rise to difficulties of subsequent 
employment and after care. 

The question of handicraft instruction raises problems concerned not only with the present Handicraft 
condition, but with the future employabmty of the subject. It has been considered in this report chiefly ~nstruchon 
from the standpoint of the pupil ultimately following a trade for which such handicraft instruction fIn schools 
d· I ~ nect y prepares, physically-

Occupaticms for boys.-Artistic trades: In considering possible occupations, there would seem de!echve 
to be relatively less difficulty in arranging for those boys who show any clerical or artistic ability, but children 
difficulties arise in connection with those who are mentally less well-equipped. Probably it would . 
prove profitable to consider at an early stage the development of the artistic aptitude. Those children 
who are capable of some accuracy might prove themselves very suited for such trades as ticket-writing, 
sign-writing, and mechanical or architectural drawing; those who combined accuracy with some artistic 
abIlity might be well fitted for various forms of art designing; while those who could combine these 
with adequate manual dexterity would be well suited for light metal work and the various branches 
of the jewellery trade, watch-making, piano stringing, or light leather work. 

Clerical work: The clerical occupations are very suitable for most varieties of physically defective 
children whose upper limbs are comparatively unaffected. They provide to a large extent the rest 
required for some of the less serious heart cases and many affections of the lower limbs and deformities 
in general which do not interfere with writing. Shorthand .would be a valuable asset; when type
writing is included the work is of 8. somewhat more strenuous character than some artistic occupations 
above mentioned. 

Woodwork : Woodwork, save in the lighter branches of carving and cabinet-making, is probably 
too heavy for physically-defective children, and they are unlikely to be able to compete successfully 
with their more favoured fellows, unless possessed of special aptitude. 

Tailoring: Probably few physically-defective children will be capable of becoming all-round 
tailors owing to the weight of the irons and machines, unless power is availaole to work the machines. 
This will probably exclude a large part of the provincial trade, but in London the industry is very sub
divided, and it is possible for specialised parts of the work to be undertaken which are of a much lighter 
character-e.g., button-holing, waistcoat and trouser-making-where the pressing is undertaken by a 
separate individual. Economically, however, these are the less advantageous branches of the trade. 

Bootmaking: Bootmaking is suitable for those whose mentality is unequal to the more skilled 
trades, but again, few would be able to undertake the whole process, some branches of which are heavier 
than others. The sewing of the uppers might suit a certain number, but general repair work is 
probably too heavy. 

Leather trades: The leather trades are suitable for those who have good stamina, and are 
physically fit, save for some arrested lesion which does not impede the movements required; these 
tra.des ha.ve been found very successful for those who have had a lower limb amputated, whether for 
aCCIdent or disease. 
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Occupations for girls.-For girls, the various branches of millinery and fine needlework, which 
have a1r~ady ~roved.successful, ~ould scarcely ~e .improved on, though a ~ertain number might be well 
placed, elther In cle~ICal occupations or .the artlstIc trades:. A branch .w¥ch appears to offer openings 
IS th~t concer~ed WIth ~any processe~ In the photographic trade-finIshing, retouching, and the like. 
Thls IS a partICularly swtable occupatlOn for those who can only rely on light employment and need 
considerable rest. 

Severe cases.-For the residuum of those of either sex with severe deformities or paralysis, par
ticularly when these are associated with mental enfeeblement, there is little real economic opening. 

Employahil~ty in relation to insurance.-War-time experience has shown that an important point 
from the medical or surgical aspect in the subsequent placing out of the disabled is the question of in
surance from accident under the Workmen's Compensation Act, and this, no doubt, also affects the 
physically-defective as they attain maturity. As a rule, there is no medical examination prior to 
insuran~e, but should an accident occur the previous history of the case is brought up in relation to 
the assessment of the compensation and the acceptance of liabihty of the company. Some of the larger 
of the insurance companies appear to offer little objection to a small number of partially defective 
employees being taken on by a firm, but some 'Of the smaller companies are more stringent in their 
requirements. From the standpoint of insurance, it might generally be said that the engineering trades 
would have to be excluded, and carpentry and joinery would be unacceptable so far as general work 
is concerned, though cabinet-making and wood.-carving might be permissible. Most of the building 
trades must be excluded for work other than that of a draughtsman. Probably objections will be found 
in regard to most varieties of factory work, tailoring, and the hke, which inrolve the use of heavy 
implements. 

Needfor conveyance to special centres.-From the medical standpoint the question of conveyance 
is one of the greater difficulties in relation to school attendance of physically defective children. Since 
the number of possible trades is far greater than can be accommodated in anyone school, it is necessary 
to consider the extent to which children can travel for special instruction. In many instances, theIr 
attendance at a school would do little to embarrass the general curriculum, and in the case of some 
of the relatively more skilled arti'stic trades such travel would seem likely to offer the most favourable 
opportunities. The difficulty in connection with travelling other than by ambulance arises in some 
measure from the fact that school hours somewhat coincide with the greatest congestion of the general 
traffic. No doubt in many instances children could travel with safefy, and no opposition would be 
offered by the parents when they realised that their children were going to receive really skilled in
struction as a result. In some instances, however, It might be that there would be opposition from 
the surgeon or physician by whom the chlldren were attended, though this might be diminished by. 
explanation of the conditions offered. In this connection, it is necessary to bear in mind that the 
Act of 1914 provides that a child shall not be sent to a school which is not within reach of the child's 
residence, without the consent in writing of the parent, unless it is proved to the satisfaction of the court 
that such consent is unreasonably withheld, and, further, that the consent shall not be deemed to be 
unreasonably withheld if withheld with the bona fide intention of benefiting the child. In the event 
of the family medical adviser having raised opposition to the transfer of the child to a school at some 
distance, it is improbable that any action could be taken to enforce attendance. 

The types of defectives met with in special schools are of 80 very variable character so far as the 
extent of the resulting disability is concerned. In some cases, e g., tuberculosis of bones and joints, 
children may be disabled at the time of the onset of the disease and may at first have considerable periods 
of absence from school. After a time, they would need special care to avoid injury and would need 
to be conveyed, partly on account of the disablement and partly on account of the surgical apparatus 
employed. These conditions often quieten down after So lapse of time, and the child may be able to 
travel some distance if necessary, but each case would have to be consldered on its individual merits 
In cases of paralysis when the lower limb is affected, handicraft work of even considerable complexity 
may be possible, but conveyance is So difficulty; when the upper limb is the one affected conveyance 
may offer little difficulty, but lIttle or no ,handicraft may be posslble. Children Buffering from heart 
disease usually reqwre care throughout the school. attendance period, and in most. c~ses would be. ~ble 
to travel any considerable rustance. In So certain number, however, the conditlOns become In time 
so far compensated that they might travel, provided the journey does not involve much exposure or 
prolonged standing 

The number of children on the roll of M.D. schools on the 31st March, 1919 was 6,337. 
Dr. Shrub~all made an analysis of the r'mental ages" of children examined and foun1 suibhle 

fOf admission to speJial (M.D ) schools 

Mental age. 
PhYSIcal age. 

3 5 6 7 8 9 I Totals. 

6 14 11 2 - - - - 27 ... ... ... 
289 7 22 97 137 33 - - -... ... . .. 
462 8 7 33 193 184 45 - -... ... . .. 
289 9- '" 2 7 45 128 103 4 -... , .. 

10 1 3 6 32 71 22 - 133 ... ... .. , 
11 - - 6 17 45 17 - 85 ... ... . .. 

23 14 7 51 12 1 - 1 5 ... .. , ... 
13 13 ... ... ... - - - 2 4 5 2 

Totals ,., ... 47 151 390 401 291 62 9 1,351 
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The special schools were visited at least once a quarter, and every child was seen at least once Rota visits. 
dunng the year. During these visits the scholars were re-classified, 183 were transferred to elementary 
schools, 31 from physically defective to mentally defective schools, I from mentally defective to physi-
cally defective school, 27 were excluded from mentally defective schools as imbecile, 4I were invalided 
on medical grounds, and 101 over 14: years of age were excluded as no longer certifiable. 

During the year there were referred by the local education authority to the local authority under Mental 
the Mental Deficiency Act 258 cases, of which 99 were feeble-minded, 134 imbeciles and 25 idiots. Deficiency 

Mr. Yearsley in his analysis of the results of the examination of children nominated for admission ~c:: Is f 
to deaf schools found that out of 177 certified to be deaf or hard of hearing, the deafness in 37 children d~;~nd or 
was congenital, in 119 acquired, and in 21 doubtful. Of the cases of acquired deafness 61 resulted from hard of 
primary catarrhal or suppurative middle ear disease, 18 followed infectious fevers, 11 resulted from hearing 
congenital syphilis and 20 followed meningitis. 

Special inquiries were made by Dr. Shrubsall in December in regard to nocturnal enuresis, which Nocturnal 
had been found a source of trouble in connection with children in residential schools and also a source EIl~e8iB in 
of great difficulty in the camp school at Bushey Park, though care was taken to exclude children in :h';ht1a 

whose cases there was a history of this condition. . 
The causes suggested by the medical officers of the schools are-local irritation, which can often 

be dealt with by operative measures; dream states; cold weather; low intelligence; lack of early 
training; laziness. A former medical officer of the Pentonville-road Place of Detention suggested, as 
an additional cause in some cases, that it might be a deliberate act with the intention of avoidIng being 
sent to a ship, as it had become generally known to the boys that cases of incontinence were refused 
admission to training ships and nautical schools. It is possible that this factor might act, consciously 
or unconsciously, in certain cases when in residence at the schools. 

The usual treatment in the schools is to deal with any cause of local irritation, e.g., by circum
cision, or to awaken the boys during the evening, some#mes on more than one occasion. Most of the 
medical officers draw attention to the failure of ordInary medical treatment in persistent cases. A 
special type of case is sometimes met at Ponton-road place of detention in girls who have been living an 
immoral hfe and in whom the condition would seem to be due to bad habits or laziness. In these cases, 
which are of a deliberate character, the superintendent has found that by waking the girls every hour 
for two or three nights the habit is cured. This form of treatment is exceptionally needed and could 
not be persisted in for any length of time. I understand, however, that owing to the care in the selection 
of cases there have been practically no failures. 

At Highbury Industrial School cases of enuresis are placed in a separate dormitory; in other 
schools they are not separated from the others. 

The number of suggested causes is so great, and the affliction is found under such dIverse con
ditions of intellectual or social status, as to suggest that the underlying factor may be more psychical 
than physical. This conclusion has been definitely arnved at by physicians with special experience of 
nervous children, such as Drs. Guthrie and Cameron. The latter has written a particularly valuable 
paper on the topic, the essential features of which may be summarised as follows ;-

The trouble is seldom serious in early childhood but becomes more marked when parents, 
by their distress and admonitions keep the suggestion of possible bed wetting constantly before 
the child's mind. When a child is removed to hospital for observation and so knows that 
bed wetting is expected and will not be regarded as an offence but rather the contrary, the 
obsession of fear is removed and the general experience is that the enuresis promptly stops 
without other treatment. Anything which adds force to the fear of failure leads to a recurrence 
so that it is not an uncommon experience for trouble to recur when a boy is sent to a boarding 
school. Punishment adds to the trouble and it is commonly found that a cure at school is 
very difficult unless the matter can be kept hidden from the other boys in the dormitory. 
Sometimes the condition spreads so that there is also diurnal incontinence or even incontinence 
of freces. These peculiarities seem to Dr. Cameron to be only explicable by the assumption 
that the lack of control is due to autosuggestion brought about originally by unwise action 
of parents and later kept up by the sense of shame and the mental distress involved. He thinks 
that the ordinary methods of treatment, operative, manipulative, educational or medIcinal 
and rewards or punishments only act by suggestion or as aids to the suggestion of cure. The 
suggestion of failure acting on the child's mInd must be changed and self-confidence restored. 
Hypnotic suggestion, Dr. Cameron thinks, will usually make this one symptom disappear, but 
will perpetuate rather than combat the cause, undue susceptibility to suggestion character
istic alike of the little child and the older neuropathic person. He records a case of cure by 
allowing a. boy to wear a. rubber urinal in bed, when it was found that its use was unnecessary 
and that it could soon be given up, once the habit had been broken. 

States of anxiety are in themselves a cause of excessive diuresis and in the normal individual 
the desire for relief is often the more evident and urgent when there is doubt as to the possibility of such 
a course. The fundamental anxiety in children detained in schools need not be solely as to the possibili
ties of bed wetting, but may be re-inforced by a desire to escape from their surroundings and return 
home or to a. freer life. On this basis the freer the life and the more homehke the surroundings the 
less would such factors be in action, hence possibly the better experience of the residential schools in 
which the children could fully appreciate that residence was solely for their benefit. When a child who 
is affected finds that another has in consequence received a satisfaction of his desires such as being 
Bent home, or a punishment, the unconscious action of the emotions of hope or fear would be propor 
tionately increased. It shoulrl also be recognised that lIuch data as are ava.ila.bl~ with regard to the 
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school attendIng population seem to show a wider prevalence o~ the condition than might At first thought 
be deemed lIkely, and the proportion noted in a residential school would naturally be greater than that 
brought to light in the course of ordinary school medical practice. Probably the factors indicated would 
explain a considerable proportion of the cases of enuresis met with in the schools, and where the factor 
of fear and shame exists any treatment likely to add confidence would be the more lIkely to produce success. 
Calling at night lD these cases would act by relief of fear. It might be repeated more than once in the 
night, but it is doubtful if more frequent calling would help cases of this type. The possible benefits 
of providmg.a rubber urinal might be worth a trIal in some cases of a more persistent type where there 
is reason to think the subject is really distressed and desires a cure of the condition. 

There is, however, the possibilIty that in the Industrial and Reformatory schools there may be 
cases in whICh the primary factor is retarded mental and moral development, though this may not 
be to a degree certifiable under the Mental peficiency Act. The evidence from the places of detention 
points t~ a considerable lack of home training in many instances and there have been cases of bed wetting 
while the child was awake, in which it is difficult to avoid the conclusion that laziness is a factor. Some 
cases have been noted in wldch the subjects of enuresis always wetted the bed in positions which would 
cause them a minimum of discomfort, lD these instances some further factor must be at work: That 
enuresis is associated with moral degeneracy is/shown from the prisons in which the condition is a common 
source of trouble. When there is reason to think delIberate carelessness or intention is a factor, the pro
posal for hourly awakening for a brief period might prove successful, provided care were taken not to 
impair the health of the subject by deprivation of sleep. If a trial be given it would be well to let it 
take place in the summer weather and to ensure that no individual be awakened hourly for more than, 
say, two nights in succession. Probably it would be found that the intervals could be gradually 
increased. 

Generally speaking, however, it would seem that the most hopeful line is to raise the general 
seU-confidence and moral tone by the ordinary methods of communal life, such as appear to succeed in 
the majority of cases. 

Medwal inspection of students in secondary schools, training colleges, and trade schools. 

The following table gives the results of the examination of students in these institutions. In the 
secondary schools the examinations have hitherto been made bienially, but in futuTA it is contemplated 
that a review of every case should be made yearly. The annexed table is compa.ral.!') with those given 
in previous yeard. 

1 DEFECTS. 

1 VISION !l, BACK 

'6 " 
:; 

! .. INSTITUTIONS. .e .... 1 " § ,,~ !f i 1 
.2 e " tl "2 ... i rl. S 
.. .. 

! i i! l:: ~ ..... :; !i ! 'C 

~ ~ ~E-< ~ " .. 
f;o:I III f;o:I III ~ u III I>-

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (H) (15) 

L.C.C. Schools. 
Traming colleges-Males ••. 92 14 8 - - - - 1 - - 2 - - 6 

Females 1,132 141 323 22 20 9 4 16 16 84 100 22 76 118 

Secondary schools-Males 1,503 308 215 8 28 9 4 19 10 61 15 8 3 117 

Females 4,482 1,161 993 108 251 42 11 100 18 119 567 237 224 624 

Trade schools-Males ... 597 167 86 3 12 3 3 13 2 10 11 5 4 31 

Females ." 343 75 66 10 19 2 1 17 6 12 43 16 17 48 

Aided by L.C.C. 

Secondary schools--Males 310 71 46 2 7 - - - 3 1 - I 5 13 

Females 395 56 83 10 12 2 3 IS 3 12 23 14 15 42 

Trade schools-Males ... 326 64 28 1 4: 3 1 4 1 5 4 1 - 18 

Females ... 325 86 60 7 8 5 - 5 1 13 24 5 - 59 

L.C.C. 8cholars at unaided 
7 'l'/.8htutiol'/.8--Males 194 9 33 - I) - - -- I - - - -.. , 

Females 54 1 5 - - - - -- - - - - - 8 ... 
- -
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TABLE I. 

NUMBER OJ!' CHIDRF.N INSPECTED 1sT JANUARY, 1919, TO 31sT DECEMBER, 1919. 
(a.) ROUTINB llEDICAL INSPECTION 

I I Inter- II I Total. Entrants. mediate I Leave1'f:l. 
, group. I, 

Age. 3. I 4. ·1 5. I 6. I Other I Total. I , 
I I I Other I All age 

I ages. I 8. 12. 13. U Total. , 'I 
ages. groups 

Boys 2,570 8,691 17,266 4,828 944 34,299 30,019 32,838 364 55 4 33,261 97,579 
Glfls 2,210 7,466 18,700 4,651 953 33,980 30,429 32,815 326 33 - 33,174 97,583 

Total 4,780 16,157 35,966 9,479 1,897 68,279 I 60,448 65,653 690 88 4 66,435 I 195,162 

(6.) SPECIAL INSPECTIONS. 

II 
SpeCial I *General 

Re-exanunatJons, 
I.e., number of 

cases. exammatlOn. children re'lnspected. 

Boys .. 26,134 7,317 -
Girls ... 25,774 9,273 -

Total ... 51,908 16,590 155,020t 

• These cases are chIldren exanuned prior to a school journey, contacts With mfectlOns disease and examina
tions where all children m a clas8100m are inspected en masse, and mdividual records are only kept m rascs where 
defects are found. 

f Excludmg 18,286 children seen at both fi1'f:lt and second re-in~pection in thiS year. 

TABLE II. 

RETURN OF DEFECTS FOUND IN THE COURSE OF MEDICAL INSPECTION I~ l1H9. 

Code groups. 

Number referred for 
treatment. 

Elementary \ Special 
Schools. Schools. 

Malnutrition •• , ... •.. ... .., 940 
Unclcanliness-Head ... ... .., ... 

Body... .., ... • .. 
(Ringworm-Head ." .. , ') 

... ~ Scabies .~ody... ::: ::: ~ 2,655 Skin 
I Impetigo .. , .. . .. . ." J 
lOther disease .. , ." .. . 

{
Defective vision and squint ... 14,844 

... External eye disease ••• .. . 3,668 
Ear { Dcfective heanng ...... 771 

Eye 

... Ear disease ." .. . ... 2,823 
Nose and {Enlarged tonsils... .., ... } 

throat Adenoids... .., .. , ... 11,817 
Enlarged tonsils and adenoids .. . 

Defective speech ... ... .. . ... ... 72 
(Heart disease-Organic .. , ... } 

Heart and I FunctIOnal... 416 

CJrcula~on lAnremia. .. , N~~. defi~~~ ::: 2,477 
(Pulmonary tuberculosis-Defined 259 

Lungs* ... 4 . . Suspected , 

l 
BronchitiS ... .. . ... ... ~ 2,686 
Other disease .. , .. . ... J 

rEpuepsy... ... .., ... ") 
Nervous ... < Chorea. .. , .. , .. , ." > 334 

L Other disease .. , ••• ." I 

Bones and jomts 224 
Non·pulmonary tuberculosis-Glands ... ...} 

Other forms .. . 
Rickets ... ... .., ... ... .. . 
Deformities ... ... ... ." .. . 
Other defects ... ••• .. • ... .. . 
Teeth ... ... ... ... ••• • .. 

245 
1,024 
5,358 

50,031 

8 

24 

162 
40 
31 
22 

80 

6 

14 
1 

20 

10 

2 

1 
8 

46 
399 

SpeCials. 

Number 
reqUlnng \ 

observation. Referred for ReqUlnng 
treatment. observation. 

1,275 

9 
2 
6 

17 
243 

6,542 
260 
360 
615 

5,352 
1,471 

752 
251 
268 
564 

3,887 
1,161 

43 
2,012 
1,307 

390 
126 
90 

374 
41 
23 
32 

158 
760 

4,198 
953 

245 

325 
183 

5,274 
1,429 
1,622 
5,794 
1,486 

612 
1,759 
1,217 

715 
500 
113 
356 
103 
170 

1,069 
371 
120 
317 
597 
317 
250 
359 
171 
135 
111 
158 
459 

3,742 
3,544 

282 

24 
1 

36 
32 

125 
470 
106 
85 

133 
218 
90 
26 
69 

lIO 
142 
590 
283 

77 
172 
64 

452 
116 
97 

203 
38 
47 
38 
46 
87 

849 
53 

• In many of these cases the defect is not defined~uch expressions as .. lunge." ., ! broncwtis," etc., bemg used. 

66580 
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TABLE III. 

N UMERICAJ. RETURN OF ALL EXCEPTIONAL CHII.DREN IN THE AREA IN 1919. 

Blind, deaf and dumh-
Boy!\. Girls. Total. 

Bliztd (including partially blind) within the meaning of the Elemen-
tary Education (Blind and Deaf Child.r"ln) Act, '93. 

Attending public elementary schools " 35 43 78 
Attending certified schools for the blind 389 461 850 
!';t at sch.ool (a).. .. . • .. .. .. .. 22 26 48 

Deaf an dumb (including partially deaf) within the meaning of the 
Elementary Education (Blind and Deaf Children) Act, '93. 

Attending public elementary schools . . . . . . . . 10 14 24 
:Attending certified schools for the deaf 418 325 '143 
Not at school (a) 11 23 34 

Mentally de.ficient-
FeebleIninded. 

Attending public elementary schools 24 22 46 
Attending certified schools for mentally defective children ., 3,892 3,045 6,937 
Notified to the. Local Control AuthOrIty by Local Education 

AuthOrIty during the year 40 59 99 
Not at school (a) 615 462 1,077 

Imbeciles. 
Not at school (b) 811 723 1,534 

Idiots (b) 164 139 303 
Eptle'ftics-

Attending public elementary schools 357 350 707 
Attending special M.D. schools ., 59 45 104 
Attending special P.D. schools .. 6. 9 15 
AttendIng speCIal blind schools .. 2 2 
AttendIng special deaf schools .. 1 1 
Imbeciles or idiots 181 151 332 
Attending certified schools for epIleptics 46 26 72 
In instItutions other than certified schools 18 22 40 
Not at sohool (a) 130 114 244 

Physically defectwe-
Pulmonary tuberculosis. 

Attending public elementary schools (c) 
Attending certified day schools for physically defective cluldren 

209 202 411 

(day open-rur schools for tuberculous children) .. 169 107 276 
Attending certified residential schools for physically defective 

children .. 137 137 274 
In institutions other than certified schools 141 207 348 
Not at school (a) .. 125 180 305 

Cripphng due to tuberculosis. 
Attending public elementary schools (e) 770 664 1,434 
AttendIng certified day schools for physically defective children 704 566 1,270 
Attending certified residential schools for physically defective 

children .. 66 59 125 
In institutions other than certified schools 199 228 427 
Not at school (a) .. 125 126 251 

Crippling due to causes other than tuberculosis, i e., paralysis, rickets, 
traumatism. 

Attending public elementary schools (e) • • • • . • 1,561 1,723 3,284. 
Attending certIfied day schools for physically defective children 1,066 892 1,958 
Attending certified residential schools for physically defective 

6 children .. 6 
In institutions other than certified schools 42 66 108 
Not at school (a) .• 34 30 64 

Children suffering from heart disease. 
Attending public elementary schools (e) •• - 523 657 1,180 
Attending certified day schools for physically defective 

children .. 382 540 922 
Attending certified residential schools for physically defective 

children .. 2 3 5 
Not at school (a) 73 109 182 

For a, 11 and c references see notes on next page. 



Other physical defectives, e.g., delicate and other children suitable 
for admission to open-air schools. 

Attending public elementary schools (c) 
Attending ordinary certified day schools for physically defec-

tive children .. . . . . . . • . • . • • 
Attending open-air'schools 
Attending playground classes 
Attending certified holiday camp school (Bushey) 
Not at school (a) •• 

Dull or backuard~ 
Retarded two years 
Retarded three years 

Boys. 

~},740 

89 
104 

1,210 
300 
127 

11,423 
668 

Girls. Total 

' 8,143 15,883 

74 163 
104 208 

1,970 3,180 
61 364 

243 370 

10,979 22,402 
630 1,298 

(a) The number" not at school" includes cMdren permanently chsa.bled, certIfied as unfit to attend school 
for various periods, in the country, etc. Many are in 'attendance at other institutions, such as hospitals, or under the 
care of the Metropolitan Asylums Board. 

(b) Imbeciles and idiOts. These include certam children who have been transferred to institutions outside 
the county, and also some under school age. 

(e) P.D.-Attendlllg elementary schools. The figures of the physicaJIy defectives in the ordinary schools are 
made up from the returns of three years routllle inspection and may include certam cases which also come under 
other categones. The greater number of these cases would not be In any way certIfiable as defective in the terms 
of the Elementary Education (Defective and EpIleptic CMdren) Act, 1899, the cnpphng not being of such an extent 
as to interfere with ordmary education. At the last schedulmg of the number of cMdren who had been certified as 
Hwtable for admission to P.D. schools only 34 were in attendance at ordinary schools. 

TABLE IV. 

TREATMENT OF DEFECTS OF CmLDREN DURING 1919. 

Number 01 defects found for which treat- Number Resolt of 
1m- Number 

ment waa considered necessary ofde. treatment. of de- Peroontage of 
tecta for Number proved tects not defecta under 

:-:~~r=~'::t~ which of Without treated treatment or 
Condition. no report defects Re- Not InstltU' and still dIScharged 

medled tional as cured 18 tor treatment in 1918, New Total. Is yet treated. and dIS· follyre- treat- needing cases reported I .... cases noted aa avall- charged medIed ment. treat-
discharged. able ment upon. 

Vision ... .. . ... 19,741 less 2,070 20,800 38,471 11,151 12,042 7,794 4,2~8 4,614 10,664 60·9 
External eye disease ... 5,915, 5,194 -, 
Eal' disease ... ... 3,950 J .. 1,215 4,604 } 36,780 24,317 5,712 4,414 1,298 4,529 2,222 82·2 
Stun disease ... ... 6,820 11,512 
Tonsils or adenoids- ... 14,639} " 

1,178 14,329 } 30,516 7,410 6,542 5,876 666 6,672 9,892 572 
Defective hearing 1,312 1,414 
Teeth '" ... ... 60,722 .. 5,387 53,974 109,309 37,443 28,838 26,370 2,468 8,365 34,663 518 
Nutrition ... ... 1,242 1,193 
Heart and clrCulation ... 4,231 4,611 
Lungs ... " 3,323 3,740 
Nervous disease ... 940 1,270 
Ritkets ... 371 1,286 404 41,321 19,618 5,979 3,538 2,441 12,017 3,707 81'5 
Deformities. •• 1,212 .. 1,491 
Tuberculosis ... 795 1,274 
Speech defects ... 105 185 
Mental defects 
MIscellaneous ... 7,074 9,146 

Under the scheme for re-illspection, children fouud in any term to require treatment 11.1'8 re-inspected two 
terms later, and if not then remedied they are re-inspected a S0cond bme two terms later stIlI. Only cases seen in 
the first tllrm of the year come up for ra inspectioll in the same calendar yeaI'. 

TABLE V. 

SUMMARY RELATING TO CmLDREN MEDICALLY INSPECTED AT THE RoUTINE INSPECTIONS DURING '!HE 
YEAR 1919. 

(1) Total number of cMdren medicaJIy inspectedt 

(2) Total number of casest requiring to be kept under observation suffering from defects other than 
defects of clothing or uncleanlmess ... ... ... ... ... ... •.• ... .. 

(3) Total number of children referred for treatmcnt for defects other than uncleanliness and defective 
clothing 

(4) The number of cMdren (in 3) discharged at re-inspection as cured ... 

265,230 

38,703 

110,338 

9,176* 

* This figure refers only to discharged cases of those noted for treatment in the first term of the year. The 
re·inspec~ion of the second and third term cases takes place in 1920. 

t Nut Includlllg chIldren in Secondary 01' P.D. !!Chools. 
t The 34,856 cases seen at re-inspectIon represent 20,281 children for observation only. The total figure of 

38.703 would represent some 22,500 children. 



,Number examin 

Skm diseases 
,; 

Teeth .. , • 
Enlarged tonsll' 
Adenoids 
Tonslls or ade: 
Other nose or 

Enlarg::a gland 

" Vision • 
External eye tb 

Ear di~ease • 

Defect;~e hea.r 

Sta.mm:~ring . 

Other ~pee(lh 

Heart 'defects 

Anremi~ 

Lung complain' 

.Nervo~~ disea. 

Phthisi~ 

Oth~; tu1i>erocl 

Ri(lke~' 

Defo~ti~ 

Infecti~u8 dls~ 

Malnu~ition • 

uther delrets: 

Numb~; note 
meIlt 

Number of cas' 
Wall present. 

TABLE VI. 

MEDICAL INSPECTION OF SCHOOL CHILDREN, 1919. 

Elementary Schools Special Bchools. 

Entrants. Intenn.d,ate. Leavers. Total •• Urgent and Special Myop •• 
\ Deaf. 

1 
Mentally 
defective. 

l!oY$· -I 
GIrls. :Boys I GIrL. Boys. , Girls. Boys. , Girls :Boys and G,rlS. \ Boys and GIrls., :Boys and Girls. 

34,299 33,980 30,019 30,429 33,261 33,174 195,162 3&,451 35,047 144 156 1,270 
% % % % % 0' % % % % 70 

) 913 2/' 649 19 665 2'2 466 1-5 576 1-7 478 1-4 3,747 1-9 5,001 4,159 1 O,lf- 3 1-9 39 3·1 
), 657 1-9 453 1-3 490 1·6 327 1·1 402 1-2 326 10 2,655 1'4 4,842 3,991 - 2 1-3 22 1-7 
) '8,952 261 9,177 27'0 8,992 30'0 8,707 286 7,152 21-5 7,051 21·3 5M31 25·6 1,676 1,868 41 28-5 22 14-1 336 26'5 
) 5,268 15·4 : 5,465 16-1 3,773 12'6 4,100 135 2,865 8·6 3,477 1005 24,948 12·8 891 1,142 21 14-6 12 7'l 93 N 
) 2,468 72 2,134 6'3 1,636 5'5 1,357 4·5 858 2·6 736 22 9,189 4·7 700 663 5 35 5 3·2 94 7-4 
) 2,499 7·3 ' 2,407 7·1 1,926 6·4 2,021 6·6 1,366 H 1,598 48 11,817 6'1 1,121 , 1,311 3 2-1 4 2·6 73 5-7 
) 877 26 661 1-9 754 2-5 491 1·6 658 20 424 1-3 3,865 2·0 * * 5 3.5 5 3.2 55 4-3 
) 237 07 158 0·5 259 0-9 147 0'5 238 0·7 160 0·5 1,199 0'6 3 2-1 3 1-9 11 O-g 
) 2,892 8-4 2,654 7-8 2,664 8'9 2,352 7-7 1,923 58 1,763 5·3 14,248 73 * * 5 3.5 7 45 96 7-6 
) 171 0'5 136 04 131 IN 126 0'4 94 0·3 94 0·3 752 0'4 - - 4 0·3 
) - - 2.828 9·4 3,212 10·8 4,382 132 -4,422 134 14,844 11-9 2,691 3,103 - I) 8-9 153 140 
) 1,481 43 1,484. 4·4 997 3·3 945 301 745 2·2 687 2-1 6,339 3'2 737 971 15 10·4 4 2·6 78 6-1 
)' 972 2·8 947 2-8 531 18 485 1-6 411 12 322 10 3,668 1'9 674 812 1 0.7 1 0·6 38 3'0 
) 819 2-4 889 2'6 615 2'0 658 22 593 1-8 637 1-9 4,211 2-2 1,017 914 3 2-l 14 9·0 36 2-8 
) 554 1-6 580 1-7 394 13 444 15 418 1-3 433 1-3 2.823 1'4 927 832 1 0.7 2 1-3 19 1-5 
) ~46 0'7 260 0-7 343 1-1 345 1-1 365 1-1 362 1-1 1.921 1'0 363 353 2 1·4 4 2-6 59 4-6 
) 77 0·2 97j 0·3 142 0-5 131 0'4 167 05 157 0·5 771 0'4 305 307 - - 31 2-4 
) 56 0·2 18 01 94 0'3 24 0'1 141 0·4 30 0·1 363 02 175 72 - 1 0'6 8 0'6 
) 3 0·0 - 19 0'1 3 00 20 0'1 5 0·0 50 0'0 85 28 - - -
') 175 05 118 0-3 123 0-4 74 0·2 111 0·3 67 0·2 668 0'3 Inrlude d wth 1 0·7 3 1-9 32 2-5 
) 3 0·0 4 0·0 9 0'0 1 0'0 4 0·0 1 00 22 0'0 

stamw~ rlbll on 
hn. abo ve - - -

') 872 2-5 757 2-2 1,010 3·3 1.089 3'6 1,258 3-8 1.636 49 6,622 3-4 684 935 7 4-9 4 2'6 43 Jo4 
) 34 0·1 40 0·1 49 02 61 0'2 89 0·3 143 0·4 416 0·2 258 371 1 0.7 - 5 0-4 
') 1.271 3·7 1,092 3·2 1,089 36 1,278 4·2 860 2·6 1,172 3·5 6,762 3-5 656 934 . 6 4·2 7 4-5 32 2'5 
) 449 1-3 397 1-2 367 1-2 478 1-6 298 0·9 488 1·5 2,477 .l·3 429 640 2 104 2 1-3 10 08 
) 2,364 6'9 2,260 6-7 1,292 4-3 1,166 38 1,066 3-2 923 2-8 9,071 4'6 915 911 1 0'7 11 7-1 75 6·9 
:) 798 2·3 765 2-3 335 1-1 330 1-1 245 0·7 213 0·6 2,686 1-4 554 480 - 3 19 17 1-3 

~ 396 1-2 413 1-2 3:\5 1-1 395 1-3 282 0·8' 396 1·2 2,217 1-1 651 808 3 2-l 5 3'2 39 3·1 
,) 64 02 61 0·2 42 0·1 49 0-2 59 02 59 0·2 334 0·2 408 518 - - 10 0·8 
') 89 0·3 71 0·2 97 03 92 0'3 57 0'2 80 0·2 486 0·2 205 257 1 007 - 4 0·3 
,) 43 0'1 37 0·1 47 0·2 53 02 34 0·1 45 0·1 259 0·1 156 215 - - 1 o-J 
) 110 0'3 101 0-3 96 03 70 0'2 74 0·2 99 0·3 550 o-J 271 411 1 0'7 - 3 0·2 
:) 37 0'1 37 0'1 47 0·2 30 0'1 25 0'1 48 0·1 224 0·1 198 219 1 007 - J 1 0·1 
rJ 1,114 3'2 649 1-9 554 1-8 339 1-1 406 1-2 204 0·6 3,266 H 124 109 1 0'7 5 3·2 31 2-4 
:) 118 0'3 73 0·2 15 0·0 16 0·1 14 0-0 9 0·0 245 0·1 81 77 - - 1 o-I 

rJ 486 1-4 2.3 N 43! 1-4 472 1-6 634 1'9 899 2·7 3,198 1-6 258 332 6 42 .') 32 46 3'6 
~) 181 0'5 73 0·2 126 O·~ 169 0·6 177 0'5 298 0·9 1,024 0·5 1118 261 1 0'7 - 7 0·6 

r> 54- 0'2 61 0·2 20 0'1 14 0'0 8 00 9 0·0 166 0·1 • • - - -
~) 38 0·1 48 0·1 18 0·1 11 0·0 3 0'0 6 0·0 124 0·1 • • - - -
f) 390 1-1 358 1-2 357 1·2 372 1-2 213 0·6 266 0·8 1,9.56 10 265 337 2 1-4 3 19 13 1Q 
~) 210 0·6 173 0'5 159 0'5 166 0-5 98 03 134 ()-4 940 0·5 123 122 2 1.4 2 1-3 4 0·3 
r> 1.200 3-5 1,138 33 935 3-1 971 32 842 2.5 1,084 3·3 6,170 32 2,353 2,562 8 5·6 4 2'6 46 3·6 
~) 680 2·0 649 1-9 521 1-7 531 1-7 424 l-3 478 1·4 3,283 1-7 1,766 1,976 . 2 1·4 2 1-3 21 1-7 

.. 14.096 4N 13,704 4Q03 13,990 466 14,162 46·5 13,380 40'2 13.675 41-2 83,007 42·6 13,217 13,409 5-l :S75 48 308 603 4705 

91: fIJ.'1 'l~.R I ~ 769 16,383 54-6 18.839 61·9 12,088 36-3 15715 47.4 1 
-- -

8.839 61·9 '12,088 36-3' 1 47-4 _ •• 96 /ill'll I - I - I 44 JO-(j' 37 23·7 I 436 34·3 ----769 '16,383 5 
,_ Deleo's lo .. na. a _ Delee'" nor.ed lor ' .... 'ment.. • Ine1udod laDder "other d"fectlo,," 

.... 
C 
o 



Eotr ants Boys No. 

4,29~ % 

Girls No. 

3,980 % 3 

Inte rmedlate Boys No. 

0,019 

0,429 3 

I.ea vera 

3 3,261 

3,174 
, 

T.otl1-l ,. 

19 5,l/)2 

% 

Girls No. 

% 

Boys No. 

% 

Girls No. 

% 

No. 

% 

II ~othing and Footgear. 

" 
1 2 3 1 

20,446 13,147 706 10,036 

59-6 38·3 2'1 29'3 

.20,268 13,212 500 9,920 

59'6 38'9 1-5 29·2 

16,182 12,858 979 6,102 

53'9 42-8 3·3 20·3 

17,Q75 12,780 574 1 6,828 

56-1 42·0 1·9 22-4 

16,854 14,991 1,416 8,685 

50'6 45-1 4-3 26-1 

18,567 13,997 610 9,187 

56,0 42·2 1-8 2'M 
--

109,392 80,985 4,785 50,758 

56·0 41-5 N 26·0 

TABLE VII . 

.AlEDICAL INSPECTION, 1919. 

Nutrition. II Cleanliness of Head. !1 Cleanliness of Body.:I Teeth. ii Vision. I Mental ~_oA_di_-tJ_: __ _ 

2 31 4 11 1 12 311 1 12 I 3 il'-1-2~3 1~11--2-3 II 2 
I -

22,159 2.093111 32,024- 2,202 2,805 1 116-jI6.919 
i 1 73 31,378 11,744 5,636 

'" -
64-6 6·1 93-4 6'4 0-2 91·5 8·2 0·3 49·3 34-3 16·4 

22,132 1,921 I 7 27,339 6,224 417 30,882 2,990 108 16,355 12,068 5,557 

--------------
• 

65-1 5-7 80-5 18·3 1·2 90·9 8-8 0·3 48·1 35·5 16-4 

21,560 2,350 I 7 27.945 2,O/)4 70 26,778 3,108 133 12,929 12,199 4,891 11,561 11,722 5,857 28,629 1,320. 70 

---------------71-8 79 931 6·7 0·2 89·2 10·4 D-4 43-1 40·6 16·3 39-7 40·2 20·1 95·3 N 0·2 

21,459 2,1361 6 22,559 7,311 559 27,212 3,120 97 13,423 12,577 4,429 10,556 12,716 6,408 28,972 1,133 24 
~ 

70·6 7·0 74-2 24-0 1-8 895 10·2 0·3 44-1 4H- 145 35-6 42-8 21-6 95-2 4-7 0·1 

22,841 1,7321 3 31,062 2,154 45 29,405 3,726 130 18,312 13,203 1.746 17,083 8,922 7,166 31,508 1,743 10 
'--------' 

t 68-7 5·2 93-4 6·5 01 88-4 11-2 0·4 55-1 39-7 5-2 51-5 26·9 21-6 94-8 5·2 00 

1,642113 
I 

22,332 24,555 8.202 417 29,524 3,544 W6 18,724 12,976 1,474 
1
15,808 9,74.4 7,520 31,311 1,853 10 

'-- r-----' 

67·3 5'0 74·0 24-7 1-3 89·0 10-7 0·3 56·5 39·1 H 47·8 29·5 22·7 94-4 0·6 0·0 

11,874147 
i--- ---

132,483 165,484. 28,097 1,581 175,179 19,293 690 96,662 74,767 23,733 55,008 43,10t 26,951 120,420 6,349 114 
~ 

67·9 6·1 848 14-4 0·8 89-7 9·9 0·4 495 383 12·2 44·0 34-5 21-5 94'9 50 0'1 
I 
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TABLE VIII. 

1ST REo-INSPECTION. 

Number of ailments treated. Caaea not Treated. 

Class of ailment and By doctor. Under Council's At other 
Cases 

number re.inspected. scheme. hospitals. Cases nee;img Cases still 

\ 
cleared up ohserva· needUlg 

Cured. \ Not Cured. \ Not Cured. \ Not 
naturally. tion only. treatment. 

Cured. Cured. Cured. 

Refraction ... . .. Il6 77 4,320 2.155 ~ 488 828 ~ 7,621 
17.912 % 0·6 0·4 2401 12·0 3·5 27 4-6 9·4 426 

Nursmg treatment cases 412 50 2.323 626 '710 226 2,465 671 1,690 
9,173 % 4·5 0·5 25·3 6·8 7-7 N 2C·9 7·3 184 

Ear. nose and throat ••• 117 32 2,747 292 889 138 1,520 2.520 7,131 
15.386 % 08 0·2 17·8 1-9 58 09 9·9 16-4 46·3 

Teeth ... '" ... 1,477 640 15,302 824 1,065 231 3.753 1,423 26,990 
51,705 % 2·9 1-2 29·6 1-6 2-1 Q-4 7·3 2-8 52-2 

Other ailments '" ... 620 244 245 214 I,M4 1,381 4.471 4,023 2,897 
15.739 % 3·9 1-6 1-6 1-4 10·4 8-8 28-4 25·6 18·4 

. 

Total ... ... . .. 2.742 1,043 24.937 4,111 4,934 2,464 13.037 10.312 46,335 
109,915 % 2·5 0·9 22-7 3·7 45 2·2 11-9 9-4 4Z Z 1 , 

In addition 34,856 observation cases were seen; of these, 12,320 were discharged; 22,536 still required observation 
or treatment. Total number of chzldren re.inspected, 108,240 (includmg observation rases), 

2ND RE-INSPECTION. 

Number treated. Not Treated. 

I 
Under Council's At other Class of ailment and By doctor. Cases 

number re.inspected. scheme. hospitals. Cleared up needmg ClIRes stdl 

natural1y. observa. needmg 
tion only. treatment. 

cured., Not Cured. \ Not Cured.l Not 
Cured, Cured. Cured. 

Refraction ... ... 79 56 2,300 1.909 353 385 1,016 1,589 5,465 
13.152 % 0·6 0-1 17·5 IN 2-7 2·9 7-7 12-1 41-6 

Nursing treatment cases 119 38 618 474 232 151 1,160 408 1,042 
4.242 % 2·8 0·9 146 11-2 5·5 3·6 27·3 96 24-6 

Ear, nose and throat ... 77 2! 1,434 196 612 105 1,631 1,704 5.195 
10,978 % 0·7 0·2 13-1 1·8 5·6 1·0 11.-9 15·5 47·3 

Teeth ... '" ... 1,047 552 6,762 rn 717 261 2.671 976 17,324 
30.911 % J.4 1-8 21-9 1-9 2-3 08 8·6 32 56·0 

-

I 
Other ailments '" .. , 230 154 123 172 6';"6 771 2.199 2,411 1,694 

8,436 % 2-7 1-8 1-5 Z·O 8·0 9-1 26·1 28-7 201 

Total ... '" . .. 1,552 824 11.231 3,352 2,590 1,673 8,677 7,094 3O,7W 
67,719 % 2-3 1-2 16·8 4·9 38 2-5 128 104 45·3 

In addition, 17,209 observation cases were seen; 6,720 were discharged; 10,489 still required treatment or observation. 
Total number of childre:n re.inspected, 65,066. 18,286 of these ch11dren "ere seen at 1st re-inspection during 
this year. 

Combined results of first and second re.inspections.-29·7% discharged (treated) and 11·9 discharged (untreated)= 
41'6% total dIScharged at first re-inspection. 684% sent out for second re.insfection. 64·7% treatEd or no 
longer requinng treatment. . 

AssUInlug that approximately the same proportions holdJ~ood each term the final result would be 41-6% dIS
charged:at first re.inspection and 31 '9% (i.e.. 54'7% of the outstall(ling casee) foulld to l1410VII beep ~scl1ar8e 
or treated at second re-inspection. 

Total ma.rk~d off 73'5% of ~~ re-illspected, 



APPENDIX. 

TREATMENT OF TUBERCULOSIS IN LONDON. 

REPORT by the Medical Officer of Health on the arrangements for the Treatment of 
Tu berculosis in London. 

31st Decemher, 1919. 

I submit a report by Dr. F. N. K. Menzies on the a.rrangement~ for the treatment of Tuberculosis 
in London. The report deals with the subject in its various aspects under the following heads :-

1. Introduction. 
2. Dispensaries. 
3. Institutional Treatment. 
4. After-Care. 
o. Appendices. 

In the IntlOduction to his report Dr. Menzies summarises in an eminently impartial way the views 
concerning the various influences which have been held to favoUl' tuberculosis prevalence. The conflict 
between the Contagionists and the Localists which raged, at first more particularly in respect to enteric 
fever and cholera, in the closing decades of the nineteenth century, has been continued during the last 
20 years, and attention has in that period more espeCially been concentrated upon tuberculosis. The 
Contagionists ever laid stress upon the germ, while their opponents held " that something more was at 
issue than the mere circumvention of a bacillus." The Contagionists emphash:ed the risk of direct 
infection by sufferers, or in many diseases by apparently healthy carriers. Their opponents, when 
consideration was being lim.:ted to the case of tuberculosis, either preferred to describe the disease with 
Dr. Coghill as only" conditionally infective" or wlthSir Hugh Beevor as "sub-infect:ous"; or, again 
they declared with Dr. Hermann Biggs that "the difierence between pulmonary tuberculosis and con
tagious diseases must be especially emphasiEed " ; or they claimed, on evidence such as that appealed to 
by Dr. ArthUl' Ransome in his work on .. Tubercular Infective Areas," that certain local conditions are 
necessary to give virulence, outside the human body, to the organised germ of the disease; or, finally, 
they were content to affirm with Bulstrode that there "is still much to be learnt," and w~e prepared 
to keep an open mind as to the possibilities of fuxther enlightenment in the future such, for example, 
as might result from the discovery of some unknown intermediary necessary to secUl'e the transference 
of infection from man to man. 

The forcefulness, however, of the great contagionist Robert Koch impressed upon the world for 
the time being (i.e., from the later" nineties" until his death in 1910) an altogether unjustifiably exag
gerated sense of the importance to be attached to contagion; but by a curious irony the recorded 
Tuberculosis death-rate which declined uniformly up to the time of discovery of the tubercle bacillus, 
then began to show a tendency to maintain a steady rate and recently even to rise, and these latter 
changes occurred during the period in which there has been wide acceptance and vigorous application of 
Koch's views. 

In the days before the discovery of the tubercle bacillus sufferers from consumption were as a 
rule rt-commended " change of air." There is an aphorism of Celsus which has now been before the world 
for nearly 2,000 years, to the effect that" the worst air for a disease is that in which it originated"; and 
for centuries before this the ancient physicians acted on tlte principle of sending consumptives to the 
sea or to pine woods. During the latter half of the last century, with vast extension of facilities for transit, 
greater use than ever before was made of some form of climatic treatment, various highlands being now 
recommended in addition to localities previously resorted to. Unfortunately, with the dissemination of 
Koch's contagionistic doctrines, the possibility of obtaining treatment of this kind was gradually restricted, 
and in recent years the tuberculous patient has been more and more closely hemmed in, as it were, by 
a "ring fence." Dr. Bulstrode, in 1908, confidently predicted that with the growth of sanatorium 
treatment, and the associated retention of sufferers (who would in earlier years have gone abroad) in this 
country, the recorded death-rate from tuberculosis would rise, and this has, in fact, proved to be the case. 
That matters should have rome to this pass, and the great hopes raised by Koch's discovery should so 
far have proved well-nigh illusory, is a cause of grave disappointment, and the considerations bearing 
upon the subject set out by Dr. Menzies in the introductory section of his report deserve the most careful 
study. 

Ai; regards dispensaries the report, which has been prepared in collaboration with Dr. J. E. eba pman 
of the Ministry of Health, shows that a large amount of work has been done in these institutions in London 
during the past six years. It will be remembered that in ~Iay. 1912, when the duty of framing Tubercu-
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losis Schemes devolved upon County Councils, the London County Council was not at first included, 
but this was remedied at a later date. The main point which 'emerges in connection, with dispensary 
work is that Dr. Menzies discerns a tendency to lay stress far Itlore upon the question of treatment than 
upon that of prevention and this defect needs to be corrected. 

With reference to Institutional Treatment, careful analysis is made of the existing available 
accommodation, and of future needs, under various heads--early cases, chronic and advanced cases, surgical 
cases, etc. The main conclusion to be drawn appears to be that whilst some additional accomrr.odation 
is required, a pressing need is to take stock of that already available and carefully to re-apportion 
it under the heads of the several classes of cases requiring treatment. 

W.H. HAMER 
Medical Officer of Healtn. 

The Pubhc Health Committee are reporting to the Council on certain sections of this report, 
which are set out in extenso in the following pages. Other portions of the report are still under the 
consideration of the Public Health Committee, and are therefore not printed here. 

July, 1920, 
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TUBERCULOSIS IN LONDON. 

ltEPORT BY DR. F. N. KAY ~h:NZIE8 ON TIlE ARRANGEMENTS FOR THE TREATMENT Oli' 

TUBERCUJ.OSIS IN LONDON. 

I-IntrodtClwn. 

T~~erculosis is the most pre!alent a~d wide!y spread of all the important diseases in this country. 
The sublomed ta~ular statement glves an unpresslOn, though a very limited one, of the havoc which it 
plays annually With the health of the community . 

.DEATHS 1911-1918, INCLUSIVE. 

Pulmonary. I Non-Pulmonary. I Total. 

Year. 
England England England 

London. and Wales. London. and Wales. London. and Wales. 

1911 ... .. , ... ... .. . 6,249 39,232 1,761 13,888 8,010 53,120 
1912." ... ... ... .. . 6,287 38,083 1,457 11,908 7,744 50,051 
1913 ... ... ... .. . ... 6,033 37,055 1,441 12,421 7,474 49,476 
1914 ... ... ... ... .. . 6,476 38,637 1,521 11,661 7,997 50,298 
1915 ... ... ... .. . ... 6,875 41,050 1,681 12,512 8,556 53,562 
1916 ... ... .. , ... . .. 6,491 40,747 1,514 12,151 8,005 52,398 • 
1917 ... ... ... ... ... 6,908 42,152 1,575 12,609 8,483 54,761 
1918 ... .. , ... ... .. . 7,048 46,077* 1,398 11,996* 11,446 58,073* 

* Including non-ciVllian deaths-In 1917 these numbered 961 pulmonary and 212 other tuberculosIS. 
NOTE.-The figures for 1915 onwards relate to civilians only (except those for England and Wales in 1918). 

:rABLE OF PRIMARY :NoTIFICATIClNS FOR ENGLAND AND WALES FOR FOUR YEARS 1914-18. 

England and Wales (includmg London}-
1914 
1915 
1916 
1917 
1918 

Totals 

PhthiSIS. 

81,159 
73,538 
72,479 
73,654 
72,741 

373,571 

I Other tuberculoSlS. 

24,366 
22,8tU 
23,777 
22,096 
19,391 

112,494 

It will be observed that it accounts for the deaths of between 50,000 and 60,000 persons each year: 
in England and Wales, and of these London alone accounts for more than 8,000 persons. Temble as 111 
this death roll, year by year, it takes no account of the many scores of thousands more woo are victuns 
of the chsease at some stage short of death. To get even an appro~te idea of the number of persoJUl 
in England and Wales who are suffering from tuberculosis is, for many reasons, a. very difficult matter, 
but if we take as a basis for calculation the number of prima.ry notificatiDns in a. year and multiply 
that number by five (on the broad assumption that the life of a tuberculous patient is about five 
years from the onset of the first definite symptoms of the disease) we reach the figure of about 450,000 to 
500,000 as a very rough estimate of the number of persons (of all ages and at all stages) who at any given 
moment have been definite1y recognised as suffering from this disease. For London alone this would mean 
about 70,000 to 80,000 cases. The probability is that these :figures really represent a consideJ'aJ>J.e 
under-estimate of the actual facts if they could be precisely ascertained. Both in Scotland and ueland 
the incidence of the disease is greater, while the figures obtainable before the war for Germany, Austnllo, 
Hungary, the Balkan Countries and various other countries of Europe are still higher. On the other 
hand it is interesting to note that Belgium was, at all events in pre-war years, an exception to talS 

rule-the incidence for that country being lower than for England and Wales. It is a notorious fact now 
that dunng the progress of the war there was an enormous increase in the incidence of and deaths 
from tuberculosis in all the Enemy countries (Appendix I.). 

The following extract from an address by Sir Robert Philip to the Glasgow Southern Medical 
Society in 19]3, gives a very clear account of the progress of the disease in the human body. 

:;5580 

" Tuberculosis is an infective disease due to inoculation with the tubercle bacillus. Let 
us go a step further, and here the analogy with syphJis wlll prove helpful. Tuberculo3:s is 
induced. hke syphilis, through the entrance into the system of the specific organism. The 
point of entrance may be theoretically anywhere-either a. cutaneous or mucous surface. Both 
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in tuberculosis and in syphilis there are certain more common sites of inoculation. In the case 
of tubercle, the mucous surface is more frequently infected than the skin, although I am 
inclined to think that the cutaneous structures are primarily affected oftener than is usually 
supposed. 

We may restrict ourselves for the moment to the mucous surface. Although the point of 
inoculation may be anywhere, certain locahties seem to be more readily invaded. While any 
point, from the lips down to the anal orifice in the one tract, and from the nostril to the ultimate 
alveolus in the other, is hable to attack, I would lay stress on the posterior nares, the faucial, 
and the tonsillar region as being specially vulnerable. 

Whether inoculation occurs in that region, or in intestine, or in the larynx,or in the bronchiole, 
matters relatively little for our present purpose. The significant fact is that successful inocu
lation may be accompanied by little, if any, local change. The surface of the mucous membrane 
~ay appear intact ~en to the critical examination of the histologist. This is specially hkely 
when infection has taken place, as it frequently does, during the tender period of developing 
childhood. At that date the mucous surfaces al e more absorbent and succulent. 'Ib:s explains 
the great frequency of infection, and likewise the hmited evidence of surface lesion. . 

Tuberculosis has this, then, in common with syphilis, that there is a definite, if not always 
traceable, point of entrance of the invading organism. It differs from syphilis in the fact that 
the disturbance at the seat of inoculation IS generally slight and more transient. When 
inoculation takes place through the skin, the local manifestations are more evident and lasting. 
In such cases the primary sore may be a conspicuous feature, as in syphilis. 

At whatever point inoculation has occurred, whether through mucous membrane or 
I3kin, the further course CCnslSts for the most part, in a gradual spread by way of the lymphatic 
syst€m. It is impossible to emphasise this too strongly. First, one or two glands in the neigh
bourhood of the point of inoculation become enlarged, and then progressively others at a greater 
distance, and so on. The extent of the spread depends on the degree of resistance which the 
patient offers. There is evidence which suggests that the glands exert a definitely antagonistic 
influence. 

In speaking of enlargement of glands, I should like it to be clearly understood that I refer 
not to the enlargement of glands which is characterised by gross deformity with associated 
caseation, and, perhaps, softening, but rather to progressive infiltration in chain after chain of 
lymphatic glands, so slight in degree that it is for the most part over-looked. I am satisfied 
that, if the more likely seats of such lymphatic infiltration were scrupulously supervised. in 
childhood and adolescence, the determination of tuberculosis at the lymphatic stage would 
be a common event. 

In respect of the progress of infection from the initial point of inoculation by way ot the 
lymphatIC glands, the course of tuberculosis presents further resemblance to that of syphits. 
As stress is laid on the presence of glandular enlargement in relation to a posslble syphllit:c 
infection, so we ought, I hold, to be similarly suspicious in view of a possible tuberculosis. 
Persistent glandular enlargement in any arear-however slight the degree of enlargement 
-should not be passed over lightly. In the case of the child and adolescent, persistent en
largement of glands, whether in the cervical, in the axillary, or in the abdominal regions. should 
be regarded as clinical phenomena calling for definite explanation. 

I press the view with all the force of which I am capable, bemg strongly convinced that it is 
at the lymphatic stage that tuberculosis ought to be opposed, and that, when thus opposed, its 
further spread within the system is readily prevented. 

The later incidents in the progress of tuberculosis vary much-whether its spread takes 
place by the lymph st~eam or the blood current. We are not concerned to-night with details. 
For the present it matters little whether the infection is carried to hone, or lung, or kidney or 
brain. It is to the infective process as a whole that I ask your attention, rather than to particular 
local or visceral lesions. 

It must be constantly in our minds that the chief danger in tuberculos:S lies not in the 
anatomical changes which are produced-whether in lung or in other organ. The significant 
factor in the process resides rather in the systemic intoxication, which is the necessary outcome 
of the bacillary invasion. The more important clinical features and the fatal termination, 
when it occurs, are in greater part referable to such intoxication. 

The tuberculous toxins would seem to act specially on neuro-muscular structures. The 
dystrophic influence is seen in the progressive loss of sarcous substance, and assoc~ted 
enfeeblement, and irrItability of muscle. To this, I believe, are referable the early manifes
tations of motor weakness, both of limbs and viscera-the feeling of tiredness, the disin
clination for effort, the softening pulse, and the gastro-intestinal sluggishness. These are 
generally in evidence long before cough or expectoration or other indication of local lesion is 
forthcoming." , 

It may be added that tuberculosis is also characterised by the fact that it may aHeet any porti~n 
of the human body. It is most familiar to us as tuberculosis of the lungs (pulmonary tubercul08~, 
" consumptIOn ") but it is almost equally well-known as a disease of the glands. of. t~e neck, of the skin 
(lupus), of the bones and joints, of the brain and its covering membranes (menmgttlS), of the abdomen, 
etc., etc. 

Equally important is its economic importance as a disease uf the community. Tub~osis, 
unlike measles and whoopillg cough which kill most of their victims at a very early age, or agam cancer 



5 

which kills in the middle and later stages of life. has its greltest mortality at the age periods of JIliddle 
life when many of its victims are not only in the period of their greatest activity, mental and physical, 
but also are most likely to have others (husband or wife, and children) dependent upon them. There 
is the further important consideration that its disabling influence may, in consequence of the long period 
of the illness, be the means of gradually dragging the VICtim, and those dependent upon him, steadily 
down in the world owing to inabitty to earn a decent lIvelihood, and consequent upon tlLs there often 
results many a heart-breaking domestic tragedy of terrible hardship, misery, poverty and broken up 
homes, not forgetting the increased opportunities arising for the spread of inf€Ction to others and the 
repetition of the whole ghastly cycle of event'. The disease, therefore, cannot be regarded as anything else 
but a great social eva. 

The decline in the death rate from tuberculosis, up to at all events very recent years, is one of 
the most remarkable phenomena in Vital Statistics. It is so remarkable that some authorities are not 
satisfied even now that the decline is a real one. The Statistics are, of course, based upon death 
certificates and it is common knowledge that these are often based on faulty diagnosis, and probably 
such faulty diagnosis was more frequent in past years. The general opinion, however, of many expert 
statisticians who have carefully investigated the official returns of the last 50 years, is that they may 
be reasonably regarded as an index of the variation, in the death rate from this disease. 

We may assume, therefore, that apparently there has been a considerable decline in the death 
rate from tuberculosis during this period, or, to put it in another way, the proportion of people who die 
of tuberculosis is now cons~derably less than it used to be. Formerly one death in eight was due to 
tuberculosis, now apparently it is about one in ten. That most interesting, important and very 
practical question therefore now arises-

What are the causes of the dechne 1-On looking at the chart (E. & W.) (AppendIX II.) it 
will be noticed that until quite recent years the decline has been almost a uniform one. Slight undula
tions occur every ten years, or thereabouts, but no marked change in the rate of decline occurs anywhere 
indicating any particular event associated with any special anti--tuberculosis measures, such as the growth 
of the sanatorium movement or the introduction of tuberculin as a method of treatment. The causes of 
the decline then, whatever they may be, have evidently been acting more or less continuously during 
the whole period-What are they 1-I£ it were possible to supply the correct answer to this supremely 
important question, no great difficulty would be experienced in deciding upon the exact nature, extent 
and cost of the various measures necessary for controlling and eventually possibly extinguishing the 
disease. 

Before proceeding to give a brief account of some of the theories which have been advanced to 
explain the decline of the death rate from tuberculosis in England and Wales up to quite recent years, 
attention should be drawn to the very different behaviour of the death rate from tuberculosis in Ireland 
(Appendix II.). ' -

EXPLANATIONS 011' THE DECLINE OF THE DEArn RATE FROM TUBERCULOSIS. 

(1) The tubercle bacillus is '/J/ndergm.ng a 8Wwly progressive diminution of virulence.-There is 
nothing inherently improbable in this theory, because in the case of scarlet fever there appears at aU 
events to be some ground for thinking that the virulence of the causative orgamsm, for whatever reason 
it may be, has notably diminished. The mortality of the disease to-day is only about one-tenth of what 
it was fifty years ago, yet scarlet fever is just as widely prevalent as ever. It is possible that this wide 
prevalence of the dIsease has brought about an immunisation of the race by a gradual elimination of the 
stocks most prone to the disease. 

There is no positive evidence to show that the tubercle bacillus has lost any of its virulence and 
the fact that the disease has behaved in a totally different way in Ireland is very much against the theory 
of diminished virulence of the bacillus. Furthermore, the experience of the Royal Commission on 
Tuberculosis went to show that the stability of the virulence of the bacillus of tubercle was a remarkably 
characteristic feature. 

(2) The intrinsic capacity for resistance of the race is increasing.-There is more to be said for the 
view that the fundamental power of resistance to invasion by the tubercle bacillus has been increased 
among peoples who have long been subjected to tuberculosis by the slow but continuous elimination of 
the more susceptible families. This view assumes that high or low powers of resistance to the disease 
are transmitted by inheritance, a view which, although generally held (and equally applicable to the ana
logy of scarlet fever referred to above), cannot be said to have been proved. Nevertheless, there are many 
strong reasons for believing that race immunisation is a powerful factor in connection with death rate. 
In this connection it is worthy of note that certain races show a very high degree of susceptlbility to 
tuberculosis (1) when they change their residence or (2) when persons suffenng from tuberculosis come to 
live amongst them. .AiJ instances of the first-Metchrukoff cites the ravages of tuberculosis amongst 
Kalmuck students from Turkestan who came to be educated in Russia, and more recently during the 
progress of the war there have been some striking evidences of a similar kind recorded by French 
observers amongst native Troops (Senegalese) brought to serve on the Western Front. .AiJ illustrations 
of the second there are several recorded cases of the virulence of the disease when it was first introduced 
amongst South Sea Islanders, North American Indians and r.atives of South Africa, by cases of tubercu
lcsis going to these countries from this and other countries where the disease was widely prevalent. 

Admitting, however, that there has been some immunity established amongst nations Lke those 
where the disease has been prevalent for many centuries, yet it is clear that the process must have been 
a very gradual one, and obviously this theory cannot possibly account for the behaviour of the death rate 
either in England or in Ireland during the last half century. 
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(3) The graa'PJ,l change in tke distribution of the population Irom rural to urlan has been a 
outstandmg development of the life of England and Wales during the nineteenth century. Thus,;n 1810, 
it is calculated that only about 2Q% of the population was cl,assified as urban, whereas in 1910, the 
proportion rose to something like 80% of the population. The theory here is that the liability to absorb 
small doses of tubercle bacilli increases with the prevalence of the disease and the density of the 
population, Therefore during this period there was going on, pari passu as it were, an increase in the 
prevalence of the disease and a corresponding increase of the m.i.llimal immunising doses of infection from 
the tuberculous to the non-tuberculous population. 

This process while it is suggested by advocates of the theory that it greatly increased the amount 
and the fatality of the disease in the early part of the last century (1800-1850) led later on to an increase 
in the resisting power of the succeeding generations and so in the second half of the century to a decreasE' 
in the prevalence and fatality of the dIsease, If this is a correct theory then the decline in the prevalence 
may lead to"{t point where there will also be a corresponding decline in the immunising'process and in time 
this would be followed by a rise in the prevalence and mortality of the disease, unless we can by other 
means stem the rise of the tide. Thus the rate of mortality from tuberculosis may be subject to rhythmic 
changes of the natural curve of the rate extending over a long series of years, and we may be simply 
passing through a low port on of one of these waves. 

(4) Improvement oj social conditwns.-Nearly all authorities are agreed that probably the most 
powerful factors in influencing the dechne of the death rate from tuberculosis are those which are summed 
up in the words "improvement of social conrutions of the people," but they diller as to their relative 
importance. Amongst the many factors which are included in this category are the following-

(a) Removal of damp, dirty, insanitary houses, including narrow streets, alleys, cul-de-sacs, 
etc.-all the conditions of housing in fact which constitute what are termed Insanitary Areas, 
large and small. 

(b) Improved conditions of occupation, including shorter working hours, higher wages, 
better and more abundant food supply, etc. 

(c) Improvement of the milk supply. 
(d) Removal of sub-soil dampness, etc. 

Although all the factors included in the term" improvement of social conditions" have been 
actively at work now for many years and it is admitted that they must have done much to reduce the 
mortahty from tuberculosis, yet it is certain that they cannot be the only forces at work, otherwise, as 
pointed out by Sir William Broadbent, tuberculosis should never occur among the rich. It is probable, 
therefore, that other direct factors have been at work, and Newsholme, after investigating all the sugges
tions which had been brought forward to explain the fall in the death rate, arrived at the conclusion-

(5) That the influence whwlf,; concurrently with all. those rej'F"ed to above, has been exercising the 
predorrnnant, though unrecogn'/,sed, influence, "is the segregation oj consumptives, especially oj advanced cases, 
in general hospitals, poor law ~nfirmaries, asylums ana other public institutions." This statement strongly 
urged also by Koch, has been vigorously opposed by Bulstrode, who gives the following reasons for 
disagreeing with Newsholme's conclusion :-

Extract from Report on "Tuberculosis" by Bulstrode to the LocaZ Government Board, 1907.
(a) "This theory assumes for phthisis a degree of infectivity which the evidence available does not in the 
opinion of many epidemiologists justify. 

(b) "No definite effect of the very general and, it may be added, complete isolation-during 
the whole period of illness and conval'escence-of such a llighly communicable disease as scarlet fever 
is conclusively demonstrable. Accordingly it was not to be anticipated that the partial segregation of 
phtlusis, along with non-phthisIS cases, during a small portion only of the whole inIectious period of 
the d~sease should yield such satisfactory results as those claimed as a result of the procesR. 

(c) "It is not improbable that for a considerable interval prior to the removal of any given 
patient to an infirmary or workhouse, such patient has already exercised the major part of the total 
influence qua infect:on, of whIch he or she is capable, a circumstance which, if true, would tend to diminish 
the mfiuen('e of segregat:on in Poor Law institutions. 

(d) "The charts furnished elsewhere in tllis report (Chaptf'r XXI. and Part Ill) although purf'Iy 
provisional and preliminary, do not, so far as they go. suggest that segregation IS lIkely to be attended 
with very obvious satisfactory results. 

(e) "If the average duration of stay of the phthisical patient in Poor Law institutions bears any 
direct relation to the average stay of all patients in such institutions, the total period would hardly seem 
sufficient tor the exercise of a very material influence of such sojourn in preventing the spread of the 
disease. For instance, during ]897, the average stay, in days, in certain provincial infirmarips was as 
follows-Salford, 97; Leeds, 95; Croydon 86; Birmingham, 74; West Derby, 60. 

" A stay of three months or so out of a total infective period of probably very many months, 
perhaps years, hardly appears likely, having regard to what is known as to the hospital influence in scarlet 
fever, to exercise a very great salutary effect, more especially when it is borne :n mind that many work
house patients go home to die. It would seem, indeed, that the majority are discharged alive to return 
to their homes where they have aga.ill opportunities for spreading infect:on. 

" As Dr. NIven observes, it is necessary to bear in mind the fact that no inconsiderable section of 
infirmary and work-house cases have received repeated treatIDent, and there is no reason to suppose that 
these persons have produced much less harm at home than they would have done had they D?t been in 
hospital. He also points out that as precautions as regar~g expectoration w~e not tak~n until :" re,cent 
period, segregation may not improbably have acted rather m sprea~g the disease than m reduc.ng It. 
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(f) "In New York there were, Dr. Hermann Biggs states, avaiIa.ble in 1906, from 2,100 to 2,200 
beds chiefly for the care of advanced cases of phthisis, whereas 15 years ago the number of beds specia.lly 
devoted to this purpose was • scarcely more than a quarter of this number, certainly not in excess of 
one third.' 

.. It does not appear from a study of the stat;Stics relative to the behaviour of pulmonary tuber
culosis in New York which will be found in the section on Notification (Part ill.) that this gradual 
increase from, say, 700 beds to 2,000 for advanced tuberculous cases, together with the other preventive 
measures practised in New York under the vigorous generalship of Dr. Hermann Biggs, has materially 
augmented the rate of fall in the death rate from that malady. 

(g) .. As regards Brighton the chart furnished does not suggest that the amount of isolation, 
practised in the fever hospital, together with the educational course w~th which it has been attended, 
has, as yet, exercised an easily detectable influence upon the death rate from pulmonary tuberculosis in 
that town. 

(h) .. Apparently Dr. Newsholme takes the view that a patient suffering from pulmonary tuber
culosis is only potent for harm as a distributor of tubercle bacilli for a period of twelve months. 
Doubtless Dr. Newsholme has satisfactory evidence for this belief, but my own view would be more in 
accord with that of Sir Hugh Beevor, who suggested three years, on the basis of his London experience, as 
the duration of the infecti.ve period. On this assumption he presented the problem as follows-

.. • Let the numbers of the phthisical in institutions be supposed in England now to be 33% 
and the length of their stay to be one third of a year, then if their bacilliferous propensity lasts 
three years, the amount of segregation is only effective to the extent of 3 or 4 per cent. of total 
bacilliferous propensity of total phthisical population. 

Such a small amount, if such it be, is surely evidence that the detention in institutions and 
declension of phthisis are not cause and effect. An infectious year of illness is a limitation 
unknown to me.' 

.. I gather, however, from Dr. Newsholme's reply to these comments that he inclines to the view 
that the bacilliferous period is probably longer than a year. 

(i) .. It would not seem that if this thesis of segregation influence be as great as is claimed for 
it there is any room left for the operation of tuberculous nulk and meat." 

The evidence up to the year 1908, clearly suggested that if segregation was to be credited with a 
share in bringing about decline of the phthisis death rate, the rate of that decline should be augmented 
during the next ten years. In fact, the reverse of this has proved to be the case, the rate of decbne 
instead of increasing has slowed down and apparently is now rising, and it seems clear, therefore, that 
other factors must have operated (Appl'ndix Ill.). 

(5) Themigration theory.-Dr. Hamer suggested in 1912 that while there can be no doubt that the 
decline in the tuberculosis death-rate betwen 1860 and 1900 was favourably influenced by the great 
improvement in the social conmtions of the community, these influences should be coupled with the fact 
that during the same period a large number of tuberculous patients annually left our shores for the 
Colonies and other countries where they either survived or died. In any case the great majority of them 
did not return home, and therefore to that extent our tuberculosis death-rate considerably benf:fited. 

Furthermore the retardation in the decline of the tuberculosis death rate in more recent years is 
due to the fact that this exodus of tuberculous patients abroad has practically ceased, owing to the fact 
that we have for some years past provided on a larger and larger scale for the treatment of these patients 
in eanatoria and hospitals in this country, and, in addition, the Colonies and other countries have 
prohibited such pat:ents from entering their territory. Therefore, they die at home, and hence their 
influence upon the tuberculosis death rate. 

Arguing upon the same lines. the tuberculosis death rate in Ireland between, say, 1860 and about 
1900, gradually rose, instead of falling as in England and Wales, because the general public health condi
tions of the country improved much more slowly and a large emigration of the population took place, 
which consisted mainly of tke young and fit men and women. 

The more recent improvement in the tuberculosis death rate in IreLmd-i.e., particularly since 
about the year 1900, is due to the fact that the country has become much more prosperous in the last 
fifteen to twenty years. Not only are the housing conditions better and the standard of living much 
h;gher, but the increased prosperity of the country has tended to restrict considerably the emigration 
of young and fit men and women. 

W:th regard to th!s theory, there can be no doubt that the general improvement in the health 
conditions o! the people must have exercised some benefic~al effect directly and indirectly in reducing 
the tuberculosis death-rate. Many critics, however, experience some dJfliculty in accepting the further 
statement that the exodus of tuberculous patients from this country during the years when the tubercu
losis death-rate consistently fell was such that, as this exodus gradually ceased, it was associated with 
an arrest of the decline of the tuberculosis death-rate. 

This theory would of course imply that the retention of that proportion of the tuberculous 
poulation, whatever it was, in this country which formerly emigrated. has been more than sufficient to 
counterbalance all the other agencies at work which should make for the continued decline of the tuber
culosis death-rate, and more particularly those special measures such as institutional treatment wh;ch 
have been put into operation since 1900 for the welfare of the tuberculous patients. 

(6) Karl Pearson, in his pamphlet entitled " The Fight against Tuberculosis and the Death Rate 
from Phthisis," published in 19I1. severely criticises the statistICal data upon which Sir Arthur News
holme bases many of the conclusions arrived at in his book, "The Prevention of Tuberculosis," and 
in particular the theory that" institutional segregation is the pTP.dominant cause of the decline of phthisis 
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in this country." A careful study of both Karl Pearson's and Sir Arthur Newsholme's statistical argu
ments will not fail to convince everyone that he has given many sound reasons for showing that the 
accuracy of Sir Arthur Newsholme's conclusions is open to very. considerable doubt. 

. . Karl Pearson c~>nsiders that heredity plays the most important part ""fa pklkisis, and expresses the 
oplDlon that the selectIon due to many years of heavy phthisis mortality has left us with a more immune 
and resistant population, and goes on to say that if this is the explanation-and he believes it will be 
found to be the ultimate explanation of the fall, especially the retarded fall, in the phthisis death
rate-then infection is not the only factor worth investigating. He therefore suggests that "natural 
selection may have done more for rac·al health in this matter than medical science." 

" Evolution helps man better than he at present knows how to help b;mself, and possibly he 
would learn to help himself better if he studied processes of racial selection a httle more closely." 

After a careful study of the various theories which have been put forward to explain the decline 
of the ~ube~ulo3is death-rate during the latter half of the last century, the student may weU be forgiven 
for taking the view that not one of them can be said to afford an entirely satisfactory explanation. 
Most of those who have studied the subject succumb to the temptation of starting a theory of their 
own. I do not propose to say more than that in my opinion there are substantial grounds for the belief 
that the data available for the study of the subject, particularly the certification of deaths from tuber
culosis, are not sufficiently reliable to enable one to make a fair compar~on between such periods as 
1850-1885 and 1885-1920. In the latter pl!r~od the great advances which have taken place in the 
facilities available for making a more accurate diagnosis of the presence of the disease, and therefore 
its differentiation from other diseases. are sufficient to render any comparative study of the statistics 
for the two periods very difficult. Furthermore, it always happens that when a disease attracts a great 
deal more attention both from the medical faculty and the public that it is suddenly discovered to be 
much more prevalent than was formerly thought to be the case. The only positive statement 
therefore to which I should be inclined to commit myself at present would be that the general 
lIDprovement in the conditions of life of the working-classes, both at home and at work. and the 
beneficial effects resulting from the better control of such important predisposing factors 8S the 
contraction of the infectious fevers in early life, cannot have failed to produce decidedly favourable 
influences upon the incidence, and progressively fatal character, of the disease. 

The mortality from tuberculosis in the two sexes.-In connection with the decline of the death. 
rate from tuberculosis it is an interesting fact that females have benefited more than males. The 
difference in the first few years of life is in accordance with the general rule-viz., that the mortality 
from aU causes is greater during these years amongst male infants. After the early years of life the 
position is reversed, and up to the age of twenty, girls are more liable to die of tuberculosis than bOYB. 
The question has been asked whether this difference is due to some peculiar susceptibility of the tissues 
of the female at this time of lile or whether it is simply dependent upon the difference in the habits of 
life of the two sexes ~ In this connection it may be noted that amongst the work:ng-classes young 
girls often have the care of younger m-embers of the family, and especially the babies, thus interfering 
to a large extent with their freedom and natural physical development. 

After the age of twenty. males die much more frequently of tuberculosis than females, and the 
disparity increases until the age period fifty-five to sixty five is reached, and only slightly clinLnishes 
thereafter. This difference depends in the main upon wfferences of occupation, for the great majority 
of trades which predispose to tuberculosis are those followed, as a rule, almost exclusively by 
men. 

lt is a significant fact that the comparative prevalence of fatal tuberculosis in the sexes, taking 
aU periods of life together, have been reversed since the modern devel()pment of industrialism, and that the 
change has occurred earlier in those countries which first developed their industries. In England this 
change began about 1868. In Scotland it was twenty-five years later. In Ireland females still continue 
to suffer from Tuberculosis more than males. Furthermore in England and Wales the difference is 
most marked in urban districts and least in rura~ and :t reaches its climax in certain towns-e.g., Birming
ham and Sheffield, where trades particularly liable to predispose to tuberculosis are largely carried on. 
Industrialism has not increased the mortahty :£rom tuberculosis amongst adult males, but it has greatly 
retarded the decline which has been taking place. 

The role of the tubercle bacillus. Tuberculosis is generally described as an infections or contagious 
disease and the tubercle bacillus as the causative organism. But authorities differ considerably as to 
the importance to be attached to the role of the tubercle bac;Uus. Thus, one school of thought expresses 
the view that inasmuch as tubercle bacilli are commonly present in the air we breathe and the food we eat, 
that opportunities come frequently and almost constantly to all of us for acquiring the infection. Indeed, 
there is ample evidence to show that the chances are that all of us become definitely infected at some 
hme or other during our lives, but in the ordinary course of events the d;sease becomes arrested dl the 
majority of us and leaves but a small trace behind in the form of a scar in the lung tissues or elsewhere. 
Opportunities for infection, then, being admittedly so common, it is manifest that they can 
count but little in the ultimate result. Some other factor, therefore, must determine whether the in
fection is to lead to a. progressive, and often fatal, result; and it has been suggested that this factor 
can only be the power of resistance possessed by the individual. In other words, "the seed comes 
to aU of us; it is the soil which determines whether or no it shall germinate and grow to maturity." 
It has been suggested that this view neglects to take any aCcount of the possibility that the results of 
infection may depend upon the size of tJJe infooting dose. Much valuable information on the" influence 
of dose" was gained by the Royal Commission on Tuberculosis as a result of numerous expenments. 



9 

The limit which divides the dangerous from the harmless dose differs with every individual, and also 
with various circumstances at the time of infection, but on the whole there appears to be no doubt that 
large doses (massive infections) are decidedly more dangerous than small ones. .. Very lar"e doses 
are deadly and overcome the most resistant, while very small doses are harmless even to the ~ost SU8-

(,pptible. " 
The importance of these observations in relation to the contagiousness of tuberculosis, especially 

the pulmonary form, becomes obvious when we remember that it ;8 those living;n constant and close 
proximity to the" open case of pulmonary tuberculosis" who are daily inhaling or ingesting large doses 
of the lacilli and sim'larly it is the milk from a cow with a tuberculous udder rather than the mixed milk 
of a herd which conveys the infection in massive doses to the susceptible child. 

This may be stated in another form. If everylody JB exposed to the risk of serious infection, and 
for the purpose of this argument whether exposed, more or less, matters not at all, it follows that it would 
be of little use to attempt the segregation of open cases of tuberculosis or the destructlOn of cows with 
tuberculous udders. Re}jance would have to be placed instead on all measures calculated to increase 
personal resistance. On the other hand, if the question of the size of the" infectmg dose" is a matter of 
considerable importance there is much more to be hoped from the segregat:on of open Gases of tuberculosis 
and the extermination of tuberculous cows. 

ffitherto the principal measures relied upon for fighting the disease are the following :-
{I} The improvement in the soc~al conditions of the people-i.e., housing, occupational 

environment, food supplies, etc. 
{2} {a} The segregation of advanced cases in institutions. 

(b) The Education of patients, as to the nature of the infection and the precautions 
to be adopted by them for reducing the risks to others. 

(3) The eradication of bovine tuberculosis. 
Within recent years the further measures adopted for combating Tuberculosis include the 

following :-
(1) Compulsory Notification. 
(2) Sanatoria and Hospitals. 
(3) Tuberculosis Dispensaries. 
(4) Open-Air Schools. 

Still more recently it has become increasingly common to speak of .. Complete TuberculosIS 
Schemes" and although no authori' ative statement has, so far as I am aware, been made in this country 
in explanation of exactly what is meant by such a scheme, it may be of interest to the Co~ttee to 
refer to the Report of the Special Committee appointed, at the meeting of the League of Red Cross 
Soc~eties. at Cannes in April, 1919, to draw up a comprehens:ve scheme for combating tuberculosis 

Oomplete Tuberculosis Ecneme suggested at a Meding of League oj Rei1 OrOS8 Eocieties at Oannes, 
ApriZ, 1919, 

Recognising the wide prevalence of tuberculosis, its incidence at all ages, and ;ts great importance 
as a cause of excess~ve mortality, disability and economic loss, we recommend that special attention be 
given to the fight against this disease in the plan of an orgallisation having in view common action on the 
part of Red Cross Societies 

(1) We believe that in an organised campaign against tuberculosis the following factors are 
fundamental and ind'spensable: 

(1) Dispensaries on an adequate I!cale, furnished with laboratories and appropriate (quipment 
and affording provision for early diagnosis, including the examination of " cont:(ts " by 
expert physicians, and with especially trained visiting nurses, who will carry into the homes of 
patients the necessary care, ass;Stance, illstruction and advice, who will especially consider the 
needs of children, and who w~ d~ect the patient to approp;'ate agencies for this purpose. 

(2) Provisi n for the careful, regular inspection of schoolchildren with a view to the early 
detection of tuberculosis. 

(3) Hospital treatment, on an adequate scale. of acute, advanced and hopeless cases of 
tuberculosis, separated from other cases Dot infected with tuberculosis. 

(4) Sanatorium facilities for all suitable cases of tuberculosis. 
(5) Continuous popular education regarding tuberculosis, its causes and prevention, by all 

suitable means and agencies. 
(2) It is evident that tuberculosis is inextricably associated with the general living and working 

conditions of the people, and we therefore recommend the encouragement of legitimate efforts directed 
towards the improvement of these conditions. We regard as of particular importance in this connection 
the care of children and the problems of housing. nutrition and alcoholism. 

(3) We recommend the institution of appropriate measures to prevent the transmission of tuber 
culosis through infected milk. . 

(4) We approve the estabhshment of open-air schools for the accommodation of children already 
affected by, or suspected of, tuberculosis, and measures should be taken to protect children againl!t 
contagion in the household by placing them with healthy families in the country or in special asylums, 
when it is not practicable to remove the infected patient from his family. 

55380 Q 
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(5) We call attention to the importance of the extension of the open-air principles to all institu
tions and places where many individuals are housed together, such· as barracks, orphanages, workhouses, 
penitentiaries, and the like. . 

(6) Experience has shown us the importance of careful supervision of the tuberculosis patient 
during the entire period of his illness. We therefore urge the need for close co-operation between the 
several inst:tutional factors (dispensaries, hospitals, sanatoria, etc.) and the more extended development 
of slrilled social service under medical direction. 

(7) We think that attention should be drawn to the great risk to which tuberculous patients 
are exposed through the exploitation of alleged cures without scientific authonty. 

(8) Inasmuch as a problem of particular difficulty is that of providing suitable occupations for 
those patients with tuberculosis, able to perform a certain amount of work under favourable conditions, . 
we recommend the encouragement of efforts for the establishment of agricultural and other colonies 
and the orgiVrisation of suitable industries which shoulq be linked up with the dispensaries and sanatoria 
under medIcal superv~sion, 

(9) Recognising that accurate knowledge of the distribution of tuberculosis is an essential pre
lIminary to its control by public authorities in any community, we approve the principle of compulsory 
notification of tuberculosis to the health authorities under appropriate regulations 

(10) We call special attention to the capital iqlportance of scientific research in the field of tuber
culosis and the collection of information as to all factors bearing upon the prevalence and distribution 
of the disease. 

The Committee was ,composed of the following members:-
Chainnan . . Professor Calmette. 
Great Britain Sir Arthur Newsholme, Sir Robert Philip, Sir John Lumsd£.n. 

United States 

France 
Italy 

Japan 

Dr: F. N. Kay Menzies. 
Drs. Baldwin, Hermann Biggs, Farrand, Garvin, White and Linsly 

Williams. 
Professor Calmette, Professor Courmont, Dr. Bernard, Dr. Rist. 
Colonel Baduel, Lt.-Col. Castellani, Professor Maragliano, Dr. 

Marchiafava, Dr. Polio 
Dr. Kabeshima, Dr. Nawa. 

n.-Provision 01 DispensarieJ. 

The initIal provision of dispensaries was made as a voluntary effort by the Central Fund for the 
promotIOn of the dispensary system for the prevention of consumption. They provided eleven voluntary 
dispensaries prior to 1912. The Poplar Tuberculosis Dispensary formed by a voluntary local committee 
in Poplar opened in April, 1912, and a voluntary dispensary was opened in St. Pancras in 1909. 
Later in the same year a dIspensary was provided at the Royal Chest Hospital, City Road, by 
arrangement with the ShoredItch Borough COunCIl. 

These dispensaries were all ultimately included as part of the Borough Dispensary Schemes. 
In 1913 six boroughs (Deptford, Greenwich, Hampstead, Lambeth, Southwark and Wandsworth) 

provided municipal dispensaries; one of these (Lambeth) in addition also providing a branch dispensary 
at St. Thomas' Hospital. 

The conditions of approval of dispensary schemes by the Council were laid down in resolutions 
approved by the Council in November, 1913, and these were incorporated in the general tuberculosis 
scheme of the Council which was approved on the 26th May, 1914 (Appendix IV.). 

Grants in aid of the dispensary work of borough councils have been made by the Council as from 
the 1st April, 1914 to the extent of 50 per cent. ofthe net expenditure by borough councils after deducting 
the contributions received by them from the Exchequer and London Insurance Committee. 

The number of approved dispensary schemes in each calendar year, and the number of separate 
dispensaries included is shown in the following statement. 

Calendar year. I N f h I No. of separate 

II 
Calendar year. No. of schemes. No. of separate 

0.0 sc emes. D" Dispensaries. lSpensanes. 

1914 ... ... ... 12 13 1917 ... .. . '" 27 30 
1915 ... ... ... 18 19 1918 ... . .. ... 29 33 
1916 ... ... ... 23 27 1919 ... ... ... 29 33 

There are also two branch dlSpensanelil-One in St. Pancras and one in Wands worth. 

Dispensary 'IA ork considered for Lorukm (JJJ a whole.-London is served by 33 tuberculosis dispen
saries and two branch dispensaries staffed during 1919 by 41 tuberculosis officers, of whom 32 have 
full time and nine part-time appointments. 

Table I. shows the number of new cases of tuberculosis notified in the metropolitan boroughs 
and the number of new cases which were dealt with by the dispensaries during the year 1918.· In 
considering this table it should be remembered that a dIspensary service was not available for Bethnal 
Green untll October, 1917, nor for Hammersmith until September, 1918. 
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TABLE I. (1918). 

C88eB of tuberculosis dealt with at 

Primary notIfications. 
dIspensaries for first time. 

MetropolItan borough. Number. 
Per cent. of primary 

I Non- Non-
Pulmonary. pulmonary. Pulmonary. pulmonary. 

Battersea ... ... . .. ... 266 149 338 
Bermo'ldsey ... ... . .. 282 101 199 
Bethnal Green ... ... . .. 515 100 330 
Camberwell ... ... .. . 665 239 587 
Chelsea. ... ... ... '" 107 14 60 
Deptford ... ... ... '" 205 111 211 
Finsbury ... . .. ... ... 266 50 212 
Fullmm ... . .. ... . .. 576 80 234 
Greenwich ... ... ... '" 261 133 177 
Hackney ... . .. ... ... 793 109 465 
Hammersmith ... ... .. . 262 41 106· 
Hampstead ... ... . .. 272 70 143 
Holbom ... ... . .. . .. 152 11 64 
IslIngton ... ... ... .. . 1,006 184 646 
Kensmgton ... ... ... 496 107 183 
Lambeth .,. ... . " . .. 1,063 361 439 
LeWlsImm ... ... ... .. . 294 88 216 
Paddmgton ... ... ... 322 126 110 
Poplar ... ... . .. '" 625 225 306 
St. Pancras ... ... ... 817 181 397 
St. Marylebone ... ... '" 318 43 168 
Shoreditch ••• ... ... '" 440 51 319 
Southwark ••• ... ... ... 579 195 439 
Stepney ... ... ... . .. 1,547 213 695 
Stoke Newington ••• ... ... 77 12 121 
Wands worth ... ... '" 729 213 447 
Westminster ... . .. . .. 519 93 251 
Woolwich ... ... ... . .. 563 101 345 
CIty of London ... . .. '" 30 ] 5It 

14,047 3,403 8,259 

• Figures for six months only. • 
t Inctudlng metropobtan cases not residmg in the City. 

TABLE n. 

Number of primary notifications of pulmonary tuberculosis in the metropolitan 
boroughs 

Number of primary notifications of non-pulmonary tuberculosis in the metro
polItan boroughs 

Number of cases of pulmonary tuberculosis dealt with by the dispensaries for 
the first time 

Number of cases of non-pulmonary tuberculoSlS dealt with by the dispensaries 
for the first time 

3 
25 
41 

104 
3 

44 
4 

14 
56 
61 
14· 
24 
3 

38 
41 

162 
41 
65 
81 
44 
22 
12 
89 
78 
14 
69 
29 
48 
2t 

1,231 

notIfications. 

Pulmonary. 

1917. 

13,076 

3,729 

7,202 

1,313 

127 
70 
98 
88 
56 

103 
80 
41 
68 
59 
1 
52 
42 
64 
37 
41 
73 
34 
49 
49 
53 
72 
76 
45 

156 
61 
48 
61 

170 

59 

Non-
pulmonary. 

2 
25 
41 
43 
21 
40 
8 

17 
42 
55 
t 
34 
21 
21 
38 
45 
47 
52 
36 
24 
51 
23 
45 
36 

126 
32 
31 
48 
-
36 

1918. 

14,047 

3,403 

8,292 

1,231 

It is evident from these tables that the dispensaries only deal with about half the new cases of 
pulmonary tuberculosis occurring in London in any year and a third of the cases of non-pulmonary 
tuberculosis. 

Some further light is thrown upon this by determining the interval between notification and 
death. In one metropolitan borough, out of 205 deaths attributed to tuberculosis in 1915-

64 (or 31 per cent.) were only notified at death. 
39 (or 19 per cent.) were notified and died within a month. 
34 (or 16 per cent.) were notified and-died within six months. 

This matter is worthy of further investigation as, if this condition of affairs obtains generally 
throughout London the dispensaries (an scarcely be expected to deal with more 'l\an 60 per cent. 
to 70 per cent. of the total primary notifications in any year. . ' 

Table III. Ilhows the number of cases of tuberculosis dealt with by the dlspensanes for the first 
time during the years 1917 and 1918. 

S55S0 Q2 
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TABLE m 

1917. 1918. 

Insured persons suffering from pulmonary tuberculosis 4,351 5,150 

Insured persons Buffering from non-pulmonary tuberculosis 214 219 
4,565 5,369 

Uninsured persons suffering from pulmonary tuberculosis 2,851 3,142 

Uninsured persons suffering from non-pulmonary tuberculosis 1,099 1,012 
3.953 4.154 

\ 
The number of cases of pulmonary tuberculosis among insured persons showed during 1918 an 

increase of 18 per cent. over the previous year, but among the uninsured an increase of only 10 per cent. 
It appears to be fairly certain that a further disproportionate increase in the number of CUBes 

of pulmonary tuberculosis among insured persons as compared with uninsured persons will be shown 
during the year 1919. 

In connection Wlth the detailed work of the dispensaries the first point which callil for comment 
IS the amount of time actually worked by the tuberculosis officers. This varies widely for whole-time 
officers. The time actually spent at work was calculated from information given by tuberculosis officers 
in a large number of dispensaries. AP. examples the following may be given-viz., 31, 42, 37. 31. 36, 
35, 30, 46, 231, 32, 39, 371, 34, 33, 411 hours. It was somewhat striking to find that short hours were 
irequently worked in dispensaries where the number of attendances per annum were very high. 

It appears to be desirable to define a whole-time appointment in terms of the hours worked. 
It is, therefore, suggestO)d that a whole-time officer should give not less time to the work than 36 actual 
working hours in each week. 

A definite standard would be of great use in determining the need for additional medical officers, 
assessing the salary in the cases of part-time officers, etc. A similar rule might apply to the hours of 
nurses, clerks and dispensers. 

Premises.-London dwelling-houses do not lend themselves well for conversion into dispensaries 
owing to the fact that they have usually too few rooms on the ground and first floors. This often results 
in a shortage of dressing-room accommodation. 

The dispensary at Battersea is possibly rather small for the needs of the borough, but even here 
with some slight rearrangement of the use of rooms, a second consulting room could be provided. In 
this case the dispensary IS conveniently situated and otherwise suitable. 

Duratwn of clinics.-The average duration of .aessions appears to be between 21 and 3 hours ; 
in five cases the sessions frequently exceed three hours, and in two of these average 31 and 4 hours 
respectively. The number of patients dealt with per hour varies very considerably. 

In dispensaries where the number of patients is so limited or the dispensary is 80 well stafIed 
that the tuberculosis officer has time to deal thoroughly with every case, the number of patients who 
are dealt with by each tuberculosis officer, including new cases, re-examination cases and those fOI 
treatment, averages about eight per hour. 

Assuming as appears to be usually the case, that the majority of patients under treatment, obser
vation or supervision attend once in 14 days on an average, the constitution of the eight cases WIn be 
somewhat as follows;-

One new case requiring 20 minutes for examination and record. 
Two re-examination cases requiring 10 minutes for examination and record. 
Five treatment cases requiring four minutes each. 

On an average re-examinations are made once in six weeks in dispensaries, where about eight 
patients per hour are seen. These figures are necessarily approximate, but they appear to form a rough 
guide to the number of patients who can be dealt with effectively per hour. 

It is somewhat striking that nine out of ten hospital dispensaries (St. Bartholomew's not reported 
upon) are included unde:t this group, together with one municipal dIspensary. 

Re-examination of patients under treatment, observation or supervision once in eight or nine 
. weeks on the average appears to be associated with an attendance of about 12 patients per hour. 

The number of patients dealt with per hour at certain of the dispensaries is very high, and is 
. associated with infrequent re-examinations. The average period between examinations in the case 

of these dispensaries is probably four or five months, and it was admitted in one dispensary that the 
pericd might even be six, nine, or 12 months. The medical officers of these dispensaries agree that 
work carried out on these lines is inefficient, and they attribute it to the congestion of the dispensaries_ 
The reasons for this congestion will be dIscussed later under the sections dealing with "Observation .. 
and "Treatment," 

The same remarks apply in a lesser degree to one or two other dispensaries which have had only 
part time tuberculosis officers durillg the war, but here these conditions appear to be only temporary. 

Arrangements for the attendance of patients at dispensaJries, etc.-In the case of a disease like tuber
culosis, where so much depends upon the earnings of the patient and the need for keeping every patient 
under observation for long periods even where there is no evidence of active disease, it is important that 
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patients should be seen promptly and at times convenient to them. The general arrangements throughout 
London are that the dispensaries are open between certain hours and patients come at intervals through
out these hours. In most cases the patient has to wait for some time before he is seen, but this period 
we are informed does not appear to exceed an hour on the average; in those dispensaries where the 
attendance is small it is less and in others where the attendance is large it may occasionally be much 
more. 

In some dispensaries patients are seen at special hours for special purposes, e.g., re-examinations, 
but this is done mainl.V for convenience of tuberculosis officers. In two or three dispensaries special 
appointments are made hr the attendance of patients who cannot come at the hours of the ordinary 
clinics. 

A system of seeing patients by individual appointment was tried and abandoned at one dispensary. 
Nevertheless, the matter is of such importance that some further attempt should be made to deal with it. 
Experimental work on the part of the tuberculosis officers in this d:rection should be encouraged. 

It frequently happens that there are so many patients attending at a particular sel'sion that 
re-examinations due, or overdue, are either postponed or performed under circumstances which impair 
their effidency. It is very desirable that certain sessions should be devoted entirely to examillations 
and re-examinations of patients and others to such work as special forms of treatment, etc. In a number 
of dispensaries a beginning has been made in this differentiation of sessions for the special purpose of 
examining and reporting upon Pens~ons Ministry cases. 

Ttmes of sessiona.-These call for little comment. An evendtg session for workers should, however, 
be inst~tuted at Poplar. The question of evening sessions might be considered with advantage at 
Brompton, St. Thomas' and St. Mary's Hospitals. 

The habits of patients appear to have altered since 1914, and I think there is evidence that in 
most areas the evening session should usually commence between six and seven o'clock instead of at a 
later hour. 

There is a Saturday morning clinic for children at Victoria Park Hospital which is exceedingly 
well attended. The question of instituting c1.in.:cs on Saturday mOnLngs for children attending school 
Zs worthy of attention. Children lose an attendance mark and consequently the education authority 
a portion of the grant if they attend at a dispensary during the school week and this militates to some 
extent against the attendance of child-contacts for examillation .. 
. Needfor branch dispensaries.-There are two boroughs in which the question of a branch dispen-
sary needs consideration-Poplar and Bermondsey. 

Poplar.-This borough is about four miles in length from north to south and about a mile in width 
from east to west. The dispensary is situated about a mile from the northern limit of the borough. The 
only means of transport available for the inhabitants of the southern half of the borough to the dIspensary 
are the railway from the docks to Bow Station and trams and motor buses along East India Dock Road 
and Burdett Road, neIther of which are convenient. I estimate that a journey from some parts of the 
borough to the dispensary may take from! to 1 hour. 

A dispensary is needed to serve this southern part of the borough. One situated near Limehou.'Ie 
Town Hall or even further east would adequately serve the following wards-

Poplar west} 
" East 
" N.W. Populat;on 1911 census 56,390. 

Millwall 
CubittTown 

This would leave a population of about 61,750 to be served by the present dispensary. An 
a.llocation of the average number of deaths from tuberculosis during the years 1912-16 on a population 
basis between the two areas shows that about 184 deaths occur in the proposed main dispensary area and 
168 in the proposed branch area. 

The voluntary Dispensary Committee have had the question of a branch dispensary under 
consideration in the past but I understand they do not feel able at present to extend their responsibilities. 

If the London Hospital establishes a dispensary as a part of the Borough of Stepney Scheme it 
would then be desirable to move either Whitechapel or St. George's in the East Dispensary further east. 
The best place to which this dispensary could be moved would probably be to the neIghbourhood of Lime
house Town Ha.ll. The same dispensary could serve the southern part of Poplar. It is suggested, therefore, 
that a rearrangement of dispensaries rather than a new branch dispensary should be considered. The 
matter has not been discussed as yet with the ILedical officers of health of either of the affected 
areas. 

Bermondsey.-So far as could be ascertained at the dispensary the percentage of patients coming 
from the Bermondsey and Rotherhithe areas during 1918, were 74 per cent. and 26 per cent. respectively, 
whereas on a population basis one would expect the proportion to be as 64 per cent .. is to 36 per cent. 
This seems to suggest that Rotherhithe is not adequately served although possibly the rate of incidence 
is less in RotherhIthe than in the rest of Bermondsey. Some regions of Rotherhithe are two miles from 
the dispensary; there is a lack of adequate means of transport and the raising of the dock bridges 
frequently causes considerable delay. I suggest the establishment in the first place of a visiting station 
in Rotherhithe; later on, if experience shows that this meets a need a branch dispensary can then be 
established. 

S01J.rce oj ratients.-The records relating to this heading are kept in diverse ways at the various 
dispensaries, and are not comparable, but they show that quite a number of organisations-official 
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and voluntary-appear to take advantage of the facilities offered by the dispensaries for the examination 
of patients. Generally speaking the following list is fairly representative of the various sources from 
which patients are derived:-

(1) The London County Council (mainly the Sch~l Medical Department). t 
(2) The London Insurance Committee (mainly panel practitioners). 
(3) Borough Council officials. 
(4) Boards of Guardians. 
(5) War Pensions Committees. 
(6) General practitioners. 
(7) Hospitals (especially when the dispensary is part of the hospital organisation). 
(8) Charitable societies (e g., C.O.S. and lC.A.A.). 
(9) Contacts of previous definite cases. 

(10) Recommended by patients in attendance at dispensary. 
(11) Patients coming on their own initiative. 

No useful figures as to the use made of dispensaries by War Pensions Committees are available 
but It is certainly very considerable. The figures which are available relate to 1918, and are -much lower 
than those for 1919 will be. Camberwell dealt with about 400. War Pensions cases during the first nine 
months of 1919. 

Home consultations.-These are relatively few in every area for two reasons-(l) many of the 
patients are ambulant cases and the practitioner sends them to the dispensary for an op'nion j (2) the 
practitioners rarely able to afford time to meet the tuberculosis officer at the beds·de. In many cases 
the tuberculosis officer at the request of the practitioner examines the patient at home and subsequently 
discusses the case over the telephone with, or sends a written opinion to him. (These cases are not 
recorded in Form R as consultations.) Now that the pressure of war conditions is relaxing and perma
nent tuberculosis officers are back at work, there is evidence that home consultations are steadUy in
creasing. The tuberculosis officer of St. Thomas' Hospital is not allowed by the rules of the hospital 
to consult at the homes of patients. This is an unfortunate restriction and it is desirable in the interests 
of efficiency that the rule shonld be revised. 

There is evidence that co-operation with local practitioners has increased very greatly during 
recent years. In 1913 many tuberculosis officers did not make a regular practice of sending a report of 
any patient whom they might examine to his doctor. It is satisfactory to record that great attention 
is now paid by all the tuberculosis officers to this duty. The majority of tuberculosis officers take every 
opportunity of becoming acquainted with and studying the interests of local practitioners, with the 
result that co-operation has very materially improved. In some areas, however, there is still room for 
considerable improvement in this respect. 

Methods of observation.-In the various dispensaries visited it was observed that the fullest use 
was not made of all the facilities available for arriving at a definite :diagnosis in doubtful cases. Par
ticularlyone noted that there was a lack of intensive study, more espe&ally, perhaps, in the case of children. 
In many dispensarieFI the tuberculosis officers do not care to discharge patients with definite ill-health 
but doubtful in diagnosis; they keep them attending the d~pensary for observation and give them 
luch treatment as appears to be indicated. These patients attend about once a fortnight for very long 
periods-e.g., a year, and as more and more are constantly added to their number this results in an exces
sive number attending at each session; there is no time for physical examination of even a tithe of those 
requiring examination; the observation cases cease to be observed, and the only thing that is done for 
many of them is that their medicine is repeated. This condition of affairs is seen to the greatest extent 
in the Stepney ruspensaries. The number of attendances made by all persons per annum at each of these 
dispensaries is very high, and is accounted for mainly by the large number of children in whom no diag
nosis has been arrived at, but who receive treatment. The congestion of these dispensaries is so grl'.at 
that the tuberculosis officers have no opportunity to give real observation. 

In some dispensaries, on the contrary, and this was specially marked in some of the hospital dispen
saries, great pains were taken to arrive at a diagnosis as quickly as possible and each case was studied inten
sivelyfor a short period. It is important that stress should be laid in all dispensaries upon the importance 
of arriving at a ruagnosis without delay. Anything which renders this impossible seriously impairs the 
efficiency of the dispensary. When a patient has been submitted to such an intensive study for a period 
of (say) three to four weeks, both by the tuberculosis officer and after reference to a consulting centre, 
and a positive ruagnosis is not even then possible, it is justifiable to request him to attend the dispensary 
again in two or three months, and if no further evidence is available of the positive existence of tuber
losis, he may reasonably be discharged as "probably r.ot suffering from clinical tuberculosis." The 
patient should then be advised to report again in six months or, of course earlier, if any symptoms 
develop suggesting the desirability of a further examinat!on. 

Oonsulting centres.-Durmg the year 1918 only one hundred and forty-five cases were referred 
to the consulting centres by tuberculosis officers. In nearly every instance these were cases of .tuber~u
losia which involved some special region or organ-e.g., throat, genito-urinary tract, etc., or m which 
some special experience or apparatus was required for the purpose of diagnosis or treatment. It was 
surprising to find that so few cases of doubtful diagnosis were sent to the consulting centres. The ca~ 
so referred are few even where the ;relationship between the physician or surgeon and the tuberculOSl8 
officer is very close. Exceptionally, however, as in the case of a hospital d;spensary-at Victoria Park 
Hospital-numerous informal consultations (two or three a week) take p~ace with the vis~ting staff. C~eful 
inquiry was'made amongst tuberculosis officers for the purpose of seeking an explanatIon of an attItude 
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which, certainly on prima facie grounds does not appear to be justifiable. The following were among 
the more important reasons which emerged :-

(1) Certain of the hospitals were stated not io have given the ass~tance which tuberculosis 
officers felt they were entitled to expect by virtue of agreements wIDch exist between the hos
pitals and dispensaries. 

(2) Some tuberculosis officers are evidently of the opinion that after hav~g g.iven carefuJ 
study to a doubtful case they are unlikely to obtain any further assistance by referring the 
patient to the consulting centre provided in the agreement. 

(3) In some cases it would appear that the tuberculosis officers do not refer patients to 
the consulting centre because they fear that in so doing there may be some reflection upon 
their capacitv as clinicians. 

(4) In other cases it is possible that there is a lack of appreciation on the part of the tuber
culosis officer of the benefits usually obtainable by consulting with more experienced men, 
especially in the case of a disease so notoriously difficult of dIagnosis in its earliest stages. 

Various suggestions for an improved consulting service were made for the purpose of eliciting 
critici.sm but it was abundantly clear that the majority of tuberculosis officers dId not, from their point of 
view, feel the need for a consulting service, although some of them favoured the suggestion of an occasional 
consultation between a consultant of high professional standing and a number of tuberculosis officers 
upon clinical material supplied by the latter. The chief value, however, which they seemed to attach to 
such consultations was the interest arising out of an interchange flf medical opinion. 

Observation ~eds.-Practically every tuberculosis officer feels the want of observation beds (a) 
to aid in diagnosis and (b) to determine the most suitable form of treatment to pursue. During the past 
year some provision of beds for observation purposes has been made by the London County Council and 
London Insurance Committee. Patients are sent at the request of the tuberculosis officer into beds 
re e ved for this purpose but the tuberculosis officer complains that he has no right o~ access to the patient 
and he never receives a report of the result of observation. This is not a correct statement of fact, 
so far as the London County Council is concerned, but is obviously a prevalent impression which will be 
removed at once. 

Although many of the tuberculosis officers would hke to have observation beds under their own 
supervision in a local home they are practically all in favour of the provision of such beds at conveniently 
Situated general or special hospItals. All of them regard access to the patient and a right of consultation 
with the physician in charge as highly desirable, if not essential. 

Examination of contacts.-More or less stress is laid upon this work at all the dispensaries. The 
general aim;s to examine the contacts of all definite cases of tuberculosis, pulmonary and non-pulmonary. 
dealt with by the dispensary, and such contacts of notified cases, not being dispensary cases, as are 
referred by the medical officer of healtJ. or his staff. Contacts of " suspects" are sometimes examined 
in order to assist in arriving at a diagnosis in the case of the ." suspect." In actual practice the number 
of contacts of non-dispensary cases which are examined is small but this depends to some extent on the 
local arrangements for securing their attendance. 

The following examples show this clearly. The Metropolitan Hospital serves Stoke Newington 
and part of Hackney. The tuberculosis officer is dependent upon the exertions of the health viSItors 
for securing the attendance of contacts at the dispensary. During 1918, 153 contacts were examined 
per 100 new cases of tuberculosis reSIding in Hackney and only 50 contacts per 100 new cases residing 
in Stoke Newington. The diiIerence appears to be entirely due to the diiIerence in energy on the part 
of the public health staff in the two boroughs. On a conservative estimate there are 700 contacts 
of new cases of tuberculosis notified annually in the part of Hackney served by this dispensary and 320 
in Stoke Newin,gton; 59 per eent. of the former and only 19 per cent. of the latter appear to have been 
examined in 1918. The time of the tuberculosis officer of this dispensary is not fully OCCUpIed but the 
arrangements for securing the attendance of contacts are not directly under the control of the tuberculosis 
officer and are unsatisfactory. 

In the case of North Kensington, during 10 months of 1919, 46 6 per cent. of the contacts of dis
pensary cases have been examined but this represents only some 18 per cent. ofthe estimated number of 
contacts arising in the area served by the dispensary. Contacts of dispensary patients may require to be 
visited by the dispensary nurse several times to secure attendance and in some cases the tuberculosis 
officer may visit the home and examine them there. In the case of the contacts of non-dIspensary 
patients the organisation of the dispensary cannot be put into operation to secure attendance as the 
tuberculosis officer is not an officer of the sanitary authority, and cannot be informed of the names and 
addresses of all persons notified under the Public Health (Tu berculosis) Regulations. 

In this respect municipal dispensaries are better situated than most voluntary dispensaries. In 
Greenwich, for example, some 50 per cent. of the contacts of all notified cases appear to be examined in 
normal times. In some of these dispensaries, however, shortage cf staff or lack of appreciation of tl:e 
importance of the work seem to have resulted in only a small percentage actually being exa~ed, e.g., 
10-20 per cent. in the case of Deptford. 

The importance of this work needs to be strongly impressed on tuberculosis officers; arrangements 
",hould be made so that notifications may be transmItted to them in ordl'r tQ enabla them tQ deal dIrectly 
with contacts and an adequate medical and nursing staff should be provided for this purpose. In some 
cases the tuberculosis officer still prefers to examine contacts at their homes, but the majority of tuber
cu]osis officers find it mon satisfactory and an economy in time to examine them as far as pos~ible at 
the dispensary. • 
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With regard to the staff required, provided the majorityof contacts attend at the dispensary 
and assuming 80 per cent. of all contacts are examined, a tuberculosis officer of a dispensary area having 
from 120-160 deaths from tuberculosis per annum will probably spend from 3 to 4 hours a week on this 
work. This point should be bome in mind in connection with the staff required for dispensanes. It is 
impossible to say what additional nursing staff would be necessary but it is certain that in many area~ 
the number would have to be increased. 

Method of dealing with definite casf!1 of pulmonary tubercuwsis.-With one or two exceptions, the 
tuberculosis officers recommend sanatonum treatment for all cases of pulmonary tuberculosis in 
which they consider there is a prospect of arrest of the disease. Men who are not feeling seriously ill 
frequently object to this recommendation for financial reasons and married women on the ground that 
they cannot arrange for the care of their children during their absence. Persuasion and explanation 
on the part of the tub~J'cubs s o'Iicer, however, and a'slst2nce on the part cf the care committee by 
helping to l,nake suitable arrangements for the care of the family, the provision of necessary outfits, etc., 
is not infrequently successful in inducing these patients to accept the treatment recommended. One 
tuberculosis officer said that in his experience the number of patients who could be induced to go to 
sanatoria varied directly with the trouble taken by the tuberculosis officer. This is undoubtedly true to a 
large extent but even then a considerable number of patients in the poorer area, amounting sometimes to 
as much as 60 per cent., do not respond to persuasion. There is considerable scope for the extension 
of the work of care committees in supplementing the efforts of the tuberculosis officer in this 
direction. 

In one area, and to a less extent in several other areas, the practice of the tuberculosis officer 
is to recommend all cases with favourable prognosis among ex-service men and the civilian insured for 
a preliminary period of observation in a residential institution. In the case of the uninsured with 
favourable prognosis living under satisfactory conditions and having an adequate income, his practice 
is to keep them under observation and treatment at the dispensary for a period of from six to eight weeks. 
If they respond well to treatment he continues to treat them at home and states that in his opinion they 
do quite as well as in a sanatorium. Patients who are unable to hold their own or show the slightest 
sign of going back or do not live under suitable conditions, etc., are recommended for sanatorium 
treatment. There is something to be said in favour of this method of dealing with suitable cases, provided 
it is skilfully applied and limited to those patients where great hardship would ensue if sanatorium 
treatment were insisted upon. 

It should be remarked that tuberculosis officers have found a very real difficulty in obtaining 
adequate sanatorium treatment for all suitable cases and that there is considerable delay in securing 
admission. The interval between recommendation for and admission of the patient to a sanatorium was 
at the time of the enquiry generally stated to be 7-14 days in the case of an ex-soldier; 28 days in the 
case of insured persons and uninsured adults, and about 8-12 weeks in the case of children. This interval 
has been reduced latterly in the case of uninsured adults and children owing to the increase in the number 
of beds available. 

The great majority of tuberculosis officers thought that a short period of treatment, say two 
months in a residential institution for purposes of education and restoration of general health, was 
desirable for cases of middle and chronic progressive disease and that this should be rep ·ated as occasion 
required. It is evident that further accommodation in residential institutions is needed for this class 
of case. There was some difference of opinion amongst tuberculosis officers as to the type of institution 
to which such patients should be sent. The majority were in favour of an institution m the suburbs 
conducted on sanatorium lines. The minority favoured the treatment of these casea in a smaller insti
tution within the area of the dispensary. Only one tuberculosis officer considered prolonged sanatorium 
treatment desIrable. Many tuberculosis officers recommend the more fil-vourable cases of this type 
for sanatorium treatment, with the result that sanatorium beds are not properly utilised. The London In
surance Committee have recently attempted to deal with this difficulty by asking that the certificates 
relatmg to patients in whom there is a reasonable prospect of the arrest of the disease should be marked 
A and those relating to patients in whom there is a prospect of improvement be marked B; under B a 
number of these middle and chronic progressive cases are recommended for treatment. 

Similarly ill. cases of advanced disease every tuberculosis officer felt the need for additional accom
modation. Many of them favoured the provision of small local nursing homes for this class of cases 
mainly because they thought that these homes, in addition j 0 the advantage of being readily accessible_ 
for relatives and friends, could be rendered more attractive and homely to the patient than was possible 
in the larger institutions. Some of the tuberculosis officers thought the supervision of such a local home 
should be entrusted to them. 

It was generally felt that some provision was needed for cases of ruemoptysis, pleurisy and other 
acute conditions occurring in patients living at home. A small percentage of these patients are admitted 
to general hospitals, others by virtue of special arrangements made by the London County Council or 
Insurance Committee secure admission to residential institutions at an earlier date than would otherwise 
have been the case. The majority, however, have to be treated at home where the facilities for nursing 
and adequate attention are usually lacking. A limited amount of provision is certainly required for these 
cases and it must be of such a nature that immediate use can be made of it when required. About half 
the tuberculosis officers thought this provision should be made by earmarking special beds in general and 
special hospitals for the purpose. The remainder thought provision should be made for them in local 
homes established for observation and other cases and that such homes should be under the supervision 
and control of the tuberculosis officer. 
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Treatment at the dispensary.-Formerly many tuberculosis officers wished to treat every tuber 
cuJous patient who came under their notice. At the present time this attitude is not so generally adopted. 
This alteration in view appears to be due to two reasons-

(1) Tuberculosis officers realise more fully that it is essential, i1 maximum efficiency is to 
be secured, that the general practitioner should not be excluded from the treatment of this 
disease. 

(2) They recognise that their treatment of the individual case does not yield materially 
better results than the treatment by general practitioners. 

The only eonsiderable class of patient making use of the dispensary who has already a doctor is 
the insured person. A small number of tuberculOSIS officers (Kensington, Bermondsey) refer all patients 
in this class to the panel practitioner for treatment, except in cases where dispensary treatment is advised 
on special gr:undsandagreed to by the Insurance Committee. The majority of tuberculosis officers, 
however, are prepared to treat patients definitely recommended for domiciliary treatment u this 
course meets with the approval of the patient and practitioner. In some areas, however, the tuberculosis 
officer is only prepared to treat these cases at the written request of the practitioner; in other areas the 
practitioner is informed by letter or card that the patient will be treated at the dispensary u the practi
tioner has no objection. The Insurance Committee cannot, however, be expected to pay the dispensary 
for the treatment of cases recommended by them for domiciliary trel\tment-that would involve the 
payment for the treatment of the patient twice, viz., payment to the practitioner and payment to the 
dispensary. It is, hOlVever, impossible to separate the cost of treatment of this group from the general 
cost of the dispensary and even the study of the figures of those dispensaries where treatment of these 
cases is refused does not yield for various reasons any adequate data as to the extent of the work. Many 
tuberculosis officers would be glad to be relieved of the treatment of these cases and have carried out the 
work hitherto mainly to assist the practitioners and to further co-operation. In some dispensaries 
patients waiting for admission to sanatorium beds are kept under supel'VlSion by the tuberculosis 
officer. When the patients' condition is such that they require very skilled supervision, and this is the 
case in patients with Lctive disease awaiting sanatorium treatment it is very desirable that they should 
remain under the supervision of the tuberculosis officer who will confer with the doctor actually carrying 
out treatment should occasion require. The actual treatment, at the ruspensary, except in the case 
pf a few dispensaries where a small number of patients receive tuberculin or other special form of treat
ment, should be limited to the giving of certain advice as to hygiene, diet, exercise, etc., supplemented 
by the treatment of special symptoms. Unfortunately patients expect bottles of medicine to be given 
and tuberculosis officers frequently find it necessary to give medicine for trifling symptoms or even for 
no special medical reason in order to secure the regular attendance of the patient. The dispensary drug. 
bills as a rule are therefore unnecessarily heavy. In one dispensary the drug bill for one year (1918-19) 
reached the excessively large sum of over £900. The extent to which "drugging" obtains is also 
illustrated by a hospital dispensary where 4,569 prescriptions were dispensed for a total attendance of 
4853. In this case the medicine given included 1,785 bottles of cod liver oil, etc. In another case large 
quantities of Virol were used. No doubt the cod liver oil and Virol benefited some of the patients, 
but as a matter of sound policy snch an extensive distribution of these articles by the dispensaries 
without regald to the spfClal ne(ds of each patient is to be deprecated. The fact that patients 
expect, and actually receive, medicines, whether they really need them or not, necessarily tends to 
make the patient rely more on the medi<hne and less on advice given in regard to such essential matters 
as personal and home hygiene, diet, etc. The wholesale drugging of patients thus tends to impair 
the efficiency of dispensary treatment and supervision. The ideal to be aimed at is to keep patients 
in attendance at the dispensary by providing an efficient means of "following up" and not by means 
of medicines. The majority of cases might without disadvantage be seen at longer intervals, when 
it would be possible, on account of the smaller numbers attending to make the necessary enquiries, 
examinations, etc., and to impress essential advice and to leave symptomatic treatment as far as 
possible to practitioners. 

Domiciliary treatment.-In many areas tuberculosis officers state that on the whole domiciliary 
treatment is reasonably good. Some practitioners carry out the work excellently and a few carry it out 
badly or neglect it almost entirely. Probably some method is required to secure a better general standard 
of work and for dealing with cases where inadequate attention is given to patients. . 

The reports made by practitioners on patients under domiciliary treatment are sent ill ~uch more 
regularly than formerly, and are on the whole well filled up. This is mainly due to the a:ctlOn of ~he 
Insurance Committee, who now send a reminder to practitioners whose reports they fail to receIve 
through the dispensaries. Formerly it was the practice to rely upon the tuberculosis officer for the 
securing of these reports, but frequently he failed to take the necessary action. There are ~eat advan
tages in favour of the present arrangement and it is undesirable that it should be interfered Wlth. Under 
thIs system the tuberculosis officer is relieved from the necessity of pressing practitioners, with whom 
it is essential that he should be in friendly relations, for these reports and the work is assumed by 
an impersonal committee to whom the practitioner looks for payment. 

Dispensary supervision.-When patients are discharged from a residential institution to their 
homes the tuberculosis officer is informed, either directly in the case of insured persons or through the 
medical officer of health in the case of the uninsured. It is satisfactory to note that a. system of 
notification of admission and discharge from institutional treatment has now been evolved. In the 
case of insured persons many tuberculosis officers state that they would lIke fuller reports of the con-

ililiiSO 
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dition of the patient on discharge. They express themselves as satisfied with the reports on uninsured 
persons and children, but would like the reports to be sent to them direct instead of ,via the Medical 
Officer of Health. In most areas the patient discharged to ~ home reports at the dispensary within 
14 days; if he does not, a reminder is sent to him or the dispensary nurse visits to secure his attendance. 
In this way continuity of supervision is assured. In the case of some dispensaries, however, no steps 
are taken and the patient may be lost sight of. It should be a rule that all patients discharged from 
residential institutions should be seen by the tuberculosis officer within 14 days of his receipt of the 
notification of discharge. 

Discharge oj dispensary patients.-Tuberculosis officers are generally rather nervous of dis
charging patients "probably not suffering from tuberculosis." The view has already been expressed 
that a reasonable period of intErr-sive observation, not leading to a positive diagnosis, should be followed 
by discharge. No doubt some of these discharged cases may ultimately break down from tuberculosis, 
but this uitfortunate result will be more than counterbalanced by the increased efficiency which will 
result from the freeing of dispensaries from prolonged attendanoe of these observation cases. At present 
they overcrowd some dispe~saries and render the observation either of themselves or others ineffective. 

No tuberculosis officer discharges patients as "cured." who have ceased to require treatment 
They all advise their patients to report at intervals varying from one month to a year. 

Following-up.-In view of the importance of this work it is unfortunate that so few dispensaries 
have any adequate system of foll"wing-up in operation; in some of them a system formerly in operation 
has been discontinued owing to the war. No ct.spensary system of supervision can be regarded 8S efficient 
which permits patients to cease attendance without the knowledge of the tuberculosis officer. If a 
patient ceases to attend, steps should be taken at once to ascertain the reason. Perhaps he may have 
had a relapse, in which case it is important that the tuberculosis officer should know at an E'arly date 
so that he may take such steps as are necessary in the interests of the patient. On the other hand, 
the patient maY' not have reahsed the importance of oontinued supervision-this applies partiCUlarly to 
arrested cases-or mere carelessness may be responsible for his failure. In such cases it is important 
that explanation, advice and encouragement should be promptly given. Again, the patient may not 
be wilbng for some reason to continue attendance; compulsion is neither possible nor even desirable, 
but the dispensary should know the reason as it may disclose some defect in the working of the dispensary. 

Non-pulmonary Tuberculosis.-Except for the purposes of certification for treatment in residential 
institutions, tuberculosis officers see few cases of non-pulmonary tuberculosis, as these patients tend to 
gravitate to hospitals. The majority of dispensaries treat cases of glandular tuberculosis, but Bome 
object to those requiring dressings. Certain dispensaries, however, make a feature of the treatment 
of non-pulmonary tuberculosis and with the co-operation, official or unofficial, of the surgical staff, carry 
out excellent work. The relation of dispensaries to these cases requires consideration, but in this con· 
nection it is difficult at present to make any definite suggestions. It would seem, however, that in so 
far as the supervision of the hygiene, environment and following-up of these patients are concerned 
the dispensary organisation might be utilised with advantage. 

Home Visiting.-In some cases the tuberculosis officer visits the homes of the majority of his 
patients to enquire into and remedy any home defects, examine contacts, etc. 

Home Visitation.-In order to enable the tuberculosis officer to deal adequately with the 
individual patients and also to afford him material for studying the relation of environmental conditions 
of the disease in his area, home visiting in the case of tuberculosis is very important, and it should be 
the recognised duty of the tuberculosis officer to visit, at least once, the home of everyone of his patients. 

If, in addition, the dispensary nurse regularly visits and reportil periodically upon every home, 
subsequent visits of the tuberculosis officer may be restricted to those homes the conditions of which 
are unsatisfactory or where examination of contacts is more readily accomplished than by means of 
visits of such contacts to the dispensary. 
, At the present time pressure of work at the dispensary, largely due to the over-treatment of 
patients, has considerably reduced the amount of home visiting by the tuberculosis offi~r, !1nd thus 
to a large extent one of the main functions and most useful purposes of the tuberculosl~ dISpensary 
is not fulfilled. In some areas the tuberculosis officer is not expected to wit any home. This 
is the case in several of the dispensaries attached to hospitals and naturally results in the tuber· 
culosis officer not possessing adequate information of the environmental conditions of his patients and 
must impair the efficiency of his work. No tuberculosis dispensary system can be regarded as efficient 
where the tuberculoQls officer is not in a position to visit the homes of patiE'nts aHcl1ding 
the dispensary. In areas served by Central Fund dispensaries the practice of treating in their homes 
patients unable to attend at the dispensaries is still maintained, but owing to the pressure of work it 
has been considerably red;uceli. This work, which occupies an appreciable amount of time per patient, 
might be abandon% with advantage. 

Home Vis#ing by tke Nurse,-.!B 8. rule the dispensary nurse carries out the home visiting of 
patients in a}t(ndance at the dispensary. In certain boroughs, however, other arrangements obtain. 
In HackneJ< Stoke Newington, and Bethnal Green, patients are visited by the health visitors of the 
Public ~£aJ.th Department. The tuberculosis officers rarely confer with these health vj&~ and the 
work is carried out wlthout adequate relation to the dispensary, and, in fact, the tuberculosis officers 
deal with their pa·ients practically without regard to their home and other circumstance:'. The same 
8.pp1.:.es to Margaret Street and M:ddJes8X Hospital Dispensary areas. Here patients receIve the treat
ment of ordinary hospital out-patients. In the case of the OaklE'y SquareDispensary (St. P~cras) 
aDd to a less extent in other areas, the dispensary Dllrsmg sta:ll is quite inadequate to deal effiCiently 
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with the necessary home visifng. No !nstitution can be regarded as eflicient which carries out its 
tuberculosis work: under such conditions. 

Although. ~ South Kensington and, ~lsea under th~ agreements the home vis:'(ng is carried 
(JUt by heal~h VlSltors o! ,the boro~~ council, m actu.a:I practIce the lad! .almoner of Brompton Hospital 
and a hospItal nurse Vllut and reVISIt every case until the home conditions become satisfactory. The 
work of the lady almoner of this hospital and of St. Thomas's Hospital indicates that a trained social 
worker can render most valuable servlCes to dispensary patients. Tuberculosis is a disease usually 
associated with defective social conditions, and the assistance of a trained social worker who can deal 
effectively with problems which arise from these conditions would be an immense advantage in every 
dispensary (as a supplement to the work of the nurses). At present the tendency is for almoners to 
work independently of tuberculosis officers, but if social workers are to be employed it should be a sine 
qua rum that they should work: in intimate co-operation with and under the direction of the tuberculosis 
officer. 

Generally the dispensary nurse visits all patients attending the dispensary and sometimes also 
by arrangement with the Medical Officer of Health, all other notified ca~es in her district. There appears 
to be very little overlapping of home visiting with officers of the Public Health Department, though 
this occurs in some cases. Further investigation from the point of view of the Publ1c Health Depart
ment is needed with regard to this matter. 

It is impossible to form a sound judgment of the value of the dispensary nursing work: without 
more detailed investigations, but it would appear that-

(1) The notes of nurses with regard to home visits almost always relate solely to clinical matters. 
Even where the report upon the first visit indicates that there is some defect, such as the patient sleeping 
in the same bed with another person, it was frequently found that no reference was made to thIs in 
subsequent reports. This suggests that due weight may not always be given to the preventive side of 
the work. 

(2) In some dispensaries the nurses' reports are not seen by the tuberculos~ officer before they 
are filed with the case papers. In one dispensary the report form had been changed during the absence 
of the tuberculosis officer on military service, and although he had been back on duty for SIX months 
he was not aware of this fact up to the day when the dispensary was visited. This lack of control by 
the tuberculosis officer over the work of the nurses must necessarily lead to imperfectly co-ordinated 

, and ineffective work. 
Home Nursing of Patients.-In all boroughs this is carried out, apparently efficiently, by the 

local nursing associations. In the case of Chelsea it is supplemented by a borough councIl scheme for 
home nursing provided by the Brompton Hospital staff. Every other tuberculosis officer was definitely 
of the opinion that there was no need for a special nursing scheme in his area. 

Oo-ordination of the work-of the Dispensary with that of the Public Health Department,-Voluntary 
institutions usually deal only with a section of the tuberculosis work: of their areas; thus, in the case of 
Stepney in 1918 the tuberculosis officers dealt with 695 new cases of pulmonary tuberculosis, but had no 
relation to and did not even know of the existence of some 850 cth'.lr cases which were notified for the first 
time to the Medical Officer of Health during that year. Tuberculosis officers of these voluntary institutions 
regard this as a serious drawback:, and think: rightly that they should be brought into much more inti
mate relationship with the whole of the work relating to tuberculosis in the areas of their dispensanes. 
This can only be done by bringing the dispensaries into closer working relationship with the Lacal 
Public Health Departments. Very few, if any, tuberculosis officers are lIkely to object to such an 
arrangement provided the scope of their work is not curtailed in other directions. 

Office work of Tuberculosis Officers.-On the average the amount of time devoted by tuberculosis 
o$cers to office work, mamly reports, is about 10 hours par week. TherE' IS definite evidence that 
this portion of the tuberculosis officer's work: has grown considerably recently, due not only to the 
demands arising out of War Pension cases but also to the large numbers of progress reports In the cases 
of patients who have received institutional treatment either in London County COunCd or London 
Insurance Committee beds, and the greater attention given to the supply of reports, etc., to medical 
practitioners. 

In some dispensaries the necessary clerical assistance is provided, in others it is still inadequate, 
and in still others no provision of any kind is made, with the result that a good deal of the tuberculosis 
officer's time is wasted upon work: which should be carried out by a clerk:. 

Efficiency oj the Records.-In some dispensaries (Metropolitan and Victoria. Park Hospital Dis
pensaries) the records of the environmental conditions of patients are kept in the Public Health Depart
ments of the boroughs served, copies are suppli~d to the tuberculosis officers on request, but in practice 
copies are asked for only in exceptional cases. In some other dIspensaries information concerning 
environmental, conditions IS not filed with the papers of each patient. These arrangements are unsatis-
factory, as they lead to the treatment of the patient without reference to his home conditions and other 
circumstances. 

The arrangement by which all recommendations made by tuberculosis officers for the treatment 
of uninsured persons and all requests by the LO.J.doll County Council for progress reports upon patients, who 
have received treatment in residelltial institutions, are made through the Medical Officer of Health of 
the borough has led to delay and in some cases considerable delay in the past. It is desirable that these 
arrangements should be revised. and that the tube:cul08is officers should send all recommendations 
for treatment direct to and receive all requests for reports upon the progress of individual patients direct 
fL'Om the County Council. 
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Several tuberculosis officers pointed out that when patients removed from one dispensary area to 
another the tuberculosis officer of the latter area 'was handicapped in dealing with the case, 8S he had 
no accurate information as to the previous treatment of the patient. It was suggested that when a 
patient removed to a new district his case papers should be transferred to the new dIspensary. A system 
of transfer of records is in operation between the t1.ree voluntary dispensaries servmg Stepney, and the 
system might be extended with advantage. A transferable dossier of each case is undoubtedly the 
ideal system, and the work of the dispensaries would be materially helped thereby. 

COMMENTS 'UPON CERTAIN MATTERS ARISING OuT OF THE SURVEY. 

1. The number and distnbution of the dispensaries required to serve London adequately. 

Befo\e this matter can be considered it appears to be necessary to form some opinion as to the 
amount of work which can be carried out by a whole-time Tuberculosis Officer j this enquiry furnishes 
fairly adequate data for a tentative decision in this respect. 

It is evidently more satisfactory that the work capable of being carried out by a. Tuberculosis 
Officer should be related to the incidence of disease rather than to the size of the population served. 
The numJ>er of deaths from tuberculosis in any area. is probably a. better index of the incidence than 
the number of primary notifications, as the latter vary markedly from time to time even in the same 
area. For the purpose of this report the average number of deaths per annum for the years 1912-16, 
inclusive, has been taken as the index incidence of the disease. 

Table IV. shows for each Metropolitan Borough the average number of deaths from tuberculosis 
per annum, the number of primary notifications during 1914-18, and an estimate of the number of 
" home contacts" of cases of tuberculosis notified during each year for the first time. 

Table V. gives the same information for each dispensary district where the district is not co
terminous with the borough. 

The number of contacts has been arrived at by multiplying the number of primary notifications 
by 2.5. As the number of persons per family, aried in the Metropolitan Boroughs in 1911 between 
3.82 and 4.61, the estimate of "home contacts" obtained by the use of this factor is probably fairly 
accurate, as it allows a margin for instances where more than one case occurs in a. household. 

TABLE IV. 

Average deaths per 
Average number of primary notifi· 
cations per annum, 1914-18, in- Estimated number 

annum from tuber- clusive. of .. new home con. 
culosis, 1912-16, I Non.pulmonary. 

tacts" per annum. 
inclusive. Pulmonary. 

Battersea ••. ... . .. ... . .. 270 359 149 1,270 
Bermondser ... ... ... .. . 285 398 122 1,300 
Camberwell ... ... ... . .. 449 679 271 2,350 
Chelsea . " ... ... ... . .. 102 125 31 392 
Deptford .. , ... ... . .. ... 203 277 HI 970 
Bethnal Green ... . .. ... ... 272 368 103 1,178 
FInsbury ... . .. ... ... . .. 214 265 50 787 
Fulham ... ... ... . .. 258 533 111 1,610 
GreenWICh ... ... \ .. . .. 169 258 96 885 
lIackney ... ... .. - ." ... 374 609 138 1,707 
lIammersIIDth ... ., . .. , ... 210 287 56 857 
lIampstead ... ... ... ... 74 182 48 575 
lIoIhorn ... ... ... ... . .. 101 159 23 455 
Islington ••• ... ... ... . .. 593 861 175 2,590 
Kensmgton ... .,. .. , ... 250 401 133 1,335 
Lambeth ... ... ... . .. .. . 512 1,065 368 3,583 
Lewisham ... ... ... . .. 184 302 88 975 
Paddmgton ... . .. ... .. . 193 373 144 1,292 
Poplar ... .. , ... ... .., 325 604 264 2,170 
St. Pancras ... ... .. . ... 437 686 137 2,057 
St. Marylebone ... ... ... . .. 186 358 61 1,048 
Shore<htch ... ... ... .. . 298 434 122 1,390 
Southwark ... ... ... . .. 455 638 221 2,048 
Stepney ... ... ... . .. . .. 603 1,172 259 3,578 
Wandsworth ... . .. ... . .. 390 625 209 2,085 
WestmInster ... ... ... . .. 232 379 63 1,105 
Woolwich ... ... ... .. . 214 445 89 1,335 
Clty of London ••• 30 31 4 88 ... ... . .. 

36· 320 Stoke Newington ... ... ... 71 92 

7,954 12,965 3,682 41,~35 

* Eighty-three males were notIfied as suffering from non-pulmonary tuberculosis in 1915. 
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TABLE V. 

Average num· Average number of primary 
ber of deaths notrlications per annum. Estimated 
per annum 191~18 inclusive. number of new 

DllIpensary. Borough. from tubercu· "home con. 
10818, 1912-16 Non· tacts .. per 

inclusive. Pulmonary. pulmonary. annum. 

N. Kensington ••• ... Part of Kensington . .. 198 I 318 109 1,068 
Paddmgton (Vo!.) ... Part of Paddmgton . .. 134 257 99 890 
St. Mary's Hospital , .. 

" " 60 116 45 402 
St. Marylebone (Vol.) '" Part of St. Marylebone ... 107 206 35 602 
Middlesex Hospital ... .. .. ... 42 81 14 237 
Margaret St. Hospital '" " " ... 37 71 12 270 
Stepney Green (Vol.) ••• Part of Stepney ••• ... 258 501 111 1,530 
Wlutechapel (Vo!.) '" " " ... .., 173 336 74 1,025 
St. Georges.in.the.East 

" " ... . .. 172 335 74 1,023 
(Vo!.) 

Lambeth (Municipal) ... Part of Lambeth ... 291 606 209 2,037 
St. Thomas' Hospital 

" " ... 221 459 159 1,545 
St. Pancras (Vo!.) ... Part of St. Pancras ... 331 520 104 1,560 
University College 

" " ... 106 166 33 497 
Hospital .. .. ... Part of Holbom ... 10J 159 23 455 

~-
207 325 56 952 

Victoria. Park Hospital. •• Bethnal Green ... 272 368 103 1,178 .. .. ... Part of Hackney ... 234 381 86 1,207 

506 749 189 2,385 

Metropohtan Hospital Part of Hackney ... 140 228 62 700 .. " ... Stoke Newington ... 71 92 36* 320 

211 320 88 1,020 

City Road Hoapital ... Shoreditch ... ... 298 434 122 1,390 

" " 
... Fmsbury ... ... ... 214 265 50 787 .. .. ... Part of Islington ... 259 376 76 1,130 

771 1,075 248 3,370 . 
Great Northern Central Part of Islington ... 334 486 99 1,460 

Hospital 
Brompton Hospital ... Chelsea ... ... 102 125 31 392 .. " '''1 Part of Kensington '''1 62 83 

I 
24 267 

I 

* Eighty.three males were notified as Buffering from non.pulmonary tuberculosis in 1915. 

Consideration of the working of the various dispensaries seems to indicate that a Tuberculosis 
Officer cannot deal efficiently with a population having more than 160 deaths from tuberculosis per 
annum even if the treatment of insured persons recommended for domiciliary treatment is discontinued 
and the arrangements for the observation and diagnosis in the case of suspects is materially improved 
and accelerated. It is, however, protable that full efficiency cannot be secured if a Tuberculosis Officer 
has to deal with a population having more than 120 deaths per annum from tuberculosis. 

It would therefore seem to be desirable that provision should pe made in the near future for 
one whole-time Tuberculosis Officer for not less than every 160 deaths, and that the number should be 
increased in the light of experience. On this basis 50 tuberculosis officers would be required for London, 
U., one officer for about each 90,000 of the population. (One tuberculosis officer for every 120 deaths 
would involve the appointment of 66 officers, or one to about every 70,000 of the population.) 

The di'lgram (Appendix V.) show'! how closely the present arrangements conform to this standard. 
The conclusions which have been arrived at as a result of the enquiry into the work of each tuber

culosis dispensary, coupled with a study of the figures provided in Tables IV. and V. and the diagrams 
are:-

1. That additional tuberculosis officers are required in Southwark, Wandsworth, Oakley 
Square (St. Pancras), Great Northem Central Hospital (Islington), and Poplar Dispensaries. 

2. That the appointment of additional officers should be encouraged at Battersea, Lambeth 
Central, Victoria Park and City Road Hospital Dispensaries. 

3. That a whole-time officer is required in Lewisham. 

It will be seen that St. Marylebone, with an average of 186 deaths from tuberculosis per annum, 
is served by three dispensaries-viz., a Voluntary Dispensary and dispensaries at Middlesex and 
Margaret Street Hospitals. 

Inspection of the various dispensaries in Marylebone indicated that the time of the Tuberculosis 
Officer of the Voluntary Dispensary was not fully taken up by work under the Council's Scheme, and 
that the work done by the Margaret Street and Middlesex Hospitals was small in amount and carried 
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out without sufficient regard to home conditions (in the case of Margaret Street Hospital in particular 
dispensary patients. were treated among and on exactly the same hues as ordinary out-patients). It 
is desirable, in these. circumstances, that. the arrangem~nts should. be revi,edand that the borough shoald 
be served by one dispensary only. WIth the exceptIOn of St. Marylebone, the present distribution of 
dispensaries seems to be satisfactory except that branch dispensaries are required in Poplar and probably 
in the Rotherhithe district of Bermondsey. 

FINA.NCE. 

The following table shows for a number of dispensaries (a) the estimated reasonable cost arrived 
at in 1915 of providmg a dispensary service, and (b) the actual cost during 1916/17/18 ;_ 

Estimate. 

I 
Actual COlit. 

1915. 1916. I 1917. I 1918. 

£ £ £ £ 
Battersea ... ... ... .. . 1,150 1,117 1,207 1,286 
Bermondsey ... .. , . .. ... 1,300 1,159 1,136 1,340 
Camberwell ... .. , . .. ... 1,600 - - -
Deptford .. , .. , ... . .. 1,150 - - -
Fulham '" ... ." . .. . .. 1,500 - 1,646 2,069 
GreenWIch ... ... ... . .. 1,150 - 1,338 -
Hampstead ... ... .. , .. . 650 - - -
North Kensington .. , .. , ... 1,150 - 1,224 -
Lambeth Central .. , .. , ., . 1,150 - 1,166 1,548 
Lewisham ... .. , ... .. . 1,100 - 804 -
Paddmgton ... ... ." ." 1,150 1,483 1,403 -
St. Marylebone ." ... ." 1,000 - 1,087 1,167 
Southwark ... ." ... .. . 1,250 - 1,355 1,616 
Stepney Green ... } 

-

{ 1,533 1,590 1,790 ... . .. ... 
St. George's·in-the·East ... 3,000 1,178 1,152 1,410 
Wlutechapel ... ... . .. 1,289 1,460 1,482 
Westminster ... ... .. . ... 1,150 - 990 1,477 
WoolWIch ... ... ." ." 1,150 - 1,479 1,774 
Wandsworth ... ... .. , . .. 1,300 - 1,977 2,437 

In some cases the expendIture during the war was less than estimated (Bermondsey), owing to 
the imposs:bihty of providing a second medical officer; in other cases the cost exceeded the estimate, 
owing to the payment of allowances to the tuberculosis officer while on active service, and, in addition, 
to. the salary of a temporary tuberculosis officer. In the case of Wandsworth, the high cost is mainly 
due to the heavy drug bIll (£654 in 1917-18 and £928 in 1918-19). 

There is no doubt that the costs of dIspensaries have increased more in the year 1919 than during 
any previous year. This is mainly due to the general increase in salaries, and also in some cases to the 
appointment of additional officers. In some cases increases in salaries have been deferred until the 
present agreements expire in March, 1920. At the present time it is probably impossible to prepare 
an estimate of cost which will be reliable for several years to come. Moreover, before any estimates 
are prepared, it is desirable that the Council should decide upon any alterations it may require in the 
present service. Under the circumstances, I have not attempted to do more, at this stage, than to form 
a general estimate of the present cost of a dispensary service carried out on the lines proposed in 1915. 
On this basis a service which in 1915 would have cost £1,150 would probably cost about £1,750 in 
1920--21. To illustrate this the estimate of the expenditure of a Central Fund Dispensary prepared in 
1915 may be compared WIth an estimate for the same d1l!pensary prepared for 1920-21:-

Estimate. 

I 
Actual cost. Estimate. 

1915. 1916. 1920-21. 

- -

£ 1: £ 
Tuberculosis officer ... ... 500 650-
Nurse, ... .. , ... ... 100 150 
Nurse ... ... ... .. . 100 150 
Secretary ... ... ... .., 90 150 
DIspenser ... ... ... ." 50 100 
Caretaker ... ... .. , ... 52 104 

892 873 1,304 

Rent ... ... ... .. . 45 4.5 45 
Rates, taxes, insurances, etc. ... 20 9 20 
Lighting and heating ... • .. 20 19 35 
Stationery, postages, printing, etc. 40 35 40 
Drugs, etc. • .. ... .. . . .. 100 90 200 
Renewals and repaus ... ... 20 3 40 
Telephone, Bundrles ... . .. 20 42 50 

. 265 243 430 
Total ... ... £1,157 £1,117 £1,734 
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The following figures relate to a Municipal Dispensary. They illustrate the gradaaI rise in oosts :-

Actual cost. 
Estimate. Estimate. 

1915. 1915-16. 1916-17. 1917-18. 1918-19. 1920--21. 

£ £ £ £. £ £ 
Tuberculosis officer ... . .. 500 500 - 508 565 650* 
NUl'88 ... . .. ... . .. 100 168 - 238 305 340 
Nurse ... . .. . .. . .. 80 - - - - -
Secretary.dlllpenser ... . .. 100 100 - 143 183 190 
Caretaker ••• ... ... . .. 52 52 - 73 115 120 

832 820 962 1,168 1,300 

Rent ... . .. ... . .. 100 100 - 100 100 100 
Rates, taxes, telephone •.• ... 52 52 - 55 59 70 
Heating and bghting ... . .. 50 34 - 33 34 40 
Drugs and medical appbancee ••. 70 110 - 124 141 140 
Tra veIling expenses of staff ... 7 - - 7 8 8 
Pnnting, stationery, postages ... 30 27 - 22 49 35 
Repairs and renewals ... . .. 30 12 - 21 ~1 30 
Sundries ... ... . .. . .. 40 26 - 31 36 42 

379 361 - 393 448 460 

Total ••• ... ... £1.211 £1,181 I - £1,355 £1,616 £1,760 

• Includmg 30 per cent. war bonus. 

I think these two sets of figures, which are fairly typical, are sufficient to indicate that the cost 
of a dispensary service on the scale contemplatP.d in 1915 would amount to at least 50 per cent. more 
in 1920. But it is desirable tha~ certain sections of the work shall be materially developed and that 
dil!pensaries shall in future deal with more than one half the primary notifications of pulmonary tuber
culosis, and one-third the primary notifications of non-pulmonary in each year. This will invobe the 
aPl>ointment of additional staff, etc. On the other hand, if treatment of patienls is only carried out at 
the dispensary under special circumstances, some reduction of cost will be effected in the accounts for drugs. 

Having rl'gard to thl'se poss~bil':'ties, I think it is reasonable to estimate the coo;t of a dispensary 
service for London as follows:-

Estimated cost of dispensary service (1915) £37,450 
Add 50 per cent. to meet increased costs 18,725 
Add to meet cost of improved service (say) 9,825 

Estimated total cost of revised service in 1920-21 £66,000 
The full costs of certain voluntary dispensaries were not, however. charged to the borough councils 

in certain cases, and I estimate that the charge falling upon the counc~ .:.s at present some £5,000 to 
£7,000 per annum less than the actual cost of the dispensaries. 

Oontributwn of the Insurance Oommiuee.-The extent to which the dispensary service has been 
utilised by insUll'd persons is ~hown in the summaries of returns made on Form R (Appendix VI.). The 
proportion of the total work carried out by London digpensaries relating to insured persons during the 
years 1917 and 1918 is given in the table annexed:-

TABLE I. 
SHOWING THE PROPORTION OJ' THE WORK OJ' TIlE WHOLE OJ' TIlE LoNDON DISPENSARIES UNDER VARIOUS HEADINGS 

WHICH RELATED TO INSURED PERSONS, 

1. Persons dealt with at or in connection with the dispensary for 
the first time during the year 

2. Persons who attended during the year for the first time and 
found to be Buffering from pulmonary tuberculosis 

3. Persons who attended for the first time during the year and 
who were found to be suffering from non-pulmonary tuberculosis 

4. Persons who attended for the firs1; time during the year in whom 
the diagnosis was found to be doubtful 

5. Persons who attended for the first time during the year who 
were found to be free from tuberculosis 

6. Total attendances at the dispensary 
7. Physical examinations made at or in connection \nth the 

dispensary 
_ s: VI81ts by tuberculosis officers to the homes of patients. •• 

9. Visits of nurses to the homes of patients. •• 
10. WrItten reports to various pubhc authorities about patients. .. 
II. Sputum examinations 

Percentage of work which 
related to ill81ll"ed persons. 

1917. 1918. 

Per cent. _ Percent. 
33 33 

60 62 

16 18 

26 33 

23 21 

24 27 
32 35 

20 27 
27 33 
55 57 
60 57 
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In considering this table the following facts must be bome in mind :-
1. The table repr~ents the prop.ortion of the work of the dispensaries actually carried out during 

the years 1917 and 1918 m respect of msured persons, but allowance must be made under item 6 lor 
patients who were recommended for domiciliary treatment by the Insurance Committee, but who were 
actually treated at the dispensaries, and whose attendances are recorded under items 6 and 7. I estimate 
that if these persons had not been treated at the dispensaries the proportion of attendances of insured 
persons under item 6 would have been reduced to the extent of 15 per cent. to 18 per cent. and the 
proportion of physical examinations to about 25 per cent. ' 

When these allowances have been made, I think it is fairly certain that the services rendered in 
respect of insured persons have not amounted to less than 25 per cent. of the total services rendered 
by the dispensaries, and that they have not been overpaid for by the Insurance Committee. 

2. During the war a limited dispensary service only has been possible. Necessarily only a 
moderately\complete service was available for insured persons, and a much less complete service for the 
non-insured. In the future, when the dispensaries are rendering a complete service for the whole 
population, ll1aD.y more patIents will pass through the dlSpensaries yearly, large numbers of them will 
be contacts who are mainly uninsured persons, and among them the number of cases of tuberculosis will 
be much less than among the patients who passed through the dispensaries in 1917 and 1918. The 
proportion of ser, ices rendered to the insured will then be materially reduced under every heading, 
and it would therefore be unsafe to use the figures given in this table to detemline the future proportion 
of services of a completely developed scheme which will relate to insured persons. 

3. It must however be remembered that the services rendered to insured persons cannot be 
measured accurately either by the proportion of insured persons attending for the first time during any 
year or by the proportion of total attendances, for several reasons :-

(a) Definite pulmonary tuberculosis occurs more frequently among the insured than 
among the uninsured; 

(b) More work is required with respect to the insured patient than with respect to the 
uninsured, e.g., in connection with the domiciliary order, additional written reports, etc. 

Having regard to these various considerations, I think 'that for some time to come something 
like 25 per cent. of the total work of the dispensary will relate to insured persons and that as the Bcheme 
covers the whole ground more adequately the proportion will gradually be reduced until it approaches 
to something hke 21 or 22 per cent. This does not mean that the actual cost of the service in respect 
of insured persons is ever likely to be reduced, because a complete and adequate scheme imphes 
additional staff and a correspondingly higher cost to be apportioned. 

Assuming then that the cost of the dispensary service for insured persons for the immediate 
future should be 25 per cent. of the total cost, and that the total cost of a service such as that contem
plated in 1915 has increased 50 per cent., the contribution of the Insurance Committee for the next 
period would need to be increased from £9,362 to £14,043 per annum. Unless the salaries of dispensary 
officers and the cost of material, etc., rise to higher levels than contemplated in my estimate, I think 
this sum would represent the cost of dealing with insured persons for a considerable time to come. In 
other words, that such extensions of the service as are required would relate mainly to the uninsured 
and should be met by contributions of the borough councils. 

INSTITUTIONAL ACCOMMODA.TlON. 

The Departmental Committee of 1913, re the provisions for the treatment of tuberculosis suggested 
tentatively as a working standard for institutional accommodation one sanatorium bed and one hospital 
bed for every five thousand population. This standard is commonly spoken of as the" Astor" standard
Applied to London with a population of 4J; millions it would give 900 sanatorium beds and 900 hospital 
beds. Recent evidence given before the Departmental Committee (1919) shows that this standard 
has proved inadequate in c<Itain larger cities-e.g., Glasgow and Liverpool. 

The number of beds at present availal;]e in London for tuberculous persons is difficult to calculate 
owing to the great dislocation which has taken place in the normal conditions of institutional protisions 
consequent upon the war. This applies particularly to the 28 Poor Law infirmaries where, in 1911 
(the last official return available), not less than 2,000 beds were devoted to the treatment of tuberculous 
patients at all (except the earliest) stages of the disease. From the best information at our disposal at 
present it would appear that the total number of beds available for London patients now is 5,400, 
divided up as follows :-

Numbers (included in column (2» 

Total numbl'f of 
of beds prOVIded for-

Authoritit'S provuling beds. beds provided. 
The Council I Insurance Committee. 

(1) (2) (3) (4) 

Authonties of general and special hospitals and various 1,532 400 685 
homes (not exclusively for I.ondon cases) 

Metropolitan Aqylums Board ... ." . .. ... 1,868 350 654 

Authonties of London poor.law infirmaries (1911) ... 2,000 - - . 
5,400 750 1,339 
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Estima!eiJ reguirementa. 
(a) InsureiJ perscm8.-Tlle medical adviser of the London Insurance Committee states that to 

apply the" Astor" standard to the 1,500,000 insured persons would only yield 600 beds, which is quite 
inadequate, though it 'Should be pointed out that the demand for beds has been complicated by two 
factors-:{l) the large number of soldiers and sailors discharged as tuberculous from the Services and for 
whom institutional accommodation had to be made by the London Insurance Committee; and (2) the 
unsatisfactory methods which have prevailed for the selection of suitable cases for the various forms of 
institutional treatment. With those reservations in mind the records of the London Insurance Committee 
for the period July Ist,1918 to June 30th, 1919, serve to illustrate the demand for institutional treatment. 

Number of cases recommended to the committee for institutional treatment, 1.7.18-30.6.19:-
Males (including ex-Service men) •. 4,090 
Females.. .. 1,183 

5,273 

This total is exclusive of 240 ex-Service men admitted direct from military hospitals to beds for very 
advanced cases. 

After eliminating those cases not entitled to sanatorium benefit and those who did not persevere 
with their applications, the total actual number of cases admitted to institutions amounted to 4,000, 
classified as follows:-

Early cases 1,200-30 per cent. 
Acute and moderately advanced cases 2,000-50" " 
Very advanced cases 600-15" " 
Surgical 200- 5" " 

The number of cases under institutional treatment on 1st July, 1919, was as follows :-
Males (a) ex-Service men 628 

" (b) civilians • • 177 
Females 266 

1,071 

On the waiting list :-
Males (a) ex-Service men 

" (6) civilians 
FemalE'S 

54 
120 

86 

360 

Seasonal variation.-In this connection it is important to note that the demand for institutional 
treatment is not constant. Usually it rises with the advent of spring and falls off again in the autumn 
(though in 1919, owing probably to the unusual mildness of the weather, this falling off was much less 
marked), the period of greatest demand being from April to October. During the winter months the 
average bed occupation was about 850, whereas in the height of the summer is was found that fully 
1,300 beds were needed. 

Distribution of beiJs.-Of the 1,071 beds, about 700 were obtained in institutions in or close to 
London, the remaining 371 being secured in 37 different institutions scattered throughout England and 
Wales. 

Future requirements for insureiJ perscm8.-The large number of ex-Service men referred ~ the 
Insurance Committe for treatment during the years 1918 and 1919 may be regarded as an exceptlonal 
factor which will tend to become of less importance. On the other hand it is probable that the incidence 
of tuberculosis among the general population has increased since 1914 (Appendix IX.). Also 
it must be bome in mind that, owing to the inadequacy of institutional accommodation during the last 
few years, the demand for such treatment has been discouraged. Increased facilities may, therefore, be 
expected to be followed by increased applications. Should the additional accommodation that may 
be arranged for prove more acceptable that some now provided; and, further, shoul? it be f~un~ ~o~ble 
to give assistance in some manner not hitherto attempted to the dependants of patients while m lDStitu· 
tions, the demand for institutional treatment may be expected to increase substantially. 

Estimate of requirements for insureiJ persona in the immeiJiate future (Dr. Barrlswdl). 
For the treatment of- Beds. 

60680 

(a) 1,200 early cases-on the basis of an average of six months' 
residence •• •• •• •• •• 

(b) 2,000 moderately advanced and acute cases, on the basis of an 
average of three months' residence 

(c) 600 advanced cases on the basis of an average of four months 
(d) 200 surgical cases (12 months' residence) 

600 

500 
200 
2()J 

t-
1,500 
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Estimated requirements for Uninsured population.-The conditions for the provision of beds for 
uninsured persons are hardly comparable with those which obtain in tke case of the. insured, for the 
following, among other reasons :-

(1) Considerable provision for the uninsured portion of the populatiob. is made, apart from 
Council beds, in many other ways-e.g., 

(a) Poor Law Infirmaries. 
(b) Metropolitan Asylums Board. 
(c) General and special voluntary hospitals. 
(d) Certam voluntary associations, of which the Invalid Children's Aid Association is the 

most prominent. 
(2) The age and sex distribution of the uninsured population is essentially different. It conF;ists 

very largely of women and children. 
(3)\ Socially it contams the'two eitremes-viz., the well-to-ao and the destitute. 
Calculations, therefore, for institutional accommodation are not only not comparable with those 

already given for the insured persons, but are much more <tfIicult owing to the complex and heterpgeneous 
factors concerned. Furthermore they may have to be entirely altered in the near future as a result 
of Government legislation or a change in the Council's policy and the gradually increasing tendency 
of voluntary hospitals and associations to "cut" their responsibilities for the care and treatment of 
tuberculous patients. Furthermore, one must not lose sight of the possible effects which may result 
from (a) the extension of the open-air schools, (b) the introduction of a better system of selection of cases 
for institutional treatment, and (c) the increased demand referred to already .in the case of insured 
persons that may arise from the knowledge that additional and better accommodation is available. 

Under the Council's scheme the first party of children was admitted to Nayland Sanatorium on 
the 15th June, 1914, and women were admitted to Maltings Farm Sanatorium from the 15th July, 
1914. The Metropolitan Asylums Board institutions came into use on the 11th December, 1914, when 
women were sent to Wmchmore Hill Sanatorium.and children to Queen Mary's Hospital, Carshalton. 

The following table ~hows the growth in the number of beds available and cases treated on the 
same date in December of each year. 

Beds. Cases treated. 

Year. Adults. I Children. Adults. I Chtldren. 

1914 ... ... ." 33 90 47 121 
1915 ... ... . .. 126 241 322 374 
1916 ... ... . .. 133 320 492 551 

*1917 ... ... . .. 162 375 594 573 
1918 ... . .. ... 133 376 667 738 
1919 ... ... .., 181 564 727 1,022 

*During thIs year the Counoil provided Bpecially for the treatment of ex-soldiers and sailors by requellt of the 
Looal Government Board. Later, tlus work was tra.nsferred to the London Insurance Committee. 

CASES DEALT WITH DURING 1919 (UNINSURED). 

Adults. Children. TotaL 
(Under 16.) 

I. Number of apphoatioDB for institutional treatment ... ... 893 1,183 2,076 
n. Number of oases sent a.wa.y for-

(0;) Instltutional trea.tment to Counoil beds ... ... 727 1,022 1,749 
(b) Referred to I.C.A.A. under Counoil agreement ... ... - 171 171 

III. Number on wa.iting list at end of 1919 ... ... . .. 45 51 96 
IV. Number of oases undergoing instltutional treatment 5.7.19 ." 177 453 630 

V. Number of OllSes undergomg instltutional treatment 13.12.19 ... 179 54,7 726 

Results of institutional treatment of insured perS0n8.-In a memorandum to the Insurance Com· 
rnittee for the County of London, Dr. Bardswell has made an attempt to ascertain the after-histories 
of the patients who were recommended for sanatorium benefit during the year 1914. Up to December 31st, 
1918, the condition on that date of 2,588, out of 3,224, patients recommended for sanatorium benefit 
in 1914, was as follows :-

Total. 
3,224 

Eliminating the untraced-

Untracei1. 
636 

TABLE I. 
Known, to be alive 

December, 1918. 
767 

. Known, to be dead 
Dece:mher, 1918. 

1,821 

2,588 767 (29-6 per cent.) 1,821 (70'4 per cent.) 
The ascertained mortality within four years from date of recommendation was, therefore, equal 

tc 70.46 per cent ' 
Patients who received institutztmal treatment.-Of the 2,588 cases above referred to 1,515 

received institutional treatment. 
Th~ remits were as folloW's: 

No. of cases. 
1,515 

Alive. 
599 (39'5 per cent.). 

Dead. 
916 (60'5 per cent.). 



The 3,224 cases have a1so been classified as to the stage of disease at the time they were referred 
to the Insurance Conunittee, with the following result :-

Early cases .. 
Moderately advanced cases 
Far advanced 

'I'ABtE II. 
829 (257 per cent.). 

1,738 (539 per cent.). 
657 (20'4 per cent.). 

3,224 
It will be seen that the so-called" middle" group formed more than 50 per cent. of the total 

number of cases and of these no doubt many were cases which would shortly afterwards have been 
transferred to the group of "far advanced" cases. 

TABLE III. 

The ascertained mortality in each clinical group (exclusive of the 636 untraced cases) was as 
follows :-

Early cases 
Moderately advanced 
Far advanced 

No. oj cases. 
552 

1,417 
619 

Known to be alive 
Decemher, 1918. 

386 (70 per cent.). 
361 (25'4 per cent.). 
20 (3'2 per cent.). 

Known to be dead 
Decemher, 1918. 

166 (30 per cent.). 
1,066 (74'6 per cent.). 

599 (968 per cent.). 

Dr. Bardswell also points out that in those cases where tubercle bacilli are known to be present 
in the sputum, tile prospects of permanent restoration to health are appreciably less than those cases 
where they have not been found. 

TABLE IV. (EARLY AND 

Tubercle bacilli present in 
sputum 

Tubercle bacilli not found 
in sputum 

Cases. 
1390 

579 

MODERATELY ADVANCED 

Alive Dec. 1918. 
393 (28.3 per 

cent.) 
354 (61.1 per 

cent.) 

CAsES ONLY). 

Dead Dec. 1918. 
997 (71.7 per 

cent. 
225 (38.9 per 

cent.) 

Uninsured persans-Adults.-As the Council's scheme for adults was not put into force until 
July, 1914, only a small number of cases was dealt wi.th in that year. In the followmg report an analysis 
is made of the results of treatm.t of all cases in which at least one period of treatment was completed 
before 31st December, 1915. Information is given upon reports based upon the condItions of the 
patients at the end of December, 1919. 

During the period July, 1914, to December, 1915, 549 applic.ations for instItutional treatment 
of adults were received, and of these 411 cases were treated. It will be remembered that the ComIDlttee 
decided that no efforts should be made to trace cases in which applications for treatment were not pro-
ceeded with. Of the 411 cases, 312 completed at least one period of treatment before 31st December, 
1915. Included in this number were 6 cases of non-pulmonary tuberculosis, of whom 3 are untraced 
and 3 are known to be still alive. 

Of the remaining 306 cases, 90 removed and could not be traced, 17 refused medical supervision 
at tuberculosis dispensaries or at hospital, 3 became insured and were dealt with by the London Insurance 
Committee, and in 12 cases the diagnosis of tuberculosis was not confirmed. Thus a total of 122 cases 
out of 306 (or 39'9 per cent.) treated have not been traced. 

In this connection it should be borne in mind that owing to conditions arising out of the war, 
there have been constant changes in the personnel of the tuberculosis officers in many boroughs, as well 
as a considerable dislocation of the population, with the ineVltable result that the following-up of patients 
after institutional treatment has been rendered correspondingly difficult. 

The same difficulties have occurred in connection with insured persons, but not to the same extent, 
owing to the fact that such persons have for pecuniary and other reasons kept in touch with Insurance 
Committees, and their subsequent medical history is thus more easily obtainable. 

The Council, on the other hand, in the case of uninsured persons has to rely partly on the voluntary 
submission of their patients to supervision and partly on the courtesy of the staffs of hospitals ana 
general practitioners for a good deal of their information. 

Moreover, in the case of insured persons, panel doctors are under obligation to supply information 
to the London Insurance Conunittee, while the Council has no means of obtaining information from 
private practitioners other than: that voluntarily given by them to the tuberculosis officers. 

A further fact to be borne in mind is that persons sick and disabled from work by means of tuber
culous disease are more likely to resort to treatment again and again than those who have done wen 
under institutional treatment. . 

TotaZ No. oj 
cases treated. 

306 

65580 

TABLE I. 
Traced cases 
known to be 
alive 31.12.19. 
67 (36'4%) 

Traced cases 
known to be 
dead 31.12.19. 
117 (63-6%) 

Untraced. 

122 

82 
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The ascertained mortality within four years of completion of institutional treatment of the 
patients who were traced was therefore 63'6 per cent.' The 306 cases treated have been classified as to 
the stage of disease at the time they were referred to the Council for treatment with the following 
result :-

For diagnosis 
Early cases 
Moderately advanced cases 
Far advanced 

TABLE II. 
17 ( 5'55 per cent.) 
99 (32'35 per cent.) 

157 (51'30 per cent.) 
33 (10-8 per cent.) 

306 
The lascertained mortality in each group was as follows (untraced casell excluded) :-

\ Known to be alive Known to be dead 
No. of cases. 31.12.19. 31.12.19. 

For diagnosis .. 5 3 (60 per cent.) 2 (40 per cent.) 
Early cases 59 27 (458 per cent.) 32 (54'2 per cent:) 
Moderately advanced cases.. 97 33 (34'0 per cent.) 64 (660 per cent.) 
Far advanced.. 23 4 (17'4 per cent.) 19 (82'6 per cent.) 

In the following table the first three groups~ have been divided under the heading (1) Tubercle 
bacilli found in the sputum; (2) Tubercle bacilli not found in the sputum, and (3) no examination of 
sputum or no record of such. 

No. of cases. Alive. Dead. 
Tubercle bacilli found in sputum 
Tubercle bacilli not found in sputum 
No examination of sputum or no 

91 28 (30'76 per cent.) 63 (69'24 per cent.) 
26 20 (76'9 per cent.) 6 (23'1 per cent.) 

information 44 15 (340 per cent.) 29 (660 per cent.) 
It will be seen that the mortality in cases where tubercle bacilli have been found is much greater 

than in those where they have not been found. 
From this report it will be seen that there is practically no difference between the results obtained 

from the institutional treatment of uninsured adults as compared with insured, the facts brought out 
being very much the same in both cases. 

OInldren.-The Council's scheme for children was put into force in June, 1914, but as only 110 
received treatment and 18 completed treatment in that year the subjoined report has been made to 
include children who were discharged from institutions up to 31st December, 1915. 

During this period 896 applications for institutional treatment.were received; 531 cases were 
treated, and 288 children completed at least one period of treatment before the end of 1915, the remainder 
being under treatment on that date. 

Of these cases (81'5 per cen~.) were pulmonary and 53 (18'5 per cent.) were non-pulmonary cases. 
Pulmonary.-The pulmonary have been classified in the following table as to stage of the disease 

at the time application for treatment was made to the Council :-

TABLE I. 
No. of cases treated. 

For diagnosis 59 (25'1l per cent.) 
Early cases 99 (42'12 per cent.) 
Moderately advanced cases .• 64 (27'24 per cent.) 
Far advanced cases •. 13 ( 5'53 per cent.) 

The results of observation of the 59 cases sent for diagnosis were as follows:- -
Diagnosis confirmed 11 
DiagnOSIs not confirmed . . 29 
Diagnosis still in doubt •. 19 

Of the above total number of pulm.onary cases (235), 20 have refused medical supervision, princl
pally because they have attained the age of sixteen years and II.re able to work; 42 have removed from 
the Council's area and have not been traced, and 10 were subsequently definitely diagnosed as non
tuberculous and have not been followed up. This leaves 163 whose subsequent history down to 31st 
December, 1919, is tabulated below, the cases sent for diagnosis having been redistributed among the 
other groups. 

TABLE II. 
No. of cases treated and 

Diagnosis doubtful •• 
Early cases 
ModE-rately -advanced cases •. 
Far advanced •• 

traced to 31.12.19. 
24 
81 
48 
10 

No. known to be alive 
on 31.12.19. 

20 (83-3 per cent.) 
78 (96'2 per cent.) 
36 (75'0 per cent.) 
4 (400 per cent.) 

No. known to be dead 
on 31.12.19. 

4 (16'7 per cent.) 
3 ( 3'8 per cent.) 

12 (250 per cent.) 
6 (600 per cent.) 

Totals •• 163 138 25 
Thus of a total of 163 cases, 25 (or 15'4 per cent.) have died within four years of completion of 

treatment, but it has been ascertained that in four cases tuberculosis was not the primary cause of death. 
The mortality from tuberculosis was therefore 21 in 163, or 12'9 per cent. 
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The following table indicates the posit on in respect of the finding of tubercle bacilli in the sputum 
in the cases of the 163 children whose medical history is known up to 31st December, 1919 :-

Tubercle bacilli found in the sputum 
Tubercle bacilli not found in the 

sputum 
No examination of sputum or no 

TABLE III. 

No. of casell. 
8 

11 

KMW1~ to be alive 
31.12.19. 

5 (62'5 per cent.) 

11 (100 per cent.) 

Known to be deaJ 
31.12.19. 

3 (37'5 per cent.) 

record of such 14.4 122 (84:"7 per cent.) 22 (153 per cE'nt.) 
It will be observed that there is a large proportion of cases in which no examination was made 

or no record kept. This is probably due to the well-known fact that it is extremely difficult to obtain 
sputum from young children. 

Non-puTmonary.-The 53 non-pulmonary cases who completed one period of treatment before 
31st December, 1915, .have been classified as to location of disease:-

TABLE IV. 
No. of cases treated. 

Hip 18={3395 per cent.) 
Spine 2=( 3'77 per cent.) 
Other bones 8=(1510 per cent.) 
Glands (including peritoneum) 25=(47-18 per cent) 

Of these, 2 refused medical supervision, 10 removed from the Council's area and could not be 
traced, and in 5 cases the diagnosis of tuberculosis was not confirmed. 

The subsequent medical history of the remaining 36 cases is shown in the following table .-

TABLE V. 
No. of cases treated 

and traced Known to be alit'e _ Known to be dead 
31.12.19. 31.12.19. 31.12.19 . 

. Hip 16 12 (75'0 per cent) 4 (250 per cent.) 
Spine 2 1 (50'0 per cent.) 1 (50 0 per cent) 
Other bones 4 3 (750 per cent.) 1 (250 per cent.) 
Glands .. 14 12 (857 per cent.) 2 (14'3 per cent.) 

In one case diphtheria was the cause of deatli, so that the mortality from tuberculosis was 7 in 36, 
or 19'4 per cent. 

In his report .10 the London Insurance Committee Dr. Bardswell points out that 
in the majority of cases the treatment given "failed in its chief obJect-viz., to cure 
or sensibly to. prolong life," and that "benefit of a permanent character was obtamed 
only in the relatively small group made up for the most part of those cases in which 
tubercle bacilli were not found in the sputum." He then goes on to point out that many authorities 
urge a considerable increase in sanatorium accommodation in order to enable a suitable case to 
remain under strict 1reatmeni for a IfDf,er peliod than .is now possible, and points out that this 
consideration has also led to the proposal for the establishment of colonies or settlements which should 
provide for indefinitely prolonged residence and treatment. After indicating some of the outstanding 
features of such settlements, e.g., Papworth, Dr. Bardswell points out that although it is not 
practicable at the present time to establish a "settlement" as part of a comprehensive scheme 
for London, yet experiments on these lines might be encouraged by sending suitable London patients 
to existing insti~utions of this character. With all these observations I entirely agree. 

AdduWnlll instltution·tl accommod"tWn required.-The great difficulties encountered in endeav
ouring to arrive at an estimate of the future additional accommodation required for institutional treat
ment have already been referred to in more than one portion of this report. They are only emphasised 
here once more in order to make clear the fact that the figures now submitted must be regarded as 
provisional. With this understanding then it is suggested that the immedw.te requirements can best 
be dealt with by first and foremost a careful re-gradmg of the existing beds which have been acquired 
for insured and uninsured patients; secondly, by the provision by the Council of the following beds, 
to be distributed in accordance with the carefully considered needs of the patients, whether insured or 
uninsured. 

EXISTING ACCOMMODATION AND ESTIMATE OF ADDITIONAL ACCOMMODATION REQUIRED. 

Classification Adults Children under 
of stage of disease Insured and Uninsured. 16 years of age. 

Early.. .. 600 
Moderately advanced •. 600 
Advanced •• 500 
Surgical •• 200 
Observation and 
emergency •• 200 

Total .• 2.100 

650 for all classes 
of patients 

650 

~~---------------------' 2,750 



The total number of beds for insured and uninsured available and in use at the end of December, 
1919, say, 1800. , 

From these figures it would appear that there is a nett aqdition required of approximately 1,000 
beds. It is believed that (a) the provision of from 250 to 300 beds for advanced cases of the disease 
should be regarded as one of the most immediate requirements, and that the acquisition by the Metr()o 
pohtan Asylums Board of the hospital at Hendon, withIn the last few weeks, will go a long way towards 
meeting these requirements; 

(b) The provision of 200 beds for observation and emergency cases can be made to a substantial 
extent in existing institutIOns when the present accommodatIOn has been carefully re-graded. There
after probably about 100 additional beds will be required in the several London hospitals which it is 
proposed shall be used as " Mother Hospitals" to groups of adjacent dispensaries; 

(e) SRecial arrangements of an entirely new character WIll have to be made to meet the needs 
of cases of '\ surgical tuberculosis" in adults. There is a serious dearth of accommodation available 
for these cases. It is therefore suggested that in considering the provision of new, and the acquisition 
of existing suitable, buildings fot the treatment of the tuberculous, the attention of the Metropohtan 
Asylutns Board should be specially drawn to this very important fact. About 200 new beds are required 
for cases of this character; 

(d) In connection with the institutional treatment of moderately advanced cases of tuberculosis 
it is doubtful whether any new accommodation will be required in the immediate future for cases of 
this type. At all events it would be wise for the present to await the results obtained from (1) the re
grading of existing accommodation; (2) the more careful selection of cases for sanatorium and other 
institutional treatment; and (3) the possible development of after-care schemes, before deciding to 
make any definite addition to the existmg institutional provision for such cases; 

(e) The small number of emergency beds required will probably be easily provided for in the 
several London hospitals; • 

(j) A substantial amount of institutional treatment for tuberculous children is being made at the 
present tIme by the Invalid Children's Aid As&ociation as a portion of an agreement WIth the Council. 
There is no reason w;hy this arrangement should not continue; but if the agreement for any reason 
comes to an end, it would become necessary for the Coun~il to provide for an addition of some 200 beds 
to its present total, bringing the aggregate figure to considerably over 800 beds. On the other hand, 
the growth in the providon of open-air schools may sensibly diminish in time the need for further 
institutional accommodation. The additional accommodation required for 192{}-21 may be estimated 
at 50 beds. 

INSTITUTIONAL ACCOMMODATION-SUMMARY. 

(a) Advanced Cases 
(b) Observation and Emergency Cases 
(e) Surgical Cases 
(d) Moderately Advanced Cases 

(e) Early Cases 

(f) ChIldren 

500 beds 
200 beds 
200 beds 
600 beds 

600 beds 

650 beds 

EE>timated number of beds required for adults (insured 
children, 192{}-21 .. . 

Estimated number now in use-December, 1919 .. 

25{}-300 btds recently acquired. 
100 new beds probably required. 
Net addition of 200 beds required. 

} 

Doubtful as to extent, j.f any, of 
new accommodation required 
until existing accommodation 
has been re-graded. 

Any new beds required can be 
obtained. Provision should be 
estimated now at 50 additional 
beds. 

and uninsured} and 

Deficit 

2,750 
I,BOO 

950 

With reference to the estimated deficiency of 950 beds, it is to be noted that from 250 to 300 
have quite recently become available, reducing the net estimated deficienc~ to, say, 700.beds .. There 
are good grounds for the belief that about 200 more beds can be secured WIthout any senous difficulty 
in -existing institutions, leaving about 500 more beds therefore to be provided by means o! new, or the 
acquisition of suitable existing, buildings. At least 200 of these 500 beds should be .speCIally reserved 
for cases of surgical tuberculosis in adults, and possibly the remainder may be reqUITed for a?vanc~ 
cases. It is expected that any additional beds which may be wanted for chIldren WIll be available m 
the two institutions, Highwood and Margate, recently opened by the l\I~tropolit:m A:'ylums.Board ;. ~ut 
it should be pointed out that serious drlficulties have occurred .from tune to tlUle m m:aking proVlSlo~ 
for tuberculous children in our schools for the mentally defective and those who are mmates of reBl
dential industrial schools. Some special arrangements will have to be made in the n~r fu~e for ~hese 
two classes of children, as they are not, for obvious reasons, welcomed at the ordinary lnBtitutlOns. 
The total numbers of such case'3 is, however, fortunately very small. probably not more than about 
six to ten cases annually. 
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ESTIMATE OF THE CoST OF INSTITUTIONAL TREATMENT INVOLVED. 

(a) 2,100 beds for adults at, say, £130 per bed per annum 
650 beds for children at, say, £80 per bed per annum 
Total cost of beds-£325,000 per annum 

(b) Deduct cost of, say. 1,200 beds for adults provided by the M.A.B. .. 
Deduct cost of, say, 350 beds for children provided by the l'tI.A.B ... 

(e) Contribution from funds of London Insurance Committee, say 
Total cost of beds after deduction of (e) •• 
Deduct cost to M.A.B. 

Government contribution 50 per cent. 

Net cost to L.C.C. 

£ 
273,000 
52,000 

156,000 
28,000 

25,000 
300,000 
184,000 

£ 

325,000 

184,000 

116,000 
58,000 

58,000 

PROVISION FOR (1) OBSERVATION BEDS, (2) ACUTE, EMERGENCY, ETC., CASES, (3) MIDDLE AND 
CHRONIC PROGRESSIVE CASES" (4) ADVANCED CASES. 

The provision for these four classes of cases can best be dealt with together, as they each involve 
much the same problem. Tuberculosis officers are divided in their views as to the most swtable 
provision. Broadly speaking, the wfference of opinion resolves itself into the question of provision by

(a) Large inst~tutions; 
(b) Small local institutions in the area of the dispensary. 

That it would be possible in practice to deal adequately WIth the large number of cases included 
in these four groups by means of small local institutions lB, I feel sure, an utterly hopeless proposItion. 
That small local institutions may be useful for a small number of patIents who will probably not 
go to large institutions for various personal reasons, there is no doubt, but it is equally certain that the 
greatly increased expense per bed owing to staff, etc.; greatly increased Wfficulty of adminIstration and 
local management; the practical impossibIlity of obtaining a sufficient number of suitable houses with 
adequate grounds; the objections which would almost certainly be raised in some areas by local in
habitants, etc., etc., render such a method of dealing wi~h the large numbers of patients involvoo 
impracticable. 

(1) Observation Beds.-(Fvr cases which are difficult of diagnosis, and also where some doubt 
ex:.sts as to the most suitable form of institutional treatment in particular cases.) It is reasonable to 
aSSUIDe that to some extent tuberculosis officers who favour small local instItUtiOns, for these and other 
patients, are influenced by their natural desire to vary the monotony of their tuberculosis dispensary 
work as at present conceived by them. But whether this is so or not, there can be no possible doubt that 
the provision of observat:on beds for these cases will fail of their object, unless they are provided in 
institutions wherein are to be found not only all modem facilities for assisting in diagnosis, etc., e g., 
X-Rays, Laryngological Department, Bacteriological and Chemical Laboratories, etc.; but also the 
wide outlook and mature experience which are the special gifts of the consulting staff of such institutions. 
Bearing these facts in mind then, it would appear that at least, so far as observation beds are concerned, 
the most suitable arrangement would be for the Council to make provision for such beds in several of 
1 he large general and special hospitals, and I would suggest that instead of the present consulting service 
system with linked-up hospital and the system of mewcal referees, both of whIch in practice have proved 
to be faIlures, six such institutions should be selected, e.g.:-

London Hospital (E. and S.E.). University College (Central London). 
Victoria Park (E. and N.E.). St. Thomas's Hospital (S.W. and W.). 
King's College Hospital (S.E.). Brompton Hospital (S.W. and W.). 

Each of these hOSPItalS would form a mother hospital for certain groups of dispensaries within 
a reasonable distance. DetaIls could be worked out later when the principle is accepted. 

Something like 200 beds would be required for London as a whole. These beds would be reserved 
primarily for observation purposes. AWnission would be by order of the county medical officer of 
health, and tuberculosis officers would be encouraged to refer cases difficult of diagnosis and cases for 
determining the most suitable form of institutional treatment to such beds. Arrangements would be 
made for the beds to be in charge of acknowledge3. specialists in. the var:ous forms of tuberculosis. Tuber
culosis officers would be given right of access to see the patients and the clinical and other records 
of their patients during reasonable hours daily, and a special feature should be made of consultations 
on one or more afternoons weekly, not only upon inpatients but also of ather patients brought to the 
hospital by the tuberculosis officer. Bysuch an arrangement it is believed that several very desirable 
!mprovements on the present consultIng service arrangements would be ensured. They may be sum-
marised thus:- ' -

(i.) Difficult and doubtful cases would be subjected to detailed study and every possible 
facility known to modern science would be available for arriving at a defutite diagnosis promptly. 

(u.) In cases where doubt exists as to the most suitable form of institutional treatment 
similar advantages would obtain. 

(iii.) The work of the tuberculosis officers would be greatly increased in interest and the 
educational advantages would be considerable. 

(iv.) The cost to the Council in proportion to the efficiency gained would be money well 
spent. 
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(2) Acute, Emergency, etc., Cases.-The most satisfactory arrangements for cases of this kind 
can usually be made in modern hospitals. Cases of pleurisy, hremoptysis, etc., require specially s1o.1ful 
nursing, day and ~~ht. and in addItion speciallr ~killed medical supervisi~n. Therefore, the arrange
ments for the proVISlon of these beds should be similar to those for observatlOn purposes and might well 
be in the same hospitals. If a minimum reserve of beds is considered desirable it would suffice to put 
this figure at one male and one female bed per hospital, i.e., 12 beds in alL In order to facilitate 
the immediate rern.oval of cases of this character to beds reserved for this purpose at the several 
hospitals, an arrangement should be made for such cases to be admitted immediately at the request 
of the tuberculosis officer. 

(3) Mtddle and Chronic Progressive Cases.-Many cases of this group have been sent during recent 
years to sanatoria with the result that they have occupied beds unsuitable for their treatrn.ent. But 
many more have not been provided with any form of instltut.onal treatment, WIth unfortunate results 
to themsel\es and to the community generally. They are frequently engaged in unsuitable occupations, 
such as indoor work (tailors, shoemakers, cconfectionery makers, etc.) and owing to the irregularity of 
their work, due to frequent ill-health, their lives and the lives of those dependent upon them, represent 
a gradual progress downhill, often resulting in poverty, much hardship and real distress. Finally, if 
single, they are often found in common lodging houses, or if married in an overcrowded one or two room 
tenern.ent dwelling, and not infrequently they die in infirmaries and other public institutions (vide table 
showing deaths frorn. tuberculosis in institutions). In truth they represent the most difficult medIco
s cial problem in' connection with tuberculosis. It will have been noted that here again tuberculosia 
officers drffer in their opinions as to the best plan for dealing with such cases; some favouring the large 
institution, others the small local home. The fact that the patient is generally perfectly well able 
to get about to a hmited extent and that after a short period of rest, good, regular food, together 
with skilled nursing and medical attention, he invariably feels immensely stronger and better, is another 
very real difficulty as it is only natural that he should then desire to resume his usual life at home 
and at work. But experience clearly shows that another breakdown in the near future is ineVitable, 
the interval depending largely upon the occupation of the patient; the capacity for earning a 
decent liveliliood with consequent power to purchase good food in sufficient quantity and to pay rent 
for decent home accommodation ; and the common sense to keep under regular medical supervision, 
to cease work and to return to institutional treatment when there is evidence that it is required. 
Any attempt to deal with cases of this kind by means of either small local homes or large institutions 
alone is doomed to failure. Something more is undoubtedly required and that something includes (8) 
the provision of a suitable occupation, under medical supervision, in an open air factory or workshop; 
(b) the provision of a decent home with adequate light, ventilation, separate bed or bedroom. etc.; (c) 
some means of supplementing the earning capacity of the patient and his family (if married) while he is 
undergoing institutlOnal treatment and while he is still capable of work, however limited. H these 
condItions are fulfilled the question of whether the cases are treated, during the period when the patient 
is unable to work, either in a large instItution or a small local home appears to be of minor importance. 
The solution of these difficulties is mainly dependent at present upon the extent to which Borough 
Councils and Voluntary Committees are prepared to take up the problem locally as a question of after 
care. Where a local committee is able and willing to establish a factory or workshop under the medical 
supervision of the tuberculosis officer, where suitable work can be carried out under open air conditions, 
during the long periods when the great majority of these patients are able to do a certain amount of work 
daily, and live under decent conditions in their own homes, there does not appear to be any objection to 
such schemes being undertaken in each Borough or Dispensary area. On the other hand there are 
certain to be areas where neither Borough Councils nor Voluntary Committees will be able or willing to 
undertake such provision, and in that event some provision by means of large institutions of what one 
might call the hospital-sanatorium type will become necessary. It is suggested that such institutions 
large or small need not necessarily be entirely reserved for this class of patient. It would be an immense 
advantage in the case of large institutions if they were fitted up with workshops at which suitable trades, 
such as basket making, etc., and open air occupations such as market gardening, etc., could be taught. 
The patient after a period of rest and recuperation, together with careful education as to how to take care 
of himself and howto avoid infecting others, would in many instances be able to carry on successfully 
for a much longer period of time, and would be a less serious danger to the community. It would also 
probably be safe to hazard the statement that under such condltions quite a number of the patients 
would reach a quiescent stage of the disease and live for a considerable period of years. 

(4) Advancea Cases.-One of the most striking facts which emerged from the inspection of the 
work of the tuberculosis dispensaries was the small number of cases of advanced disease known to each 
tuberculosis officer in his own dispensary area. It was a rare event to come across a tuberculosis 
officer who could put his hand upon 30 cases, and if this number is taken as an average for each ~f 
the London dispensaries it will be seen that not more than 1,000 cases are known to all the tuberculo818 
officers ill London. That there are many more than 1,000 persons in an advanced stage of the disease 
at any moment in London is certain from other facts in our possession and to which reference will he made 
in another section of this report. . 

With reference to the treatment of these cases, tuberculosis officers again have the same difference 
of opinion; some favouring small local institutions in the immediate vicinity of the patients' hon:es and 
other.;; the larger and more centralised institutions. The difficulties referred to in cases of chrome pro
gressive disease are not of the same nature as those which arise in cases of very advanced disease. The 
patient is probably hardly able to get about. He is often on the verge of starvation ~wing to utter 
inability to do any regular work of any kind. If married, his condition and that of his family may be no 
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better, as much depends then upon the earning capacity of the younger members of the family. But as 
is only too well known the advanced case is even, under the most favourable circumstances,8. very heavy 
drain upon the family resources in every way. There may be some difference of opinion as to the extent 
to which he is 8. danger to others from the point of view of infection. But at least the fact that he is 
more or less confined and limited in his movements, tends to localise the infection to those immediately 
around and in constant attendance upon him. Looked at from any point of view, if only the humani
tarian, there does not appear to be any escape from the very real necessity for making provision by means 
of institution", whether large or small, for these patients. II they are allowed to remain at home they 
will, apart from any question of infection, for economic reasons inevitably drag the gen,ralstandard of 
maintenance of the family down to 8. point of serious danger to their health. They require skilled medical 
and nursing attention constantly, day and night, to ease their last days. It is easy to realise the absolute 
impossibility of such provision in the homes of the working classes. In the case of single men and women, 
not infrequently found in this condition in COIIlIIlon lodging houses, it is usual for them to be sent to 
the Peor Law Infirmaries somewhat earlier than the married, and it is not an unusual experience to 
find them there for even a year before death supervenes. In the case of married men and women and 
the younger members of families, the ~like of removal to Poor Law Institutions is too well known to 
need repetition, and yet as is pointed out elsewhere in this report the accommodation in these institutions 
occupied by cases of advanced disease in the pre-war period averaged something hke 2,000 beds in the 28 
London Infirmaries. There are grounds for believing that patients suffering from advanced disease 
are beginning to realise more fully than they did formerly that they are a source of danger as well as a 
serious burden upon their families, and that it is their duty to take advantage of institutional accommo
dation, if available. To some extent this change of mind is no doubt due to the fact that many patients 
nowadays learn from attendance a.t the tuberculosis dispensaries and the teac:Ung of tubclculcsis 
officers and nurses more about the nature of the disease. It is also worthy of note in the cases of 
those patients sent by the Council to St. George's Home, Chelsea (women) and the Downs Sanatorium 
men) that there is a growing tendency for them to remain there until the end. 

The question which arises now is whether further institutional accoIIlIIlodation is necessary for 
this class of patient and, if so, what form it should take and what number of beds is required. In previous 
reports it has been pointed out that the question of additional insKtutional provision is so intermixed 
with the question of existing Poor Law provision that it is very difficult, if not indeed impossible, to deal 
with the matter satisfactorily until such time as it is decided whether the large amount of instItutional 
accoIIlIIlodation available in infirmaries is to be transferred for use as an integral part of the Council's 
Tuberculosis Scheme for London. The fact cannot be ignored that if the Council provides a large number 
of beds for patients suffering from advanced disease in Non-Pauper Institutions, a possible effect will be 
that a certain number of patients will go there who would otherwise have taken advantage of existing 
Poor Law accoIIlIIlodation, with the net result that the total amount of accoIIlIIlodation for London will 
not have been increased. This would be an unfortunate but a probable, or, at any rate, a possible, 
complication. Until, therefore, the question of the future administration and control of the Poor Law 
Infirmaries is settled, or at all events until it is definitely decided that the Council is responsible for all 
patients suffering from advanced tuberculosis because they are tub~rculous, and not the Poor 
Law Authorit:es because they are destitute (as a result of tuberculosis), it is difficult to decide 
upon the best course to adopt. The provision of small hom~s is fraught With mucb. greater difficulties 
thl.n their advocates seem to raalise. There h (1) the difficulty especially nowadays, of getting 
suitable premises, (2) the risk that the home will soon get a. local reputation of being a home for 
the dying, (3) the not negligible difficulties of getting staff and keeping patients happy which are always 
inevitable in small institutions. Under the most favourable circumstances it will in any case be 8. very 
long time before provision by means of small homes can do more than deal with but a small percentage 
of those patients who require to be segregated. It will, therefore, become necessary for the Council, if it 
decides to make provision immediately for the needs of these cases, to do so by means of the larger 
institution. In a previous report on this subject it was f;uggested that ,probably ~omething like 1,000 
cases per annum would need to be provided for, apart from Poor Law Institutions. One of the greatest 
difficulties to be encountered in estimating the number of beds required to deal with 1,000 cases per annum 
is the probable length of time the patient will either occupy the bed continuously until death or, on the 
other hand, take his or her discharge whilst still very ill. It was suggested that this period should be 
taken as six months per patient.' In other words the bed woull have a working capacity of 2 patients 
per annum and therefore 500 beds would appear to be sufficient to meet the present requirements so far as 
it is possible to make an estimate from the incomplete data available. It should be added (a) that any 
institutional accoIIlIIlodation of this character should be either actually within the County area or as near 
as possible thereto; (b) such institutions must be run on somewhat more elastic principles than sanatoria 
or hospitals as they must be hom~ of rest in the best sense of the word. Their success will be in direct 
proportion to the humanity and tact with which they are directed and administered; (c) it would be an 
advantage for such institutions to be used also for cases of middle and chronic progressive disease, because 
such cases will come and go and will show marked improvement as 8. result of their treatment. Anything 
of this kind will tend to keep up an atmosphere of hope and cheerfulness and dim.in.:sh the possibility 
of it being regarded only as an institution for the dying, and this is all to the good in the case particularly 
of patients in an advanced stage of the disea.se. 

Provided other conditions are suitable, e.g., readiness of access by ambulance, etc., there does not 
appear to be any reason why such institutions should not, if necessary, also deal with cases of the acute 
emergency type, ~nd cases of surgical tuberculosis requiring very prolonged open air treatment. 

05580 T· 
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HOUSING. 

No attempt is made in this Report to deal with the large question of housing in relation to tuber
culosis. It is generally admitted that bad housing conditioIllf are associated with the increased incidence 
of tuberculosis in the community, but there may be some difference of opinion 8S to how far they are 
related as cause and effect. 

This country is definitely committed to a very large new housing programme, which will 
ultimately involve the expenditure of some hundreds of milhons of pounds. 

Bearing in mind the serious economic position which has arisen as a result of the war, and the 
obligatIon which such a situation places upon each one of us to revise carefully in our minds all schemes 
for the expenditure of public money, it is of the first importance that one should endeavour to make up 
one's mmd as to whether any large capital expenditure upon buildings, such as new sanatoria, colonies, 
permanellt village settlements, etc., is justified, rather than the expenditure of an equivalent sum upon 
new and \improved accommodation 'for the working classes. 

It is certain that the country can only afford to spend a certain amount of money for these purpOlieB, 
and that only a certain amount of material for building purposes is available. 

In these circumstances one feels disposed to favour concentration upon the provision of new 
and improved dwellings for the working classes in the hope that (a) a certain amount of the new accommo
dation will b~ reserved for the better housing of the tuberculous section of the community, (b) that such 
accommodation is specially designed as regards through ventilation, etc., for the needs of tuberculous 
'patients. and (c) that applicatIOns for such accommodation from tuberculous 'fatients should be 
accompanied by a certificate from the medical officer of health as to the need for such accommodati n 
in the case of the apphcant. If such accommodation is made available it should fOIm part of a 
Bcheme of " After-care." , 

It has been calculated by Dr. Chapman that the amount of such accommodation required would 
not exceed 5 per cent. of the new housing accommodation about to be provided by public authorities 
and having regard to the fact that in all such new housing schemes for the working classes it is admitted, 
that it is impossible to charge an economic rent for the accommodation provided out of public monies, 
it seems to be a reasonable proposition that the State and the local authorities should agree to reserve 
a small percentage of this accommodation for the special needs of tuberculous patients. 

Dr. Chalmers, the well-known MedIcal Officer of Health for Gl3.!'gow, giving evidence before 
the Departmental Committee on Tuberculosis in 1919, said that he would rather U!!e the money which 
would be involved in colony expenditure (and, in fact, a good deal of what was being spent in resldential 
treatment) on improved home for tuberculous patients. 

()PEN-Am SCHOOLS. 

Open-air schools for children of school age (a) definitely notified as tuberculous, and (b) not yct 
notified, but regarded as suspicious and requiring careful observation, have recently formed the subject 
of a special report to the Council (extracts from this report mll be found in AppendlX XIII.). In view of 
the fact that the Council adopted this report, and that several schools of both types have actually been 
opened, and are being carried on successfully, it is felt that for the purposes of this report there is no 
need to make any further special reference to the subject. 

The schools actually in operation are-
(a) For notdied tuberculous children, Kensal Hous~ (100); Springwell House (12.5). 

Stormont House (150). 
(b) For delicate children-Birley House (100): Shcoter's Hill (100). 

F. N. KAY MENZU8 . 
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APPENDIX t. 

The importance ot Nutrition in connection with the incidence of, and 
mortality from, Tuberculosis. 

In this connection the following extJ:acts from the "Medical Officer" and "British Medical 
Journal" are of interest:-

"The authors of this report first interviewed Professor Kayserling one of the foremost German 
authClritIes on tuberculosIs. He began by saying that in 1900 at the International Congress for Tuber
culosis in London, statistIcs were shown covering the previous thirty years of tuberculosis in London, 
and the English and Germans were agreed in predicting that if the same rate of progress in the control 
of the disease could be maintained in the future, some forty years more would see its practical extinction 
in those two countries. Now all the progress of years has been swept away, and Germany is back at 
the point she had reached in the eighties. In 1914, the deaths from tuberculosis in German cities of 
over 15,000 inhabitants was 40,374. By 1916, it had risen only to 48,779, but by 1917 it was 67,860. 
Since tuberculosis is not a disease that kills quickly, Professor Kayserling expects that the rate for 1918 
and 1919 Wlll prove to be still higher. It must also be remembered that the numbers of people in the 
susceptible ages were decidedly diminished by the loss of young men who had fallen in the war. The 
almost complete lack of fats, including cod-liver oil, the first instalment of which reached Germany 
through Dr. Rotten in May of tills year, make.it impossible to strengthen the body against infectlOn or 
help it to combat infection after it has taken place. Matters were still worse after the Armistice, when 
the demobllised soldicrs suddenly returned to the cities to share in the scanty food supply at the same 
time that transportation became more demoralised than ever because of the surrender of rolling stock. 
So striking has been the effect of partIal starvation on tuberculosis among all classes that Kayserling 
savs German physicians are beginning to say that tuberculosis should be regarded primarily not as an 
infectious disease but as a disease of nutrition, to be controlled much more by feeding than by preventing 
infection. 

Miss Addams and Dr. Hamilton heard still more about tuberculosis in the great hospital of the 
.charita connected with the University, when they visited Professor Czerny's wards there. 

Fully half of aU the children here are tuberculous, a conditlOn which they attnbute first to 
increased iniection, for so many mothers have contracted tuberculosis through overwork and under
feeding, and so many fathers have come back from the front tuberculous, and second, to the loss of 
resistance in the children's bodies because of starvation for fats. The men in charge in this hospital 
and in the Kaiser an<l Kaiserina Frederick SpItal for children told us that they feel sure the effects of 
the blockade will be apparent throughout the lifetime of this generation and perhaps longer. These 
effects cannot be rightly estimated by simply looking at death records. Most of the cillldren infected 
with tuberculosis will not die now, the majority do not as yet even show signs of the disease. But 
each coming year for twenty years will show a far higher rate of sickness from tuberculosis than Germany 
has known for decades; because the seeds of disease which have fastened themselves on these weakened 
children will do their work later on, perhaps in puberty when resistance is always lowered, perhaps in 
the twenties under the strain of child-bearing or of industrial life. Nor is it only tuberculosis which 
will have increased; all infectious disease Wlll meet with a lessened resistance, all overstrain and hard 
work will do a greater injury, and even the children of the war children may be below the normal 
standard. 

In the wards for tuberculous children, we saw varieties of the disease, which used to be regarded 
tl.S medical curiosities, so extreme as to be seen only In primitive people with no racial immunity to the 
dIsease. Germany's racial immuruty, if there really be such a thing, was destroyed by the blockade, 
and now in her hospitals one can see the most terrible forms of this infection, and not as exceptional 
cases, but fairly commonly. Not only in the Charite, where one expects to see pIcked cases, but in the 
hospitals of Halle, Leipzig and Frankfurt we saw children with enormously pronounced tuberculosis 
of the glands, with tuberculosis of several bones at once, sometimes as many as twelve, and cavity 
formations, such as ordInarily occurs only in grown people. There were tiny children with tuberculosis 
of the breast bone, of the bones of the skuU, even of the bones of the upper jaw, and many cases of the 
formerly rare tuberculosis of the skin {lupus}. There was added tragedy in the impotence of the physicians 
who, wlule equipped with all that science in this field has taught and so entirely capable of dealmg with 
each case in the best possible way, could only struggle with makeshifts and look on at their own failures 
because without nourishing food the fight against this disease must be a losing one. Yet if only food 
could be procured these cillld cases of bone and gland tuberculosis could be made to improve amazingly. 

While at the Charite we went to Kraus' wards for tuberculous adults, and were received by his 
assistant, Professor Leschke, who showed us cases of the new form of this disease in adults. Before 
the war, the so-called galloping consumption was a great rarity in Germany, now.they are having a 
great mortality in young adults, after an illness of only four months. It appears In those who have 
lost many pounds in. weight. .As it is impos~ble to give th~m the abU?-dan~ fats they ~ee~ they ~o 
rapidly downhill, havmg appare~tly los~ all reslsta~ce to the disease. This rapId cO~";ffiptlon IS greatly 
on the increase, and probably will continue at a high figure for several years. Nor IS It confined to the 
hospItal patIents; it is common among the well-to-do. Dr. Leschke had at that time no leES than 
30 cases in hi .. own private practice. 
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The City Orphanage in ~erlin, which is really a home for dependent children, whether 
they are actually orphans or not, IS not supposed to take any but healthy children, but it is impossible 
now to re~ect the tu?erculous. and rachitic, fo: they are too. ~umerous. It has long been the rule 
here to gIve the Pnquet skin test to the children to determlDe the presence of tuberculous infection. 
Bef~re the war this test was pos.itive for 1~ per cent., but now is positive for 30 per cent., while infection 
haS'lDcreased threefold, actual illness has lDereased fivefold, as shown by the number of cases of skin, 
gland, bone, and pulmonary tuberculosis. In Halle there is ten times as much skin tuberculosis as before 
the war, and in Frankf~ they showed us cases of pulmonary tuberculosis in babies sometimes hardly 
eyer seen lD o~her countrIes. The .curse of tuberculosis, or rather mortality from this disease, in the 
CIty of Chemmtz shows clearly the Influence of the tightened blockade, for while there is little increase 
in the first two and a half years of war, there is a sudden rise in 1917 and a still greater rise in 1918. 

The conditions revealed by this report are painful reading, but it is curious that these American 
authors a~tribute all the suffering they describe to the" hunger blockade," ignoring the fact that the 
ruthless afid barbarous submarine campaign rendered that reprisal necessary for the preservation of 
free peoples. They also omit any reference t.o the fact that up to the very last day of fighting there 
was never any shortage of oils and fats for the manufacture of high explosives and other munitions. 
The report is being used as a means of exciting pity for Germany, but unfortunately while our allies 
still endure terrible privations as a result of German criminality, no preference in the matter of supplies 
can be extended to the nation that is responsible for the shortage of shipping which has threatened 
Europe with starvation." 

.. Medical Officer," 30.8~19. 

"The general question of relief in German-Austria is at present being studied by the Supreme 
Economic Council, whose headquarters are in Paris. The British department of that CounCIl has 
recently forwarded to the British Medical Association an appeal to the public and to the medical pro-

. £ession of the United Kingdom on behalf of Vienna hospitals and of Vienna as a centre of medical study 
and research. The appeal has been drawn up by representative Viennese medical men, and is supported 
by the chiefs of the Bntish and American Missions and by Dr. Hector Munro, who is now engaged on 
rehef work in that city. After touching on the value and importance of the hospital training and the 
research work into the cause and cure of disease conducted in Vienna during the past century and a 
half, the history of the Vienna medical school is briefly outlined. .. The prestige of the Vienna medical 
school was never higher and the number of its students never greater than was the case in 1914, on the 
eve of the war. The contrast between its situation then and the situation of the school to-day is both 
stnking and tragic. Now that the war is over, vast problems confront the Vienna medical school. War 
was terrible, with Its wounded and its invalids, its series of epidemics and infectious diseases-typhoid, 
dysentery, spotted fever, and cholera. All of these diseases reduced the population and enfeebled those 
who remained. Tuberculosis has developed into a deadly and acute disease, particularly in VIenna. 
NephritIS is present and has taken vast toll. As the result of continuous underfeeding and hunger, 
dropsy, rickets, scurvy, and Barlow's dIsease--a disease due to malnutrition-the wards of the Vienna 
hospitals are filled to overflowing. In one clinic alone there were 18 cases of spontaneous fracture in 
adults due to continuous starvation." To this appeal is appended a report on the health of the city of 
VIenna, drawn up by Dr. Boehm, the principal medical officer. In addition to the urgent need for special 
food in large quantities, it would appear that there is an absolute shortage of such hospital supplies as 
soap, surgical dressings, and essential drugs. The total number of deaths from tuberculosis is given as 
8,233 in 1914 and 11,741 in 1918; and Dr. Hilda Clark, who is engaged with Dr. Hector Munro in investi
gating the state of the hospitals of German-Austria and Hungary, is informed by the Vienna ~ealth 
Department that the death rate from this disease for the past three months has been higher than It was 
for the corresponding months last year. With regard to the question of what is being done, we a~e 
mformed "that the American ChIldren's Relief Organisation gIves 100,000 children one meal a day lD 
VIenna. The Internationale Spitalshille Aktion has been formed from leading Vienna practitioners and 
representatives of Grflat Britain and America to distribute help given: for the hospit~. Throug~ this 
committee arrangements are being made for a better method of supplYIng eggs and milk to the I?atlents. 
The American Red Cross also is supplying a considerable quantity of Red Cross. stores to re~eve the 
distress in Vienna. but we understand that much more remains to be done to cope WIth the grave lDcrease 
in tuberculosis a~d rickets. The needs of the moment appear to be food, fuel, clothing, and hospital 
supplies." 

"British Medical Journal," 13.9.19. 
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APPENDIX III. 
IN connection with the .segreg~tion of advanced cases of tuberc~losis the following extract Irom the 

report of the Medical Odlc6r of the Local Government I3~ard fl)r 1913-!4 is of interest:-

THE HOSPITAL TREATMENT OF TUBERCULOSIS. 
The facts as regards the institutional treatment of tuberculosis are even more remarkable than thos6 

for the disease in general. 
During the ye~r 1912, of all the deaths occurring respectively from pulmonary and hom non

pulmonary tuberculosIs, the proportion occurring in hospitals was as follows :-

Perc{,lItag{' of total dmlllB fro/1/ ('acn cause 111 uvr!.hou8ea and JIO'lu/O/8 In fl,e !lear 1912'-. 
Pulmonary Non-pulmonary 
tuberculosIs. tu berculosis. 

Male. I Female.~ Male. I Female. 

London .. , ... ... ... ... ... .. . .., ... 56.5 43.8 68.2 504 
County boroughs ... .., ... ... . .. ... ... ... 35.1 21.7 284- 237 
Other urban districts . " ... .. , ... ... ... . .. 19.6 12.0 18.5 17.1 
Rural DIstncts .. , ." .. , ." ." ... ... ... 11.4 6.4 14.2 11.6 

England and Wale., ... ... ... .. . ." .. , ... . .. 31.1 19.1 26.4 22.4 

It is interesting to note the administrative areas affected by various degrees of hospital treatment 
0.E pulm~nary tuberculosis, and the aggregate populations this affected, so far as this can be gauged by 
proportlOn of the total deaths from pulmonary tubllrculosis occurring in hospital. The results for the 
year 1912, are summarised in the following table :-

ENGLAND ANI) WALES, 1912.-Proportion of tobl population in (,'lcb g~oup having ddIl'rent 
percentages of institutional treatment of cases of fatal pulmonary tuberculosis;-

Total percentages of deaths from pulmonary tuberculosIs Admirustratlve \ County lIIetropohtan 
occurring in Institutions. counties. borough. borough~. 

0--10 per cent. ... ... ... ... ... . .. ~ .. 7.9 - -
10-20 " " 

.,. . .. ... . .. . .. ... . .. 582 13.1 -
20-30 " " 

... ." ... ... ... ... ... 28.2 31.1 -
30-40 " " ... ... ... , .. . .. . .. ... 5.7 34.6 3.7 
40-50 " " 

... ... ... ." ... ... . .. - 14.6 13.0 
50-60 " " ." ... ... ... . .. ... ... - 6.6 56.9 
60-70 " " ." ... ... .. .. . .., ... - - 204 
70-80 " " 

... ... ... ... .. . ... . .. - - 6.0 

100.0 100.0 100.0 
-

Total population. ... ... ... 20,655,948 11,363,934 4,519,754 

Both of the precedmg tables show that the county boroughs, and still more London, provide 
hospital, including infirmary, treatment for tuberculosis to a much larger extent than other parts of 
England and Wales. It is a striking fact that in London mOre than half of the total deaths from 
tuberculosis occur in hospitals, under conditions in which greater comfort and help to the patients are 
doubtless secured than would be possible under the domestic circumstances of the majority of these 
patIents. The relief of anxiety, the dIminution of infection, the lessening of finanCial stress in respect 
of the thousands of faIDllies involved in these facts, must also be very great. 

In county boroughs between a fourth and a third of the total deaths from tuber('ulosis o('(Ur in 
hospitals, in other urban districts nearly a fifth and even in rural districts about one-tenth. 

The second of the above tables shows the proportion of the population affected by different 
degrees of hospItal treatment of tuberculosis, so far as this can be measured by deaths in these institutions. 
It will be seen that in metropohtan boroughs representing 6 per cent. of the total population of London, 
70-80 per cent. of the deaths from pulmonary tuberculosis occur in hOSpItalS and infirmaries, that in 
metropolitan boroughs representing 20'4 per cent. of the population of London 60-70 per cent. of such 
deaths occurred, and so on. The corresponding ratios for county boroughs and for administrative 
counties are set out in the table. 

Proportion between poor law and other hospital acC()mmodation for tuberculosis.-The statement 
of number of beds given on pages lxxix-lxxx, gives some indication of this proportion. A further 
indication is given by the following table :-

ENGLAND AND WALES, 1912.~Proportion per cent. of total deaths from pulmonary tuberculosis 
occurring in (a) total institutions (hospitals, asylums, and infirmaries) and (b) workhouse 
infirmaries :-

Administrative Co\luties 
County boroughs 
Metropolitan boroughs 

Total institutions. 
179 
33'0 
563 

Workhouse infirmariPJI. 
10'0 
25'1 
41'2 
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APPENDIX IV. 

Treatment of Tuberculosis-Scheme for London. 

(Enrad from Councd Minute.!, 26th .lfay, 1914.) 

I.-Domiciliary treatment. 

1. Domiciliary treatment of insuxed persons is secuxed by means of the panel practitioner. 
Domiciliary treatment of uninsuxed persons is prov:ded by private practitioners, district medical officers 
and voluntary institutions, and, in so far as it may b(' incIdental to dispensary treatment, by the medical 
officer of the tuberculosis dispensary. The services of the latter are, in addItion, available for purposes 
of consultation. . 

II.-Dispe12aariea. 

2. Dispensaries for the provision of treatment of persons suffering from tuberculosis wJl be pro
vided by, or arrangements for such prOVISion will be made by, each local sanitary authority or by a 
combination of local sanitary authorities. 

3. In making or arrangillg for such provis:on the fullest possible use should be made of existing 
suitable institutions in or near the local sallitary district. Provision should be made for treatment 
at the dispensary of persons resident in the borough suffering from tuberculosis, or, in the case of a 
combillation of boroughs, persons resident in such boroughs, whether such persons are (i) "insuxed" 
within the meaning of the National Insuxance Act, 1911, and recommended for" sanatorium benefit" 
by the London Insuxance Committee, and referred to the dispensary by the Committee or persons acting 
under the authority of that Committee, or (u.) persons not so insuxed. 

4. The local authority in making their arrangements may either (i.) enter into an arrangement 
with a hospital which has available, or is prepared to make available, suitable dispensary provision, 
(u.) make arrangements with an existing tuberculosis dispensary, or (iii.) may provide, staff and equip 
suitable prem:ses for the purpose. 

5. In addItion to all other consents and approvals required by a local sanitary authority in respect 
to its scheme of dispensary provisi. n, the approval of the Councll should be obtained. This approval 
shall be given on the undermentioned conditions-

(1.) The CounCIl must be satisfied that the premises to be utilised as a dispensary are 
suitable for the purpose. 

(ii.) The scheme must include provision, either in the dispensary, or at an hospital working 
in connection with the dispensary, for the diagnosis not only of ordinary straightforward 
cases, but also of incipient, anomalous, and dIfficult cases specially referred on the ground 
of difficulty of diagnosis. 

(iii.) The medical officer of the dispensary must be a man of experience, not only in dealing 
with tuberculous afi('ctions, but also in general medicine. 

(iv.) Proper records and statistics in connection with the work of the dispensary shall be 
provided of the natuxe and in the form required by the Councll and approved by the Local 
Govemment Board. 

(v.) The medIcal officer of the dispensary shall supply to the medical officer of health of 
the borough from which the patjents are drawn such information as the medical officer of health 
may reasonably reqUIre, and the county medical officer of health shall be entitled to receive 
this information from the borough medIcal officer of health. The medical officer of the dispen
sary shall also fuxnish phe requisite information to any medICal practitioner carrying out 
domiciliary treatment, or, in a case which is referred to a sanatoriUIn, to the medical officer of 
that institution. 

(vi.) The scheme shall include provision for home visitation of patients, either by the 
medical officer of the dispensary or by the medical officer of health of the borough and his 
staff, and for the examination by the medical officer of the dispensary of such cases as the 
medical officer of heAlth or a medical practitioner may require, either at the dispensary or in 
homes of suspects and contacts. 

(vii.) The scheme shall be conducted with reasonable economy and thB arrangements 
and expendituxe shall be annually submitted to the Councll for its approval. 

(viIi.) The scheme shall provide for distinguishing clearly between the cost of treating 
insured and urunsured persons. 

(ix.) A dispensary shall be linked up with So hospital, to which spooiaI cases shall be referred 
for consultation or treatment, residential or otherwise. 

6. Local sanitary authorities may make arrangements to pay for patients, residing in dIstricts 
under their respective juxisdIction, attending dispensaries attached to hospitals in any part of the admin
istrative county of London. 

7. Each local sanitary authority providing dispensary treatment should, if so requested by the 
London Insuxance Committee, make arrangements With that Committee for the treatment of such 
., insuxed " persons as may be recommended for treatment by that Committee or by persons authorised 
to act on behalf of the Committee, and such arrangements will. no doubt, provide for payment by the 
Insuxance Committee for BUch treatment. 



III.-Rosidential accommodation for adults. 

Persons tnsured under the N atwnal I nBurance Act, 1911 

8 (a) The CounCIl has gIVcn Its consent, mIde; the NatIOnal Insurance Act, 1912, to the London 
Insurance Committee enterlllg lllto an agrepment wIth the Metropolitan Asylums Board for the prOVISIon 
of accommodatlOn for msurcd persons 

(b) The London Insurance COmlTIlttee have made arrangcments, under the Insurance Act, 1911, 
WIth voluntary mstitutions for other accommodation for lllsured persons, and are empowered to secure 
further such accommodatlOn. 

(0) Arrangcments wlll be made by the CounCIl, If desIred by thE' London Insurance Committee, 
for the prOVISlOn of resIdentIal accomrr:odatlOn for thc treatment of " lllsured ., persons suffermg from 
tuberculOSIS, on the understandmg that the whole of the cost of providmg such accommodatIOn 
and treatmcnt shall be defrayed out of msurance funds. 

Un~n8urcd persons. 

9 AIIangements shall be made by the CounCIl, WIth the approval of the Local Government 
Board, for the provlslOn of resIdcntial accomryOdatlOn of the follO\vmg kmds- (1) observatlOn, (2) hospltal, 
(3) sanat{)f~um, and (4) chromc or advanced cases The amount of accom'1 odat on to be prOVIded WIll be 
determ ned from t me to time by the C01mcll. The Conncil m makmg such prOVISIOn shall take advantage 
of accommodatIon already prOVIded by hosp'tal and sanatonum authont1es, l' cludlng the Metropohtan 
Asylums Board, or of such additlOnal accommodatIOn as such authOTlties arr rrepared to provide. In 
determming the fresh proviSIOn to be made the CounCIl Will have regard to the eXls1mg proviSIOn for 
tuberculous persons III mfirmanes The CounCIl, bemg of opmion that adequate accommodatIOn WIll 
thus be avaIlable. does not conSider It necessary itself to purchase. erect or mallltam mst,tutlOllS 

Selechnn of cascs. 

10 The medIcal officer of a dispensary, or the medical practat oner concerned, and the local medICal 
officcr of health, when recommendmg an adult patient for reindentml treatment, shall state whether, 
in their oplllion, the patIent cannot afford to pay for such trratment, or can afford to pay to a spectfied 
extent, as the case may be. In the case of lhtldren reqmnng resldentlal treatment, a report as to the 
ablhty of the parent to pay for such treatment shall be obtained from the EducatIOn CommIttee 

11 A medICal practitioner, when recommendmg for residential treatment a patIent who is not 
attendmg a dIspensary, shall forward his recommendatlOn to the local medIcal officer of hcalth, who should 
ordinarJy refrr the case to the dlspensary 

12 For the purpose of selectmg patIents (unlllsured) for resldent~al treatment, the following 
procedure shall be adopted-

(1) Therc shall be establIshed an honorary adVIsory board conslstmg of-
(a) One representative appomted by each of thc teachmg and other genera,l hospitals 

and chIldren's hospItals whICh are actmg III any capaCIty undcr the scheme. 
(b) Two rrpre&entatives appomted by each of the three speCial chest hospItals 

~ (0) The medICal supermtendent appo nted by each of the sanatona With which 
arrangemE'nts have been made by the COunCIl. 

~ (d) Two representatIves of the tuberculosH:l dlSpenf'anes 
~ (e) The medical officer and the deputy medICal officer of health appomted by the 

Countv CounCIl 
(j) The board shall be empowered, WIth the consent of the CounCIl, to co-opt persons 

possessmg speCial medICal or surg,cal knowledge 
(u.) The representatives appolnted by the hospitals specified in sub-secLon (1.) shall be 

phYSICians and aSSIstant phYSICIans actlvely engaged m hospltal practlce. 
(in.) The honorary adVisory board shall be asked to prepare a mcmorandunl as to the 

types of cases SUItable for the vanous forms of mstrtutlOnal treatment for CIrculatIOn to the 
medlcal officcrs and mstItutlOns deallllg WIth the cases; to adVISe as to forms for memcal 
reports, and generally as to all matters reqUIred to secure thc necessary UmfOTllllty of procedure 
or upon WhICh the CounCIl may desue to have theu oplmon The adVIsory board shall appoint, 
from theIr Own body, or, If thought deSIrable, from outside, a rota of two or more phYSicians 
to act as medIcal referees and to examine all cascs referred to them by the medIcal offil,er 
of the county III accordance with the condItions to be prepared by the adVIsory board and 
approved by the CounCil These phYSICians shall attend as req1llred at a Illmted number 
of convenient centres to be arranged, havmg regard to the reSIdence of the pattents, for t~.e 
purpose of examimng such cases, adVlsmg the county medical officer, and recommendmg as 
to the action to be taken WIth reference to the patients' The members of the rota appomted 
upon the advice of the adv~sory board shall serve for a period of not less than six months or such 
longer period as may be found exped1ent, and each physiCIan while servmg on the rota shall be 
paid an honorarmm of one guinea for each case. 

(IV.) It shall be referred to the dlspens:ny medIcal officer to classlfy the cases climcally 
as SUItable for (a) home treatment, (b) consultatIve reference to hospItals, (0) lll-patient hospItal 
treatment, (d) sanatonum treatment. 

~ Ihese gentlemen WIll not be ehg' ble to serve on the rota 
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(v.) It shall be referred to the medical officer of the dispensary to forward to the medical 
officer of health for the borough in which the patIent resIdes a report on pach case III a 
prescrIbed form, which shall include his classificatIOn of the case upon clmical grounds 
indIcatlllg by an appropriate clasSIfication the relatlvc dcgrce of suitabilIty of the case. 

(VI) It shall be referred to the local medIcal officer of health to classify the cases as to 
home condItIOns In three classes-Cal satIsfactory, (b) doubtful or unsatIsfactory, (c) removal 
urgently necessary. 

(VIl) In cases recommended for m-patient hospItal treatment or sanatorium treatment, 
the papers shall be forwarded to the county medICal officer. 

(Vlll) The county medical officer shall refer to the rota all cases in which, m order to 
ensure umfornuty of admimstration throughout London or for other reasons, the advice of the 
referees IS reqUIred by the CouncIl. 

(IX) The Judgment of the medical referees shall not be subject to clinical review by the 
CouncIl. 

(X) InstItutions accepting payment from the Council for in-patIent treatmpnt shall, 
subject to the foregoing prOVISIons, be required to admit patients of the class they have agreed 
to take, whether for sall'1torium or in-patIent hospItal treatment, when sent thereto by the 
CouncIl, but instItutIOns will be expected to make representatIOns to the CounCIl If, after the 
admiSSIOn of a patIent, It is found that such patient IS not benefiting from the treatment receIved. 
Except III a case of insubordmatIOn, no patlCnt shall be rcqUlred by the authoritIes of an lllstl
tutIOn to lcave untIl after due notICe has been gIven to the county medIcal officer of health, 
and arrangements have been made for dealmg With such patIent on hIs dIscharge. SubJect 
to the foregomg, the mstitutIOn shall not be obhged to retam a patIent If the physicIanm charge 
certifies that further treatment m the instItutIOn IS unnecessary. 

IV.-Treatment of chtldren. 

N on·re8~dent~al treatment 

13. ChIldren suffering fr~m tuberculosis who, in the oplllion of the bcho;}l medIcal officer, can be ade
quately treated III a non-reSIdentIal instItutIOn and whose home condItions are such as not preJudICially 
to interfere WIth curative treatment, shall be dealt WIth in non-reSIdentIal open-mr schools, III schools 
certIfied under the Elementary Education (DefectIve and EpIleptIC ChIldren) Act, 1899, or such other 
speCIal schools as the Council may deCIde. havmg regard to the Circumstances of each case. 

Rondentwl treatment. 

14-. Arrangements shall be made by the Council, subjeet to the approval of the Local Government 
Board, for the proviSIOn of accommodatIOn m open-air reSIdential schools or other suitable InstitutIOns 
for medIcal and surglCal cases of tuberculous chIldren requirmg treatment in residential mstitutIOns. 
The amount of accommodation to be prOVIded will be determined from time to tIme by the Council 

The CounCil, III makmg such prOVISIOn, shall take advantage of accommodation already provided 
by hospItal, sanatorIUm or other authOrIties, mcludmg the MetropolItan Asylums Board, or of such 
addItional accommodation as such authorIties are prepared to prOVIde. The CounCil, bemg of opimon 
that adequate accommodatIOn WIll thus be avaIlable, does not consider It necessary itself to purchase, 
erect or mamtalll mstItutIOns. 

15. No InstItutIOn for the receptIOn of chIldren capable of receiVIng mstructIOn, shall be con
SIdered SUItable for the accommodatIOn of chIldren for whom the CounCil IS provldmg treatment whICh 
IS not certIfied under the Elementary EducatIOn (Defective and EpileptIC ChIldren) Act, 1899, or other
wIse approved by the Board of EducatIOn. 

V.-After-care. 

Ad1dts 

17. Upon dIscharge of an adult patIent from a hospItal or sanatorIUm due notIce shall be gIven 
by the medical officer of health of the county to the medICal officer of health of the borough In whICh 
such patIent reSIdes WIth a VIew to securmg, through the staff of the dIspensary or otherwise, the after
care of such person. NotIce should also be gIven by the local medICal officer of health tothelllstttutIOn 
or practItioner under whose care the patient was before he receIved residentlal treatment 

Chtldren 

18. The arrangements specified III clause 17 shall apply In the case of chIldren who, in additIOn, 
may be referred upon theIr discharge from residentIal instItutions and also whIle attending open-aIr 
day schools to the approprIate ChIldren's Care CommIttee. Full records shall be kept by the school 
medlCal officer. 

VI.-Finance. 

(1) Insured persons. 

19 The cost of the appropriate treatment of msured persons suffermg from tuberculosis should 
be borne by Insurance funds. No part of such expendIture shall be defrayed out of the County rate. 

55080 u 
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(2) Uninsured persons 

Payment by patientB. 

20. In all cases in which a patient, 0,1' the person legally responsible for a patient, is in receipt of 
an income of £160 a year or over, and the circumstances of the case appear to justify the demand, a 
charge shall be made for the treatment received. 

Dl8pensary treatment. 

21. In the event of the Council approving a local scheme, and upon payment from national funds 
of 50 per cent. of the cost of providing dispensary treatment for uninsured persons Within the area con
cerned, the Council shall, if so desired by the local authority, contribute towards so much of the cost as 
would otherWise have to be defrayed out of the funds of the local authority after taking into account 
the Govetnment Grant, provided that such contribution (i.) shall not exceed 50 per cent. of such cost; 
(ii.) shall, in the first instance, be made from a date to be :fixed by the Council; and (Iii.) shall be con
ditional upon the arrangements and expenditure being annually submitted to and approved by the Council. 

22. Any grants from the national exchequer towards the cost of local schemes should be received 
direct by the local authority concerned and should not pass through the Council. The Council Will act 
in concert with the Local Government Board in connection with the approval of estimates and payment 
of grants to local authorities, and any approval by the Government as to the reasonableness of the 
expenditure under any such scheme will be accepted by the Council on receipt of full information as 
to the grants and disallowances, if any, made by the Government in connection with such scheme. 

ResidentiaZ accommodation lor adultB and children. 

24. The cost of the residential tretment of adults and children shall be defrayed by the CounciL 
provided that-

(1) Clause 20 with reference to payments by patients shall apply. 
(2) Payment at the rate of £1 Is. in respect of the fee of the referee for each patient 

examined shall be made by the local sanitary authority recommending the case for residential 
treatment. 

(3) No payment shall be made by the Council in respect of the cost of burial of patients. 
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APPENDIX VI. 

Tuberculosis Dispensary Returns taken from Form R. 
Population.-ThA populations are taken from the Census (1911) figures, and where a district does not coincide with the borough the population of the wards served by the 

dispensary has been taken. In Paddington and Marylebone this figure has been supplied by the Medical Officer of Health. 
DeatlI8.-The average number of death!:! for the five years 1912-1916 recorded by the Registrar-General for each borough has been taken, and where a borough 

is served by two or more dispensaries the number of death'! in wards or districts have been taken from the annual reports of the Medical Officer of Health or supplied by the 
Medical Officer of Health as in Paddington, Marylebone and Hackney. The figures given by the Registrar-General are always slightly in excess of those recorded hi the
borough. The additional deaths in these cases have been allocated to 1he dispensary districts in the same proportion as those recorded by the 'Medical Officer of Health. 

- Persons exammed for the IIrst time during the penod at or m 
2. XotaJ attendance at the dlspensary. 3 and 4. Home vlslte per 100 new cas ... connectIOn w.th the DlSPensary of tuberculoslS 

Proportion per 100 deatba per Proport.on per I .000 new R1R_~ Per 100 new cas .. of Per systematic Pnt't'cUlnN rotating to area. annum from tuberculosIS 
Per· By medical om .... By nu .... Period. (avernge 1912-1916) persons wbo were found to be of per tuberculosis. pbys.cal examlnatlon. 

Insured 10,000 centage I Tuberculous. , Non.' TUberculous. Non. persona popula- ret:"g 
per 100 tlon in All tuber. Doubt I N on· tuber· D~~~t- new area Insured I lTn- ! All In.' unln.! All Insured In.! unln·1 All Insured ! Un· All 

pel80ns Pulm. :,;;;;. culous. ful. Pulm. 'pulm culous. persons served • Insured. cases. Bured. sured. cases. persons sured. aured. cases. Insured cas ... 

.BATTlIiRSEA., 

Central Fund Dispensary. April-June, 1916 399 46 6 172 175 115 15 431 439 15'6 160 2,236 5,490 4,465 38 62 5·7 15·7 127 363 289 782 2,087 677 PopulatIon of area (census July-Dec., 1916 422 85 2 203 133 200 5 480 315 239 33·9 1,744 2,850 2,480 4·6 6·7 6·1 23·4 197 346 297 436 1,200 1,947 19B), 167,743. Jan.-June, 1917 572 119 3 285 163 211 5 498 285 260 460 1,264 2,385 2,004 4·3 6·7 60 21·5 109 248 201 242 880 663 Average deaths per annum July-Dec., 1917 518 119 5 241 152 230 10 466 294 33'7 41·6 804 3,134 1,788 39 8·4 65 260 87 385 213 346 1,558 858 (1912-1916), 269·6. Jan.-June, 1918 573 143 - 242 188 250 - 422 328 386 460 743 3,520 1,650 4·0 7·7 60 30·3 88 430 200 435 2,l32 989 
July-Dec., 1918 453 108 2 212 131 237 5 468 290 40'1 36·4 909 3,295 1,827 32 7·5 53 306 84 251 148 502 1,423 857 

.BERMONDSEY. . 
Central Fund Dispensary. April-June, 1916 237 52 25 94 66 219 106 396 278 17'8 13-4 1,886 5,700 4,108 96 15·0 13·5 192 30 218 140 348 7D6 556 Population of area. (census July-Dec., 1916 199 60 15 69 54 303 77 349 271 26'4 226 1,760 5,780 3,918 58 85 7·7 208 12 135 78 94 336 224 1911), 125,903. Ja.n.-June, 1917 255 80 18 96 61 313 71 376 239 39'6 28·9 911 7,025 3,530 3·0 85 6·7 14·8 - 102 44 40 273 140 Average deaths per a.nnum July-Dec., 1917 189 77 8 46 58 407 44 244 304 44-1 21-4 651 5,892 2,585 25 5-3 4·5 159 5 107 43 103 738 337 (1912-1916), 285-2. Jan.-June, 1918 238 83 13 70 72 348 56 295 301 35'1 26·9 492 6,060 2,680 40 7'4 68 11-4 9 25 15 40 933 379 

July-Dec., 1918 201 57 4 78 62 282 21 390 307 36'6 22·8 695 8,770 3,108 2·2 4'5 38 157 13 73 31 26 1,000 317 

CAMBERWELL. 

Central Fund Dispensa.ry. April-June, 1916 330 106 43 61 120 322 130 184 365 25·7 14·2 792 2,974 2,046 2·6 2·8 28 16·4 35 59 49 148 718 476 Popula.tion of a.rea (census July-Dec., 1916 351 85 25 161 79 243 71 460 226 315 30·1 1,180 6,100 3,990 1·8 50 40 127 106 561 366 244 869 601 1911), 261,328. Jan.-June, 1917 559 126 36 225 172 226 65 403 307 260 480 1,522 5,038 3,617 30 5'1 46 170 37 194 134 143 540 379 Average deaths per annum July-Dec., 1917 491 113 23 241 114 230 46 491 233 348 42·2 1,094 7,804 3,635 25 5·2 4·3 17·3 - - - 66 475 230 (1912-1916), 449 O. Jan.-June, 1918 662 179 31 244 208 270 47 369 314 29'5 569 991 3,975 2,568 2·4 4·3 38 182 - - - 234 540 396 
July-Deo., 1918 414 83 15 206 110 200 37 497 267 26'5 35·6 1,432 8,975 4,550 25 4·7 40 185 - - - 233 1,154 614 

FuLlUM. 
Central Fund Dispensary. April-June, 1916 478 127 9 181 160 266 19 380 334 208 20·1 560 3.104 1,948 1·9 3·7 33 13-1 92 183 137 177 1,340 811 
Population of area (census July-Dec., 1916 389 77 3 172 137 198 8 443 351 21'8 32·7 1,076 4.760 3,256 2·4 46 U 13·5 150 385 289 307 1,952 1,282 

1911), 153,284. Jan.-June, 1917 564 111 6 314 133 197 11 557 235 248 474 789 4,340 2,695 23 43 38 ' 136 100 448 287 454 1,296 906 
Average deatht per annum July-Dec., 1917 531 109 4 239 180 204 7 450 339 30'4 447 568 5.280 2,420 }·9 4'5 3,8 148 92 670 319 465 1,670 921 

(1912-1916), 257·8. Jan.-June, 1918 443 115 3 221 104 259 7 499 235 300 372 869 5.826 3,380 9·4 145 136 127 - - 473 636 1,501 1,074 
July-Deo., 1918 277 67 8 150 52 241 28 544 188 356 23·3 1,058 9,470 4,739 2·7 86 6·7 126 - - 747 991 2,735 1,7501 



N. KENSINGTON. 
Central Fund Dispensary. April-June, 1916 263 46 12 99 105 177 46 377 400 22·3 12·0 2,790 5,850 4,900 68 9·4 88 17·7 400 650 572 «4 655 590 
:Population of area. (census July-Dec., 1916 136 28 5 46 57 207 37 341 415 33·3 12'5 1,895 13,710 6,485 6·9 125 109 17·7 205 1,7M 815 775 4,160 2,108 

1911), 108,363. Jan.-June, 1917 225 30 3 90 103 134 13 397 455 348 20·7 1,996 18,760 7,588 25'8 21·3 220 17'5 195 2,081 825 1,332 7,810 3,490 
Average deaths per annum July-Dec., 1917 303 96 9 78 120 317 30 257 397 32·7 27-7 1,430 4,230 2,965 4'6 66 6'1 21'8 165 442 316 345 996 702 

(1912-1916), 198 O. Jan.-June, 1918 404 91 27 101 185 225 68 250 457 27·0 36·9 2,200 5,348 4,192 7-2 7·9 7-7 23'8 321 519 429 342 1,072 742 
July-Dec, 1918 282 63 14 84 "121 222 50 298 430 308 25'8 2,390 7,758 4,860 66 7·8 H 265 241 511 366 744 1,990 1,318 

:P ADDINGTON. 
Central Fund Thspensary. April-June, 1916 629 117 30 377 168 169 43 546 242 20'3 27'5 2,406 3,462 3,140 5·5 42 4'4 23'5 218 1,158 
:Population of area. (census July-Dec., 1916 395 87 12 178 118 220 30 451 299 26'9 31-4 2,878 6,528 5,033 13·6 80 88 23-4 144 410 200 533 4,070 2,624 

1911), 84,019. Jan.-June, 1917 512 87 25 260 139 170 50 509 272 322 40·7 2,588 6,270 4,650 140 12·6 129 24-5 273 433 363 882 3,674 2,445 
Average deaths per annum July-Dec., 1917 433 70 25 241 96 163 59 557 221 36·7 34-4 2,535 4,706 3,755 83 65 6·9 29'5 193 356 284 1,200 4,110 2,837 

(1912-1916), 133·6. Jan.-June, 1918 608 55 28 416 108 91 47 685 177 345 48·3 3,585 9,060 6,030 8·5 81 8·2 329 194 584 368 1,739 5,900 3,597 
July-Dec., 1918 480 73 25 271 111 153 53 564 230 355 38·2 3,877 5,610 4,795 13'1 11-4 12'0 38'0 258 497 385 1,514 3,303 2,464 

ST. MARYLEBONE. 
Central Fund Dispensary. Apnl-June, 1916 479 183 19 168 108 383 39 351 227 25-8 226 840 2,383 1,669 150 S5 9'5 23·3 156 335 252 276 838 578 
:Populatlon of area. (census July-Dec., 1916 314 73 17 88 136 232 54 280 435 :n·o 29·7 1,613 5,616 3,700 218 21·0 2H 209 200 496 354 374 1,580 1,002 

1911), 56,575. Jan.-June, 1917 391 179 2 153 56 459 5 392 144 40'7 36·9 1,182 2,695 1,906 13-4 69 81 32'3 24 20 22 262 1,270 745 
Average deaths per annum July-Dec., 1917 426 108 13 123 181 254- 31 289 425 40·4 40·3 1,482 4,930 2,860 100 53 62 3H 128 1,250 577 431 3,128 1,509 

(1912-1916), 107'0. Jan.-June, 1918 613 140 6 208 260 229 9 338 424 369 580 1,334 10,276 4,200 12·4 10·7 IH 21'6 240 1,680 701 426 3,400 1,379 
July-Dec., 1918 454 78 11 172 193 173 ~5 379 424 399 43·0 1,694 10,060 4,658 9'2 9·4 94 23'5 164 1,606 675 777 3,305 1,676 

STEPNEY (STEPNEY GREEN). 
.... 
en 

Central Fund Dispensary. Apnl-June, 1916 670 119 15 224 311 178 23 335 464 17'1 325 598 10,790 5,280 72 11·0 10·6 6'1 17 597 284 330 3,240 1,668 
:PopulatIOn of a.rea. (census July-Dec., 1916 625 161 12 316 136 258 19 506 218 34-1 60·6 383 9,730 3,580 8·0 9'5 9·3 H 23 435 164 88 1,883 700 

1911), 133,254. Jan.-June, 1917 561 84 17 294 166 149 30 524 297 193 54·4 878 15,070 7,220 54 76 74 6'7 32 864 403 236 4,502 2,140 
Average deaths per annum July-Dec., 1917 651 77 27 375 172 119 42 576 264 22·7 63·1 1,046 13,440 6,997 64 86 86 7-7 19 923 454 213 3,253 1,676 

(1912-1916), 258-4, Jan.-June, 1918 773 106 29 414 223 137 38 536 289 18·7 749 1,422 10,956 6,598 7·3 IH 106 9'8 28 577 326 324 2,540 1,528 
Ju.y-Dec., 1918 733 149 31 333 220 204 42 454 300 23-4 7H 556 8,900 4,810 35 15·3 128 5'7 12 460 241 175 1,836 1,022 

STEPNEY (WmTEClUl'EL). 
Central Fund Dispensary. April-June, 1916 725 25 398 301 35 550 415 54 45·0 6,575 32,140 22,840 219 96 102 10'4 1,514 964 3,150 7,787 6,100 
:PopulatIOn of area. (census July-Dec., 1916 641 35 3 311 292 M 5 485 456 90 860 3,528 23,690 16,970 259 13-4 139 69 9 709 476 1,782 2,350 2,161 

1911), 69,624. Jan.-June, 1917 678 56 1 375 245 83 2 554 362 93 846 1,032 27,940 12,336 272 130 133 48 695 292 369 3,533 1,698 
Average deaths per annum July-Dec., 1917 670 79 2 343 243 119 3 514 364 190 833 670 16,400 6,870 137 113 11-4 5·9 357 141 184 2,181 972 

(1912-1916), 172·8. Jan.-June, 1918 787 99 396 292 126 503 571 172 982 716 12,862 6,366 84 90 9·0 6·0 35 445 226 196 1,505 805 
July-Dec., 1918 603 153 141 309 253 234 512 267 74·8 665 7,324 3,187 56 70 68 130 40 418 183 187 2,984 1.246 

STEPNEY (ST. GEORGE'S). 
Central Fund Dlspensa.ry. Apnl-June. 1916 311 39 9 146 116 127 30 470 373 15·7 174 3,640 9,173 7,330 142 123 126 16·6 129 364 286 
:Populatlon of area (census July-Dec.. 1916 375 56 22 174 123 149 59 465 328 17-3 42·0 1,600 9,910 7,150 35·2 23·6 242 7-3 188 800 1,631 1.358 

1911). 76,926. Jan.-June, 1917 365 99 77 189 271 210 519 207 408 1,441 9,080 5,570 9'2 184 16·4 11·9 174 389 290 562 1,968 1,322 
Average deaths per annum July-Dec .• 1917 433 89 190 153 206 440 354 327 485 5,730 7·8 319 1.588 

(1912-1916), 1722 Jan.-June, 1918 686 114 316 257 166 460 374 242 768 1,450 13,900 6,200 74 141 390 536 2,556 1,339 
JuJy- Dec.. 1918 58'! 57 354 173 97 606 200 20-9 654 9.7!!0 29,060 13,720 10·5 568 144 2.810 688 1,552 
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WOOLWICH. 
Central Fund Dispensary. April..June, 1916 838 114 19 355 350 136 22 424 417 230 369 1,848 6,458 3,860 3'5 25 2·7 270 142 481 290 343 2,814 1,422 

PopulatiOn of area (census July-Dec., 1916 649 122 11 247 269 187 17 380 415 37·8 572 1,613 5,853 3,018 32 25 2·7 35·7 411 151 325 1,190 366 917 

1911), 121,376. Jan . ..June, 1917 780 172 51 335 222 221 65 430 285 37-1 687 1,282 2,545 1,860 28 2·5 26 37·3 127 87 109 142 527 319 

Average deaths per annum July-Dec., 1917 606 123 13 319 152 202 22 526 250 330 53-4 1,986 3,877 2,805 3'0 26 28 400 76 189 125 399 702 530 

(1912-1916), 213·8. Jan . ..June, 1918 595 156 21 230 180 263 35 387 316 37·6 52·4 1,455 4,696 2,569 35 30 32 37-1 172 157 167 567 920 688 

July-Dec., 1918 641 167 24 208 242 260 38 324 378 36·1 565 1,480 3,325 2,170 42 38 39 410 133 324 207 223 454 313 

POPLAR. 
Voluntary Dispensary. Apnl..June, 1916 379 65 12 155 146 172 32 409 386 11·7 190 684 5,112 3,356 23 37 3·5 81 160 142 149 192 648 467 

PopulatiOn of area (census July-Dec., 1916 370 55 11 138 165 148 30 375 448 16·1 370 1,211 5,970 4,322 38 48 4·7 97 73 74 74 192 687 516 

1911), 162,442. Jan • ..June, 1917 474 87 30 148 210 183 64 311 442 170 47·5 814 3,830 2,799 39 5·9 56 99 26 46 39 115 379 289 

Average deaths per annum July-Dec., 1917 414 69 22 144 178 168 53 348 430 18·2 417 810 4,440 3,086 3'2 6·6 60 9'8 12 32 25 104 439 314 

(1912-1916), 325·2. Jan . ..June, 1918 478 97 23 174 184 202 49 364 386 201 47·9 676 3,904 2,645 2'9 70 6·2 10·0 9 31 23 83 397 274 

July-Dec., 1918 448 92 26 114 216 205 59 254 482 214 448 607 3,566 2,225 26 65 5'5 ,1.2-4 6 1 3 43 270 167 

ST. PANCRAS (OAK.LEY.SQUARE) • 
Voluntary DJspensary. Apnl..June, 1916 151 72 4 46 29 480 24 304 192 376 72 446 1,969 1,074 26 3·2 3·0 244 5 15 10 162 854 448 

PopulatiOn of area (census July-Dec., 1916 194 62 10 56 66 320 53 286 342 49·4 186 561 2,307 1,230 2'1 3·7 3·0 28·1 5 - 3 172 872 440 

1911), 173,132. Jan...June, 1917 168 72 13 25 57 431 76 151 342 44·6 16·1 519 1,890 1,102 24 39 33 27'0 14 13 13 236 727 445 

Average deaths per annum July-Dec., 1917 177 104 12 12 48 591 68 68 273 427 169 331 1,348 795 1'7 24 2·2 227 40 27 34 115 394 242 

(1912-1916), 331·6. Jan . ..June, 1918 203 98 13 14 78 484 62 68 386 424 195 404 2,174 1,202 1'9 28 2·6 18-4 46 39 42 82 373 214, 

JUly-Dec., 1918 186 89 11 15 71 481 58 78 383 36·4 17·8 402 2,430 1,343 15 2·7 24 16'1 49 45 48 82 236 154 

DEPTFORD. 
Municipal Dispensary. Apnl..June, 1916 581 128 37 293 122 220 64 505 2]0 136 269 1,596 2,644 2,330 45 5·1 50 204 32 70 58 1,700 1,450 1,524 

Population of area (census July-Dec., 19]6 354 117 31 196 10 330 89 553 28 225 329 1,210 2,630 2,029 39 5·3 49 253 34 43 39 1,130 1.786 1,509 

1911), 109,496. Jan . ..June, 1917 461 153 33 219 55 331 73 477 120 299 427 1,240 1,804 1,581 36 46 42 31·1 28 13 19 924 1,373 1.194 

Average deaths per annum July-Dec., 1917 304 110 15 154 26 362 49 505 84 33·7 282 969 2,446 1,772 2·7 5·3 4·3 25·0 14 U '14 911 1.603 1,287 

(1912-1916), 2032. Jan . ..June. 1918 386 131 29 175 51 339 74 454 133 28·3 35·8 1,230 2,376 1,904, 3·3 5·1 4'5 267 10 14 12 965 1,241 1,127 

July-Dec., 1918 246 77 15 98 56 312 60 400 228 320 228 1,457 3,550 2,492 3'3 55 46 295 7 4 5 1,389 2,592 1,984, 

GREENWICH. . 
Murucipal Dispensary. April..June, 1916 593 114 19 353 107 192 32 596 180 16·8 26·1 1,017 5,635 3,738 - - - 11'2 - - - 1,326 2,442 1,984 

Population of area. (census July-Dec .• 1916 383 94 40 178 71 245 105 464 186 300 337 809 4,758 2,906 3·4 9·1 7·5 131 - - - 1,062 2,415 1,780 

1911), 95,968. Jan • ..June, 1917 506 142 44 2U 105 281 87 424 209 255 445 790 3,522 2,290 36 76 65 156 - - - 931 1,932 1,480 

Average deaths per annUIII July-Dec., 1917 357 1M 24 128 101 292 66 359 282 25·6 31-4 1,071 5,930 3,455 55 116 98 158 - - - 917 2,390 1,639 

(1912-1916), 1688. Jan . ..June. 1918 426 1M 17 194 111 244 39 455 261 289 375 1,144 9,032 4,468 4·0 111 88 '148 - - - 901 3,615 2,045 

July-Dec., 1918 385 105 50 143 87 274 129 372 225 2-10 339 1,208 4,120 2,S30 69 9·8 9·0 189 - - - 723 1,627 1,227 



HAMPSTEAD. 
MUWClp&l Dispensary. Apnl-June, 1916 488 173 3S 130 146 355 78 267 300 367 10» 1,046 1,854 1,356 5-0 2-5 38 475 4 3 667 256 
Popui&tion of area. (census July-Dec., 1916 420 108 24 190 98 258 58 452 232 310 181 812 1,148 984 23 1·6 18 405 4 2 488 249 

1911), 85,J,,95 Jan.-June, 1917 535 217 35 217 68 404 66 404 126 333 232 450 1,345 902 1·8 22 2·1 247 2 2 2 181 762 474 
Average deaths per annum July-Dec., 1917 529 211 54 252 11 400 103 477 21 27·7 228 328 1,276 860 22 29 27 167 49 195 131 84 280 194 

(1912-1916), 79'8 Jan.-June. 1918 629 206 33 350 41 327 52 556 65 263 27-1 440 1.828 1,196 19 35 31 16·7 52 342 210 
July-Dec., 1918 377 182 33 119 43 482 86 317 115 367 16·3 459 1,473 972 19 28 25 23·3 2 1 121 163 142 

HAMMERSMITH. 
MuniCipal Th.~pens&ry. 
PopulatlOn of arf'.l~.121,521 

July-Dec., 1918 171 100 13 40 18 586 77 232 105 459 14·1) 355 515 426 21 1·8 19 457 67 85 75 1,375 

Average deaths, 211'0. 

LAMBETH (CENTRAL). 
Municipal DIspensa?,:, Apnl-June, 1916 309 107 25 15 161 348 80 49 522 295 13-1 1,180 2,770 2,008 82 88 8·6 282 46 52 49 93 170 133 
PopulatIon of area (census July-Dec., 1916 290 65 40 41 144 226 138 140 497 45·4 24·6 2,315 3,594 3,042 29 45 38 328 59 51 54 336 260 293 

1911), 170,907. Jan.-June, 1917 275 69 49 54 103 250 177 197 375 42·7 234 2,241 3,060 2,710 5·3 66 61 353 12 74 48 143 197 174 
Average deaths per annum July-Dec., 1917 306 78 54 81 92 255 178 266 302 49·3 260 1,292 2,145 1,790 33 59 48 301 166 155 160 

(1912-1916), 290·4. Jan.-June, 1918 260 90 10 77 83 344 40 296 320 56·1 221 1,264 6,302 3,002 39 7·2 58 276 133 300 190 
July-Dec., 1918 213 78 41 44 50 366 191 207 236 492 18·1 1,285 3,356 2,273 46 85 68 29·6 104 270 183 

LEWISHAM. 
Municipal Dispensary. Jun&-Dec., 1916* 326 84 28 198 16 257 87 607 50 300 186 698 1,412 1,078 37 37 37 30·1 27 5 16 881 1,100 998 
PopulatIon of area (census Jan.-June, 1917 331 79 34 211 8 239 102 636 23 30·8 190 771 1,690 1,195 46 38 4-l 348 14 27 20 623 1,202 891 

1911), 160,834. July-Dec., 1917 264 81 16 148 18 309 62 560 70 440 151 806 1,743 1,191 40 4·7 44 39'8 17 16 17 1,219 1,614 1,381 
Average deaths per annum Jan.-June, 1918 337 137 31 157 11 406 94 468 32 390 193 544 1,092 809 36 is 40 34·7 4 5 5 727 882 803 ~ 

(1912-1916), 1842. July-Dec., 1918 225 98 13 101 13 435 58 449 58 478 129 682 1,374 959 42 52 4-7 425 8 2 6 854 1,337 ],048 ~ 

SOUTHW ARK. 
Municipal Dispensary. Apnl-June, 1916 438 III 17 299 11 253 38 683 26 23·3 260 1,114 1,546 1,299 30 28 29 491 2 1 355 682 495 
Population of area (census July-Dec., 1916 276 66 21 173 15 240 77 630 54 262 326 1,486 1,412 1,448 4-l 2·3 30 49·3 6 17 12 614 316 459 

1911), 191,907. Jan.-June, 1917 462 107 27 294 33 233 58 637 72 307 54·7 1,324 1,337 1,330 29 3·1 30 49·9 5 4 5 458 510 484 
Average deaths per annum July-Dec., 1917 301 93 11 172 25 309 38 571 82 422 356 1,195 1,611 1,356 3·4 30 32 53·9 3 7 4 436 696 537 

(1912-1916), 454-4. Jan.-June, 1918 437 110 26 264 37 251 59 605 86 37-4 51·7 820 1,612 1,132 2·5 25 25 439 2 10 5 332 485 392 
July-Dec., 1918 355 84 14 199 58 236 38 562 164 37·0 420 1,474 1,575 1,514 32 2·3 28 57·6 7 18 11 460 537 491 

WANDSWORTH. 
l 

Municipal Dispens&ry. April-June, 1916 311 64 13 209 25 208 43 670 79 195 97 1,013 5,480 3,246 39 54 5·1 156 3 1 358 963 660 
Population of area (census July-Dec., 1916 263 66 8 172 18 250 29 652 68 285 164 1,452 6,308 3.420 53 72 66 252 6 3 460 1,256 783 

1911), 311,360. Jan.-June, 1917 333 90 9 207 26 270 28 623 79 297 208 1,066 6,280 2,948 44 63 57 231 6 4 358 923 562 
Average deaths per annum July-Dec., 1917 293 85 9 182 16 290 32 623 €i6 270 183 1,560 6,130 3,633 5.1 7.0 64 235 1 1 313 678 479 

(1912-1916), 389-4. Jan.-June, 1918 373 115 22- 217 20 307 58 583 52 276 23·3 1,534 5,150 3,362 54 82 7·3 22·6 4 3 3 200 314 288 
July-Dec., 1918 321 115 14 172 20 358 43 537 62 35·0 20·1 1,452 5,742 3,337 4·9 10·9 84 24-4 1 1 275 509 377 

WESTMINSTER. , 
Munioipal DIspensary. : April-June, 1916 376 109 29 143 95 289 78 381 252 280 13·6 245 520 382 13 1-2 12 32·0 47 158 102 278 605 441 
Population of area. (oensus July-Dec., 1916 289 85 17 112 74 296 60 388 257 278 209 620 1,231 903 1·5 15 15 37·0 17 149 78 380 1,182 751 

1911), 160,261. Jan.. .Juue, 1917 333 99 19 151 64 298 57 453 192 355 241 589 1,103 818 1·6 13 1-4 400 33 131 77 459 1,610 971 
Average deaths per annum July D"o., 1917 286 85 12 91 97 298 42 319 340 39·8 207 710 1,552 ],089 1'5 15 15 357 34 139 81 573 1.564 1,020 

(1912-1916), 231-8. Jan., June 1911:1 :l59 l22 10 142 84 341 29 397 233 346 260 615 1,932 1,161 1·7 1·8 1·8 309 23 172 85 399 1,153 713 
July. DbIl., 1911i 0113 94 14 108 97 300 47 344 308 37-5 226 785 2,565 1,562 1-5 22 20 283 45 135 84 787 1,839 1,242 

... From June 23-Dec. :n inclusive. 
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1. Persons exambled for the first time during the period at or w 2. Total attendance at the dispensary. 3 and 4. Home 'Visits per 100 new cas .. 

oonnectlon with tho DlSpensary. . of tuberculoslS 

Proportion per 100 deatl1B per Proportion per 1,000 new 

'1'-~ 
Per 100 new cases of Per Bystematic 

PartIcnlars relating to area. Period. annum from tuberculosis persons who were found to be of per tul1Brculools. physical exammation Per- By medical omosr. By nnrses. 
(avorage 1912-1916). Insured 10,000 centage 

persona popula- relating 

Insure~\ Un- I AD 
Tuberculous. 

TUberculous. \ Non· \ 
to 

All Non- Doubt tuber- Doubt-
per 100 tiOD In Ins~1 Un- AH m-I unln-l All 

Insured 
In· \ UnIn·1 AU 

persoII8 Non- tuber- ful. Pulm 1.;3:;; culous. ful. 
new area Insured. cas ... Bored. .ure~ cas .. persons .~ .~ cas ... 

Pulm. pulm_ culous. persons served. 1nB~ I cases. 

BETJINAL GREEN. 
VIctoria. Puk. July-Dec., 1917 145 52 6 74 13 355 41 513 91 45·7 15·4 390 660 483 20 1-4 1·7 528 8 - 5 - - -
l'opula.tlOn of a.rea. (censUli Ja.n.-June, 1918 406 156 17 181 52 385 42 446 127 51·2 430 557 1,220 768 25 2·7 26 49·3 9 9 9 - - -

1911), 128,183. July-Dec., 1918 315 87 13 182 33 276 42 579 103 436 33·3 1,134 2,070 1,492 30 31 3·1 469 17 10 14 301 287 296 

Avera.ge deaths per annum 
(1912-1916), 271-4. 

HACKNEY. 
'3 VIctoria. Pa.rk. April-June, 1916 348 152 14 148 34 436 39 427 98 45·6 15·6 795 1,269 985 2·1 2'1 2·1 48·2 5 - 278 528 378 

Population of area (censUli July-Dec., 1916 276 88 8 173 8 318 28 627 28 466 248 1,618 2,300 1,892 25 2·7 2·6 51'2 7 2 5 424 511 459 
1911), 130,604. Jan.-June, 1917 705 106 28 530 41 150 40 752 58 360 633 1,316 3,104 1,931 32 25 28 447 7 6 6 382 482 416 

Average deaths per annum July-Dec., 1917 605 104 21 454 26 172 35 751 42 32·3 544 1,281 2,227 1,648 3·1 21 2·5 47·6 8 95 41 441 921 627 
(1912-1916), 234·6. Ja.n.-June, 1918 652 89 28 483 51 136 44 741 78 28·9 586 1,430 2,483 1,904 3·1 26 28 41-4 11 157 76 431 903 644 

July-Dec., 1918 406 81 9 277 39 200 21 683 97 378 36'4 1,447 3,072 2,050 31 27 29 44·4 23 13 19 383 821 546 

HAOKNEY. 
Metropolitan. Apnl-June, 1916 203 83 11 40 69 409 56 197 338 535 7·7 848 1,466 1,072 2·3 2·2 23 503 - - - 529 958 685 
Populatlon of area (censUli July-Dec., 1916 173 56 14 ·59 44 322 83 339 256 57·9 13·2 1,076 2,207 1,422 2·3 30 26 52'5 - - - 367 1,426 692 

1911), 91,929. Jan.-June, 1917 474 84 14 262 113 178 30 553 239 38·4 360 1,072 1,657 1,326 2·3 18 20 45·7 - - - 541 477 513 
Average deaths per annum July-Dec., 1917 602 175 6 356 66 290 9 592 109 292 458 849 1,160 983 2·9 1'8 22 41·9 3 42 23 338 542 443 

(1912-1916), 1398. Jan.-June, 1918 753 205 13 489 46 272 17 650 61 34·4 57·2 1,024 1,182 1,126 32 30 3·1 46·5 - - - 696 291 .97 
July-Dec., 1918 465 176 11 46 232 379 25 98 499 33·8 353 1,434 1,959 1,667 126 140 13·3 480 - - - 258 367 306 

STon NEWINGTON. 
Metropolitan. Apnl-June, 1916 140 67 17 11 45 480 120 80 320 600 49 530 1,560 867 1·8 2'5 22 405 - - - 600 700 634 
Population of area (censUli July-Dec., 1916 118 56 14 14 34 476 119 119 286 54·8 8·3 824 1,800 1,136 24 2'8 26 49·3 - - - 559 1,050 716 

1911), 60,659. Jan.-June, 1917 210 64 17 76 53 307 80 360 253 560 14'8 735 2,245 1,204 24 40 3·1 42·1 - - - 390 911 552 

Average deaths per annum July-Dec., 1917 196 104 11 45 36 529 57 229 186 400 138 905 1,073 995 39 39 39 42·2 - - - 416 578 503 

(1912-1916), 71-4. Jan.-June, 1918 272 185 20 48 20 680 72 175 72 485 19'2 636 962 787 35 4'8 42 43·1 - - - 144 309 221 . July-Dec., 1918 263 154 20 63 36 585 74 202 138 425 186 1,117 1,496 1,282 140 16·1 15·0 492 - - - - - -
BOLBORN. 

Univemty. April-June, 1916 166 63 - 67 36 381 - 405 214, 333 85 922 1,857 1,331 22 19 20 390 11 - 6 1,156 1,928 1,494 

Population of area (censUli July-Dec., 1916 176 57 - 63 55 326 - 360 315 40'5 180 1,318 2,330 1,773 3·1 26 28 410 56 54 55 1,368 2,815 2,017 

1911), 49,357. Jan.-June, 1917 250 47 - 91 112 189 - 362 449 59·1 257 1,9]8 U30 2,678 2·3 28 2-5 50·7 12 - 8 1,465 4,143 2,245 

Average deaths per annum July-Dec., 1917 152 59 2 12 79 390 13 78 520 61-0 15-6 1,482 3,190 1,977 26 3-2 28 532 41 - 29 1,341 3,244 1,894 

(1912-1916), ION. Jan . ..June, 1918 217 81 6 32 99 373 27 145 454 636 22·3 1,288 4,050 1,792 2·6 2-7 26 58·9 22 12 20 1,030 3,224 1,409 

July-Dec., 1918 124 45 - 30 49 365 - 238 397 60'8 12·8 2,«6 4,083 2,875 '·4 33 39 '62·9 12 - 9 929 1.700 1,130 



ST. P ANCltAll. I 
UDivel'81ty. April-June, 1916 197 61 11 80 45 308 58 404 231 423 11·5 440 2,775 932 25 21 22 373 13 11 173 925 332 

, l'opulatlon of area (census July-Dec., I1n6 235 80 6 83 66 339 24 355 282 621 27·4 663 3,220 1,226 2·4 3·3 29 420 6 10 7 174 920 340 

c. 1911), 45,255. Jan.-June, 1917 161 87 9 23 42 541 59 141 259 506 188 1,034 1,354 1,173 3·7 3'2 3·4 50'2 7 4 238 477 3U 
"'. Average deaths per annum July-Dec., 1917 186 76 9 8 93 408 51 41 500 439 21-7 1.408 1,953 1.638 H 3·1 36 49·7 5 2 188 474 309 ell 
CIt> '(1912-1916), 105·6. • Jan.-June, 1918 248 100 6 21 121 404 23 84 488 55'0 290 1,239 2,954 1,699 34 2'8 3-I 53·4 2 2 451 1,313 682 
C> 

July-Dec., 1918 150 63 4 32 51 418 25 215 342 595 17-5 1,577 3,900 2,175 36 3·7 36 539 12 22 14 458 733 529 

SHOBEDITClL 
City.road. ApriI-June, 1916 363 63 260 40 174 715 III 26-7 24-2 2,1l6 ' 5.720 3,800 36 3·3 34 296 32 191 106 1,432 3,892 2,584 
Population of area (census July-Dec., 1916 260 44 6 170

1 
40 171 23 654 152 27-4 34'8 2,430 I 6.740 4,380 46 33 36 303 56 141 95 1,448 4,318 2.750 

1911), 111,390. Jan.-June, 1917 313 78 7 185 42 253 21 591 135 35'8 41·9 i,382 5,687 2,894 4·3 35 3·7 309 34 84 52 317 1.409 701 
Average deaths per annum July-Dec., 1917 275 90 4 133 48 327 15 4>83 176 380 368 1.260 i 4,423 2,346 H 3'7 38 353 25 79 44 489 1,408 805 

(1912-1916), 2982. Jan.-June, 1918 316 112 7 148 49 355 21 469 155 342 423 1,372 4,003 2,471 52 68 62 323 31 55 41 586 1.3U 890 
July-Dec., 1918 283 102 1 150 30 359 5 530 106 352 38·0 1,528 4,051 2,478 56 5·6 56 384 26 72 44 638 1,547 989 

F.msBURY. 
City.road. Dec. 1-31. 1916 51 39 6 6 778 III 111 666 1·0 300 267 286 12 1·6 13 600 50 33 43 100 333 200 
Population of area (census Jan.-June, 1917 223 83 7 105 28 374 29 471 126 35·7 27-1 559 1,168 857 2·3 24 24 33·3 43 68 55 296 370 332 

1911), 87,923. July-Dec., 1917 197 92 3 81 22 467 14 410 110 45'2 23·9 654 1,788 1,035 34 3·2 3·3 41·9 33 112 59 598 1.182 795 
A.verage deaths per annum Jan.-June, 1918 282 108 4 137 34 382 13 485 120 35'5 34-2 1,278 1,876 1,534 4-7 3·9 4·2 47·6 46 82 61 853 1,037 932 

(1912-1916), 213·6. July-Dec., 1918 186 91 71 24 487 382 131 45'7 22'6 1,762 2,135 1,905 53 5·6 5-4 57·2 55 116 78 723 1,352 963 

IsLINGTON. "" City.road. July-Dec., 1916 241 68 5 149 19 282 19 619 80 30'1 242 694 1,338 1,008 2·4 2.0 2-l 35-1 67 74 70 350 522 434 ~ 

Population of area (census Jan.-June, 1917 285 96 8 141 40 l335 30 495 141 411 28·7 989 2,432 1,490 3·8 30 33 43·2 39 68 49 261 681 407 
1911),129,072 July-Dec., 1917 268 116 2 116 32 435 9 435 121 44'1 26·9 978 2.462 ],486 46 4·3 44 43·8 23 75 40 417 865 568 

A.verage deaths per annum Jan.-June, 1918 365 152 5 158 50 415 15 {432 137 399 36·7 1,029 2,890 1.659 5·2 5'0 5·1 41'0 30 65 42 384 914 564 
(1912-1916), 259-4. July-Dec., 1918 307 134 8 131 34 435 28 .427 HI 44-7 308 1,175 2.930 1,700 57 41 4-7 485 30 85 47 349 1,236 614 

IsLINGTON. 
Great Northern. May-June, 1917* 394 151 18 194 31 384 46 493 78 484 U'O 4t2 710 558 21 24 23 446 :a 61 46 J47 259 196 
Population of area. (census July-Dec., 1917 238 106 8 111 13 446 33 466 55 59'0 20·0 729 1,314 923 29 3·5 32 52 S 40 52 44 308 549 38S 

1911), 198,331. Jan.-Jrtne, 1918 212 95 7 103 7 448 34 487 31 5l\·g 178 864 1,002 1,1.30 28 3·1) :n 488 32 63 44 327 774 495 
Average deaths per annum July-Dec .• 1918 164 71 5 80 8 432 29 487 51 51'3 111·8 1,165 2,070 1.524 36 38 37 46·1 26 6i 41 346 870 554-

(1912-1916), 333-6. 
, 

ST. MABYLEBONE. 
MIddlesex. July-Dec .• 1916 70 33 5 28 5 467 67 400 67 66'7 4·8 486 600 GOO 1·7 10 1·5 850 
Population of area. (census Jan.-June, 1917 104 59 9 9 28 546 91 III 273 727 7-l 725 1,000 764 2·9 20 27 Sl·3 

1911), 31,111. July-Dec., 1917 308 100 66 76 66 323 215 246 215 462 209 906' 463 666 22 ~i 22 622 
Average deaths per annum Jan.-June. 1918 156 85 28 24 19 546 182 151 121 515 106 317 375 346 1-7 5·0 27 458 

(1912-1916), 42·2. July-Dec., 1918 123 38 28 33 24 308 231 269 192 57-7 84 866 1,720 1,171 7·1 28·7 11-7 476 

ST. MABYLEBONE. 
Margaret-street. July-Dec., 1916 98 27 60 11 278 611 III 55·6 59 1,050 1,700 1,180 16 11 1-4 71·2 
PopulatlOlI of area (census Jan.-June, 1917 54 11 38 5 200 700 100 30'0 3·3 3,100 7,750 2·6 2·1 2·2 400 .-.-

~ 
1911), 30,474. July-Dec., 1917 82 16 5 27 33 200 67 333 400 53-4 4·9 2,166 10,600 4,275 2·7 26 2·7 380 

Average deaths per annum Jan. .... Tune. 1918 125 49 5 49 22 391 43 391 174 609 7-5 1,628 l3,233 2,110 28 2·9 2·8 540 
(1912-1916), 36·8. July-Dec., 1918 147 87 38 22 593 259 148 444 89 1,562 1.362 1,462 2-l 2·9 24 534 



Person. examined for the IIrst time during the period at or in 
1I. rate! atteadaDr at the dlBpensary. 3 aDd ,. Home vlslte per 100 Dew ...... connection with the Dispensary. 

of tubercaIosll 

h-ol'ortlon per 100 deathe 1M ProportIon per 1,000 Dew -
l'artlcw~fII rolatlng to area. annum from tuberculosIS 

'-l-~ 
Per 100 new caoe!J of Per .yotematlo 

Per- :0,. medical olllcer. lI,. 11_ PerIod. (aver"!!e 11112-1916) penon. wbo were found to be of per tuberculosis. physIcal examinat.Jon 
IDsurad ]0,000 centage I Tuberewo~ I Kon I '{ ubercWOIIb I NOD' ! persons popula· 

rDS~lw~·1 
relating 

per 100 tlOo m to 
All tube;. Doubt tuber. Doubt All In', UDin'l All 

insured ID·I UDln· All Insured.l Un· All 
persons I'ulm.1 :,;:,: 01l10us. lui. 

new area 
Pulm !lIIon. culous lul persons served cases. lured. lured. cases. persons sured. aured. ....... lDBUNd. ..... .. • 'pulm. • 

-- f--- - -
LAMBET;{. 

St. Thomas's. Aprll-June, 1916 408 101 117 119 70 248 288 292 173 279 178 1,632 757 1,032 32 25 28 49·7 - - - - - 565 PopUlation of area (census July-Dec., 1916 323 66 43 150 64 lOi, 134 464 198 469 282 1,504 1,750 1,620 36 35 35 491 - - - - - -1911), 12'1,151. Jan.-June, 1917 371 82 34 156 98 221 92 421 265 443 323 1,990 2,150 2,068 39 3·7 38 48·5 - - - - - -Avelage deaths per annum July-Dec., 1917 304 73 46 117 69 240 151 383 226 490 265 1,574 2,341 1,912 33 29 3·1 46·2 - - - - - 779 (1912-l!Jl61 Z~1'4 Jan.-June, 1918 415 I 90 I 46 126 153 218 '111 303 368 423 361 1,856 2,270 2,068 31 25 27 440 - - - 527 505 516 
July-Dec., 1918 418 I 87 33 87 211 208 80 208 504 483 363 2,055 3,848 2,741 30 2·7 28 462 - - - - - 898 

I 

PADl>lNGTUN. I 

St. Marrs. April-June, 1916 273 73 20 53 127 268 73 195 41H 31·, 70 62) 8,:;::; 2,8;9 3·1 53 48 15-4 40 500 171 140 2,925 936 
Population of l.I'e~ (census July-Dec., 1916 220 77 17 77 50 349 76 349 227 439 n'3 725 5,008 2,560 24 5·3 4·4 162 19 333 154 200 2,066 1,000 

1911), 58,532. Jan.-June, 1917 417 80 70 163 103 192 168 392 248 488 21-4 800 3,550 2,023 2·2 4'7 37 22·0 16 160 80 140 1,406 702 
J\verage deaths per annum JUly-Dee., 1917 350 100 47 100 103 286 133 286 295 476 179 685 4,300 2,082 26 43 38 20'2 85 88 86 163 1,288 598 , (1912-1916). 60 O. Jan.-June, 1918 247 43 50 63 90 176 203 257 365 297 126 1,833 5,864 4,136 43 35 36 190 150 156 154 458 1,782 1,214 

July-Dec., 1918 243 37 46 77 83 151 192 315 343 315 125 2,164 5,551 4,060 4-l 45 H 23'5 91 121 108 309 1,614 1,040 

Cm:IBEA. 
Brompton. Apnl-June.1917 498 153 20 251 75 307 39 504 150 213 191 791 737 750 - - - 264 - 6 5 - - -PopulatIon of area (oensus July-Dec., 1917 280 75 4 147 55 266 14 625 196 385 21·5 711 1,964 1,150 37 H 3'9 402 4 7 5 685 2,729 1.335 

1911). 66.385. Jan.-June. 1918 210 59 4 94 53 280 19 449 252 355 16·1 2,175 2,700 2,438 35 22 2·7 446 12 25 19 644 706 676 
Average deaths per annum July-Dec .• 1918 359 59 2 51 247 164 5 142 689 333 276 2,066 4,208 2,965 35 36 36 405 17 8 13 1,650 4,170 2,70(j 

l~ (1912-1916). 102·0. 

B017TH KENSINGTON. 
Brompton. April-June. 1917 299 107 23 130 38 359 77 436 128 385 6-1 755 825 789 1·0 1'0 1'0 50·8 - - - 122 112 118 
Population of area (census July-Dec.. 1917 153 69 - 57 27 450 - 375 175 425 6·3 575 2,666 1,272 3·0 6·4 48 30·1 8 17 11 875 !!,366 1.372 

1911). 63,954. Jan.-June. 1918 268 57 - ]80 31 214 - 672 114 47-1 10·9 1,291 3,700 1,934 38 4·1 40 490 - - - 309 7CO 413 
Average deaths per annum July-Dee.. 1918 337 61 - 69 207 182 - 204 614 409 13·8 1,930 4,351 2.837 3'5 36 36 42·5 - 33 12 450 1,317 775 

(1912-1916), 52·2. 

224 I 
I ern. 

St. Bartholomew'a. Apni-June. 1916 79 13 105 26 353 59 470 118 529 87 714 - 1.357 2-0 30 24 526 57 - 143 657 - 1.171 
PopulatIOn of area. (census July-Dec., 1916 132 I 26

1 
- 92 13 200 - 700 100 40-0 102 2,800 11,400 4,950 37 U 40 42·4 100 200 125 2,600 9,900 4,425 

1911). 19,61$'1. Jan.-June, 1917 11& 39 7 59 13 333 56 500 III 44·5 9·2 2,325 4,300 3,171 4·4 52 48 41·9 50 - 29 1,625 3,068 2,243 
Average deaths per annum July-Doo •• 1917 230 79

1 
- 132 20 343 - 571 86 37-2 17'8 1.700 1,767 1,734 4·3 2·6 33 A90 33 17 25 seo 1,734 ],266 

(1912-1916), 3N. Jan.-June, 1918 230 53 - 145 33 229 - 629 143 372 17·8 3,900 4.140 14.050 2·9 33 3·1 361 - 20 12 1,700 2.320 2,087 
July-Dec., 1918 309 9" I -1 197 20 298 - 638 64 340 239 1,825 3,435 2,514 4-4 38 40 41'5 - - - 600 2,951 1.607 

I 
~I 
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10 1 Ats.-': 
1. PersoDl .xamined for the lint time dunng tile penod at or m 

COIlIlectlOll WIth tho dlSJleIIII&IY 
DI.pellll8r1eB and : 

PlOportJon per 100 deaths per 
partlcuJara !elating annum from tubereulosia ProportIOn per 1.oon now Numbe A"'aB. Period. (average 1912-1916). peraoDl who WeJe found to be ot 

InaUftd to areas. I TUber~ous'l Non I Tuberculous. I Non. I persOllB 
!Per ""nt A.II tube;. Doubt I .1, tuber- Doubt- new ....... Pulm.1 :,;;;:;. culona rful. Pnlm. :.::~ .• ulOBB Ifni. penoD8 

, 

Battersea ••• . .. 
Bennondsey ... CENTRAL FUND 
Camberwell ... DIsPENSARIES. Aprll.June. 1916 466 87 19 184 176 186 41 395 378 189 
Fulham . " ... Total populatlon of July.Dec., 1916 404 82 12 180 130 203 31 444 323 271 
Keneington, N. ... areas (census 1911), Jan.·June, 1917 505 104 17 231 152 207 34 458 302 26·6 
Paddmgton ... 1,358,39-5. .Tuly.Dec., 1917 478 99 13 225 142 206 26 471 297 31-2 
st. Marylebone, N. Total average dea.ths Jan.·.Tune, 1918 573 124 16 250 184 21.5 28 436 321 28'8 
Stepney Green ... per annum (1912· July.Dec., 1918 452 96 12 196 146 212 27 438 323 305 

" Whitechapel 1916), 2517-4. 

" 
St. George's 

Woolwich ... . .. 
~ 

Deptford ... ... MUNICIPAL Apnl.June, 1916 377 95 20 192 69 253 54 511 183 22·2 
Greenwich ... ... DISPENSARIES. July·Dec., 1916 304 79 24 152 49 260 80 501 160 30·0 
Hampstead... ... Total population of Jan.·June, 1917 388 106 29 201 53 274 74 516 136 317 
Lambeth (Central) areas (census 1911), July·Dec., 1917 308 94 21 146 47 306 67 476 152 36·9 
LeW18ba.m ... ... 1,286,228. Jan .. June, 1918 381 117 21 192 51 307 55 503 135 348 
Southwark ... ... Total avel'age deaths July.Dec., 1918 290 96 21 125 48 333 71 430 166 37'2 
Wandsworth ... per annum (1912· 
Westminster ... 1916), 1996'0. 

Bethnal Green (Viet. 
~pk.) 
Hackney (Vict"pk.) 

.. (Met.) ... 
Stoke Newmgton 

(Met.) HOSPITAL , 
Holborn (Univ.) ... DISPENSARIES. 
St. Pancras (Uruv.) Total population of Apnl.June, 1910 147 44 14 65 25 297 92 439 172 358 
Shored itch (Clty rd.) areas (census 1911) , July.Dec., 1916 146 39 7 77 23 268 51 526 154 41 g 
'Flnsbury (Otty·rd.) 1,419,967. Jan .• June, 1917 271 68 13 147 44 252 46 541 160 403 
Ishngton( City.rd.) Total average deaths July.Dec., 1917 286 92 12 141 40 322 42 495 HI 41-7 

.. (Ut. N.Cent.) per annum (1912· .Jan •• June, 1918 356 113 15 173 55 316 41 487' 156 404 
St.~[arylebone(?tIdx.) 1916). 2674 0 July.Dec., 1918 285 91 10 114 70 321 34 400 245 420 

.. (~argt •. st.) 
Lamheth (St. Thos.) 
Paddmboton (St 

Mary's) 
Chelsea (Brompton) 
KOlUlington(Brom • 

'" ton) 
Clty (St Dart '3) ... 

2. Total attendance at the dispellll&lY. 

Numbe Per 100 new ...... of Per systematic 
por tuberculosIS. physical 8X&Dlloation 

10,000 
popula-

tlon 
In ...,. iIn-Uftd ! Unln'j All In· I umn'l An 
... rved. BUftd. cases. Bured. Bured ........ 

! 

216 1,310 5,433 3,628 46 1'·4 5~ 
3Ni 1,310 7,040 4,230 40 70 63 
468 1,274 6,082 3,792 40 6·7 61 
443 1,04.3 6,i60 3.668 34 5'9 54 
531 1,184 6,580 3,630 4-7 7-7 6'3 
41·8 1,652 7,'i60 1,095 5-4 76 6-4 

146 1,016 2,805 1,940 41 57 52 
23·6 1.264 2,852 2.082 34 44 H 
302 1,122 2.460 1,788 34 4-6 H 
23-9 1,088 2,888 1.954 34 5-l 44 
296 990 a,348 2,114 3·3 53 46 
22 q 1,123 3.043 1,998 ;:\5 5'6 47 

• 

6·7 1,000 1,854 1.454 27 2'8 28 
133 1,296 2,757 1,894 30 30 30 
246 1,143 2.342 1,6i5 32 3-I 31 
2.J9 995 2,076 1,412 33 3·0 32 
32'3 1,119 2,260 l,li81 35 35 35 
258 1,479 2,'151\ 2,005 42 40 4·1 

, 

I 

I 

Per-
rentage 
",I"tlng 

to 
iDlUftd 
person • 

15'8 
15.2 
16'0 
162 
17'8 
237 

25-4 
29·~ 
3]'3 
289 
260 
305 

392 
40'5 
406 
433 
422 
458 

-3 and 4 Ro::ret:~ia100 new ,_ 

By Medles1 om""r. By Nuraes. 

In· I Unln.\ A.II In I UDID.! All Bured sUftd cases sUftd. .UIIld C cas ... 
I 

79 286 212 298 1,372 987 
139 404 2R'i 451 1,4i6 973 
81 306 199 287 1,3\13 867 
53 373 207 2iO 1,504 883 
76 253 2t9 408 1,506 905 
73 371 249 370 1,731 988 

18 " 31 471 969 717 
19 35 27 631 1,068 856 
12 28 20 502 1,000 751 
11 36 23 528 960 736 
5 23 U -i2J S79 6U 

14 24 18 466 891 78';-

n 39 24 456 873 840 
22 54 35 466 1,240 783 
19 38 27 300 578 415 
20 48 31 370 795 611 
19 46 30 425 742 553 
20 40 28 391 SS6 671 

I:l1 -



GRAND TOTALS. 

-- , 
Persons exammed for tbe first tun. durmg the period at or In 

connection With tbe DiSpensary. 2. Total attendance at the dlspensary. 8 and 4. Bome ViBits per 100 new ...... 
of tub.rculoslll' , -- .--1--

l'roportlon per 100 deathe per I ProportIon per 1,000 new N1N_~ Per 100 new ....... of Per systematic 
• antO\llal'8 relatIDI to -. PerIod. annum from tubercuioslll persons who were found to be of per tUberculosis • physical examination Per· By medical ofllcer. By I\1JlSe8 

(average 1915-1916) 
m.ured 10,000 centage 

TUberCnlOUS'1 Non· I 'l'ubercnlou"I Non· \ ' 
persona popnla.· 

Insured·1 ins~d. 
rel"tIDg 

In· I urun·1 Ali I I to 
All tuber. Doubt tuber. Doubt 

per 100 tJOo In Ail In· unm.\ All msured Un· All 
persons l'ulm Non· culous ful. PnIm I Non· cuious lui. 

..new area cases. .ured. sUTed CBS .. persons sured sure<!. I CBSes. Insured \ Insured e .. es persons served pulm. • 'puim • 
I I . --, 

ALL DISPENSARIES (LONDON). \ 

Population (census 1911). Apnl-June. 1916 322 74 17 140 91 230 52 435 283 230 14·2 1,126 3.777 2,505 36 48 4·5 21·6 41 146 102 377 1,099 823 
4,400,164. July-Dec., 1916 284 65 14 132 73 230 48 466 256 30·S 25·0 1,284 4.656 2,935 3,.'5 54 4·8 22·3 65 187 129 488 1,234 853 

Average deaths per annum Jan.-June, 1917 383 91 19 184 89 238 50 480 232 312 33·7 1,166 3,892 2,506 36 53 4'8 23·7 37 137 86 348 1,016 677 
(1912-1916),77#'2.· July-Dec., 1917 356 95 15 165 81 266 42 46! 228 35'0 313 1,(H9 3,822 2,346 3·4 4·9 4'5 24·5 30 141 87 357 1,034 705 

Jan.-June, 1918 433 116 17 197 103 269 39 455 237 33'3 ,381 1,089 4,139 2,443 3·7 5·8 49 248 35 no 90 395 1,010 668 
JUly-Dec., 1918 343 95 11, 140 '94 276 42 408 274 349 302 I,3~ 4,368 2,650 43 5·9 52 301 36 133 94 380 1,077 760 

• IncludlDg St. Bart's Hospital, but exc!udlDg HammersmIth. 
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APPENDIX VII. 

Insurance Committee for the County of London. 

TREATMENT OF TUBERCULOSIS. 

A Memorandum presented to the Committee by"their Medical Adviser, 
Noel D. Bardswell, M.V.O., M.D., F.R.C.P., F.R.S. (Ed.). 

THE SOCIAL ASPECT OF THE PROBLEM OF THE CONSUMPTIVE IN RELATION TO A COMPREHENSIVE SCHEME. 

After a lapse of some twelve years, during which my work lay almost entirely among patients The Problem 
belonging to the more prosperous sections of the community, I have again come into close touch with 
the problem of the consumptive poor. Comparing my experience of to-day with that of the past tWl'lVIl 
years, I am impressed with the wide gulf that separates the prospects of the consumptive among the 
industrial classes and those of his neighbour in a higher social stratum; I note also that many of the 
difficulties which beset my earlier efforts among' the workers in Sheffield still remain, and that, as then, 
they lie at the root of what is termed the failure of sanatorium treatment. Since my Sheffield days, 
however, there has been one change of great moment, namely, the passing of the Insurance Acts. It is 
not too much to say that this legislation has revolutionised the outlook of those suffering from tuberculosis; 
while incidentally, it has been the means of revealing the tuberculosis problem as we now see it. 

It is an axiom in medicine that to discover the cause of any ill is to take the first big step towards 
finding the remedy. In general terms, the factors which render sanatorium treatment a somewhat 
qualified success are well appreciated; it may not be inopportune, however, to refer to some of them more 
specifically, and to this end I propose briefly to dFaw upon my personal experience as Medical Adviser to 

. the London Insurance Committee. It is superfluous for me to say much about sanatorium treatment; 
I would but emphasise that we have no specific remedy for tuberculosis, and that when faced with a case 
of tuberculosis of the lungs aU thJJ,t we can do is to restore and, subsequently, to maintain for a long 
period that natural immunity to the disease which is possessed by aU of us in a varying degree, and thus 
enable the affected person to achieve his own cure. For the frank case of open tuberculosis, however 
favourable, permanent recovery cannot be looked for in less than a year; throughout this period the es
sentials of treatment must be available, particularly sufficient food, a reasonable amount of fresh air, 
and freedom from excessive fatigue. Viewed from this standpomt residence for some twelve to sixteen 
weeks in a sanatorium must be looked upon less as a cure than as a means of education, lI.lthough it may 
give the patient a good start on the road to recovery. Whether the desired goal will be reached or not 
depends upon how far the standard of the sanatorium can be mamtained when he returns home. That 
it will be lowered is inevitable; the question is, will the fall be such that the effective treatment of tuber
culosis becomes impossible. Reduced to its essential, home treatment is a matter of money; its 
efficiency is determined, beyond aU things by the weekly sum at the command of the patient. In fact, 
from first to last in his caleer, the fortunes of the consumptive worker are dominated by his social CIr

cumstances, expecially by his income. Moreover, the incidence of tuberculosis is closely associated 
with this question of wage. Dr. Benjamin Moore has recently pointed out that the majority of occu
pations experiencing a very heavy incidence of tuberculosis are characterised by the stigma of inter
mittent and badly paid labour; conditions which result in a low nutrition. Thus is it that the treatment 
of tuberculosis is as much a problem for the social reformer as for the physician, though neither the one 
nor the other can hope to solve it single handed. 

Financial difficulties of patients. 

In the first place, let us examine the condItions in which most wage earners with families dependent Before 
upon them find theIll!'elves when faced with the fact that they have contracted consumption. A few admissl~n to 
characteristic instances will suffice- 8anaronum 

H. W., aged 30, a painter; usual wage 40s. to 45s. a week. A sudden onset of symptoms of 
pulmonary tuberculosis necessitated an immediate cessation from work, and in due course, application 
for benefit was followed by an offer of admission to a sanatorium. The patient's acknowledgment of 
this recommendation was accompanied by a request for immediate assistance lor his family, other~ 
wise he would be unable to take advantage of it. On enquiry I ascertained that his circumstances 
were as follows-He had a wife and one child of nine years; his sole source of income was his sickness 
benefit of lOs. a week, of which 6s. was absorbed by his rent. Thus there remained a balance of but 4s. 
a week for the maintenance of his faIDlly. The patient's wife was shortly expecting her confinement, so 
was not able to go out to work and thus to augment the family's resources. 

H. T., aged 33, compositor; a case of early pulmonary tuberculosis. Offered a bed in a sanatorium 
ne refused it on the grounds of domestic difficulties. This man's circumstances were as follows-His 
family numbered seven; himself, his wife, and five children all under 14 years of age. His usual income 
of 50s. a week had dropped to lOs. a week, namely, the amount of his sickness benefit. He paid 5s. 6d. 



During 
residence. 

After 
d18charge. 

Difficulty of 
inadequate 
wage. 

a week for rent, leaving a balance of only 4s. 6d. a week. This patient elected not to go away and was 
recommended for domiciliary treatment. At this juncture his situation at home was relieved somewhat 
by the following expedients. Two children were sent to the care of relatives, and his wife obtained 
work at a wage of 24s. 6d. a week. In her absence there was no one at home to look after the sick man 
and the oth~r three children; moreover, for the mainten~nce of this family of five persons, which included 
a consumptIve, there was even now, after payment of rent, less than 20s. per week,obviously an altogether 
inadequate amount. 

Cases of this character come to my notice daily. I make a practice of enquiring into all cases of 
refusal to enter a sanatorium, and my experience is that while some cover an excuse to stay at home, 
the majority result from genuine difficulty-I refer more especially to civilians. Discharged sailors 
and soldiers usually plead the disinclination for further institutional life and discipline. 

There is no doubt that anxiety as.to the support of dependants determines many a wage earner to 
ignore th~ first symptoms of consumption and to refuse sanatorium treatment even when the nature 
of his disease has been revealed to him. Thus it comes about that what should be the inestimable 
value of early diagnosis disappears, and the favourable case is lost to be met with again later as ODA 

with scant hope of recovery. . 
It happens not infrequently that the fall in the amount of sickness benefit to 5s. a week, which 

takes place after 26 weeks, accentuates financial embarrassment. This is more likely to be the case 
when restoration to a capacity for work is but slow, or when there has been much delay in the patient's 
admission to a sanatorium. There are few more potent sources of hardship to a patient and of dig. 
satisfaction to his medical attendant than a long" waiting list" for institutional treatment. 

Apart from. proving an obstacle to early treatment, the economic difficulty is a common cause 
of unrest on the part of the patient while in a sanatorium, and often leads to the request of discharge 
when an interruption in serious treatment is most undesirable. The following is characteristic-

A.W., aged 28, a taxi-driv.:er, earning usually 45s. a weck. Found to be consumptive, he was 
admitted to a sanatorium. After a probationary period of six weeks he was recommended for an extension 
of stay but declined it. An interview then elicited the following information which subsequent inquiry 
confirmed-For the support of his wife and family of three young children he had only his sickness 
benefit of lOs. a week, of which ps. was earmarked for rent. He had borrowed money to tide him over 
the earlier weeks of his illness, and was not prepared to incur further debt. Finding no way out of his 
dilemma he left the sanatorium and resumed a full day's work. Within nine months he was bedridden 
and a hopeless invalid. So much for the financial factor as it affects the more initial phases of the career 
of the consumptive worker. 

In the case of the patient who has just returned home from a sanatorium the problem of ways and 
means is often no less acute. If, happily, the rusease has been of slight severity and rellponse to treatment 
prompt and satisfactory, if further, the patient's occupation be reasonably suitable and his income suffi· 
cient, the outlook is promising. Such an association of favourable f~ctors is the exception rather than 
the rule. More commonly the situation is something as follows-

The patient returns home greatly improved, in his own opinion quite well, and is reported by the 
sanatorium doctor to be fit to start work. Actually the treatment received, though sufficing to bring 
about a complete disappearance of all symptoms of active disease, has not been of long enough duration 
to secure any true arrest of the morbid process, far leqs cure. Further progress and ultimate recovery 
depend entirely upon the ability to carryon the essentials of treatment. Above all things this implies 
something more than a bare living wage. This period is a critical one and full of hazard for the con-
valescent consumptive. . 

Though he be possessed of character and be industrious, and his wife also, his social conditions 
often predestine him to failure. The foUowing history records a common experience-

A.B., aged 35, insurance agent; stated by his employers to be steady and reliable. Admitted to 
a sanatorium as a patient who should make a complete recovery, he had been discharged nine months 
before he came to my notice, with the report" Disease arrested," "fit to resume work." lie had 
subsequently worked continuously for some eight months without any apparent depreciation of health, 
but latterly symptoms of tuberculosis had recurred. Examination at this date revealed an extension 
of the disease of such a. character that save for immediate and prolonged treatment, the patient's 
expectation of life could not be reckoned as much over twelve months. Although he admitted being 
no longer fit for his daily duty, the patient would not even consider the suggestion of his giving up work. 
He pointed out that to do so would, for a second time, plunge his family into pove~y. 

He had a wife, and three children, all under 10 years. His salary was at his pre-war rate of 35s. 
a week; of this he paid 8s. 6d. a week for rent and Is. 4d. a. week for insurance, and other SUbscriptions, 
leaving some 25s. a week for the maintenance of the whole family. The patient's wife said that she 
found it quite impossible to provide her husband and children with enough fo.od; moreover~ she had ~een 
handicapped by a debt incurred during her husband's absence at the sanatonum. T~e patIent remained 
at work. The sequel is not difficult to anticipate; the man steadily became worse until he was compelled 
to give in. There followed a. brief but hopeless effort on the part of the wife to keep the home together, 
terminated by the death of the patient and the break-up of the family. . 

It is to be noted that this patient returned to his usual employment and to his customary wage. 
What he earned, however, though perhaps just adequate under peace conditions, .was such that under 
existing circumstances a proper standard of living could not be maintained. . 

One sees many patients, who, as the one jnst instanced, have resumed work but at an lnad~uate 
wage, in view of their particular requirements. Commonly this is due to having und~rtaken "light" 
work; for the most part this is unskilled1 and in consequenl'e. ill paid. To the working claSl'l!s CV"" 



a slight drop in income is of considerable moment. Another group of patients who, after discharge 
from a sanatorium, for the time being restored to health and capacity for work, often come to grief 
comparatively early, is made up of those who have been advised to find employment other than that 
previously engaged in. To those thus situated the search for a new means of livelihood is always a trying 
and discouraging quest. It occurs, too, at a period when a man's worldly fortunes are at a low ebb, 
and when he is feeling tOe loss of the comforts of a well-found institution. 

The foll?wing is typical of many-D.C., a discharged soldier, a favourable case recently discharged The d18-
f!'Om a sanatonum. He had madtl,_an excellent response to treatment and had been on the highest charged 
grade of work given to the patients at the institution. He was well enough to recommence work and sold.er. 
anxious to do so, but since the trade he had followed previously was not considered suitable he was 
looking out for a post which would command better conditions. Meanwhile, he was lh'ing at home 
1 hough he could ill afford to be idle. His family consisted of himself, his wife, and one young child. 
He enjoyed a better income than many similarly situated inasmuch as in place of sickness benefit of lOs. 
a wllek he had a gratuity from the Pensions authorities of 208. a week, this, however, was due to cease 
in ten days. When I saw him he had been looking for suitab!e work for nearly two months but without 
success. He had obviously begun to lose ground, a fact which the patient realised. The upshot was that 
he went back to his old trade. Within six months he was again seeking sanatorium treatment, but by 
this time his condition had much deteriorated and there was no prospect of any appreciable restoration 
of capacity for work. 

A still larger class of p'l.tients, who, their period of sanatorium residence over, have an almost The 
hopeless future, is made up of those who are sent home with the report, .. Improved, but not fit for p~rtially 
other than light employment." I imagine that in London something like 50 per cent. of 801] cases discharged dlSabled t' 
f t . . h' h' Th' ts . U h . h d d consuwp IVe rom a sana onum come \Vlt ID t IS category. ese patlen ,especla y t Ose Wit epen ents, are 
placed in the same prechcament as the man whose record I. have just given, but with this difference, 
that being in a worse physical condition they finJ suitable employment still more inaccessible; at the 
sarne time having less resistence they are not so capable of weathering a period of relative or actual 
privation. The claims upou our serious cowideration of this unfortunate group of patients are urged 
with great force by Dr. Varrier-J ones, for as he points out though still capable of work, they are incapaLle 
of competing with normal labour. At the prp-sent time thes~ patients either live at home In a state 
of demoralising id~eness or resume & full day's work, which is al! that is open to them, until the steady 

. march of their disease renders them unemployable. In either case they merge ere long in the ranks of 
the chronic and incurable. 

The brief life histories I have given epitomise the careers of hundreds of consumptives among the 
wage-earning classes. They show the manner of descent of the curable caRe and of the case which, 
in a higher social stratum, enjoys by no means a bad prospect, into the chronic consumptive whose 
progress must be progressively downward. They iUustrate also how the failure to recover health com
pletely within a comparatively short time often leads to a fall from tolerable comfort to a. state borderjng 
on pauperisll', a condItion from which it is most difficult for the working man to emerge. _ 

At the risk of repetition, I quote one more history which, as It covers thewholeperiod during Typical hfe 
which the patient was under observation, gives a more consecutive review of the downward career, hIstory. 
Taken from the files at my office in Insurance-street, it shows a sequence of events which has many 
parallels among the records of the London Insurance Committee. 

R.M., aged 36, a carman, married, bmily consists of his wife and three young children; wages 
.aft~ , 

In 1\1ay, 1916, he was found to be suffering from early tuberculosis affecting the apex of the left 
lung, and was recommended for sanatorium treatml'nt by the tuberculosis officer as one who should 
do well. In the following montli of June he was a(umtted to a sanatorium. In October, 1916, he was 
discharged. Disease apparently arrestt'd; health fully restored; T.B. still present in the sputum; 
fit to return to work. He at once resumed his usual employment at his former wage of 35s. a week. 
A comparison between this man's income and that needed to keep a family of five persons in these days 
prt'pares one for the way in which this case developed. 

In March, 1917, the patient was reported to have had an hmmop~sisJ and further sanatorium 
treatment was recommended. In due course he was discharged from a sanatorium, improved, but 
now definikly a case of sumewhat advanced disease. From this point he worked irregularly, but with 
the help of extra nourishment supplied by the Insurance Committee, doubtless shared by the rest of 
the family, bare l'xistence was maintained. 

In November, 1917, a social worker reported that the family was in distress. 
In February, 1918, the tuberculosis officer reported that the case was" Advanced a.nd hopeless," 

and" adequate treatment no longer possible." The man's wife was earning 25s. a week at a munition 
factory, which after payment for rent, and with thp. addition of 5s. a. week, the patient's disablement 
benefit, allowed a sum of 23s. a week for the needs of the sick man, his wife, and the three children. 
The housing accommodation of the family consisted of two small rooms, one of which was used by the 
patient, the other being shared by the wife and the three children. 

The doctor who sent this report added that the wife being away from home all day, the children and 
the patient, who was practically dying, were left uncared for. - -

Thu'\ the working life of this case of early pulmonary tu berculosis, from the date he was discharged 
from the sanatorium, apparently well, was just 6 months. _ .... -, _ 

The stage of chronic invalidism reached, other aspects of the consumptive problem come into view The "bronio 
more prominently. Hitherto, the poverty resultmg from t.he initial disability has been considered and un
chiefl,y from the point of view 01 its bearing up<>n the prospects of the individual consumptive; it has employabl. 
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been shown how it discounts the hopes of lus permanent recovery, and may lead to a state of impoverish-
ment which renders home treatment quit~ ineffective. . 

I~ is not suggested that the large community of chron.ic consumptives is made up of tho!1e who, 
at one tIme, were amenable to trea~ment. Many, of course, are past; hope of sensible amelioratio!1 
when they first come under observatIon. In London, most of these cases rect'ive a short term of insti
tuti?nal treat~en~, and on discharge, at ~n~ enter the ranks of the unemployable, and, unless the 
famIly can adjust Itself to the loss of the pnnClpal wage-earner, into a life of poverty. 

In. these latter phases, the working caree~ of the pat!ent, fo~ all practical purposes, is finished. 
He may Indeed h~ve some months or years o~ life before hIm, durmg which he will work fitfully, for 
the most part dunng the summer months. Still the end has come WIthin measurable distance and the 
most pressing practical question has become that of safeguarding the patient's family from infection 
and impoverishment. 

Th~ co~ditions under which these cases of advanced dIsease live are often profoundly unsatisfac
to~; the patIent ~anno~ be cared for prop~ly, neither can. adequat.e precau~ions be taken to prevent h,s 
bemg a source of InfectIOn. Almost Invanably the sole Income of these Individuals is their disable
ment benefit of 5s. a week. It is surprising how many Bingle men and women contrive to live upon this 
small sum, eked out with occasional doles, grants of food, or other slight assistance. 

The following, for instance, is by no means exceptional-Miss F., aged 40, formerly a ruachinh;t . 
was under treatment in a sanatorium during 1914, 1915 and 1916. Disease now advanced, but th~ 
patient is still able to be up and about. For a long time her income has consisted of her benefit of 
5s. weekly, and an allowance (If 5s. a week from her former employers. Of this, she pays 4s. a week 
for the rent of her room, leaving her 6s. a week for all her requirements. Her doctor asks for extra 
food for her, as she cannot afford the necessaries of hfe; she will not entertain the idea of entering the 
infirmary 

Patients suffering from advanced disease who live with their families are frequently a burden to 
them, financially speaking, since their contribution of 5s. a week does not enable them to pay their 
way. As an example, the following came to my notice a few days ago as the result of following up 
a request for a grant of food-

The household comprises six persons, five adults and one child of 10 years. Two of the adults 
are suffering from advanced consumption. After payment of rent, the total income of the household 
amounts to 368, 6d. a week, including the disablement benefit of one of the patients, thus leaving 6s. 
a week per head for expenses under all other heads. The doctor reports that the parents of the sick 
persons will not agree to their removal, though this course would greatly relieve the situation. He adds 
that the two consumptives cannot be tended properly, and that the household is miserably poor. 

Sometimes, a whole family is found to be living practically on the disablement benefit of the 
former wage-earner, with the help of a grant of extra nourishment supplied by th~ Insurance Committee. 
For example---

J.B., a widower, with 7 children, of whom one is a soldier and the others still living at home. 
Income, 5s. a week benefit, and lOs. a week from the soldier son. Rent lIs. a week. The whole family 
are living upon the balance of 4s. a week, supplemented by a grant of food from the Insurance Committee. 
In such a case the grant of food to the patient is not serving a useful purpose; from the patient's point 
of view, it enables him to be independent of the poor law, but at the cost of the interests of a young 
family. 

It is in households of this character that one sees an association of conditions which are calculated 
to make for the spread of tuberculosis. Opportunity for massive infection in the shape of a highly 
infectious invalid; reduced resistance, consequent upon malnutrition of those with whom he lives, 
and overcrowding which permits of the continued exposure to infection of those who, for the time 
being at least, are most susceptible to invasion by the tubercle bacillus. 

Housing. , 
I have considered the social life of the consumptive mainly from its financial aspect; incidentally, 

however. I have touched on two other closely associated factors, housing and employment. Both of 
these playa large part in the lack of success which attends our efforts to cure tuberculosis. 

Several of the life histories I ha"e quote,d instance the difficulties which arise on these heads. 
They have brought out the fact that there are scarcely any avenues of suitable employment open to 
a large number of patients who are capable of work and of ultim~t? recov~ry, and that fo~ w~nt of 
other means of gaining a livelihood many resume work under condi~lons which must result meVltably 
in the speedy loss of the benefit conferred by treatment in a sanatonum. 

With respect to housing; another factor, the importance of which cannot be exaggerated. When 
one bears in mind the needs of the tuberculous in regard to air, and reflects that throughout England 
and Wales one out of eight families live in dwellings ~omprising on.e or two roo~, the significance of 
the housing question to the treatment of . ~uberculosI~ can: rea~y be appreCiated: The fact that 
tuberculosis officers classify the home conditIOns of patIents In theu areas on the baSIS of the number 
of persons who share the same room or the same bed with the invalId is an i~dication of ~he gra vi.ty 
of the handicap arising from overcrowding. There is no need to labour t~s fact. I wall but CIte 
one case as an example of what the consumptive and those who would help him often have to contend 
against. .... 
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Miss C., aged 18 j a case of somewhat advanced consumption. Home conditions described by her 
doctor as follows- . 

The family, which consists of the parents and 7 children, share a fairly small house with three 
other families. The patient's family possess one fair sized bedroom with two windows one of which 
opens abo~t two iru;hes at the botto~! a ve~y small and dark back bedroom, dirty, dilapidated and 
stuffy, haVlng one wmdow and contammg a dIrty double bed ; and a very small kitchen with a smaller 
scullery le~ding fro~ it j the latter has a ~ndow overlooking a yard, but it is blocked by a chair to 
prevent children falling out. The whole family of 9 occupy the larger bedroom, the patient sharing a bed 
with three other children j the youngest child is a baby of 14 months. An intimate friend of the patient's. 
who lived on the flat below, recently died of pulmonary tuberculosis. 

The late King asked, apropos of tuberculosis-" If curable, why not cure 1 If preventable, why 
not prevented 1 " 

While conditions such as those just described continue to exist the answer is not difficult to find. 
My remarks so far have not perhaps been in a particularly cheerful strain ; however, there is a 

reverse to the medal. For since we know that the failure of sanatorium treatment by no means lies 
entirel y at the door of the sanatorium, but rests rather with our faulty system of home treatment, 
or, as it is usually termed, after-care, the lines for further eHort are clearly defined. The failure of 
home treatment implies no reflection upon the work of practitioners and tuberculosis officers, but for 
whose labours matters would be much more unsatisfactory then they are. But thE' medical profession 
are handicapped by conditions inherent in the life of the working classes which paralyse their eHorts. 
As a patient said to me recently, "I cannot earn a penny. How can I get better on advice and bottles 
of medicine! I want more to eat." No appreciable progress is possible until the social side of the 
problem is seriously dealt with. It is not too much to say that the treatmE'nt of tuberculosis, other than in 
institutions, lies primarily in the domain of the social worker. This truth finds expression in the element 
which constitutes the brighter side of my subject, namely the steady development of " After-care." Af~rtara 
It is the role of after-care agencies to render the social circumstances of patients such that medical an ra af. 
science can give efiective assistance. Aftrr-care work is many sided; grants in money or in kind in 
aid of families suddenly bereft of the wage-earner, and to those who, as the result of prolonged inness, 
are reduced to living on a pittance which spells semi-starvation, the renting of a room, or more commonly 
the gift of a bed for the use of the consumptive when over-crowding renders any degree of segregation an 
impossibility, the canvassmg of employers WJth a view to findmg employment wluch shall be within the 
capacity of a tuberculous patient, and subsidising of this work should it not give the worker a living wage. 
In default of experience many after-care committees can do little more than set in motion the machinery 
of private benevolence or official relief. In London one of the first steps is to mobolise the activities 
of the C.O.S., a body to whom the tuberculous poor are greatly indebted. To judge by my experience 
it is voluntary effort and philanthropy that carry the greater part of the burden of the treatment of the 
tuberculous working classes. I except, of course, patiellts in residence in a sanatorium or in poor-law 
institutions. 

The following, for instance, is a familiar course of events-Mr. W., a packer, aged 30, married, 
has a wife and three young children to support. Has been found to be suffering from consumption 
in itA early stages; prospects of complete recovery are favourable granted prompt treatment. Offered 
a bed at a sanatorium, he refused it on the grounds of difficulty at home. Enquiry proved the stumbling 
block to be the usual question of the support of dependents. Referred to the O.O.S.; the necessary 
a'lsistance was at once forthcoming and the patient left home for the sanatorium without anxiety. 

A type of report coming from patients in this group which is disquietingly common at the present 
time is represented by the following- • 

A.R., a discharged soldier, recently ~scharged from a sanatorium. The tuberculosis officer 
writes, "he does not seem up to doing any serious work and certainly is not so well as when he left 
the sanatorium. He should do all right with light occupation in the country; can anything be done f " 
This man has a wife and one child of 9 years; his income consists of a pension of 32s.. a week, which, after 
payment for rent allows him 27s. per week for the support of himself, his wife and his child. The family 
hve in one room; the house is in a court in a poor neighbourhood; and their circumstances are indicative 
of poverty. Satisfactory progress of the patient cannot be expt'cted. 

If, as there is reason to believe, London is representative of the country generally, there are 
thousands of men invalided from the services on account of tuberculosis, who, unable to find employment 
suited to their particular requirements, are living upon pensions which, in many instances, are inadequate 
for the maintenance of themselves and their families. 

One has only to compare the experiences of p!l.t.ients resident in areas in which an active after care. 
organisation is in being wltb those in districts in which this essential unit is adually or practically 
non-existent. to nppreciate the valuable services rendered by a well-organized unit dealing with social 
conditions. Dr. Meek, of Frimlcy, has recently published some striking evidence on this point 
from the records of the Lady Almoner's department of the Brompton Hospital. 

The duties of an after-care officer are highly skilled. As in other walks in life efficiency can 
come only from sound training; a thorough knowledge of social science is essential. For success, 
every patient must be the subject of individual study: As Miss Bompas, of Brompton Hospital, once 
said to me, "The whole future of a patient may turn on the discovery of a half-forgotten uncle, who 
on being approached, offers to a young consumptive shop assistant a home and suitable employment 
in some rural district." Personat assistance of this character requires time, patience, knowledge, money 
and infinite tact. I would hke to see centres established for the training of after-care workers. They 
could be rt'alised to-day in the Almoner's Departmlant of some of our leading hospitals. The social worker 
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should be adequately paid. be a. whole-time officer, and frell from routine clerical work. After-care 
committees, however, are greatly handicapped by lack of means. Many of their most effective measures 
entail expense which voluntary contributions, generous as they may be, cannot fully meet. There is a 
rall for their greater official recognition and encouragement, and for assistance from the public purse. 
At the present time there exists a considerable amount of experience and enthusiasm in connection with 
the social side of the tuberculosis problem which but needs a strong lead and direction. 
_ By some means the economic difficulties I have referred to must be met; these remedied, &.me
lioration in other directions would follow automatically. It should not b('l impossible to devise a scheme 
of more generous scale of sickness benefit. I am convinced that by sensibly relieving much hardship 
which noW is unavoidable an increased sickness benefit would justify higher rates of contribution from 
all parties concerned. 

, One would like to"see also some means of official asmstance other than that of the poor-law lor 
what is \ermed the deserving poor. It is often stated that there exists no dislike to seek relief of the poor
law, nor indeed any cause for reluctance to. do so. My experience is that the sill-respecting man or 
woman will make any sacrifice to maintain his independence. Many social workers inform me that they 
rarely make appeal to the Guardians since in, their experience it results merely in an offer to remove the 
patient to the workhouse infirmary or of outdoor aSRistance which is altogether inadequate. 

The qU,ality of the poor-law relief varies greatly in various boroughs, exceptionally it is conceived 
on generous lines. 

Occupation. 

With respect to occupation; obviously there is a limit to what after-care committees can achieve 
in light but sufllciently remunerative work for consumptives. The unfit cannot compete successfully 
with the sound in the open market. Herein lies the obstacle to vocational re-education except for the 
few, unless provision is made for the subseqent employment of the newly trained. I can see no solution 
but that work be speciaUy organised for consumptives as a necessary part of their home treatment. 
There should be conveniently situated centres at which patients could work to the limits of their physical 
capacity and subject to medical supervision. The wage should be equal to the fair needs of the worker 
irrespective of what he actually performs. The difference could be made up by the earnings of other 
members of the family, or by a special type of sickness benefit on the lines of Dr. Vanier Jones' scheme 

Subsidlsed for Cambridgeshire. The principle of subsidising }lart-time labour is on trial in several places, but 
employment_ it is a measm:e which necessitates greater funds than voluntary effort can find. The establishment of 

special workshops and occupations for consumptives could not be realised without the sympathy and 
co-operation of trade unions. Objection on the score of competition with sound labour might be met 
by the special centres supplying exclusively the needs of local authorities and institutions under their 
care and not serving the general trade. Doubtless trade unions would recognise that it is infinitely better 
to encourage work even on 8 modest scale than to perpetuate idleness. It is true that work centres would 
not meet the difficulty or bad housing. It may be said that the advantage of suitable work under good con
dit~ons and the promise of a fair wage would be useless if at night the patient returned to an overcrowded 
and insanitary dwelling. When this objection is valid the housing also must be attended to. In Paris 
there are dweUings in connection with the dispensary at which consumptives,failing other means,can obtain 
proper accommodation. Similar hostels exist also in America. In this country it is difficult for tuber
cillous p'atients to obtain accommodation on account of the fear of inff'-ction; the provision of hostels 
in each borough is worth serious consideration. It may be urged that these various suggestions would 
be useless in practice owing to the prejudice of the patients themselves and their dislike to adverti'Jing 
themselves as suffering from tuberculosis. I feel sure that; given the facilities prejudice would give way 
before appreciation: everything must have a beginning. • . 

Several of the life histories I have given refer to the common solution of economic stres'! arilling 
from the loss of the wage earner, namely the taking up of the burden of ma:ntenance by the patient's 
wiie, and how this leads to the risk of neglect of home and children. The provision of creches ana 
day nurseries on the lines of those established for the children of women employed in munition factories 
would do something to remedy this particular evI1; at the same time, the continued absence from home 
of the mother of the family is a measure which can be accepted only as an undesirable makeshift. 

Oolonies. 

~ 1 Colonies are urged by many as the solution of the tuberculosis problem. The usually acceptt'd 
idea of a colony is an institution which shall admit a few of the most favourable cases with a view to 
completing their cure and to some extent teaching them a new occupation. A colony of this description 
constitutes a. valuable means of giving prolonged sanatorium treatment at a relatively low cost, and should 
be a unit in any comprehensive anti-tuberculosis scheme. But institutions of this character could deal 
but with a frac~ion of the large mass of the tuberculous population. 

-A inore compreh('nsive colony scheme is conceived by Professor Sims Woodhead and Dr. V:arrer
Jones, among others, namely one wh;ch would oHer the means of permanent settlement. It 18 Dot 
des;gned fol' the compulsory segregat:on of patients, but as one which, by providing healthy homes, 
skiUed supervision, ana opportunity for remunerativ(' work alike for sick and sound, the patient and 
his xelations, wo~d secure the integrity of the family unit and thus encoUrage a vol':lltary migrati~D. 
If. as is probable, all the households in a settlement were not completely sell-supportmg, any subSIdy 
granted ~hould be regarded as a price paid for securing segregation of an infectious person, and it would 
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hp a goou bargain. An obJectIOn to a general segregation oftuberculous perso~ in ('olonies is the break 
up of family life wluch such a measure-would entail.' _ 

Sl'If-contained villagl'R for the disabled in the war will shortly exibt; that they will pave the way 
for some similar provision for the tuberculous is, I think, certain. The experi'lnce gained in these villaaes 
will be invaluable, although the problems of the disabled from injury and the disabled from disease ;re 
not identical. 

Homes J(1I' advanced eases. , 
Homes for caseS suffering from advanced tuberculosis of a character whieh shall attract these 

unfortunate people are a pressing need. They must be really homes and not institutIOns in the sense 
that the working classes employ this term. 

1 have had time but to sketch briefly this big subject. I have purposely not referred to the all- Importa.n<;. 
im.portant question of prevention. If we may tru.'!t to all we read nowadays, the future will see sweeping of preventive 
reforms which will make for a lessening of the incidence of tuberculosis; better condition of work and measures. 
better houses, more equitable distribution of profits, revised hours of labour, and some degree of equal-
isation of rich and poor in respect of the amenities of life; in short, greater appreciation that the good 
health of the worker is the best asset of the employer and of the State. This is all to the good. Still, 
the millennium is not yet; the day is far oft when tuberculosis will be a spent force. In the meantime, 
therefore, while pressing forward with measures calculated to check the spread of tuberculosis, we must 
not lose sight of the indi vidual consumptive, but, with no less purpose, persevere to find means to brighten 
his outlook. 

NOEL D. BARDSWELL • 

.. 
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APPENDIX VIII. 

POPULATJoNo-Age-coDstitution of Male and Female Populations in Metropolitan Boroughs. 

\ 
Percentage of population In eacb age group Amoont by which tbe borough percentage IS greater (+ ) or lea, (-) than the London a'1lrage rllr each age Percentage 

lletropobtan borough. MALES. 

I FEMALES. 

\ 

of mal ... 
MALES. FEMALES. mf::r~ta. 

0- I 5- I 15- I 25- ! 35- i 55+ 0- I 5- I 15- r 25- r-S5-- rss+ 0-1 I 5- I 15-1 25-- \ 35-1 55+ 0- J 5- 15-- I 25--1 35- \55+ 

\ 
CIty of London ... .,. 46 JIB 269 18·7 283 10·4 5·3 11-4 226 206 27'8 12·3 -64 -8·4 +88 + 1·6 +404 - -44, -6!! +38 +26 +38 + '4 51'3 

9·7 10·7 19'5 172 170 
-~ 

Battersea. ••• .. , ... 11'7 20·7 17-8 16'7 23-4 23·9 11·7 + ·7 + 1·2 - ·3 - ·4 - ·5 - ·7 + 1·0 + 19 1-1'6 -1·0 - '1 - '2 48'2 
Bermondsey ... .. , 124 21·7 18'3 16·3 22-4 8·9 126 21·7 18·7 15·6 21-4 100 + 1'4 +22 + 2 - ·8 1-1:5 -15 +2·9 +4·1 - 1 -24 -26 -1·9 50'0 
Bethnal Green .,. ... 132 23·2 186 15'8 20'8 8·4 12·3 22·3 19·9 15·7 20·2 96 +22 +3·7 + ·5 -1·3 -3-1 -20 +26 +47 +1-1 -23 -38 1-2'3 48'9 
Camberwell ... ... 11·3 21-1 17'9 16'4 229 10·4 10·4 19'2 17·9 16·9 23·1 125 + '3 + 16 - ·2 - ·7 -10 - + ·7 + 16 - ·9 -11 - '9 + ·6 47'5 
Chelsea ... ... . .. 9'4 154 16'9 16·6 24'5 17·2 6·9 11'9 194 20·6 268 1404 -1'6 -4-1 -1,2 - '5 + ·6 + 68 -2'8 -5,7 + '6 +26 +28 +2'5 42'9 

Deptford .. ' ... . .. 11·8 208 IN, 17·2 233 9·5 11-1 196 17·8 17'5 23·0 11·0 + '8 + 1·3 - ·7 + ·1 - ·6 - ·9 +H +20 -10 - '5 -10 - ·9 48'4 
Fmllbury .. , ,.t. .. , 12·0 21·5 18'8 15·9 233 8·5 11-5 20·9 18·8 15·3 230 105 + 1'0 +20 + '7 -1·2 - ·6 -1'9 + 18 +33 - -27 -10 -H 48'5 
Fulham .. ' ... ... 12·3 20·7 16'9 17·7 23'9 8·5 108 18·7 17·4 18·2 24·3 106 + 1'3 + 1·2 -1·2 + ·6 - -19 +1-1 +1-1 -14 + ·2 + '3 1-1'3 47'4 
Greenwich ... ... ... 11-4 22·8 17'7 15·4 22'3 10·4 11-1 20'1 17·2 16·4 23·2 12·0 + '4 +33 - ·4 -1,7 -1·6 - +H +25 -1·6 1-1·6 - '8 + '1 49'2 
Hackney ... .., .. , 109 19·9 18'3 17·2 231 10·6 9-4 17'9 195 178 230 124 - '1 + ·4 + ·2 + ·1 - ·8 + '2 - ·3 + ·3 + ·7 - ·2 ~10 + '5 46'3 

Hammersmith ... .., lOS 17·8 184 185 24'5 10·3 96 17-4 180 180 242 128 - '5 -1,7 + ·3 +1-4 + ·6 - 'I - ·1 - ·2 - '8 - + ·2 + ·9 47'8 
Hampstead ... .. , ... 8·6 16'1 18·2 178 269 12-4 5·6 11-1 22·2 222 269 120 -24 -3-4 + ·1 + ·7 +30 +20 -4-1 -65 +34 +42 +29 + '1 38'4 
Holborn ... . .. . .. 80 13·0 19·6 19·7 278 11·9 7·3 12'7 20·5 209 268 11·8 -30 1-65 +1-5 +26 +39 + 1'5 1-24 -49 +1-7 +29 +28 I- ·1 48'S 
Ielmgton ... ... .., 109 18'8 18·0 176 23·7 B'O 9·7 17·0 180 17'8 2-1·2 133 - '1 ~ ·7 ~ ·1 + ·5 I- ·2 + '6 - - ·6 - ·8 - ·2 + ·2 +H 47'6 
Kenllmgton" • ... . .. 100 17'0 18·0 167 253 13·0 6'1 B'2 20·5 214 269 13·9 -1'0 -25 I- ·1 - ·4 +1-4 +2'6 -36 -6,4 + 17 +34 +29 +20 38'6 

Lambeth ... ... ... 10·6 190 17-7 176 2404 10·7 96 17·7 17·7 17·8 243 12·9 - '4 I- ·5 - ·4 + ·5 + '5 + '3 I- ·1 + ·1 -1-1 - ·2 + '3 + 1·0 47'7 
Le\'l"lSham ". ... .., 113 204 15·9 16·5 246 11·3 89 16'8 180 18·1 25·0 13·2 + '3 + ·9 -22 - ·6 + ·7 + '9 - ·8 - ·8 - ·8 + ·1 + 1·0 + 13 45'3 
Paddmgton ... 10·0 16'8 18·1 18·2 25·1 11·8 7·3 12'7 196 20'5 265 134 e-...l·0 e-...2·7 - +1-1 + 1·2 +H -2-4 -49 + ·8 +25 +25 + 1·5 42'4 
Poplar . 

12·8 222 17·7 155 21'5 10·3 12'5 222 18·2 156 20·8 10·7 + 1'8 +27 - ·4 1-1·6 1-24 - '1 +28 +46 - ,6 -2·4 -32 1-1·2 49'S ... ..' ... 
st. Marylebone ..... ~, 9·0 15'2 18'5 18'5 26·4 12·4 6'5 IH 21·0 22·2 26·6 12·3 1-2·0 1-4·3 + ·4 +1-4 +25 +20 -32 -6,2 +22 +42 +26 + ·4 42'0 

St, Pancras ... . .. 102 17-5 183 188 246 10·6 97 169 18·3 183 2-1·3 12·5 I- '8 1-20 + ·2 +1-7 + ·7 + '2 - - '7 - '5 + '3 + '3 + ·6 48'9 
Shoredltch ... ... ... 124 225 184 15·2 21·9 9·6 124 218 19·1 15·2 21·0 10·5 +1-4 +30 + ·3 1-1·9 1-20 I- '8 + 27 +42 + ·3 1-2·8 -30 -14 49'2 
Southwark ... ... . .. 118 20'0 180 16'5 23·6 101 11·7 205 18·2 16·5 225 106 + '8 + ·5 - ·1 - ·6 I- ·3 I- '3 +20 +29 - ·6 1-1·5 1-15 e-...l·3 49'S 
Stepney ... ... . .. 129 228 185 162 21·6 80 126 226 199 159 203 8·7 + 1-9 +3·3 + '4 I- ·9 -2·3 1-24 +29 +50 +1-1 -21 -37 -32 50'1 
Stoke Newington", ... 98 IN 18·5 18·0 24·3 120 80 14-3 19·2 19·0 25·1 144 ~1'2 1-2·1 + ·4 + ·9 + '4 + 16 1-1-7 -3,3 + '4 + 1-0 +1-1 + 2S 44'7 

Wandsworth ... . .. IH 19'7 16'4 17-1 25·3 10·4 9'1 16·9 183 18·5 2-l9 123 + ·1 + ·2 1-1-7 - +H - - ·6 - '7 - '5 + ·5 + '9 + ,4 45'2 
Westnunster ... ... 66 1l·7 22-1 20'5 27·9 1l·2 5'6 10'1 218 23·0 278 11-7 -4·4 -7·8 +40 +34 +40 + '8 1-4-1 -75 +30 +50 +38 I- ,2 45'S 
Woohnoh ••• ... ... 10·5 2007 190 15'8 24·3 9·7 106 209 17-1 16·2 2!2 11·0 - ·5 + 1·2 + ·9 -13 + ·4 I- '7 + ·9 +33 -1-7 1-1·8 + '2 ~ ·9 50'5 

London CountJ ... .. , 11'0 19'5 1S'1 17'1 23'9 10'4 9'1 17'6 lS'S lS'O 24'0 11"9 - - - - - - - - - - - - 41'0 . 



APPENDIX IX. 

l\fORTALITY FROll TUBERCl"LOsIs.-Death Rates per 1,000 living during each of the Four Years 1911-14, and Tota.l Dea.ths in the two periods 1911-14 and 1915-18.-

PULMONARY TUBERCULOSIS. 
NON-PULMONARY Tl"BERCULOSIS. 

--MALES. FElIALBs MALu. 

~ --11etropolltan Borougba. 
~-- -- - ---

- Pre-wa-;d~-;'th rates_ I Total deatba_ 
- -- --~---- ~ - - ---Pre·war death rates I Total deatba 
Pre-war death rates. Total deatba_ Pre-war deatb rates_ Tot ... d""t118 - -

1914: 11911-14..! 1915-18- 1911:-rl9l2. T- 1913(-191Z- 1911-14_11915-18_ 
11911-14. 1-ms=i8. -1911_ I 1912. I 1915_ I 191..11911-14 11915-18 

1911. 1912. I 1913. I 
1911. I 1912_ I 1913_ I 1914 

0·81 I , 
CIty of London ... . .. HO 302 HI 131 78 81 063 HO 1-72 38 29 040 0'52 0·22 066 17 5 053 0·22 - 0-23 9 2 
Battersea ... ... . .. 1-72 1·39 H7 1.58 498 527 1-04 1-05 090 097\ 343 428 0-43 0-24 0-26 0-38 106 114 030 027 0'35 0.33 108 92 Bermondsey ... . .. 2-18 2'21 194 210 527 511 HI 1-36 1-33 1-22 333 329 060 069 071 055 159 147 065 064 0'48 030 130 136 Bethnal Green ... . .. 228 229 221 221 562 548 1-05 1-19 096 1-19 288 358 065 0-56 0·62 0·67 157 100 0'52 0-57 0'43 0-35 122 95 Camberwell ... . .. 1-66 1-65 I-57 1'79 830 941 112 1-12 0·75 1-13 565 639 035 0-35 0·30 043 176 188 0'31 0·31 0'29 027 162 180 Chelsea. ... ... ... 1·97 2'39 2·13 2·20 243 217 1-01 064 0-62 0'79 114 120 053 0-32 022 022 36 34 0'32 024 0'22 0'19 36 36 
Deptford ... . .. . .. 1-57 1,79 1·83 1-59 359 405 0-96 HO 094 124 239 325 045 0'43 0-38 040 88 95 0·44 0-21 0'35 0-27 72 86 FInsbury ... . .. . .. 259 2-35 2-53 271 423 408 1-18 1-53 163 126 247 256 0-54 065 0·71 0-63 105 80 0·49 0'47 057 051 90 74 Fulham ... . .. ... 1·91 1·76 1-69 1-56 511 425 119 106 1-06 1-15 366 400 0-47 0-16 0-30 0-23 85 106 0-27 0·33 0·27 0-31 97 98 Greenwich ... , .. _. 

I-55 184 I-52 201 327 369 1·03 0·86 084 0·84 174 246 047 0-38 0·30 053 79 87 0'39 0-31 0-18 0·37 61 56 Hackney ... . .. ... 1-81 184 1-38 184 709 739 1-06 1-06 100 1-03 498 541 0-53 0-29 037 041 165 142 0-38 0-25 027 0·22 134 133 
Hammersmith ... _. 

1-68 1-59 1-47 189 390 416 093 1·22 0-96 096 261 348 0·41 0·32 0·29 037 82 85 028 030 0-23 022 66 87 Hampstead ... ... ... 0·94 1-24 094 0-78 129 135 045 0·45 0-39 062 102 133 0_30 0_36 0.15 0_24 35 34 0·06 006 008 011 16 36 Holborn ... . .. ... 309 324 292 H5 273 222 1-23 1-02 096 I-54 116 119 0·42 051 026 017 32 30 0·28 020 017 029 23 23 Islmgton ... ... 1-51 1·74 1'70 196 1,074 1,196 1-02 105 1·04 1·06 712 854 046 0-43 0-37 032 246 230 0-32 029 033 0-29 211 230 KensIngton ••• ... ... HI 1-61 1-60 1·54 409 409 0-71 0·76 082 0-89 335 359 0-32 0·42 036 054 109 128 0-21 0'13 0·24 0-33 96 113 
Lambeth ... ... ... 1-92 1-91 164 1·74 1,023 1_098 1-01 094 1-08 1·20 658 730 045 0'31 0-39 0·37 215 196 033 021 023 023 156 168 LeW18ham ••• ... . .. 086 0'84 106 1·93 278 362 0-49 0·67 062 0·70 226 324 023 021 0·27 0·25 73 76 0·23 0'19 024 0-15 73 82 Paddington ... ... 1-61 Pa3 1-43 1'38 346 396 0'96 063 0'87 093 278 295 043 030 023 0-32 77 92 0'18 020 0·17 0'17 59 73 Poplar ... ... . .. 1-61 1·99 1'76 2-22 609 630 1'11 1-16 1-23 1·20 380 436 038 037 052 044 138 145 053 031 040 047 138 136 St. Marylebone ... . .. 2'28 2-01 2-26 200 417 374 094 0'88 0'80 094 238 225 0-40 041 0·44 033 77 53 0-22 0'22 021 018 56 66 
St. Pancras ... ... 2'12 2·09 2-17 234 919 965 HI H4 0-94 1-32 498 590 0-50 031 0-37 029 155 166 0-32 033 0'26 020 124 145 Shoredttoh ... ... ... 2-14 3·11 2·35 2 8~ 566 572 1-58 H8 1-28 158 314 376 069 051 056 069 133 139 0'53 059 0·47 049 116 125 Southwa.rk ... ... ... 2-23 2·29 2'39 2·34 873 991 1'33 154 1'36 128 525 609 051 055 036 043 175 198 034 0-34 030 0·41 132 158 Stepney ... ... ... 2.23 2.16 2.21 2.36 1,241 1,376 135 1-28 1-20 HO 681 784 056 038 052 059 283 226 051 0'32 0-30 0'47 220 187 Stob Newington ... ... 1'50 1-15 H2 1-46 125 156 0'89 075 064 082 87 92 035 044 018 027 28 28 018 0-25 029 0'29 28 29 
Wandsworth ... . .. 1-15 1·29 1-12 1-15 689 737 0-76 0'71 070 0·75 518 668 040 027 0-21 024 164 163 0·24 0-15 015 0·23 136 151 Westminste" .. , ... 1-90 1'89 2·02 2-20 574 507 075 068 0'80 074 252 255 033 022 023 0-20 70 75 0-22 018 0·23 0-13 64 57 WoolWlch ... ... ... 1-58 1-53 1-86 1·70 411 462 1-16 058 1-14 1-19 246 279 041 044 0-32 047 101 85 038 0-31 0·23 0-38 79 67 
London ~County ... ... 1.79 1.84 1.76 1.87 15,413 16,175 1.02 1.00 0.97 1.05\9,632 11,147 0.451 0.37 0,37 0.39 3,366 3,247 0.33 0.281 0.28 0.29 2,814 2,921 

I I 
*The figures for 1915-18 do not include deaths m Army and Navy. 



APPENDIX X. 
OccuPATfONs.-Population per 10,000 over 10 years of age employed in ce;tain occupations. Census, 1911. . 

lit ALE S. ~EMALES. 

General 
I 

I 
, 

i I C".I ' I and Local 
Domest,c I General I I :Soot Food Un· Service I Hotel and Metropolitan Boroughs. Govern· Deience Com· I I Furlllture. i occup,ed I teaciung. i Domest.c 

I Dress· 
Unoccup,ed ment, pro" of the mercml I Rail· Roads. s::::~ engmeer.. Bwlding decorat- I Prmters Tallon. I and 

and eating Laundrlesj TaIlor- makers, 
and retired feaslonal, country clerks. ways 

outdoor I lug I mg, etc. I shoe· lodgmg, and I literary SCIVlce bouse esses. twllmera., 
agents mer_ makers etc retlfCd I profes· , sel'Vlce etc 
chants, etc 

I I I 1 
SlOnaJ. 

I 

I 
I 

City of London ... 873 1,495 22 512 58 186 1,317 107 235 128 150 142 85 1,374 3,855 61I 1,344 444 28 113 280 

Battersea 1,639 1,135 55 528 493 582 210 335 1,153 258 I 174 9!l 75 906 6,789 357 611 12 315 129 537 .. , .. , 
Bermondsey ... 1,549 463 20 439 193 837 115 245 407 238 281 40 58 983 6,345 142 246 12 116 94 579 
Bethnal Green ... .. , 1,731 333 18 207 138 812 121 116 402 1,621 296 319 416 808 5,596 156 194 8 100 509 614 
Camberwell ... ... 1,691 1,130 23 692 177 696 192 245 917 293 419 70 75 925 6,526 351 628 14 287 106 633 
Chelsea ... ... ... 2,145 1,213 131 313 58 617 1,062 134 1,076 179 80 102 81 931 4,979 556 2,636 56 117 52 602 

Deptford ... ... 1,578 890 27 586 548 568 116 652 732 225 200 51 48 818 6,853 364 642 7 170 59 487 
Fmsbury ... ... 1,509 628 32 280 133 970 225 245 652 393 486 80 69 930 5,525 205 301 30 133 146 631 
Fulham ... ... 1,627 1,233 53 495 246 833 324 217 1,226 250 93 80 82 1,063 6,708 399 786 20 352 35 575 
Greenwich ... ... 2,000 788 338 329 149 368 175 700 670 159 86 32 41 633 7,064 406 1,016 24 127 26 339 
Hackney ... ... 1,596 l,ll9 17 6£16 140 502 148 172 665 683 304 136 292 805 6,009 369 664 11 157 160 802 

Hammersmith ... 1,507 1,258 29 498 329 664 294 262 1,254 255 109 155 105 920 6,266 437 739 38 541 ~ 547 
Hampstead ... ... 1,803 2;254 36 658 189 413 525 116 680 224 87 105 53 868 5,125 607 2,930 140 38 22 290 
Holborn ... ... 1,352 1,637 28 422 45 401 728 158 461 209 370 225 86 1,349 4,755 605 944 541 101 216 399 
Islington ... ... 1,513 1,107 18 576 320 870 166 234 816 367 314 91 72 885 6,161 332 571 29 215 109 709 
Kensmgton ... ... 1,813 1,503 196 352 219 700 906 120 947 204 72 146 89 879 4,842 408 2,906 190 324 40 385 

Lambeth ... ... 1,567 1,380 52 621 263 726 280 236 846 208 335 79 72 1,071 6,478 456 724 29 202 105 548 
Lewisham ... . .. 1,889 1,760 37 963 261 345 236 246 865 161 203 71 73 821 6,773 473 1,252 19 167 20 370 
Paddington ... . .. 1,578 1,390 74 442 460 819 7ll 137 945 249 100 130 86 959 5,400 416 1,956 213 132 68 661 
Poplar ... ... . .. 1,725 408 23 326 272 603 95 532 549 434. 133 82 105 793 6,675 182 306 11 81 393 437 
St. MaryJeoone ... 1,480 1,351 109 330 , 153 671 1,007 108 746 233 83 353 130 1,001 4,570 586 2,292 204 79 210 742 

St. Panoraa ... ... 1,395 1,060 75 432 518 757 327 175 761 473 221 I 202 97 1,084 6,010 4.00 714 101 142 176 643 
ShoredJ.tch ... ... 1,647 325 20 184 86 874 151 199 560 1,421 396 126 218 774 5,434 III 224 9 164 218 736 
Southwark ... ... 1,469 696 22 358 147 862 205 353 661 259 607 74 99 1,012 6,130 243 304 15 153 164 554 
Stepney ... ... ... 1,680 437 47 246 67 621 122 160 337 418 149 1,349 293 961 6,064 213 345 15 75 846 471 
Stoke Newington ... 1,529 1,661 15 1,010 104 433 141 172 677 379 3U 129 87 894 6,097 396 1,056 31 109 123 783 

\V andsworth ... ... 1,847 1,720 43 720 218 475 324 208 973 196 209 84 67 847 6,666 460 1,232 23 217 36 356 
Westminster ... ... 1,218 I,U8 643 337 47 391 1,768 108 413 128 100 308 62 1,272 4,363 451 2,531 522 5t 218 502 
Woolwich ... ... 1,721 1,011 1,023 234 103 285 15-1 1,129 642 127 68 69 57 589 7.437 326 711 

I 
18 98 57 449 

-
LONDON COtTNTy ... 1,621 1.102 103 489 230 648 351 265 757 35S 238 199 115 928 6,044 372 1,033 75 181 163 549 

I 
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OTHER OCCUPATIONS OF LOCAL IMPORTANCE. 

City of London Males Drapers, mercers, etc. 935 .. Females Board. lodging, etc. 952 
Bermondsey Males Skins and leather 532 

" .. Labourers 418 

" Females Pnnting a.nd bindmg, etc. 357 
" " Food preserving, etc. 358 .. Tinplate goods, etc. 260 

Bethnal Green Females Paper bags, boxes, etc •••• 587 

" .. Boot and shoemakers 227 .. .. Cabinet making. .• 226 

" " Tobacco manufacture 149 
Finsbury Males PreciOUS metals, instruments, etc. 416 .. Females Paper ba.gs, boxes, printing, etc. 710 .. .. ArtIficial flowers, etc. 247 
Fulham Males lIIotor cars, cycles, etc. ••• 239 
Greenwich Males -Electnca.l apparatus 499 

" .. Labourers •.• 448 
Hammersmith Males Motor cars, cycles, etc. • .• 273 
Holborn Females Board, lodging, etc. 451 
Islington Males Pianos, mstruments, precious metals ... 401 
Poplar ••• Males Tools, arms, etc •••• 337 .. " 

Chemicals, exploBlves 297 

" " Labourers ••• 499 

" 
Females Food preserves, etc. 286 .. " 

lIIatches and chemicals 188 
St. Pancras Males Pianos, jewellery, etc. 362 
Shoreditch , .. Females Paper bags, boxes, etc ••.. 831 

" .. Artificial flowers, etc. 253 

" French polishers, etc. 188 .. Leather articles . .. 175 
Southwark Males Labourers 432 

" Females Paper bags, boxes, printmg, etc. ... "- 580 
Stepney ... Females Tobacco manufacture 185 
Stoke Newington Males Precious metals, instruments, et{!. 302 
City of Westmin@tcr Females Board, lodging, etc. 353 
Woolwich lIIales Chemicals, explosives 343 

" 
Electrical apparatus 341 .. Labourers ... 646 



APPENDIX XI. 

HOUSING CONDITIONs.-Number and percentage of persons accommodated in tenements of various sizes in Metropolitan Boroughs, Census 1911. 

Tenements occupied by more than ! two pel'l!ons per room Number of tenements of Population in tenements of Percentage of total population liVIng Average" 
Occupants. 

m tenements of nmnberof 
Metropolitan boroogh. 

persons 

P~ t 
\2 rOO~'13 roo_·14 roo_ 12 roo~ Is roo_·14 roo_.j 1 room. 12 roo_.js room+ roo~.i4 ~~ 

perrootll 
Numbe~. oentag~ CIuld\'en 

lover Over 
In 1-9 

Nwnber. of total under ten 1 room 1 room. room 

~f~ yean. 
4rooJllJ! 4rooms. tenementa. 

CIty of London ... ... . .. 282 1,648 8'4 566 489 979 871 614 811 843 2,891 2,926 2.339 4,409 4·3 14·7 149 11·9 224 107 

Battersea ••• ... ... . .. 3,275 21,814 13'0 8,906 3,260 5,664 10,004 8,804 11,707 5,750 18,081 39,044 41,381 59,997 3·4 10·8 233 247 357 1·09 
Bermondsey ... ... . .. 4,496 28,591 22'7 ' 11,233 4,117 6,673 6,242 5,241 5,570 8,444 .23,376 27,913 28,574 33.950 67 18·6 22·2 227 27·0 1·37 
Bethnal Green ... ... .., 6,445 41,152 32'1 15,136 4,856 7,457 7,213 4,553 3,614 10,707 28,901 35,251 26,646 22,557 8·4 225 27·5 208 17·6 1-55 
Camberwell ... ... ... 15,123 34,174 13'1 13,606 5,254 7,993 13,550 11,089 20,527 9,445 25,847 54,576 53,102 109,821 36 99 20·9 20·3 42·0 1·08 
Chelsea ... ... ... ... 1,503 8,832 133 3,398 3,104 3,367 2,789 1,648 4,846 5,052 10,424 .. 10,906 6,857 25,838 76 15·7 16·5 103 389 104 

Deptford ... ... . .. ". 1,966 13.185 120 5,273 1,869 3,354 5,859 5,048 8,844 3,627 10,633 22,742 23,727 • 47,046 33 97 20·8 21·7 429 1'07 
Flnsbury ... ... .. . . .. 5,727 33,917 38'6 12,402 5,880 7,160 4,028 1,865 2,178 12,625 29,060 20,416 10,217 12,890 144 33·1 23·2 116 146 162 
FuIham ... ... ." ... 3,199 21,784 14·2 8,554 2,631 4,692 11,657 7,470 9,825 4,981 15,257 45,586 34,202 49,676 32 100 29·8 1223 324- 109 
Greenwich ... ... ... ... 1,518 10,828 U·3 4,407 1,323 2,475 4,400 4,453 7,871 2,201 7,421 18,215 21,426 40,548 23 7-7 190 223 423 105 
Hackney ... ... ... ... 4,021 26,562 11·9 10,319 4,797 7,427 12,050 9,664 16,457 8,398 22,636 46,995 45,856 90,569 38 10·2 21-1 206 40·7 1'08 

Hammersmlth ... ... ... 2,574 16,212 133 6,363 3,264 4,806 6,166 4,644 9,352 5,751 15,600 24,178 20,670 47,984 4·7 129 199 17'0 395 106 
Hampstead. .. ... . .. ... 881 5,547 6·5 2,214 1,248 . 2,369 2,910 1,782 9,821 1,997 7,054 10,783 7,234 51,401 23 83 12·6 85 60'1 0'86 
Holborn ... ... ... ... 1,696 9,716 197 3,434 2,398 3,447 2,177 999 1,563 4,945 11,412 8,713 4,295 8,616 100 23·1 17'7 87 17'5 1'29 
Ishngton ... ... ... 10,592 62,789 192 23,774 14,181 19,269 17,220 10,919 17,885 27,227 66,157 69,932 52,714 97,497 83 202 21-4 16·1 298 1·21 
Kensington. •• ... ... ... 4,501 26,681 15'5 10,262 5,646 7,519 5,478 3,551 15,281 11,084 26,890 22,260 15,791 80,328 6'4 15'6 12·9 92: 46'6 1'04-

Lambeth ... ... . .. ... 6,192 38,816 130 15,193 8,926 11,803 14,615 12,606 22,511 16,012 37,419 55,851 57,779 118,178 54 126 187 194 396 106 
Lewisham ... ... ... ... 855 6,036 38 2,635 1,303 2,234 4,998 5,669 22,659 1,921 5,855 17,614 23,068 106,783 1-2 3'6 11'0 143 66-4 0'83 
Paddington ... ... ... 3,535 20,885 14-7 8,157 5,159 6,620 7,247 4,198 9,824 9,255 22,321 27,816 17,698 51,951 65 15,7 195 124 364- I-l0 
Poplar ... ... .. . ... 4,747 32,240 21-1 12,932 3.839 6,423 10,054 7,480 7,107 7,408 21,538 43,860 40,348 43,163 46 133 270 248 265 1'33. 
St. Marylebone ... ... ... 3,731 21,178 17·9 7,592 6,668 7,241 4,279 2,522 7,166 12,201 24,523 16,922 10,696 38,008 10'3 208 143 9-l 321 H~ 

St. Pancras ... ... ... 'S,875 51,214 235 19,043 11,452 15,568 10,421 5,890 8,979 22,486 55,963 43,284 28,541 50,461 103 256 198 131 23'1 1'32! 
Shoreditch ... ... ... . .. 6,494 39,127 35·1 14.276 6,147 7,069 4,940 3,586 2,952 13,903 28,589 25,009 20,943 18,463 12'5 257 224 188 166 1·61 ; 
Southwark ... ... ... ... 7,712 46.800 24·4 17,738 8,773 1l,749 10,932 6,515 6,259 17,305 42,180 48,752 34,583 38,389 9·0 220 25·4 180 200 1-4.2 
Stepney ... ... .. , . .. 14,548 92,305 35·0 34,129 10,325 15,428 12,373 S,644 9,745 23,688 63,950 63,319 50,169 62,854 S'5 229 226 179 224 H6 
Stoke Newington ••• ... ... 690 4,374 86 1,746 1,044 1,734 2,418 1,864 5,048 1,631 5,244 8,628 7,964 26,236 3·2 10'4 17·0 15·7 51'8 fI·95 

Wand8worth ... . .. . .. 2.567 18,673 60 7,602 2.846 4,530 13,207 13,832 35,402 4,480 12,454 49,350 58,707 172,902 1-4 40 159 189 5515 9'S9 
Westminster ... ... ... 2.893 16.596 10·4 5,987 6,188 8,792 6,735 3,521 9.505 10,120 24,966 24,880 14.651 54,201 6·3 156 15'5 92 338 1'06 
Woolwich ••• ... ... .. . 1,000 7,nO 5·9 2,977 1,239 2,563 4,325 6,105 12,077 2,066 6,977 15,882 I 26,981 60,473 1-7 !i'S 131 22'2 498 0·98 

London Count)' ... '" ... 121,638 758,786 16'S 289,854 138,226 196,405 \ 219,158 164,771f. 305,386 265,553 673,619.\ 901,603 1787.159 1,625.189 5'9 14'9 19'9 17'4 35'9 I'll 
I 



DENSITY OF POPULATION. 

Battersea •• 77" 
WlU'ds. 

Winstanley 150 
Church •• 115 
Sbafteebury HI 
Latehmere 107 
:Bohngbroke 91 
at. John 75 
Nine ElmB 68 
Park 57 
Broomwood 41 

Bermondte:v 84'0 
Warde. 

No.1 179 
No.6 166 
No. 2 138 
No. AS 135 
No. 4 112 
No. 3 104 
No. I, Rotherhithe 104 
St. John 103 
No. 2, Rotherhithe 84 
at. Olave 67 
at. ThomllAl 33 
No. 3, Rotherluthe 16 

BetJmal Green •• 168' 8 
Wards. 

West 227 
South 220 
North 184 
~t 120 

CamherweU •• 58'3 
Wards. 

No.5, Coburg.. 164 
No. 4, St. George's 163 
No.2, Addmgton 160 
No.8, Goldslll1th 132 
No. 12, Nunbead 119 
No. I, West 119 
No.9, Chfton •• 114 
No. 3, Town Hall 110 
No.6, Marlborough •• 110 
No. 7, North Peckham 98 
No. 16, St. John 89 
No. 11, St. Mary 87 
No. 10, Rye Lane 82 
No. 14, St. Glies 79 
No. 17, Alleyn 68 
No. 15, Lyndhurst 44 
No. 18, Ruskin 33 
No. 19, The Hamlet •• 20 
No. 13, The Rye 16 
No. 20, The College 5 

Chelsea •• 
Wards. 

Stanley •• 
Church •• 
Hans Town 
Cheyne.. •• 
Roye.!. Hospital 

Deptford •• 
Warda. 

~ 
North 
South·~t 
North·West 
South·West 
South ., 

I'iDsbun •• 
Wards. 

St. James 
PentonviUe 
CIty Road East 
Old Street 
St. Phillip's 
St. John's 
St. M&l'k'a 
CIty Road West 
West Finshury 
8t. Sepwchre •• 
East Finahury •• 

65580 

•• 100'6 

131 
113 
98 
91 
62 

701 

128 
73 
72 
68 
58 
45 

•• 149'9 

233 
230 
223 
219 
153 
149 
128 
114 
101 
52 
16 
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APPENDIX XIL 
Number of Fersons per Acre in Metropolitan Boroughs and Constituent Wards. 

Census HIll. 

Fulham .. ' 90"0 Lambeth..' •• 73'0 Southwark .. 169'8 
Ward&. ,.. Wards. Wards. 

Lillie 145 Bishopa .. 147 St. MIchael's (St. Ceo. 
Margravine 117 Marsh 134 the Martyr) •• 249 
Munster 115 Princes ., 115 St. John's (Newington) 248 
Sands End 84 Vauxhall III St. Peter's (Newington) 19& 
Walhsm 81 Stockwell 105 St. George's (St. Geo. the 
Town 71 Brixton .. 78 Martyr) .. •• 197 
:Barons Court 65 Herne HiD 69 St. Mary's (Newington) 175 
Hurhngham 44 Tu1se Hill • , 38 Bt. Paw's (Newmgton) 151 

Greenwich 
Wards. 

North·West 
North •• 
West 

•• 24'S 

St. Nwhola.s, Deptford 
South •• 

84 
79 
69 
65 
34 
29 
24 
10 

Marsh 
South·~t 
Charlton & Kidbrooke •• 

Hackne:v •• 
Wards. 

Kingsland 
Hackney •• 
West Hackney .. 
South Hackney 
lIomerton 
Clapton Park •• 
The Downs 
Stamford Hill ., 

Hammersmith 
Wards. 

No.4 
No.2 
No.5 
No.3 
No.1 
No.7 .. 
No.6 

Hampstead 
Wards. 

No.6, Kllbum •• 
No. 5, West End 
No.2, llelsize •• 
No. 7, Pnory .. 
No.3, Adelaide 
No. 4, Central •• 
No. I, Town 

Holbom 
Waru. 

fr1'7 

98 
97 
87 
82 
74 
58 
56 
45 

53'2 

94 
88 
87 
81 
75 
33 
21 

37'S 

83 
52 
51 
44 
31 
31 
20 

•. W·S 

St. Geo. the Martyr •• 
Central st. Glies' 

229 
225 
157 
151 
132 

S.E St. Andrew's 
N. Bloomshury 
N. St. Andrew's 
N. St. Glies' •• 
S. Bloomsbury 
Lincoln's Inn 
Saftron Hill 

Islington •• 
Ward&. 

No. 11, St. Peter 
No. 7, Thornhill 
No. 8, Barnsbury 

75 
71 
65 
58 

•• 105·S 

No. 2, Up. Holloway •• 
No. 9, St. Mary 

190 
177 
155 
126 
111 

No. 10, Canonbury •• 
No. 3, ToUington 
No.4, Lr. Holloway •• 
No. I, Tufnell .. 

99 
97 
96 
~3 
82 
71 

No. 5, Highbury 
No. 6, lbldmay 

Kensington 
Ward&. 

Golbome 
Norland 
Pembridge 
Queen's Gate •• 
Earls Court 
Redcli1fe 
Brompton 
St. Charles 
Holland •• 

'075'2 

226 
•• , 109 

96 
83 
72 
70 
60 
56 
42 

County of Londoa 

Norwood 35 Tnnity (Newington) " 147 

Lewisham .• 
WIU'd&. 

No. 2, Lewisham Village 
No. 3, Lewiaham Park 
Manor 

50 
49 
44 
34 
29 
28 
25 
18 
15 

No.6, Forest Hill 
Church ,. 
No. 4. Brockley 
No.7, Sydenbam 
No.1, Blackhea.th 
No.5, Catford 
South 

Paddington 
Wards. 

Harrow Road 0" 

Queen's Park 
Church •• 
Westbourne 
Hyde Park .. 
Lancaster Gate, W. 
MaIda Ve.!.e 
Lanca.ster Gate, E. 

Poplar 
Wards. 

Poplar, N.W. 
Bow, W. 
Bow, Centre.!. 
Bromley, Central 
Bromley, S. W ... 
Bromley, 8.E. •• 
Bromley, N.E .•• 
Bromley, N. W. 
Bow, s: .. .. 

7 

.. 105'1 

178 
143 
125 
102 
101 
76 
76 
57 

184 
145 
143 
125 
123 
107 

Popl&l', Cubitt Town •• 
Bow, N... .. •• 

96 
88 
58 
45 
42 
40 
38 
29 

Popl&l', E. 
Poplar, W. 
Poplar, MiIIwall 

st. Mar:vlebone •• 
, Ward&. 

No. 3, Church Street.. 250 
No. 8, Langham ...154 
No. 5, BryanstonSquare 147 
No.6, Portman 139 
No. 7, Park Crescent.. 126 
No. 9, Cavendish 86 
No. 2, St. John's Wood 

Terrace 80 
No. 1. Hamilton Terrace 35 
No. 4. Dorset SqUAre & 

Regent'. Park 21 

St. Pancras 
Ward&. 

No. 7 
No.8 
No.2 
No. 6 
No. ~ 
No. 5 
No. 3 
No. 1 

Shorediich 
Ward&. 

Whitmore 
Hoxton .. 
Wenlock •• 
Church ., 
Haggerston 
Kingsla.nd 
Acto'" •• 
Moo~l~ 

.. 

81'1 

154 
152 
134 
123 
96 
94 
76 
36 

•• 169" 

235 
210 
184 
182 
163 
147 
142 

72 

at. Jude (St. Geo. the 
M&rtyr) 

Chnstehurch 
St. Saviour 

138 
122 
75 

Stepne:v .. 15S·S 
Wards. 

st. Geo. in ~t, N. 307 
Splta.Ifields, E. •• 275 
Mile End Old Town, W. 267 
lble End New Town •• 264 
Spltalfields, W. 243 
Whitechapel, Middle.. 241 
Wbitechapel. ~t " 207 
lble End Old Town, S. • • 200 
Limehouse, N. •• 181 
Mile End Old Town Centre 166 
Mlle End Old Town, S.E. 147 
Mlle End Old Town, N.E. 134 
RateWi •• 118 
Mlle End Old Town, N. 117 
WhitechspeJ, S. 115 
Shadwell ll~ 
St. George in Eut, S... 104 
Luneho1188, S. ., 90 
The Tower 44 

Stoke Newington •• 
Wards. 

Palatme 
Church •• 
South Homsey 
Cl18SOid •• ' 
Manor 
Lordship 

Wandsworth 
Wards. 

Tootmg •• 
Fairfield 
Clapham, N. 
Ba.lhsm •• 
Clapham. S. 
Spnngfield 
Southfield 
Stre&thsm 
Putney •• 

Westminster, ctl:v of 
Wards. 

St. Anne 
St. John 
Covent Garden 
Gt. Marlborough 
Victoria •• 
Regent •• 
Pall Mall 
Knightsbridge (St. Geo.) 
Conduit •• 
St. Marg&ret •• 
Strand •• 
Grosvenor 
Krughtsbridge Hamlet •• 
Chsrmg Croes ,. 

Woolwich 
Ward&. 

No. 9, Cen';ral .. 
No.2. St. Mary 
No. I, Dockyard 
No. 5, Burrage 
No. 6, Herbert •• 
No. 4. St. George'. 
No. 3, River .0 •• 
No. 8, St. Margaret's •• 
No.7, Glyndon ,. 
No. 10, St. Nicholas •• 
No. 11, EIthsm •• 

58" 

134 
130 
75 
72 
35 
19 

34'2 

66 
62 
61 
54 
50 
42 
28 
25 
13 

64'0 

172 
137 
135 
135 
106 
95 
77 
75 
68 
51 
40 
28 
22 
20 

14" 

83 
66 
52 
48 
36 
28 
24 
24 
22 
12 

4: 
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. .. 
OPEN AIR ~aHOOLS. 

AP:PENDIX XIII •. 

lEx/ract fro~ th~ ·Coi.nciZ" Minute8",lOtl( Decemher, 1918.] 

TUBERCULOUS CmLnREN.1 . . 
. t.-IIi. May, 1918, w~: aPl~ointed a Joint Sub-Committee of the Education and Public Health 
Committees, \to inquire into the whole question of the education of children who have been notified as 

,'tuberculous, of children who have symptoms of tuberculosis, and of children who have recova-ed from 
: :tube.J:culosis, an4 we have considered statistics as to the nUmber of c~ldren concerned, the number and 

types of schools which would be necessary, and the cost involved. . 
We have now received the report of the Joint Sub-Committee and have approved the conclusions 

,at which they arrived in the matter. The necessary recommendAtion 'to give effect thereto are appended 
to this report. . 

We would point out that the position with regard to the tuberculous child has altered considerably 
'in: two ways since we were ap,pointed to inquire into this question-viz., (i.) on account of the Education 
Act, 1918, having made the provision of schools for physically defective children a statutory duty, and 
(ii.) because there will no longer be a question as to a £ip.anci~ advantage being gained through the 
Council receiving the cI Hobhouse'" grant for these children from the Local Government Board rather 
than the education grant, s~J?ce t~e Treasury payment will presumably now be the same (50 J?er cent.) 
in. either case. 

I. 

Present arrangements~The children who have been notified as tuberculous (other than those 
who are being treated in r~idential institutions) may be considered as falling into three categories-

: (1) Children attending at the Kensal HouSe scnool for tuberculous children, ()r at the 
six day-sanatoria schools ,which the Council is temporarily aiding. 

(2) Children attending classes carried on by vol\Ultary agencies. 
(3) Children to~ally' (,ut of school under medical certificates. 

In London, there are m addition to the four schools carried on by the Council in children's hospitals, 
six dililtinct sets of schools or classes for the benefit of children who are not in a normallltate of health 

, -(~.) twQ. open-air schools, :certified as schools for physically defective children, (ii.) upen-air classes 
carned on in connection with ordinary elementary schools; (iii.) day sanatoria classes, (iv.) Kensal House 
school for tuberculous children (v.) special schools for d~fective children, (vi.) classes carried on by 
volilntarY agencies. ' 

(i.) The two open-air schools maintained by th~' Council are Birley House (Lewisham) and 
Shooter's-hill (Woolwich). ',rhese:~hools are certified by the Board of Education under-the Elementary 
Ed\tcation (Defective and Epileptic Children) Act, 1899. Pupils are admitted to them on the 
recommendation of the school doctors in connection with 'the medical examination of .aU the pupils in 
the'elementary schools, and' are selected by the doctor at the open-air school. The type of child selected 

: for admission is one who is not suitable for admission to the schools for the physically defective. but who 
is unable, through anremia, debility or incipient tuberculosis, to keep pace with the ordinary child in 
schocM. In both schools tb classes are mixed, and on educational grounds, admission is restricted to 
pupils between the ages of 9 and 13. The pupils receive t}!ree meals.a day at the schools and the parents 
contribute towards the cost of the food, the amount of the contribution being assessed by the managing 
coIil.inittee of each school. When necessary, free travelling to and from the schools is afforded to the 
pupils. , 

, (ii.) Open-air classes- in co!lll~on with ordinary elementary schools are held each year during 
the: ~ummer months in the playgrounds or roof playgrounds of a number of the schools, or in the parks 
or open spaces. These classes consist of the following foUr types-

Type A.-A class held at a centre and composed of delicate children from neighbouring 
,echools. selected by the School medical officer, the same class working in the open.air all the 
'Summer. 

Type B.-A class of deliQate children specially selected from various classes in o.ne school, 
the same children being in the open-air class all t;he summer .. 

- Type a.-An ordinary school class workingm the open-air during the whole of the summer. 
Type D.-Various ClasseS' of a school wo~king in the open-air in turn for a session, a day, 

a week, or a month at a time. 
The classes are kept under observation by thi~hool medical officer. and in the case of Type A 

cla,sses. the pupils are s,leQted bI the school doctor. and, examined by him periodically. There is no 
:restriction as to the age of pupils ()n admission, but endeavours are made to limit admissions to pupils who 
.are·of about the same educational attainments. In the case of classes held in the parks or open spaces . 
the children' are accommod~ted in: the band Iltand or enclosure, Qr under a specially erected awning. No 
meals are provided by the Council to the pupils except in the case of deli<,,ate pupils in the Type A ~ 
where the children are" supplied with milk mealuach morning. ,. - ..' - . 
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rui.) The day sanatoria classes were established in 1917 in connection with the voluntary tuber
culosis dispeD$aries in the following boroughs-Battersea, Fulham, Bermondsey, CamberweU and 
Hammersmith. The children are selected by the dispensary doctor, and admitted to the classes on the. 
authority of the Public Health Department of the Council. The classes are inspected by the Council's 
officers. The Council provides teachers and some equipment. The difference between the children 
in at~ndance at these sanatoria classes and those in attendance at the open-air schools is that the former 
are knQWndefinitelyto be suffering from active tuberculosis, while in the case of the latter the chil4reJl 
are of a pre-tuberculous type. '. 

The day sanatorium class in Ravenscourt Park, Hammersmith, was organised by the Invalid 
Children's Aid Association. 

Jiv.) In 1910, a school for tuberculous children :was opened at Kensal Rouse, in premises provided 
and maintained by the Paddington dispensary for the prevention of conswnption, the edqeation being 
provided by the Council. The children come from homes where proper treatment can be relied upon, 
whereas the children who attend day sanatoria classes are living in less favourable homes, and are in need 
of more medical inspection than the Kensal House children. The Board of Education agreed to recognise 
the Kensal House school under the terms of the Elementary Education (Defective ~nd Epileptic Children) 
Act, 1899, provided that the school was confined to 'such children having incipient phthisis, 01' with the 
disease in a. definite form, or sub-acute or chronic iII. nature, as are unable on account of physical unfitness 
or debity to benefit by instruction in an ordinary public elementary school, but are not incapabll\ by 
reason of their physical condition, of receiving benefit in a special school. _ 

(v.) The day schools for physically defective children are certified by the Board of Education 
under the Act of 1899. Thirty-six such schools have been provided, situated fairly evenly over London. 
Arrangements are made for the conveyance of the pupils to these schools by means of ambulances and 
hired omnibuses, except in the case of those who are passed by the school doctor as suitable for walking 
to school, or for riding by public conveyance. The children are provided with a mid-day meal, which 
is prepared on the premises, and the parents contribute towards (exc~t in necessitous cases) the cost' 
thereof. The schools are under constant medical supemsion, and a trained nurse is in attendance. 

(vi.) A few open-air classes are carried on by voluntary agencies such as Miss MacMillan's Camp 
School at Deptford and the Regent's Park Bandstand Class. _ 

Provision for education is also made by the Council in schools at Cromwell Rouse, IDghgate, N., 
the National Orthopmdic Hospital, Great portland-Street, W., the Alexandra Hospital, Bloomsbury, 
and the Hospital and Home for Incurable Children, Hampstead. 

II. 

Number oj c'kildren-In connection with an inquiry made four years ago as to the needs of school 
accommodation for tuberculous children it was ascertained that there were, in the County of LondQn" 
about 1,00 0 children who had been excluded from ordinary elementary sc400ls on account of tuberculosis..· 
We are advised, however, that ~he number of tuberculous children now to be provided for is II):Wlh itt 
excess of this number, and it is considered that the nwnber of school places required for pulmonary cases 
may be estimated at 2,000. We are also advised that, in addition to these 2,000 children definitely notified, 
as tuberculous, there are 2,000 requiring open-air treatment owing to anremia, debility, or incipient 
tuberculosis, and that, SO far as can be seen, and looking ahead for about ten years, these figures can be 
regarded as complete. 

lIt 
Proposed types oJ sc'kools-In actual practice the only di:iterenc~ between the tUberculous children 

in attendance at the day sanatoria classes and the Kensal House school, from the medical point of view. 
is that they are suffering from tuberculosis in a greate~ or less degree, and, therefore, capable of education 
in inverse proportion to the activity of the di~ease.' This means tha~ a child at a day sanatoriwn class 
is capable of receiving a less amoUD.t of education that a child at Kensal House. If the fact of notification 
is taken as the reason for the admission of a child to the school, then the only consideration is whether' 
the child is in need of treatment, and, if so, can the treatment be satisfactorily given in a day sanatorium 
or not' The amount' of education, in such institutions will naturally be subject to the condition of the 
child, and will vary considerably from week to week. 
. We, therefore, suggest that the Council should consider the desirability of recognising and 
establishing one type of day school for the definitely tuberculous children of school age, and that the only 
children to be admitted should be those who are notified cases of tuberculosis. We also consider that 
the school should approximate to Kensal House school. It would also be desirable to aim at an average 
attendance of. say, 100 children, inasmuch as a unit of this size would enable the school to be economically 
m.anaged and would also provide for proper classification of the children in respect of their tuberculous 
condition and their educational attainments. It may. however~ be found more convenient, having 
regard to the needs of particular districts or to the possibilities in certain districts of obtaining accom;:' 
modation at a lower cost, to vary this figure slightly. The type of child with incipient phthisis or who 
is aruemic or debilitated, but with no definite evidence at the time of examination of active tuberculous 
disease, is either in attendance at an elementary school, or " out of school," and should, we consider. 
be provided for by means of a special school of the open-air type on the lines of the Birley House SchooL 

If these proposals are accepted, the practical effect would be that a tuberculous child, having 
been excluded from an elementary school, and notified to the medical officer of health as such, would be 
sent either to a school for tuberculous children or to a sanatorium for residential treatm,ent under the 
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Council's tuberculosis scheme. A child sent to a residential sanatorium would, at some period in-ita 
career, if it made satisfactory progress in the residential sanatorium, return to the elementary school 
cia the school for tuberculous children, or possibly the open-.air school, and similarly a child who \Vall 

sent in the first instance to the open-air school might proceed either to an institution for residential 
treatment or to the school for tuberculous children if _ the disease turned out to be an active form 
of tuberculosis. 

Th, Education Committee will be concerned with the tuberculous child who ia in attendance 
at either of the types of school mentioned, or who is out of IIchool and the Publio Health 
Committee will be concerned with the child who is deemed to require r;sidential treatment. The 
pre-tuberrulous child, who cannot yet be regarded as sufiering from active tuberculosis would btt 
put into the .open-air I!chool until such time as the diagnosis was sufliciently definite f~r it to be 
transferred eIther to a day school for tuberculous children, or to a residential institution, of until 
it WBS able to return to:an elementary schooL 

IV~ 

Distnoution and structure oj the proposed schook-On the basis ot 2,000 pulmonary cases and 
an accommodation of 100 children to a school, it would be necessary for the Council to provide 20 schools 
for children with pulmonary tuberculosis. In certain instances where the premises are suitable and the 
accommodation available, it may be possible to increase the unit to 120 or more, in which case the total 
number of sehools would be proportionately reduced. As stated above, this number of schools may be 
varied, but it is not anticipated that the total will be exceeded. The best situation for these schools 
would probably be in the outlying parts of London, and on or near to a tram ronte. It would be 
necessary for the Council to pay the travelling expenses of the pupils to and from the schools, and also 
to provide meals for them, in cases where the parents or guardians of the children were not in a position 
to do so. 
- The importance of a school being on a tram route cannot be too strongty emphasised in view of 

the dista_nc9 which many Qf the pupils would have to travel, and .also the very great expense which would 
be involved if it were necessary to organise an ambulance service for the conveyance of the children. If; 
would be possible to provide these schools outside the county jf it was thought desirable. 

We have received several applications from local tuberculosis committees for the provision of 
schools in various districts, and we propose, if the Council adopts the scheme, to consider each of these 
cases. 

It might be possible to obtain from the Government some disused army huts and adapt them 
for this special purpose. Owing, however, to the need for supplying drainage, gas and water, kitchen, 
scullery, store rooms, staff rooms, bath rooms, medical inspection room, etc., it would be desirable that 
every effort should be made to obtain a large private house with grounds of fair dimensions in preference 
to obtaining land on which all these rooms, etc., had to be provided. The existing day sanatoria are 
insufficiently supplied as regards washing and sanitary arrangements, and other conveniences, and do 
not lend themselves to improvement. We consider, therefore, that the Council should, on the opening 
of proper accommodation in the district, cease to aid them. 

For the accommodation of the 2,000 children who are in need of open-air schools, we consider 
that eight open-air schools of the Shooter's-hill and Birley-house type, each accommodating 200 children, 
should be provided in addition to the two existing schools-two in the south-west. and two each in the north 
and east, and one each in the north-west and west districts. This number of open-air schools, togethet 
with a large development in the number of, and the improvement of, the playground classes would 
probably be found to be sufficient. 

v. 
Management oJ the proposeil 8chools.-The proposed schools for tuberculous children and the 

open-air schools would come under the provisions of the Elementary Education (Defective and Epileptic 
Children) Act, 1899, and they would, therefore, come within the regulations for these schools. For 
the management of each school it is suggested that, if possible, arrangements should be made for members 
of existing local tuberculosis committees to be apPQinted. These committees were formed by the Council 
and comprise representatives from various societies and associations connected with the work. The 
success of the schools would largely depend upon the activities of the managing committee, as so much 
depends upon the after-care work and the inspection of the home conditions, and these committees have 
already had considerable experience of the work. It would be necessary to appoint far each school 
head teacher, a nurse, an assistant teacher for each 25 children, and also a cook, a helper, and a school
keeper. In order to obtain full benefit; from the schools, we consider that meals should be provided for 
the pupils {the cost being recovered from the parents as far as practicable.} and that a part-time doctor 
should be allocated to each school. 
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CONSTITUTION OF THE COMMITTEE. 
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COMMITTEE OF INQUIRY 
INTO 

Health Insurance and Medical Services. 

INTERIM REPORT. 
PART I. 

To THE MINISTER FOR FINANCE. 

TERMS OF REFERENCE. 

A DHUINE UASAIL, 

1. In accordance with your Minute.of the 6th day of May, 1924, we were 
appointed as a Committee with these terms of reference:-

"I. To inquire into and report on the advisability Qf the continued main
"tenance of the system of National Health Insurance in its present form and 
"to make any recommendations which the Committee consider proper in that 
" connection; 

"II. To consider whether it is desirable to institute a system of medical 
"treatment on a contributory basis and, if so, to advise as to the form which 
"such system should take; and 

"III. To examine into and report on the question whether the medical services 
" at present assisted or maintained out of State or local funds can be improved 
"as respects efficiency and economy and, if so, in what manner, due regard 
"being had to any recommendations made under the preceding paragraph." 

We beg to submit an Interim Report embodying the results of the investiga
tions we have made up to the present time. 

WITNESSES EXAMINED. 

2. We have held 29 meetings and have examined 49 witnesses, including 
representatives of the Irish Insurance Commissioners, the National Insurance 
Audit Department, the Department of Local Government and Public Health, 
the Dublin Chamber of Commerce, the Approved Societies' Association of Ireland~ 
the Association of Trade Union Approved Societies, the Prudential Health 
Insurance Society, the Irish Amalgamated Health Insurance Society, the 
County Councils' General Council, the National Association of Insurance Com
mittees (Ireland), the Irish Labour Party and Trade Union Congress, the Irish 
Farmers' Union, the Irish Medical Committee, the :l\Iedical Research Committee 
of the Royal Academy of Medicine in Ireland, the National Amalgamated Union 
of Life Assurance Workers, and various County Boards of Health. We have 
also had the advantage of hearing evidence from Sir William J. Thompson, the 
Registrar-General, and from Sir John Lumsden, R.B.E., M.D., representing thE." 
Medical Department of Messrs. Arthur Guinness, Son & Co., Ltd., Dublin. A 
list of the witnesses examined is appended in Appendix A. Pri(l:r to the examina
tion of the witnesses we issued a Questionnaire to the Approved Societies in the 
Saorstat. A summary of the replies received is given in Appendix B. 
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HISTORICAL RETROSPECT OF NATIONAL HEALTH INSURANCE. 

3. National Health Insurance was set up for Ireland by the National Insurance 
Act, 1911. Prior to that Act very little voluntary provision was made in Ireland, 
outside a few cities, for invalidity insurance. With the exception of some 30 
small branches of English and Scottish Affiliated Orders existent in Ireland at 
the passing of the Act, Friendly Society work in this country was almost entirely 
in the hands of two Irish Societies, viz :-the Irish National Foresters and the 
Ancient Order of HibernIans. There were thus but few units in Ireland adminis
tering Sickness Insurance compared with the thousands of branches of the 
Affiliated 'prders in Great Britain. The introduction of this type of insurance 
Into Ireland met with considerable opposition-the very newness of it excited 
hostility. Much of this opposition was political; more ot it was due to un
w]llingness to pay contributions; but most of it was due to ignorance of the 
meaning of Health Insurance and of tl}e great possibilities for good which the 
scheme contained. 

4. In main outline, 'the scheme provided, for the compulsory insurance of 
all manual workers, no matter what their wages, and of all non-manual workers 
under £160 per annum-the limit was since increased to £250 owing to the all
round increase in wages. The insurable age is from 16 years to 70 years. 
Certain classes may be excepted from compulsory insurance where the employ
ment has attached to it sickness pay and pensionable rights which, in the opinion 
of the Irish Insurance Commissioners, secure for the employees provision for 
-sickness and disablement not less favourable than that conferred by the Act. 

5. In the case of compulsorily insured persons the employer pays the full 
amount of the contribution in the first instance, but is entitled to recover thf" 
worker's share from his wages at the time of payment, but not afterwards. 
Individuals may obtain certificates of exemption from deduction from wages 
for various reasons, of which the principal is the receipt of a pensIOn or income 
of the annual value of £26 not dependent on their personal exertions. Tht" 
contribution payable in the case of an exempt person is, accordingly, the em
ployer's share of the ordinary contribution-the employee pays nothing. These 
contributions are paid into a special Fund administered by the Insurance Com
mission. Out of this certain benefits are granted to exempt persons. The 
-excepted classes are, of course, outside the scope of the Acts and contributions 
are not paid by or on behalf of them, nor do they receive any benefits. 

6. The general financial scheme of National Health Insurance is based on 
the principle that the weekly contribution should be a flat rate common to all 
ages, and that in amount it should be the rate necessary to support the normal 
benefits payable under the Act to a person entering insurance at the age of 16 
-in other words, the present value of the contributions at age 16 is equal to 
the present value of the expected benefits. As the rates of sickness experienced 
at different years of age increase in general from the younger to the older ages 
it follows that the rate of contribution fixed on the above basis is of itself in
sufficient to cover the benefits payable to persons who enter insurance at ages 
in excess of 16-in other words the present value of the contribution at entry 
for such persons is less than the present value of expected benefits. This defi
ciency is made good by the credit to Societies of what are technically known as 
" Reserve Values " which represent in amount the liability assumed by Societies 
in accepting members over age 16 at the rate of contribution applicable 
to that age. The" Reserve Values" are merely paper credits, but they carry 
interest at the rate of 3 per cent per annum. In order that they may gradually 
be converted into cash and that interest may be credited to the Societies 
in respect of them a deduction is made from each weekly contribution which 
is utilized in the first instance for the purpose of crediting the Societies with 
interest and secondly for the purpose of converting the paper into cash. 

7. As the flat rate of contribution was fully required to pay the benefits and 
eost of administration, it became necessary to replace the money deducted 
from the weekly contributions for interest and redemption by a State Grant. 
This State Grant was limited to 2/9ths of the cost of benefits and adminis
tration. Assuming, therefore, that the average frequency of contribution pay
ments contemplated by the original Act (49 per annum-less weeks of sickn~s) 
was maintained and that benefit and administration expenditure tallied WIth 
the provision therefor, there would have been a perfect balance attained. Any 



'Savings which a Society might make as a result of light claims experience, a 
high average of contribution payments, an interest yield in excess of 8 per cent. 
Qr other favourable feature would be available for increased or new benefits 
when the results of the quinquennial Valuation of the Societies had been 
declared. 

8. The normal benefits provided by the Insurance Acts in Ireland are (a) 
Sickness Benefit from the fourth day of incapacity for 26 weeks at the rate of 
15/- per week for men and 12/- per week for women; (b) Disablement Benefit 
from the termination of Sickness Benefit so long as the disablement lasts up to 
the age of 70 years at the rate of 7/6 per week for men and women; (c) 
Maternity Benefit of £2 for the wife of an insured man, or for an insured 
unmarried woman, and if the wife be an insured person a further payment of 
£2; and (d) Sanatorium Benefit for the treatment of insured persons, and, in 
some cases, for the dependants of insured persons, suffering from tuberculosis. 

9. The normal rates of contribution payable at present are:-
Men. Women. Employer's Share. 

Ireland . 8d. a week 7 d. a week 4d. a week in each case 
Great Britain 10d. a week 9d. a week 5d. a week in each case 

In Great Britain, :Medical Benefit, consisting of medical treatment and attend
ance and the provision or proper and sufficient medicines and medical and 
surgical appliances, is also given to the insured persons with free choice of doctor. 

10. The administration of the Insurance Acts in Ireland was entrusted to:-
(I) The Irish Insurance Commission. This originally consisted of four 

members-with a nominal fifth, the Chief Registrar of Friendly Societies, 
who, however, sat only in England. The Commission at present consists 
of three of the original members, the Chairman, the Medical Commissioner 
and the woman Commissioner. There is a Secretarial, Accounting and 
Inspectorial Staff attached to the Commission. 

(II.) Approved Societies. For the distribution of Sickness, Maternity and 
Disablement Benefits, Societies, formed of groups of insured persons, came into 
being which, on satisfying certain conditions, were known as Approved Societies. 
Those insured persons who did not join Approved Societies were known as Deposit 
Contributors. There are at present 81 Approved Societies in the Saorstat. 

(III) Insurance Committees, which were set up under the original Act in 
each administrative County and County Borough to:-

(i) administer the funds set aside for Sanatorium Benefit consisting of Is. 3d. 
per insured person per annum in their respective areas; 

(ii) administer all the Benefits of Deposit Contributors -resident in their 
respective areas; and 

(iii) deal with the preparation and maintenance of a register of all insured 
persons in their resp'ective areas. 

(IV.) The National Insurance Audit Department, which is entrusted with the 
auditing of the accounts of Approved Societies and Insurance Committees. 
This Department was originally under the control of the British Treasury and 
is now under the Minister for Finance. 

II. In Great Britain the Insurance Committees also adminIster Medical 
Benefit. 

12. As a consequence of the absence of :l\fedical Benefit from the Benefits 
provided by the Acts in Ireland no pI:ovision existed whereby the sick insured 
persons could obtain, free of charge, medical certificates of incapacity. After 
some delay, injurious to the Insurance Scheme at its very inception, a State 
Grant was provided and the Insurance Commission made arrangements with 
the Medical Profession for the issue of medical certificates free to the insured 
persons. The system has continued down to the present though the State no 
longer pays the entire cost of Certification but merely the 2/9ths of it as in the 
case of Benefits. We shall deal more fully with the matter of Ce:rf;ification 
later (paragraphs 68 and 69 infra). 

13. In 1919 the Ministry of Health was set up in England and Wales and the 
Board of Health in Scotland. This led to the dissolution of the Insurance Com
missions for those Countries. The Irish Insurance Commission was continued 
and placed under the Chief Secretary for Ireland. At the same time the Irish 
Public Health Council was established for the purpose of giving advice and 



assistance and making' proposals to the Chief Secretary in' connection with' 
his powers and duties under the Ministry of Health Act, 1919. This bodyt 
reported ,on? the} lOth May, 1920 (Cmd. 761). . 

14 The Government of Ireland Act, 1920 led to the separation of National 
Health Insurance in "Northern Ireland" from that in what was in that Act 
termed" Southern Ireland," and the 1st March, 1922 was fixed as the appointed 
day for such separation. In the meantime the Treaty between Ireland and the 
British Qovernment was signed with the consequential separation of National 
Health Insurance in the Saorstat from that in Great Britain. This became 
effective on and from the 1st April, 1922. The Commission was placed under 
the Minister for Finance and steps were taken to carry out the separation. 
These invQlved the setting up of new Societies ih. cases where' Approved Societies 
had International approval or else the transfer of the members of such 
International Approved Societies as had their Head Offices outside the Saorstat 
to Societies with their Head Offices in the' Saorstat. It meant the separation 
of the Funds of these Societies, a long, elaborate process of valuation, which is 
still going on and will not be finished for some months. 
,15. By the Ministers and Secretaries Act, 1924, power was given to the 

Saorstat Executive Council to dissolve existing Commissions. The Insurance 
Commission was not dissolved, but it was transferred from the jurisdiction 
of the Minister for Finance to that of the Minister for Local Government 
and Public Health. Its administrative and judicial functions continue as 
heretofore, except that in all administrative matters it acts under the in
structions of the Minister. 

16. Attached to the Insurance Commission is an Advisory Committee. This 
was in abeyance during the World War, but was revived in 1922, and has recently 
been reformed in view of the separation of Insurance already referred to. 

17. In Memorandum No.1 submitted by the Insurance Commission, hereto 
attached as Appendix C, will be found the detailed particulars of the working 
of the Insurance Scheme in Ireland. 

Before closing this historical retrospect we may give a few figures which arf' 
of interest. During the period 1912-1921, before the separation from Great 
Britain and the Six County area, the total amount collected in Ireland in con
tributions from Employers and Employees was £6,730,839 Us. Od. Uuring 
the same period the total amount paid in Benefits was £4,979,037 18s. od. The 
total amount invested under the various reserve Accounts was £3,118,454 lIs. lod., 
and the total cost of local administration was £1,304,485 14s. 3d. 

HEALTH INSURANCE HAS PROVED A REAL BENEFIT TO THE WORKERS. 

18. An overwhelming body of evidence given before us was in favour of the con
tinuance of National Health Insurance in Ireland. The Approved Societies, the 
Employers' representatives, the Labour representatives, the General Council 
of County Councils, the Medical Profession, etc., were all of opinion that Health 
Insurance has proved a real benefit to the working classes in the Saorstat, and 
that much misery has been avoided by the Cash Benefits payable during sick
ness to the workers and by the provision of Sanatorium Benefit for tuberculous 
insUl'ed persons. We were impressed by the statement made by the Trade 
Union witnesses that the insured persons had confidence in the Insurancej Come 
mission as a Court of Appeal in cases of disputed payment of Benefit. 

AGRICULTURAL LABOURERS. 

19. The representatives of the Irish Farmers' Union and some country 
witnesses contended that agricultural labourers did not derive much benefit 
from the Act. When, however, figures submitted to the Committee by the 
Insurance Commission were placed before the witnesses they frankly con
fessed that the case made on behalf of the farmers was not borne out by the 
results. The figures in question were compiled from the records of Societies 
which had both urban and rural members and are given hereunder. We may sta~e 
that they are not submitted as proof that the rural worker draws more than ~s 
fair proportion of Benefit because such decision would necessitate an actuanal 
investigation which the Committee had no opportunity of instituting. But 
they do prQve that the actual cash Benefits distributed per head to rural workers 
are equal to those distributed per head to urban workers. Where a contrary 
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impression existed it was, as explained by witnessesf caused by the fact that 
at the younger ages the rural worker suffers less f.-om illness than the urban 
workers, but when, later, middle age is reached the rural worker suffers more 
from chronic illnesses, such as Rheumatism, Bronchitis, Lumbago, which are 
a severe drain on the funds of his society. The rural worker also draws fairly 
regularly on the Maternity Benefit, which all the witnesses admitted was of 
considerable assistance to the married labourer. The following is the Table 
referred to-

~ ~ 

SAORSTAT EIREANN. 
NATIONAL HEALTH INSURANCE. 

Statement showing as regards certain Approved Societies the comparative Expenditure in pence per 
head per week on Benefits during the years 1922 and 1923 (a) for Agricultural Workers; 
(b) for Other Workers. 

MEN. 

A.GRICULTURAL WORKERS, OTHER WORKERS, 

1922 1923 1922 1923 

Society, 
Number ''''' ___ 1 N="" Expenditure Number ._\N= ... Expenditure I ot 

on Benefit! ot on Benefit! ot on Benefit! ot on Benefit. 
MembBl'S, per Head Members, per Head Members, per Head, Members, per Head 

per Week, per Week per Week, per Week, 

PENCE. PENCE, PENCE, PENCE. 

A " 2,779 "778 2,700 4'239 3,693 3'540 3,600 3'276 

B " 2,500 5'613 2,350 5'106 2,800 4'326 2,700 3'507 

C . , 4,637 0'745 4,104 6'901 595 5'470 510 5'399 

D " 764 5'809 800 5'116 590 4'443 700 3'214 

E • " 1,145 5'004 1,145 4'152 4,957 3'704 4,957 3'136 

F ,. 1,960 4'423 1,960 3'723 450 5'138 450 4'576 
I , 

G " 1,956 7'144 1,962 5'602 1,062 2'281 1,062 2'574 

H , . 9,796 5'211 7,625 5'936 14,698 5'210 11,439 5'683 

WOMEN. 

PENCE PENCE, PENCE, PENCE. 

A " 667 4'138 640 4'143 1,717 3'112 1,700 3"229 

B , , 1,200 4'560 1,150 3'670 2,000 4'574 2,100 3'960 

C , , 389 4'947 325 5'803 778 4'604 640 5'747 

D .. - - - - 483 5'451 550 3'813 

E · . - - - - 3,516 2'877 3,516 2'473 

F · . - - - - 721 4'229 721 4'165 

G · . - ...... - - - - - -
B ... 8,569 7'053 2,192 9'821 5,355 7'056 . 3,290 9'S09 

DOMESTIC SERVANTS. 

20. Another class mentioned as obtaining little benefit from the Act is the 
domestic servant. Societies' representatives and other witnesses questioned 
on this allegation were unanimous that this statement was not in accordance 
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with the ,facts. There is 'Very extensive evasion in this class as well as in the class 
of agricultural labourers, but figures submitted' bear out the contention that 
domestic servants as a whole are drawing their full share of the Benefits. We 
append some of the figures submitted:-

YEAR 1923. 

SOUTH DUBLIN SLAINTE INSURANCE IRISH GIRLS 
CATHOLIC SOCIETY. SOCIETY, INSURANCE SOCIETY. 

Domestic All Other Domestic All Other Domestic I All Other 
Servants. Classes. Servants. Classes. Servants. Classes. 

No. of Female Workers . , 2,437 1,069 4,281 3,599 4,878 554 

No. who drew Sickness and 
Disablement Benefit ., 415 127 637 459 674 29 

Percentage .. 17'3 11'9 14'9 12'8 15'4 5'2 

Average Payment . , £7 9 10 £5 2 1 £6 18 5 £5 13 7 £5 14 2 £8 9 8 

Maternity Benefit paidlto •• 2'05% 1'77% - - 1'2% 0'7% 

No CASE MADE FOR EXCLUSION OF AGRICULTURAL WORKERS OR DOMESTIC 

SERVANTS. 

,21. We 'are, therefore, of opinion that no case has been made out for the ex
<.;!usion of either agricultural labourers or domestic servants from the Scheme 
of' National Health Insurance, . 

PROPOSALS OF THE NATIONAL HEALTH INSURANCE COMMISSION FOR IMPROVEMENT' 

OF THE SYSTEM. 

22. The National Health Insurance Commission set out its own suggestions 
for the improvement of the existing scheme of Health Insurance (see Memorandum 
No.2, Appendix D). At present there are 81 Approved Societies for an insured 
population of 450,000 and the main objections of the Irish Insurance Commis
sion are based on what appears to it to be the ineffectiveness of a system cum
bersome under Irish conditions. These objections it summarises as follows:-

(a) Inequality of Benefits for members arising on a valuation because of the 
particular character of the Society to which they belong. 

(b) Want of uniformity of administration. 
(c) Overlapping rival organisations, leading to disputes as to membership . 
.cd) Inadequate agency system, and lack of supervision of sick members. 
(e). Number of transfers from one Society to another and resulting disputes 

between Societies as to membership. 
Cf) Necessity for keeping on the Deposit Contributor Class owing to expul

sions from Societies and to refusal of membership on account of health or other
grounds. 

(g) Unfairness of the present arrears system, which is based on a higher 
average frequency of contribution payments than exists in the SaQl'sta.t, and 
therefore hits more hardly those Societies-a considerable number-the members 
of which are subject to much unemployment than those whose members are more 
regularly employed. 

(h) Resulting high cost of Central Administration owing to (i) the 
necessity for keeping separate accounts for separate Societies; (ii) constant 
supervision of Societies by the Commission's indoor and outdoor starf; 
(iii) the large number of complaints, appeals and the like. 
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To remove these objections and to lessen substantially the present high cost 
-of Central Administration arising under (h) the Commission put forward several 
proposals. Various witnesses' were questioned on these proposals and we have 
summarised in the Minutes of our Proceedings (See Appendix E.) the various 
views expressed on them. 

HIGH COST OF CENTRAL ADMINISTRATION. 

23. In further consideration of the Cost of Central Administration, we are 
informed by the Insurance Commission that this works out in the Saorstat at 
3s. 8id. per insured person as against 1&. 4d. in England. The Irish Commission 
submits that the method of calculating the expense at cost per head of the insured 
population is misleading and unfair; for it points out that there are over 121 
millions of insured persons in England compared to 450,000 in the Saorstat, and 
that the overhead charges must be greater proportionately to numbers in the 
Saorstat than in Great Britain for administering the same type of machine. There 
are, the Commission states, other reasons why the cost of Central Administration 
is relatively higher in the Saorstat than in Great Britain. In support of this 
statement, the Commission produced the following figures :-

(i) Compliance in Great Britain, excluding domestic servants, is about 99 
per cent. of the insured population. In the Saorstat the total, without exclusions, 
is only from 65 per cent. to 70 per cent. Non-compliance creates increased work 
for the Commission's staff. 

(ii) For the 10 years ended March, 1924, the Irish Commission dealt with 
15,200 disputed transfers. In the same period Great Britain, with an insured 
popUlation 18 times that in Ireland, dealt with only 50,000 disputed transfers. 

(iii) From January, 1922 to 30th September, 1924, in England with 12! 
. millions of insured people there were only 62 appeals. The Insurance Commission 
in the Saorstat with 450,000 insured persons dealt with 81 appeals. In Scot ... 
land with four times the Irish insured population there were only 44 appeals 
and in Wales no appeal until 1918. 

(iv) A similar dffierence exists in respect of complaints-mostly based on 
ignorance-which reach the Commission, and the amount of stray cards which 
have to be dealt with individually. 

(v) Much more administrative assistance is given to Societies and the in
sured people in the Saorstat than elsewhere. In severa1 cases the Commission 
has appointed Managers of Societies from its own staff. 

The Commission submits, and this Committee adopts the view, that if there 
were proper compliance with the provisions of the Insurance Act the cost of 
Central Administration could be largely reduced. 'We return to this subject in 
paragraphs 57 to 65 infra. 

24. The main fact which emerges is that the Insurance Organisation as set 
up in 1911 in Ireland, is costly because it copies exactly that set up for Great 
Britain which, apart from its greater wealth, has a huge industrial .. population 
.concentrated in convenient centres. 

EXEMPT PERSONS. 

25. ,\Ve have been impressed by the official evidence in regard to the com
plications introduced into the scheme of Health Insurance by the fact that certain 
persons have a right to claim exemption from the payment of contributions on 
their own behalf. The exemption from the payment of contributions does not 
extend to the employer,. and the Central Department is put to considerable 
expense in the examination of claims for exemption, collecting of the employers' 
contributions and in the framing and administering of a scheme of Benefits for 
the exempt persons. The grounds upon which exemption is obtained are:-

(i) That the claimant has a pension or income of £26 per annum derived 
from sources other than his employment; or 

. (ii) that he is dependent on some other person for his livelihood; or 
(iii) tllat he is ordinarily and mainly dependent for his livelihood on an occu

pation which is not employment within the meaning of the Act; or 
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(iv) that though employed within the meaning of the Act he has not been 
so employed for 13 weeks during each of two contribution years immediately pre
ceding that in which application for exemption -is made; or 

~v) that his employment would have been an excepted employment, _ but 
for the provisions* of the later Act of 1919, and that his application for exemption 
was made before the 1st January, 1920, or such later date as the Commission 
may allow in any particular case. 

Out of 1027 exempt persons in the Saorstat 934 belong to Class (i) above; 
13 to Class (ii); 2 to Class (iii); none to Class (iv); and 78 to Class (v). There 
are reduced benefits given to the Exempt Person Class-the total amount paid 
in Benefi,ts in 1923 being £173 12s. 6d. The Class is administered by the Insur· 
ance Commissioners and is, for its size, expensive to administer. 

RIGHT OF CLAIMING EXEMPTION SHOULD BE WITHDRAWN. 

26. We do not feel that the expense is justified and we suggest that 
the right of claiming exemption from Health Insurance in the Saorsta.t 
should be withdrawn and that all persons presently exempt should be made 
compulsorily insurable. The funds standing in the Saorstat to the credit of 
the Exempt Persons Fund should be transferred to the Reserve Suspense 
Fund, out of which would be met the "Reserve Values" for the exempt 
persons in the event of our recommendations being carried out. 

IRISH MIGRATORY LABOURERS. 

27. The abolition of exemption will involve the withdrawal of Certificates 
of exemption from Irish Migratory Labourers. This class has practically ceased 
to apply for exemption Certificates when leaving for England and Scotland as 
the setting up of the Saorsta.t has altered the character of their insurance. They 
come within Class (iii) above and only two applications were made for Certifi· 
cates of exemption in 1923. These people for the most part are insured in 
England and Scotland and find it 'advantageous as they are entitled to medicar 
treatment while working ~nd insured in those countries. 

EMPLOYMENT UNDER LOCAL AUTHORITIES. 

28. From time to time considerable difficulty has been experienced in de· 
termining whether the National Health Insurance Acts apply to certain condi· 
tions of employment obtaining under local authorities. Cases of disputed 
insurability have constantly arisen. There are nuinerous cases in which it is 
difficult to decide whether a person is an employee of the local authority or an 
independent contractor. Carters who provide their own horses and carts, and 
stonebreakers who are paid by the quantity of stones broken, and who mayor 
may not do' the work personally, have given rise to questions, the difficulty of 
which varies in each case as each authority engages such men under a special 
scheme 'of its own. In cases of dispute a special hearing is necessary and often 
the matter has to be taken into a Court of Law for decision. The Acts and 
Regulations affecting the liability of local authorities to insure their employees 
need complete revision. We recommend that statutory power might be given 
to the National Health Insurance Commission to define by Regulation the types 
of employment which local authorities must insure. 

DEPOSIT CONTRIBUTORS. 

29. When a person becomes insured and fails to join, or is refused admission 
to, an Approved Society, he may lodge his card with the Post Office, which trans
mits it to the Insurance Commission. This person is then established as a De
posit Contributor. If a member is expelled from an Approved Society, and fails 
to gain admission to another Society, he also becomes a Deposit Contributor. 
Full particulars of the Class will be found in paragraphs 30-33 of the Commis
sion's Memorandum No. I-Financial Section-and Table C of same (see Ap
pendix C). This Class is troublesome and expensive to administer. Each 

* Persons engaged in non-manual employment at a rate of remuneration exceeding £160 a rear, but not exceeding 
£250 a year, were enabled, Wlthin a prescnbed period, to claun certIficates of exemption, provided that they have not 
ISlIlce the 29th June. 1919. had any insurable employment eIther (a) remunerated at not mJeT £160 a year. or (b). 
employment by way of manual labour. 
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Deposit Contributor has a separate Ledger Account with the Commission, and 
can only draw out the sum standing to his credit in such account, plus the State 
Grant of 2/9ths on same. The Benefits are administered through the Insurance 
Committees. There are at present about 7,000 Deposit Contributors in the 
Saorstat. The vast majority of them are persons who either dislike Health 
Insurance and consider it undignified to join a Society or persons who are in
dolent and take no trouble to look after their insurance. A small proportion 
have been refused admission on health grounds to Societies, or have been ex
pelled from Societies for misconduct. 

80. When the Insurance Act of 1911 was passed, the provision for Deposit 
Contributors was only temporary, and it was not the intention of the Legisla
ture to continue the Class beyond a few years. A higher proportion of the 
insured population than was anticipated became Deposit Contributors and the 
difficulty of disposing of them was increased during the World War, when people 
became insurable who went out of insurance when the War ceased. As a Class 
they deserve very little consideration as in many cases they remain outside the 
Insurance Scheme from petty moth:es. It was not so easy, however, to dispose 
of them owing to certain practical difficulties. To compel all to join Approved 
Societies would necessitate (i) the abolition of a health test on joining a Society. 
and (ii) the withdrawal of the right of an Approved Society to expel a member 
for misconduct. These two difficulties would disappear were the *Unification of 
Approved Societies in the Saorstat to be effected. If, however, Unification 
be not resorted to, the abolition of the Class can be brought about only by the 
Societies agreeing to amend their Rules in the two particulars mentioned. The 
representatives of the Approved Societies' Association stated that they are 
prepared to agree to the free admission of members and to the abolition of the 
expulsion rule. 

81. It was proposed that the Deposit Contributors should be formed into 
a Society to be administered by the Insurance Commission. The Commission 
opposed this on the ground that it was not advisable that it should add to its 
administrative and judicial functions the actual management of a Society which 
would be looked upon as a State Society. but would not have the advantages of 
a State Guarantee; healthy members would leave as it was not proposed that 
the Society should give the ordinary Benefits, and gradually such Society would 
become a mere clearing-house for new entrants and a refuge for invalids and the 
expelled of other Societies. . 

DEPOSIT CONTRIBUTOR CLASS SHOULD BE ABOLISHED IF POSSIBLE. 

82. We consider that, if at all possible, the Class of Deposit Contributors 
should be abolished, transferring all Deposit Contributors to existing Societies. 
Pending the decision of the Government as to the future of the Societies as dis
cussed in our later paragraphs t we refrain from making further recommenda
tions on this head. 

MARRIED WOMEN • . 
88. A large body of evidence shows that the administration of the special 

benefits (under Class K) to an insured woman who ceases insurable employ
ment on marriage is a source of considerable trouble and difficulty to Societies. 
While the evidence is not unanimous all the witnesses who represent purely Irish 
Societies have as with one voice proclaimed the difficulty of administering the 

. Class K. Scheme. The only witnesses who favour its continuance were those 
representing Societies, the parent body of which is situated outside the Saorstat. 
We, therfore, are forced to the conclusion that a case has been made out for the 
simplification of the changes which, on marriage, take place in the insurance 
status of a woman. We recommend that in lieu of the present benefits of Class 
K. a cash endowment be paid to every insured woman on marriage; the normal 
amount of this should be actuarially determined, the actual amount paid being 
of course subject to deduction in respect of arrears of contributions. The 
incident of marriage in an insured woman's life should terminate her previous 
insurance and if she continues in or re-enters insurable employment after marriage 

• See paragraph 43, an/ra 
t See paragraphs 43-M, infra. 
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'She should be treated as a new entrant into insurancer In the course of evidence 
from witnesses representing Approved Societies it was repeatedly stated that 
Societies do not receive prompt notification from. their members of facts which . 
affect not only the position in insurance of the members but also the finances 
·of the Societies. We consider that, if at all possible, the Insurance Commission 
should receive early notification of the fact of marriage of an insured woman 
.and of the death of an insured person or of the husband of an insured woman. 

ARREARS SCHEME. 

34. The present Arrears Scheme while it is generous to the insured person 
who has fallen into arrears is inequitable in its effects. The contribution year 
ends in Jaly' and the Benefit Year begins in January following. The object of 
this is to .allow members who have not the full number of contributions to their 
credit to payoff their arrears within a prescribed period and thus come into full 
benefit for the next ensuing Benefit Year. If, in July, a member is short of con
tributions he may pay a small lump sum varying from 1/- to 9/- in' order to 
secure a higher rate of benefit than his cGntribution position would warrant. 
The hardship to the member consists in requiring him, after a prolonged period of 
unemployment, to pay arrears to keep himself in benefit. If he fails to do so 
.and falls ill during the coming Benefit Year he will receive either no benefit or 
a reduced benefit. The hardship to the Society is that the payment by the 
member does not cover the risk. The arrears payment is calculated on the 
assumption of a greater average frequency of contribution payments than at 
present exists in the Saorstat, so that a Society with a low average frequency 
·of contribution payments becaij.se of Unemployment, is further penalised by 
having to carry a risk which the payment by: the insured person does not cover • 
.As a matter of fact, we are informed, insured persons do not in the great majority 
of cases pay these arrears. The Committee was informed that there is no margin 
in the present rates of contributions to meet these difficulties. The matter is 
at the moment under consideration in Great Britain. When the Valuation 
results are declared it may be possible to make some provision to meet the case. 
We therefore propose to await the completion of the Valuation and Pos.tpone 
our recommendations to our Final Report. 

AUDITOR SHOULD HAVE THE POWER OF SURCHARGE IN THE CASE OF ApPROVED 
SOCIETIES. 

35. We think that the Auditor should have the power of surcharge in the 
-case of Approved Societies. His present power is not really effective as he 
merely disallows items of expense for which there is no authority. These 
sums are not charged against any individual but are recharged to the 
Society's Benefit or Administration Fund. The Committee feels that a 
power of 'surcharge similar to that given in the case of Insurance Committees 
by the National Health Insurance Act, 1918 (Section 33 and Schedule III, Part 
1 (1» should be conferred in cases where there is evidence of gross negligence, 
or of misconduct, in the administration of the funds of an Approved Society. 

NOTICE OF ILLNESS. 

36. The Insurance Act of 1911 required a member to give notice of illness 
within three days from the beginning of the illness. If a member neglected to 
do so and applied some weeks or even months later the Society had to consider 
the application ,and if satisfied that the member was ill had to pay. This de
prived it of the right of supervision directed to ensure compliance with the 
"Rules of Behaviour" during Sickness. This was altered by the Insurance 
Act of 1918 imposing a duty on the insured person of notifying his illness within 
three days on a penal~y of loss of Benefit for the period which ela:psed frorp. the 
end of the three days until the actual notice, unless he was able to furmsh a 
reasonable excuse to the Society for the delay in notification. In practice it ,,:as 
found exceedinglY difficult to enforce compliance with the requirements of notice 
within three days and this is especially so in Ireland where a person t:are1y C?n
suIts a doctor at the lirst symptom of illness. We suggest that .the penod dunng 
which notice shall be given of illness be extended to seven days. \Ve may 
mention that the Societies' representatives raised no objection to this proposed 
extension of the time. 
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RECOVERY OF ARREARS OF CONTRIBUTIONS. 

37. At present the Insurance Commission is unable to recover more than 
one year's arrears of contributions in proceedings in Court against a defaulting 
employer. This has proved a source of very serious financial loss as defaulting 
employers take advantage of every device to evade payment with the result 
that before they can be brought into Court much of the arrears is irrecoverable. 
We are of opinion that the limitation should be removed. The Commission 
should be entitled to recover all arrears due by civil proceedings in the District 
Justice's Court. This is already the law as regards Unemployment arrears. 

JUNIOR ASSISTANT MISTRESSES OF NATIONAL SCHOOLS. 

38. An administrative difficulty has arisen in connection with the Insurance 
'of Junior Assistant Mistresses of National Schools. This is the only class of 
National Teacher compulsorily insurable. As the salary is now paid direct by 
the Department of Education the unfairness of asking the Manager to stamp 
the Health Insurance Card and to collect the contributions from the teacher 
and the Department is apparent. We are of opinion that for the purposes of the 
National Health Insurance Acts only, the Department of Education should be 
deemed to be the Employer of the Junior Assistant Mistresses. This will remove 
a genuine grievance of the Managers who are legally liable for the stamping of 
.the cards without being able to deduct the amounts appropriate. 

INSURANCE COMMITTEES. 

39. The National Insurance Act of 1911 was the first serious attempt on the 
part of the State to provide a financial contribution, apart from the rates, towards 
the treatment of tuberculosis. That Act set aside Is. 3d. per insured. person per 
annum for the treatment of tuberculous insured persons and the administra
tion of this Fund was entrusted to the County or County Borough Insurance 
Committees. In Great Britain the domiciliary treatment of tuberculous 
insured persons was merged in Medical Benefit and 6d. out of the Is. 3d. was 
diverted for that purpose. In Ireland the whole Is. 3d. was given to the Com
mittees for treatment. In the year 1912 the Hobhouse Grant was intro
duced which enables local authorities to obtain a recoupment of one-half 
of their net expenditure on the treatment of tuberculosis. This dual system 
-continued in Great Britain until 1920 when the treatment of tuberculosis 
was altogether handed' over to the local authorities and compensation was 
paid to them from an annual State Grant for the additional cost imposed 
on them, the moneys heretofore deducted from Insurance Funds for treat
ment being absorbed in the general financial scheme. In Ireland no change 
was made and the dual system has continued up to the present. In practice, 
however, 18 of the 31 Insurance Committees in the Saorstat have made 
arrangements with local authorities for the provision of treatment for tuber
culous insured patients in return for the Is. 3d. per insured person. The 
total amount paid in this way to local authorities is about two-thirds of the 
.entire income of the Sanatorium Benefit Fund in the Saorstat. 

ABOLITION OF INSURANCE COMMITTEES RECOMMENDED. 

40. We are of opinion that the Insurance Committees should be abolished. 
The treatment of the tuberculous insured people should form part of the ordinary 
Tuberculosis Schemes of the local authorities. Insured persons, not without 
reason, complain of charging Insurance Funds with this cost as they already 
contribute to the local authorities' Schemes both as taxpayers and ratepayers. 
On the other hand the local authorities will naturally, in accordance with the 
procedure in Great Britain, look for compensation for the additional burden 
placed on their Funds. The amount involved is not excessive. The total Sana
torium Benefit Fund amounts to about £30,000 a year. If this represent the 
increased cost to the local authorities it would mean £15,000 on the rates and 
£15,000 on the State following the principles of the present Hobhouse Grant. 
In Great Britain, as we have already pointed out, the State made a block 
annual Grant to compensate the local authorities for the loss of the Funds 
hitherto supplied from Insurance sources. 
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41. As the Insurance Committees perform other functions which must be 
provided for, and .as the question of the disposal of the Insurance Funds set free 
if and when the above recommendation is adopted will be dealt with when we 
consider the second of our terms of reference, we shall, in our Final Report, return 
to the matter. 

42. Tables showing the cost of administration of Approved Tuberculosis 
Schemes by local authorities and of Sanatorium Benefit by Insurance Commit
tees, together with the cost of Central Administration in each case, are appended 
in Appendix F. 

UNIFICATION OF ApPROVED SOCIETIES. 

48. The Insurance Commission put forward as its main proposal for simplifi
cation and economy the unification of all existing Approved Societies in tlie 
Saorstat into one Society. The arguments advanced in favour of such unifica
tion were:-

(a) No overlapping of Societies; 
(b) equal benefits for members; 
(c) uniformity of administration; 
(d) adequate agency system and supervision of sick members; 
(e) no transfers or questions of disputed membership; 
(f) no expulsions; 
(g) facilitation of abolition of the Deposit Contributor Class; 
(h) surpluses made aV'ailable in aid of Schemes for the prevention of disease; 
(i) equalisation of the effect of arrears on the funds; and 
( i) considerable savings on the cost of Central Administration. 
The Commission calculates that there would be a saving of about 45 per cent. 

on the present total cost of its administration, the accounting work would be 
reduced to a minimum and on the Secretariat side would disappear most of the 
work of the Approved Societies' Branch. 

OBJECTIONS TO UNIFICATION. 

44. The objections to a Scheme of Unification, variously advanced by wit
nes~es, were;-

(1) that it would necessitate a State Guarantee of the minimum. Benefits; 
(2) such a Society might become so powerful as to exercise undue pressure 

upon the Government of the day or to render nugatory the power of supervision 
to be exercised by the Insurance Commission; 

(8) the cessation of competition between Societies might lead to careless 
administration; 

(4) special classes of insured persons would object to being included with 
other workers in a common Society; 

(5) Societies which have accumulated surpluses and are likely to continue 
to accumulate them would object to merge such surpluses in a pool with Societies 
with less favourable experience; and 

(6) the existing officials of Approved Societies would require expensive com
pensation. 

45. To these objections the advocates of Unification replied;-
As regards (1) the State Guarantee of minimum Benefits could only be looked 

to should a deficiency arise from causes beyond the control of the Committee 
of Management. With this limitation the temptation to lax management would 
disappear and the fact that the risk was spread over the entire insured po~ula
tion would reduce the possibility of a deficiency to a minimum. The U~ed 
Society being self-governing need not be treated differently from other So?etIes. 

As to (2) the interests in a Unified Society would be so divergent that lt can
]'lot. have political cohesion. It will represent every type of insured workers 
without distinction of class or sex. 
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There is no substance in (3). The want of the competitive element will be 
replaced by much more effective local administration. Where there are at 
present a dozen lowly-paid local agents there will be one competent agent whose 
work can be more readily supervised and checked. 

Arguments (4) and (5) ignore the fact that a National Insurance Scheme 
is not in the true sense" National" when those who are healthy and have con
stant employment are segregated from their less happily placed fellow-workers. 
A Society with carefully selected lives is able to pay large additional benefits 
to its members while the Society composed of casual labourers whose employ
ment is intermittent finds it difficult to avoid a deficiency on Valuation. 

Finally it is not disputed that many of the existing officials would obtain em
ployment in the proposed Unified Society. Whole-time officials of the higher 
grade who would not be re-employed by the Unified Society should receive com
pensation for loss of office. Compensation would, in fact, in v~rying degree 
be a necessary corollary of any new Scheme whether it take the form of Unifi
cation or N ationalisation or enforced Reduction of Societies. 

ATTITUDE OF CERTAIN WITNESSES TOWARDS UNIFICATION. 

46. ,On this question of Unification the representatives of the Approved 
Societies' Association stated that they were opposed to any radical alteration 
in the present system of administration through Approved Societies. If a change 
towards centralisation were to be made they preferred a nationalised system 
to a unification of Societies. The representatives of the Irish Labour Party 
and Trade Union Congress and of the Association of Trade Union Approved 
Societies were in favour of a nationalised system, and failing nationalisation:. 
as a step thereto approved of unification of Approved Societies. 

NATIONALISATION. 

47. The advocates of Nationalisation claim for it all the advantages of Uni
fication and in addition that the entire administration of Health Insurance would 
be under the control of a Minister directly responsible to Parliament. 

48. The objections made to nationalisation of Health Insurance may be 
summarised under two heads :-

(1) The objections usually made to Nationalisation as a 'general State Policy; 
(2) Financial objections, e.g.:-

(a) necessity for a State Guarantee of Benefits; 
(b) temptation to an undue increase in Benefit Expenditure, leading to 
(c) increased cost of supervision, and 
(d) increased cost of local administration. 

REDUCTION OF THE NUMBER OF ApPROVED SOCIETIES. 

49. The third alternative considered by the Committee was reduction of the 
number of Societies. The procedure first suggested was to impose a minimum 
membership of 5,000 or 10,000. The former would reduce the number of societies 
in the Saorsta,t from 81 to about 30 and the latter to some 12 or 15. 

. Reduction could be brought about by voluntary amalgamation with a time limit 
on the expiration of which Societies under the minimum which had not amal
gamated with others to bring their membership over the minimum would be 
compulsorily absorbed by surviving Societies. The representatives of the 
Approved Societies' Association, while not averse from some type of voluntary 
amalgamation, were opposed to the compulsory reduction of the number of 
Societies. They drew the attention of the Committee to the fact that the number 
of Approved Societies in the Saorstat was proportionately much smaller than in 
England, ·Wales or Scotland. The Committee feels however that conditions 
in the Saorstat which has a widely scattered population are not comparable with 
those in highly centralised industrial cQmmunities. 
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50. While Reduction would somewhat diminish the cost of Central Adminis
tration it would not effect the very considerable saving in it which, we are 
informed, would follow Unification. It would leave the difficulty of the Deposit 
Contributors to be settled; the Deposit Contributors, as pointed out in para
graph 30, could not be compulsorily drafted into Societies unless these admitted 
members without a health test and further agreed to abandon their expulsion 
rule. . 

51. Reduction would remove some of the objections to the present over
lapping of Societies though it would not render the machinery so efficient as is 
desirable. 

52. An Ipbjection to' voluntary amalgamation on grounds of public policy 
should not be overlooked. A number of Societies of the one type of member
ship might amalgamate and thus bring practically one-half of the insured people 
into one new Society. Such a Society, with such a type of membership, could' 
conceivably form a powerful combine for purposes foreign to Health Insurance. 
Outside such a Society would be a number· of smaller and weaker Societies with
out similar bonds of cohesion. 

UNIFICATION-IF FEASIBLE-THE BEST METHOD OF SIMPLIFYING HEALTH 

INSURANCE AND REDUCING COST OF CENTRAL ADMINISTRATION. 

53. We have carefully considered the three modes of simplification put before 
us and we have come to the conclusion that Unification-if feasible-affords 
the best method of simplifying National Health Insurance in the Saorstat and 
of effecting very considerable economies in the cost of its Central Administration. 

STEPS TO :BE TAKEN TO BRING UNIFICATION INTO OPERATION. 

54. If and when Unification is adopted we recommend further that:
(1) in the first instance a provisional Committee be appointed by the Govern

ment to replace the existing Committees of Management of the Approved 
Societies; 

(2) the provisional Committee consist of 15 members, 12 being represen
tatives of Approved ,Societies and 3 of Employers thus bringing employers and 
employees into touch with one another in a National Scheme of Health 
Insurance; 

(3) the first officials of the new Unified Society be chosen from existing 
officers of Approved Societies by a Selection Board after consultation with the 
Minister for Local Government and Public Health; 

(4) the provisional Committee hold office for a years and prepare a consti
tution for the new Committee of Management, subject to the approval of the 
Irish Insurance Commissioners, and that such constitution provide for the 
representation of employers on the Committee of Management; and 

(5) the Unified Society begin to function on the ard July, 1926, the date 
at which the present Additional Benefit Schemes terminate. The choice of this 
date would facilitate the fusion of the funds of all Societies and Branches. 

CONTINGENCIES AND CENTRAL FUNDS: 

55. Some smaller points on the first of our terms of reference were considered 
dealing with the Contingencies Funds of Societies and the Central Fund. We 
have not made any recommendations on these matters pending the result of 
the Valuation and the decision of the Government on the question of Unification. 
Contingencies and Central Funds are reserve funds for Societies against deficien
cies and our recommendations can be more appropriately made in our Final 
Report. 

MEDICAL REFEREES. 

56. Some of the witnesses were strongly in favour of the establishment of 
a system of State Medical Referees on the lines of that obtaining in Great Britain 
and it was their opinion that Approved Societies would be willing to pay seven
ninths of the cost of a Referee system even though Medical Benefit were not 
introduced. We are informed that three temporary whole-time District 
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Medical Referees have now been appointed to the Saorstat. These appoint
ments-which will have effect as from the first February, 1925-have been made 
as the result of recommendations made to the Minister for Local Government 
and Public Health by a Board of Selection set up by the Civil Service Commission. 

NON-CoMPLIANCE. 

57. The Committee is deeply impressed with the revelation of the wide-spread 
disregard of the duty of stamping cards. The Insurance Act never got a fair 
chance in Ireland. As the Committee points out in paragraph 3 of this Intenm 
Report, the Act met with political opposition at the outset, and amongst the 
persons chiefly affected there was an almost universal ignorance regarding Health 
Insurance. In 1913 when some progress had been made towards the normal 
functioning of the Act, trade disputes arose and these were followed in 1914 by 
the World War. From 1919 to 1923, owing to the unrest and disorder existing 
in Ireland, the Outdoor staff of the Insurance Commission could not penetrate 
into many portions of the Rural Districts. During this period the expectation 
was almost general that National Health Insurance would be discontinued; 
as a result many employers who theretofore had been regular in their com
pliance ceased stamping cards. All these causes contributed to the excessive 
evasion which now exists and militates so grievously against the operation of 
the Act. 

58. The number of the Inspection Staff was fixed originally on the expecta
tion of a better compliance. It was never intended that all the time of the 
Inspection Staff should be taken up with enforcing compliance as it has many 
other duties to perform, e.g., investigation of complaints as to non-payment of 
benefits; attendance at the meetings of Insurance Committees; special investi
gations and inquiries of various sorts. In effect, the extent of non-compliance 
made the work of the Inspection Staff exceedingly onerous. 

59. The Committee is informed that a very considerable portion of the time 
of the Inspection Staff is taken up with work under Unemployment Insurance. 
Some slight addition to the Staff was made to cope with this extra work, but the 
fact remains that the present staff finds it impossible to cover the entire Country. 
So much so that a whole County-in some cases more than one County-has to 
be entrusted to one officer. 

60. When cases come before the Courts, if a small fine is imposed it proves 
no deterrent as the defaulting employers save matly times the amount of the 
fine because of the existing state of the Law which allows only one year's arrears 
of contributions to be recovered. In the districts where substantial fines have 
been inflicted there has been an immediate increase in the sale of Health Insurance 
Stamps. 

61. Another unsatisfactory feature of the contribution income is the low 
average number of Health Insurance Stamps which are found on the contribu
tion cards. This has a serious effect on the normal functioning of the plan by which 
" paper " Reserve Values are converted into cash. While the low average 
number of contribution payments is probably caused in part by the frequency 
of casual employment in the Saorstat, the Committee is of opinion that, to 
a. certain extent, it is due to partial non-compliance. 

62. Wide-spread evasion prevails in the domestic servant class. This in 
some measure is accounted for by the fact that under the existing Acts the 
Inspectorial Staff of the Insurance Commission has not adequate powers, in the 
case of private house service, to investigate suspected non-compliance. The Com
mittee recommends a reform of the Law in this respect. 

63. It is a matter of satisfaction to the Committee to learn that since the 
establishment of more peaceful conditions in the Saorstat the sale of Stamps 
is increasing, although it is yet far short of what normal compliance should see-ure. 

64. Some of the reforms recommended by the Committee would help con
siderably to reduce the amount of evasion which exists; e.g., the e~tension of 
the period for the recovery of arrears of contributions from defaulting employers ; 
the Unification of Societies, with the resulting improvements in the agency 
system. 

65. The Committee feels strongly that in the interests of the entire com
munity an extensive pUblicity campaign should be set in motion to bring the 
benefits of the Acts clearly before the people for whom especially they were 
designed. Lessons in the primary School Readers would be very serviceable. 
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PART II. 

SECOND TERM OF REFERENCE. 

66. We now pass to the second of our terms of reference :-" to consider 
" whether it is desirable to institute a system of medical treatment on a contri
'" butory basis and, if so, to advise as to the form which such system should 
take." 

MEDICAL BENEFIT ON A CONTRIBUTORY BASIS WOULD BE WELCOMED BY . 

INSURED PERSONS. 

67. Th~ evidence submitted to the Committee shows that the majority of 
insured persons would welcome the introduction of a system of medical benefit 
on a contributory basis. Only 9 Approved Societies do not favour the extension 
of medical benefit to insured persons. The membership of these Societies is 
about 12,600; and it is worth noting that some among them are already 
provided with medical treatment schemes of their own. Eight other Approved 
Societies-with a membership of nearly 12,000-would not favour the introduc
tion of this benefit if it involve any increase in the present contributions under 
the Insurance Acts. In some cases there was a demand for the inclusion in 
Medical Benefit of the immediate family dependants of insured persons, but the 
view was expressed by witnesses that the contributions should not be increased 
for the inclusion of such dependants. 

There was also demand for Dental Benefit as a further Statutory Benefit. 

MEDICAL CERTIFICATION. 

68. We have already stated in paragraph 12 that the absence of Medical 
Benefit In Ireland necessitated the provision of a system of Medical Certifica
tion. Under this system a Panel of Medical Practitioners was formed by' the 
Insurance Commissioners for the purpose of furnishing insured persons, free of 
charge, with the medical certificates required by them in connection with claims 
for sickness and disablement benefits. These Medical Certifiers are responsible 
to the Insurance Commissioners alone and are paid by them direct out of a Special 
Fund which amounts in the aggregate to approximately 2s. per insured person 
per annum. The payment to the doctor is on the basis of "work done," but 
the rate of payment varies according as the area in which he certifies is wholly 
urban, wholly rural, or semi-urban or rural. 

69. The basic idea in Medical Certification is that the doctor in attendance 
on the insured person should be paid for the additional work of issuing medical 
certificates for the purposes of the National Health Insurance Acts; neverthe
less there is no obligation on the certifying doctor as such to treat medically 
the insured person to whom he issues a certificate of incapacity for work. His 
duty, under the system of Certification, begins and ends with the issue of the 
certificate. Approved Societies complain that some doctors are lax in the issue 
of certificates, and that under the present system the Societies' funds are not pro
perly safeguarded against excessive claims to sickness benefit. Doctors complain 
that they are placed in a difficulty owing to the absence of Medical Referees to 
whom doubtful cases may be sent. For Medical treatment the insured person 
must either payout of his own pocket or, failing that; resort to the Dispensary 
Medical Officer. 

MEDICAL TREATMENT ON A CONTRIBUTORY BASIS SHOULD FORM PART OF 

NATIONAL HEALTH INSURANCE. 
."'!I"'l" ,.-~ 

70. Most of the witnesses examined as to Medical Benefit were of opinion 
that a proper system of medical treatment for the insured persons on a contri
butory basis is the main reform requisite. There is no doubt that National 
Health Insurance in Ireland has suffered from the absence of medical treatment 
as part of the Statutory Scheme of Benefits. This was felt from the incepti.o~ of 
the system of National Health Insurance. In the preamble to the ongmal 
National Insurance Act, 1911, the Act is described as insurance against loss 
of health" and for the prevention and cure of sickness." In 1918 the Committee 
appointed "to consider the Extension of Medical Benefit under the National 
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Insurance Act to Ireland" reported in favour of the immediate extension 
of such Benefit to the County Boroughs. That Committee did not see its way to 
recommend any further extension at the moment owing to being unable to arrange 
terms between the Approved Societies and the Medical Profession as to the 
inclusion of the dependants of insured persons which the Societies demanded. 
That Committee also stated that the British system was unsuitable to rural 
Ireland and that the extension of Medical Benefit to areas' outside the County 
Boroughs should await the comprehensive reform of the Poor Law and the 
creation of a State Medical Service. No action was taken on this Report owing 
to the World War of 1914-1918. 

The Irish Public Health Council considered the question of the extension of 
Medical Benefit and in paragraph XI. of its Report stated "that the absence 
of any provision for medical treatment of insured persons has an mjurious effect 
on the health of the working classes, and we feel that some system such as we 
indicate in Part III. should be made operative as soon as possible." The system 
referred to was the proposed creation of a Medical Service as set out in para
graphs XL to LVI. of that Report. 

It will be seen, therefore, that the two Committees which considered the ques
tion of Medical Benefit were of opinion that A:fedical treatment on a contribu
tory basis should form part of National Health Insurance. With that opinion the 
Committee is in agreement. 

PROVISION OF MEDICAL BENEFIT MAINLY A PROBLEM OF FINANCE. 

71. The provision of Medical Benefit is mainly a problem of finance. The 
Committee, in the absence of fuller information as to the funds that may become 
available from Insurance sources (in addition to those at present devoted from 
various sources to purposes of Medical Treatment), and as to the position which 
such arrangements would occupy in relation to the Medical Charities System 
is unable in this Interim Report to formulate a Scheme for the provision of 
medical treatment. It is hoped, however, that the valuation of the Approved 
Societies, the preliminary operations of which are at present proceeding, will 
be sufficiently advanced by the Autumn of this year to enable us to make 
definite recommendations on the second-as well as on the third-of our terms 
of reference. Meanwhile we have appointed five* of our members as a Sub
Committee to pursue investigations as to the lines on which Schemes for Medical 
treatment might be appropriately laid, due regard being had to the system obtain
ing at present for the medical relief of the Poor. With the outcome of these 
inquiries before us, the consideration of the financing of it in the light of the 
Valuation results will, it is hoped, be expedited. 

PART III. 

THIRD TERM OF REFERENCE. 

72. We now deal with our third term of reference, namely:-
"to examine into and report on the question whether the medical services at 
"present assIsted or maintained out of State or local funds can be improved as 
"respects efficiency and economy, and, if so, in what manner, due regard being 
" had to any recommendations made under the preceding paragraph " (of terms 
of reference). 

The reference includes the admInistration of the (1) Public Health Services 
and (2) Medical Charities Act. 

PUBLIC HEALTH ADMINISTRATION. 

73. The first step towards concentration of central administrative control 
in regard to Public Health has been taken by Section 1, Sub-Section (IV) of the 
Ministers and Secretaries Act, 1924, which has grouped under one Minister the 
several Departments concerned with Health. This has already brought about 
improved co-ordination between the Local Government Board, the Registrar
General, the Inspectors of Lunatic Asylums, the General Nursing Council and 
Central Midwives Board. The Dublm Hospitals Vote, formerly administered by 
the Chief Secretary, is now under this central control. 

• Sir Joseph Glynn, Mr. J. Hurson. Dr. W. J. Maguire, Dr. R. J. Rowlette, and Dr. E. F. Stephenson. 
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STA'l'E GRANTS, FOR :MATERNITY AND CmLD WELFARE AND FOR THE 
TREATMENT OF TUBERCU~9SIS. 

74. Memoranda submitted to the Committee by the Department of Local 
Government and Public Health on (1) Maternity and Child Welfare and (2) the 
treatment of Tuberculosis are appended in Appendix G. The administration 
of the State Grants available for these services has been efficient and economical. 
Proposals for remedying the recognised defects in the organisation of local 
sanitary services, including the establishment of a County Health Authority, 
are under consideration in the Oireachtas and, if adopted, are calculated to 
produce uniformity and to remove the disadvantages resulting from overlapping 
functions a'\J.d narrow areas of jurisdiction. 

MEDlCAL RELIEF UNDER THE MEDICAL CHARITIES ACT, 1851. 
75. Statements submitted to the Committee by the Department of Local 

Government and Public Health in regard to (i) the Medical Charities Act, (ii) 
Medical Relief in Hospitals, and (iii) the general finance of Medical Relief are 
appended in Appendix H. 

76. The Medical Charities Act, 1851, provides Medical Advice and medicine 
free for the sick poor throughout the country. Under its enactments. Boards 
of Guardians were empowered to establish dispensary districts, appoint Officers 
to such districts," establish dispensaries and supply medicines and appliances 
thereto. Poor Law Guardians, Wardens and Relieving Officers were authorised 
to issue tickets to entitle the recipients to the services of the Medical Officers, and 
arrangements were made for the cancelling of such tickets if, in the opinion of 
the Board of Guardians, the recipients were not fit subjects for dispensary relief 
as not being " poor persons " within the meaning of the Act. The powers and 
duties of the Boards of Guardians under that Act have since been transferred in 
every County of the Saorstat to the new Boards of Health except in Dublin 
where Boards of Guardians still function. The County Schemes for the amal
gamation of Poor Law Unions came into operation on various dates since 1921, 
and were put on a standard basis in pursuance of the Local Government (Tem
porary Provisions) Act of 1923. 

The supervision of the administration of the original Act had been entrusted 
to the then Poor Law Commissioners, to whom for this end was added a Medical 
Commissioner. Those Commissioners were replaced in 1872 by the Local 
Government Board for Ireland which in turn was replaced by the Ministry of 
Local Government, now the Department of Local Government and Public Health. 

The Poor Law Commissioners were empowered and directed under the Act of 
1851 to make General Rules and Regulations for the Government of Dispensary 
Districts; for the guidance and control of the Guardians and the Dispensary 
Officers; and to revise, revoke, or- amend those Rules. Rules were made, and 
from time to time amended. A copy of those at present in force is given in 
Appendix H. 

Each Union was. divided by the Guardians into Dispensary Districts and if 
the Poor Law Commissioners, or subsequently the Local Government Board, 
approved of the suggestions, they sanctioned the proposal by Order under Seal; 
and in this Order provided for the Officers to be appointed for service of the 
'District.. Dispensary Districts to the number of 727 were formed between the 
~Otil December, 1851 and the 27th May, 1852. The average area for each 
DisperJ,Sary District was 2.7,985 Statute acres and the average population 9,012. 
The authorised staff consisted of 776 Medical Officers, 38 Compounders of 
Medicine and 10 Midwives. In 1907 the total number of Dispensary Districts 
in the 32 Counties had increased to 740, whilst the average area had decreased 
to 2.7,494 Statute acres and the average population to 6,025. The staff con
sisted of 807 Medical Officers, 47 Compounders of Medicine and 628 Midwives .. 
At present in the 26 Counties the number of Dispensary Districts is 588 and the 
stati consists of 634 Medical Officers, 30 Compounders of Medicine and 656 
Midwives. 

77. The trend of legislation has been unquestionably to centralise local 
administration. Pursuant to the recommendation of the Irish Public Health 
Council the County has become the administrative unit; and this widening of the 
administrative area to include the County instead of the former limitation to 
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a Union under the old ;Poor Law System is undoubtedly of advantage to Dis
pensary Medical Officers as it gives them a wider scope for promotion and acts 
as an incentive to efficiency and consequently the giving of better service. 

MEDICAL CHARITIES SYSTEM IS Now GIVING VALUABLE SERVICE TO THE POOR. 

78. The administration of the Medical services comprised in the Medical 
Charities Act has in recent years thus been made more efficient and more pro
gressive; and, whilst having due regard to economy, is now giving valuable 
service to the sick poor. Since the establishment of County administration 
(1921-1923) the policy of the Minister for Local Government and Public Health 
has been, we are told, to regulate scales of salaries for Dispensary Medical 
Officers and Midwives on a uniform basis within each County and to encourage 
promotion within the County area. These reforms have been accepted in twenty 
county areas by the newly established County Boards of Health. Revised 
Regulations now secure to Dispensary Medical Officers. the right to four week>' 
annual vacation, while the Local Government Bill (1924) which has already 
passed through its various stages in the Dail provides improved machinery for 
Superannuation, and makes service in the Saorstat pensionable, irrespective 
of the particular areas in which it may have been given, provided it be continu
ous service. 

ALLEGED DEFECTS IN THE DISPENSARY MEDICA;£. SERVICE. 

, 79. In the opinion of some of the witnesses defects exist in the Dispensary 
Medical Service. We here set out the seven defects alleged, and the case made 
in respect of each of them :-

(1) The Taint of Pauperism. 
Owing to its association with Poor Law Administration a persistent prejudice 

exists in the minds of the public against the Dispensary system. 
(2) The Absence of a Fixed Retiring Age for Dispensary Medical Officers. 

The absence of a statutory right to pension occasioned the abuse of Medical 
Officers clinging to office after their professional usefulness had ceased. 
(3) The Method of Electing Dispensary JJ.ledical Officers. 

Grave abuses exist in some districts affecting injuriously the election of 
Medical Officers; bribery, direct and indirect; political pressure; undue 
influence of relatives. 
(4) Unsuitable. Dispensary Premises. 

Some of the dispensaries, especially the branch dispensaries, are unsuitable 
for the purposes they are intended to serve, and in some cases~ insufficiently 
equipped. 
(5) The Inadequacy of the Salaries Paid to Dispensary :Medical Officers. 

The salaries of Dispensary Medical Officers, first fixed in the middle of 
the last century, remained almost unchanged up to the beginning of the 
present century in spite of greatly increased cost of living and of the longer 
course of education required in order to become a Medical Practitioner. 
In 1904 the average salary of a Medical Officer in Ireland was £109. 
There was a slight gradual increase during the following ten years and 
in 1914 the average had become £130. The average salary in. the Saorstat 
is now £251, a sum which does not show much, if any, advance as regards. 
purchasing power on the salary paid in 1904. 

In many cases the salary cannot pay the necessary out-of-pocket expenses 
of travelling through a Dispensary District. Candidates have in th~ main 
been induced to join the Dispensary Service, not by the remuneration offered 
as salary, but by the prospect of earning a livelihood in private practice in 
the district. 
(6) The Inequality oj the Salaries Paid to Dispensary JJ.ledical Officers. 

There have always been great inequalities in the amount of salaries paid 
to Medical Officers in different areas. Moreover, the lower salaries prevail in 
those areas where the prospects of private practice are least. Although the 
Dispensary Service has always contained many Medical Officers of skill and 
devotion, it has -never been attractive to the more ambitious of young Irish 
Doctors; as a co~equence not a few have been compelled to go abroad. 
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(7) Lack of Opportunity fOT Advanced Medical Study. 
There is no arrangement in the Dispensary Seriice to provide Medical Officers 

with the opportunity of refreshing and increasing their knowledge by 
attendance on courses of study at recognised Centres. As Medical and Surgical 
knowledge are advancing rapidly, it becomes increasingly necessary to give 
Medical Officers opportunity for such further study. 

80. The Committee gave serious consideration to these alleged defects in 
the Medical Services comprised in the Medical Charities Act. In our view the 
evidence in support of (1) was given by persons lacking knowledge of the working 
()f' the Disr.ensary Medical Service in Counties where the development of the 
administration has proceeded according' to the policy of the Department of Local 
Government and Public Health. The witnesses for the most part relied on their 
experience in the City of Dublin or in places where County administration is too 
recent to be yet effective or on experience of the System prior to the amalgama. 
tion of Unions. We consider that the urufication of the Dispensary and Hospital 
Service under special County Committees will, when such Schemes have had 
time to develop, remove the former prejudice. This system ot Committees~ 
distinct from County Homes and Home Assistance Committees, should be extended 
to every County in the Saorstat. 

As regards (2) a fixed retiring age is not necessary. The right to pension 
under Section 8 of the Local Government Act, 1919, has enabled Medical Officers 
to retir:e before their functions are impaired by old age and has,. it would appear, 
:practically put a stop to the abuse complamed of. The Local Government Bill 
{1924) now awaiting the decision of the Seanad is framed to regulate further the 
pensioning of Medical Officers. 

In respect of (8) the recent conviction and sentence of some members, of a 
County,: Board of Health for demanding bribes in connection with a, Medical 
.appointment indicates a notable advance towards more effective control in these 
matters. Apart altogether from the operation of corrupt or improper motives, 
i.t may be admitted that the members of local authorities are not always com
petent to decide the merits of professional candidates. Many witnesses stated 
that they would prefer to transfer the power of selecting medical men for public 
.appointments to a Central Authority; the witness representing the County 
'Councils" General' Council advocated this as a necessary reform while awaiting 
the setting up, of a State Medical Service. With a view to eliminating the taint 
()f corruption and inefficient modes of appointment, Selection Committees, con
sisting of independent professional experts, and selected public representatives, 
have been. tried as an expedient with so far not unsatisfactory results. In our 
opinion such medical appointments for the present shouW be made by Special 
'Tribunals under the aegis of the Civil Service Commission; thus as the circum
stances of particular appointments may require the test to be applied might be 
(a) examination alone (b) examination supplemented by consideration of ex
perience and general fitness and (c) in some cases, selection without the formal 
test of an. examination. 

In- (4) there is much substance. Undoubtedly maIlY Dispensary buildings 
.are unsuitable. The practice of granting advances out of the Local Loans Fund 
for the provision of new buildings under the Dispensary Houses (Ireland) Act 
was, unfortJUlately, discontinued under the Restriction of Borrowing during the 
World War: Where unsuitable accommodation is now provided the local authori· 
ties should be required' to remedy the- defects. 

As regards (5) and (6), we accept the case made in the' first paragraph of (5). 
The DeI!artment of Local Government and Public Health, particularly in the 
last few" years, has used its influence to improve the remuneration of the Dis· 
pensary Medical Officers. In 20 County areas scales of salaries are now regulated 
and- revised so as to be on a uniform basis within each County area. The problem 
has yet to be dealt with in 10 County areas. The adjustment of the Medical 
Officers' salaries in Roscommon, Longford, Leitrim, Cavan and l\fayo was, de
ferred owing to economic and other reasons. In Cork the amalgamation of 
Unions is of too recent date to permit the actual operation of a Scheme. The 
increase of salary shown by the average figure for the year' ended the 31st 
March, 1924, upon the figure admitted to have been grossly inadequate in 1904 is, 
however"more apparent than real owing to the increased cost. of living., We hope 
to deal more fully with the matter in our Final· Report 
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The Committee approves the suggestion in (7) and recommends that "study 
leave" for a period not less than three months should be granted at least as 
often as once in every five years and that evidence of having taken advantage 
of such opportunities should receive consideration where promotion is in question. 
During "study leave" the Medical Officer should, subject to Regulations, 
receive full salary without deduction for payment of a locum tenens; a Grant might 
be provided to cover Fees for study. The Department of Local Government 
and Public Health has already, within the limits of its powers, granted facilities 
of the kind to Medical Officers. There is, however, no legal authorisation for 
paying a locum tenens during the period of absence. 

NATIONAL OR STATE MEDICAL SERVICE. 

8!. It will be seen from the foregoing paragraphs that considerable progress 
has been made towards the comprehensive reform of the Poor Law Medical 
Services recommended by all previous Committees which mquired into the matter. 
All these Committees looked forward to and recommended the establishment 
of a State Medical Service as the form best suited to Irish rural conditions. 

It is stated in paragraph 28 of the Majority Report of the Medical Benefit 
Committee of 1918 that a general scheme of Medical Benefit would involve 
the creation of a State Medical Service and that no steps could be taken in the 
direction of establishing a State Medical Service except in conjunction with a 
comprehensive reform of the Poor Law. It is interesting to note that the 
Minonty Reports went further than the Majority Report. The signatories to. 
the Minority Reports, mcluding such well-known experts as Mr. W. L. l\ficks 
and Sir Thomas J. Stafford, opposed the partial introduction of Medical Benefits 
in the County Boroughs and advocated the immediate creation of a State 
Medical Service. Mr. Micks in paragraph (4) of his statement says: 

" The question as to applying or not applying to Ireland the Medical Benefits 
"Sections of the National Insurance Act of 1911, seems to afford to those who. 
"have been advocating the establishment of such a general Medical Service an 
"ideal opportunity for preparing a scheme that, owing to the large funds avail
" able under the Insurance Act, will not be attended by any risk of increasing 
"local rates." 

Sir Thomas Stafford's opening statement is as follows:-

"With the main recommendation of the majority of the Committee I am in 
"complete agreement. I believe that the most satisfactory solution of the 
"problem before us is the creation of a National Medical Service for the whole 
"country, which WIll provide every description of medIcal treatment for the 
"working classes and their dependants, whether insured persons or otherwise. 

"This would involve a reorganisation of the services under which Dispen
"saries and County and Poor Law Infirmaries are established, much upon the 
"lines laid down by the Royal and Vice-Regal Poor Law Inquiry Commissions. 

"The Insurance Act with its provision for Medical Benefits constitutes a 
"unique opportunity for dealing with the whole question on broad lines, 
"inasmuch as it provides the means of supplementmg the existing revenue 
"available for the Irish Medical Services by a large additional subsidy from the 
"Insurance Fund." 

" I am, therefore, in agreement with the principle of the chief recommendation 
" of the Report, viz.: that a State or National Med.ical Service for the whole 
"country should be created." 

The Irish Public Health Council devoted the whole of Part III. of their Report 
to the Medical Service. The Scheme contemplated by the Public Health Council 
-which it should be borne in mind was for all Ireland-while it recognised the 
difficulties presented by the industrial areas, was very wide in its scope: it took 
the form of a National Medical Service to which entrance should be by competi
tive examination. 

In the Memorandum regarding the Medical Charities Act (Appendix H.) sub
mitted to us by the Department of Local Government and Public Health it is. 
stated that in all recent reforms the Minister has kept in mind the possibility 
of the establishment of a State Medical Service. Medical witnesses and others, 
including in particular the representative of the County Councils' General 
Council, have strongly urged the establishment of a State Medical Service, ,with 
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entry by competitive examination, and have expressed tlJe opinion that such 
a step would remedy many of the defects which exist in the present Dispensary 
System. ., 

There has been for a number of years, a growing volume of opinion in favour 
of such a Service. This opinion has in recent years been largely influenced by 
the opportunity for generous financial provision which the Insurance Contri. 
butions seemed to offer. As we have deferred our speClfic. recommendations 
on the el..'tension of Medical Benefits pending the Valuation of the Societies, we 
do not propose in this Interim Report to proceed further with recommenda .. 
tions under the third of our terms of reference. The Sub-Committee appointed 
by us will consider the entire matter in the light both of past Reports and of 
existing ernditions and thus, it is hoped, will enable the Committee to frame a 
comprehensive scheme which, under some form of National Medical Service, will 
combine the Medical Treatment of the Insured with the Medical Treatment of 
the Poor. 

(Signed) 

Sinne, Ie meas, 

WILLIAM l\fAGENNIS (Chairman). 
JOSEPH A. GLYNN. 
J. HURSON. 
JAMES GRAY KYD. 
M. J. CANON MACHUGHt P.P. 
WILLIAM J. MAGUIRE. 
ROBERT J. ROWLETTE* 
EDWARD F. STEPHENSON. 

W. J. KAVANAGH, Secretary, 
PEMBROKE HOUSE, 

UPPER MOUNT STREET, 

DUBLIN, loth February, 1925. 

* See Note by Dr. Rowlette hereunder. 

NOTE ,BY DR. ROBERT J. ROWI.ETTE. 

I aID: unable to join in the Recommendation made by the majority of the 
Committee in Paragraph 53, or to associate myself fully with the arguments on 
which the Recommendation is based. 

I agree in thinking that the method of administering National Health Insurance 
through Approved Societies is cumbersome under the conditions that are found 
in Ireland. The method was introduced to Ireland, merely to give uniformity 
to a system common to Great Britain and Ireland, but designed to meet English 
local conditions. It had no relation to Irish needs or customs, and with any 
re-casting of the Insurance system in Ireland, there appears to be no reason why 
the existing method of administration should be continued, if a better, or one more 
suitable, can be devised. The whole problem should be considered without 
prejudice. 

The arguments put before us were convincing that a unification of Society 
administration would lead to considerable saving, but the saving would, I believe, 
be greater, if the unification were carried a step further, and the entire adminis
tration committed to the care of a Department of Government, as is done in 
-other countries where schemes of National Insurance have been most highly 
developed. Such concentration in a Government Department would have the 
following advantages:-

(1) The direct responsibility of a l\finister to Parliament for the entire ad
ministration of National Health Insurance; 

(2) The co-ordination of National Health Insurance with the Health policy 
of the country, and with the whole scheme of preventive medicine; 

(3) The possibility of readily fitting in National Health Insurance with any 
-other form of social insurance which the country may decide to adopt in the 
future; 
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(4) A greater immediate economy than can be attained, without loss of 
. efficiency, by any other method. 

EYen if there were to be only one Approved Society, as the majority of the 
Committee recommend, there would still be considerable duplication of duties, 
as identical records on certain matters must be kept by the Society and by the 
Commission or controllmg authority. Such duplication would disappear if all 
administration were merged in one body. 

Their objections to this plan are set out by my colleagues in Paragraph 48, 
but have failed to convince me. Passing over Paragraph 48 (1), which is a mere 
undefined appeal to prejudice, stress is laid on the opinion that State adminis
tration of Insurance would necessitate a State guarantee of benefits. This 
objection, if it be an objection, holds whether the State itself administers the 
Insurance, or farms it out to a Society established ad hoc. No State, having a due 
regard for its own credit, could afford to reduce the benefits promised under a 
scheme of National Insurance. once the insured persons were deprived of the right 
they now enjoy of forming or choosing their own Societies. To avoid its liability 
by casting it on a Society, for which it would decline responsibility, would savour 
of fraud. In this opinion of the responsibility of the State several of my col
leagues agree. 

In regard to the other objections raised in Paragraph 48, I see no reason to 
assume, as is suggested, that administration by State-paid officials would be 
either more extravagant or less efficient than administration in part by State-paid 
and in part by Society-paid officials. There is no reason to suppose that Govern
ment employees are more highly paid than persons of similar status performing' 
similar duties for commercial undertakings. 

Apart from the positive advantages of a State system, I think it necessary to 
stress more strongly than is done in the Report some of the disadvantages of 
the proposal for a Unified Society;-

(1) A Society comprising in its membership all the insured persons in the 
Saorstat would be a formidable commercial combine, so large and so powerful 
that it would be beyond the control of either the official supervising authority 
or of the Oireachtas. It would be to the interest of such a combine to gain a 
power on each of the parties of the State, and to attempt to pervert Government 
at its source. So far from the diversity of elements in the Society tending to 
prevent its exercising a political power, the fact that it contained very diverse 
elements would give it all the greater power in the under-world of pohtIcs. 

(2) The farming out of Health Insurance to a Society created for the purpose 
appears to be a mere shelving of the responsibility belonging to the State itself. 
In the words of one of the most experienced witnesses who appeared before us, 
"Unification would be N ationalisation without responsibility." 

(3) All the evidence put before us by, or on behalf of, insured persons, was 
definitely against the scheme of a Unified Society, though some witnesses were 
willing to accept it as a step towards N ationalisation. The opposition to the 
latter was much less than to Unification, even on the part of those who opposed any 
change in the present system. (See Par. 46). 

Administration by a Government Department is the natural, logical, and 
economic method for a National Health Insurance system, and is in accordance 
with the most successful precedents established by other countries, with the 
exception of Great Britain. I recommend the adoption of this method in the 
Saorstat. If, however, the Government is unwilling to adopt this recommendation. 
I believe that the scheme recommended by the majority of the Committee, in 
spite of its drawbacks, would be an improvement on the present system. 

(Signed) ROBERT J. ROWLETTE 

13th February, 1925. 
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NOTE BY MR. J. J. McEL~IGOTT. 

As regards the first term of our reference I am in agreement with my colleagues 
as to the advisability of the continued maintenance of the system of National 
Health Insurance. I am also in agreement with the following reforms urged 
in the Interim Report:-
-LThat the right of claiming exemption from Health Insurance in the Saor
~bl.t be withdrawn and that all persons at present exempt be compulsorily 
Insurable; , 

2. Thalt statutory power be given to the National Health Insurance Com
mission to define by Regulation the types of employment which local authori
ties must insure; 

3. That if at all possible the class of 'Deposit Contributors be abolished and 
all Deposit Contributors transferred to existing Societies; 

4. That in lieu of the present benefits under Class K. given to an insured 
woman who ceases insurable employment on marriage, a cash endowment be paid 
to every insured woman on marriage; the normal amount of this to be actuari. 
ally determined, the actual amount paid being, of course, subject to a deduction 
in respect of arrears of contributions; 

5. That a power of surcharge similar to that given in the case of Insurance 
Committees by the National Health Insurance Act, 1918 (Section 33 and 
Schedule III., Part 1 (1)) be conferred on the Auditor in the case of Approved 
Societies, where there is evidence of gross negligence or misconduct in the adminis
tration of the funds of a Society; 

6. That the period during which notice of illness shall be given by an insured 
person be extended from 3 to '7 days; 

7. That the limitation to one year of the period ot recovery of arrears of" 
contributions from a defaulting 'employer be removed and that the National 
Health Insurance Commission be entitled to recover all arrears due by civil 
proceedings in the District .Justice's Court; 

8. That for the purposes of the National Health Insurance Acts, the Depart
ment of Education should be deemed to be the employer of Junior Assistant 
Mistresses of National Schools; 

9. That unification-if feasible-offers the best method of simplifying National 
Health Insurance in the Saorstat and of effecting very considerable economies 
in the cost of its central administration; 

10. That if and when unification is adopted a provisional Committee as 
recommended in the Report be appointed by the Government to replace the 
existing Committees of Management of Approved Societies: 

11. That action is desirable on the lines suggested in order to reduce non
compliance with the duty of -stamping National Health Insurance Cards. 

While I share in the view expressed in the Interim Report that Insurance Com
mittees should be abolished I do not feel altogether justified in signing a 
recommendation to the effect that "the treatment of the tuberculous 
insured people should form part of the ordinary Tuberculosis Schemes of 
the local authorities." Insured persons have no doubt at present an equitable 
case for demanding that as ratepayers and taxpayers they should share the 
benefits enjoyed by other ratepayers and taxpayers under existing Schemes for 
the treatment of tuberculosis, without having to make a special payment, but the 
fact that the treatment of tuberculous insured persons was handed over to local 
authorities in Great Britain is in itself not necessanly a sound reason for a similar 
course being followed in the Saorstat. Besides, the recommendation of the 
Committee in its present form involves a greater relative burden on local 
authorities and on the Exchequer than is the case in Great Britain where 6d. 
out of the Is. 3d. per insured person set aside annually for the treatment of tuber
culous insured persons is paid over to the Medical Benefit Fund to cover the 
expenses of domiciliary treatment. Even if the Committee had in mind that the 
British precedent should be followed and that 6d. out of the Is. 3d. per insured 
person set aside annually for the treatment of tuberculous insured persons should 
be devoted to domiciliary treatment a sum of 9d. would have to be found from 
sources other than insurance moneys, that is from the rates and from the Ex
chequer. On the assumption that it is this reduced figure with which we have 
to deal I cannot altogether agree with the statement made in the Interim Report. 
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that the amount involved is not excessive. The existing Sanatorium Benefit 
Fund amounts to £30,000. If we earmark £12,000 of this amount at the rate or 
6d. per insured person per annum above mentioned for domiciliary treatment there 
remains a sum of £18,000 which would ha~e to be found annually in equal parts 
by. the ~ates and by the Exchequer. In n~ither case, in view of existing con
ditiOns, IS the proposed burden one to be lightly undertaken. Apart from this 
it is almost inevitable that the expenditure on the treatment of tuberculous 
insured persons will exceed £18,000 per annum according as local authorities 
develop their aITangements for the treatment of the disease and as compliance 
with the Insurance Acts is more widely enforced. The loss of the subvention 
from Insurance sources will thus be increasingly felt. 

In addition to the foregoing considerations, I believe it to be undesirable on 
general grounds that a piecemeal recommendation of this kind should be made 
while the general question of the extension of medical benefit to the Saorstat 
is under consideration. On the latter point the Committee state: "As we have 
deferred our specific recommendations on the extension of Medical Benefits 
pending the Valuation of the Societies, we do not propose in this Interim Report 
to proceed further with recommendations under the third of our terms of 
reference. The Sub-Committee appointed by us will consider the entire matter 
in the light both of past Reports and of existing conditions and thus, it is hoped, 
will enable the Committee to frame a comprehensive scheme which, under 
some form of National Medical Service, will combine the Medical Treatment 
of the Insured with the Medical Treatment of the Poor." It will be seen that 
the Committee here binds itself in advance both to an extension of Medical 
Benefit and to the establishment of a National Medical Service without any 
clear idea of the financial commitments or the administrative or other changes 
which the 'adoption of these recommendations would involve. Apart from the 
fact that general recommendations dissociated from finance, which should be 
the primary consideration, are not likely to be of great value to the l\finister for 
Finance, the Committee is as in the case of the treatment of tuberculous insured 
persons recommending changes without fully studying their implications in 
administrative and other aspects and with such a policy I cannot agree. All 
indications go to prove that the average frequency of contribution payments 
in the Saorstat has been so low as to prejudice seriously the effective working 
of the Insurance Acts in their present limited scope. In the circumstances to 
extend the scope of the Acts particularly without awaiting some indication as 
to the measure of success likely to attend the recommendations of the Commit
tee, if carried out, in regard to non-compliance seems to me to be inadvisable. 

The second term of our reference asks us "to consider whether it is desirable 
to Institute a system of medical treatment on a contributory basis and, if so, to 
advise as to the form which such system should take." It appears to me that 
insufficient notice has been taken of the fact that any system proposed is to be 
according to the terms of reference on a contributory basis and as such not 
necessarily extending in scope beyond the insured population. We have had 
evidence to the effect that there is a considerable volume of opinion against any 
increase in the present rate of contributions and in view of the existing wide
spread non-compliance such increase might be largely ineffective and might 
entail heavy administrative expenditure in its enforcement. Besides the present 
condition of industry and trade does not seem to warrant developments which. 
however advisable on other grounds, entail a financial burden additional to those 
that are already a subject of serIOUS complaint. A time like the present when 
acute unemployment exists and there is considerable difficulty in regard to 
arrears of contributions is not propitious for changes of the kind suggested which 
would probably, though I do not say justifiably, act to some extent as a deter
rent on employers when considering the engagement of additional hands. This 
is more likely to be the case as the primary liability for the total additional con
tribution necessitated by the adoption of the changes advocated by the Com
mittee would almost certainly rest on the employer. 

Increased Labour efficiency might of course result from the establishment of 
a system of Medical Benefit for insured people, but this consideration would not 
carry much weight and while under a scheme of Medical Benefits worked out in 
conjunctlon with the Medical Charities Act it would be to the interest of local 
authorities and partly also of the Medical Profession to enforce compliance, such 
a change of attitude cannot be reckoned upon with certainty and may be very 
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slow in coming. The Majority and Minority Reports of the Medical Benefit 
Committee of 1913, and the Report of the Irish Public Health Council of 1920, 
that are quoted in the present Interim Report in support of National Medical 
Service and the extension of Medical Benefit took the whole of Ireland as the basis 
of their recommendations and are nol; necessarily applicable to the lesser area 
embraced in the Saorstat, and in any event it seems to me undesirable that a 
decision should be taken by the Committee before the results of the quinquen
nial Valuation of the Approved Societies as at 31st December, 1923 are !mown; 

As regards paragraph 65 of the Interim Report, I am of opinion that the 
expenses of the Publicity Campaign advocated should be borne by Insurance Funds. 
I am nqt indeed altogether convinced of the utility of a Publicity Campaign 
having Ets its .object compliance by certain classes with their statutory obliga
tions. A less expensive and more effective medium of enforcing compliance is 
to hand in the Courts. I fully appreciate t\l,at if the benefits of the Insurance 
Acts were more widely realised by employers and employed, non-compliance 
would probably diminish, but if the experience of thirteen years has not popu
larised the Acts advertisement is not likely to do so now. 

In the treatment generally of the third term of reference due regard does not 
seem to me to have been paid to the question of economy mentioned therem. 
I am also inclined to doubt the statement that the increase in the average 
salary of Dispensary Medical Officers from £109 in 1904 to £251 in 1924 " does 
not show much, if any, advance as regards purchasing power" between 1904 
and 1924. The average level of wholesale prices shows a rise in the interval 
according to the index number compiled by the Statist of almost exactJy 
100 per cent. as compared with an increase of 130 per cent. in the salaries men
tioned; and while the 1904 level of salaries might have been unduly low any 
injustice under this head has tended to be set right according to the figures which I 
have quoted. The recommendation to allow "study leave" on full salary without 
deduction for a locum tenens for a period of not less than thxee months, at least 
as often as once in every five years, to Dispensary Medical Officers, whose fees 
during the course of study are also to be paid, is open to the objection pr~viously 
urged that it means increased expenditure of unknown dimensions and gives 
no indication how such expenditure is to be met. 

(Signed) J. J. McELLIGOTT. 

,18th February, 1925. 
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