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EDITORIAL
ADVISING THE SUSPECT CASE

Mass radiography surveys in recent years have brought to the at-
tention of the medical profession thousands of persons with X-ray
evidence of pulmonary tuberculosis. Careful radiological and labora-
tory studies have led to the identification of clinical cases-with and
without positive sputum, subelinical cases, and suspects. Attention
has, of course, been directed first toward the clinical and then toward
the subclinical cases. Suspects have been neglected in favor of those
who present unmistakable roentgenological and bacillary evidence of
tuberculosis. The overcrowded physicians' offices and other medical
facilities of our country create a condition which tends to encourage
such an attitude. Scarcity of trained personnel and the pressure of
daily professional duties prohibit the necessarily prolonged manage-
ment of the suspect case. Even though the suspect does not require
immediate medical or hospital care, he should not be forgotten. He
needs to be advised about his condition and guided toward sound
health habits over a prolonged period until his final diagnosis is
established.
Such advice should be given to all persons who are classified as

"suspects," although some accommodate themselves unaided. The
physician, the public health nurse, and the medical social worker can
serve as advisers in each case, so that no one will lack the advantages
of aid during the critical period that precedes adjustment.

It is not enough to inform the suspected person that he may have
early tuberculosis and that he must return to his physician or clinic
for periodic reexaminations. Worry, confusion, impatience, endured
for many months, can undermine all the advantages of early case
finding.

Specifically, the suspected person should be assured at the outset
that even in the event of a final diagnosis of tuberculosis, there is no
real occasion for alarm. The nature of the disease and its favorable
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prognosis if discovered early should be made plain. Even highly
educated and widely informed persons know little about tuberculosis.
For the most part, the word is associated inevitably with death.
Misconceptions and old wives' tales are entertained by the emotions
even when they have been intellectually rejected.

It is the first task of the physician, public health nurse, or medical
social worker to find the "teachable moment"-the pertinent psy-
chological occasion-and to begin the reeducation process which, in
replacing error with truth, permits the growth of confidence and under-
standing. A nice balance, determined by the character and back-
ground of the person, must be maintained between the seriousness of
the prospect of tuberculosis and the optimism predicated on a favor-
able outcome. The possible necessity for changes in ways of life and
plans for the future could be discussed. This, however, should be
done gradually. A sick mind, like a sick body, must assume new
values only at that speed which it can individually assume.
The suspected person should be encouraged to return to the clinic

or physician for other than medical advice. If the suspect plans to
change his job, with or without adequate reason, he should not do so
without proper guidance, based on sound medical reasons. If the
home life presents serious problems, the services of the public health
nurse or medical social worker would be helpful.
Through such guidance the suspected person and the supervisory

and professional staff come to a helpful understanding of each other.
The individual comes to an appreciation of what it means to be well.
The professional person gains new insight into the complexities of
human beings. If the suspected person is finally diagnosed as tuber-
culous, he is prepared for the disciplines of sanatorium life and medical
care. If he is found to be nontuberculous, new and useful health
habits will have been established, which may make for a fuller and
happier existence.
No one knows how many thousands of suspects the community

loses through maladjustment or through unnecessary advancement of
disease. Because of the lack of advisory and educative care and
adequate medical follow-up, the number lost must be great.
To be sure, such a desirable program cannot be undertaken without

additional medical, nursing, and social work personnel, as well as
increased clinic facilities. Present facilities are inadequate, even for
ordinary diagnostic work, in most parts of the United States,-

It is society's duty to provide these resources at the earliest possible
moment.

HERMAN E. HILLEBOE,
Astistant Surgeon General,

Associate Chief, Bureau of State Services.
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MEDICAL SOCIAL SERVICE IN TUBERCULOSIS CONTROL

Medical social service is a special field within the social work pro-
fession. It has developed over the past 40 years in relation to the
practice of medicine in hospitals, clinics, departments of public health,
and other organized programs of medical care. A broad concept of
medical care has long included treatment not only of physical illness
but also of those social factors which influence the effectiveness of
medical care, contribute to the degree and duration of the disability,
and help determine the ultimate adjustment of the individual. There
is an increasing emphasis in medical practice on the preventive ap-
proach and on the social and community aspects of health.
The functions of the medical social worker are:
1. To practice medical social case work-
a. Through study of social, economic, and emotional factors which reveal the

patient's readiness and ability to carry out the recommendations for medical care;
b. Through evaluation of these factors as they affect the capacity of the patient

and his family to adjust to the medical situation;
c. Through dealing with social, economic, and emotional factors which may

affect the patient's ability to gain full benefits of medical care and reach the best
possible state of health and well-being.

2. To serve as medical social consultant, bringing to cooperating health agencies
an increased knowledge of the social aspects, and to welfare agencies an interpre-
tation of the significance, of illness and medical treatment as these affect plans of
medical and social care.

3. To participate in community planning for health and welfare.
4. To share with other staff members of the health agency responsibility for

participation in the orientation and in-service training programs for professional
personnel.

5. To participate in the education and training of students in schools of medi-
cine, public health, nursing, and social work, and to supervise medical social
students assigned to the agency for field work practice.

6. To participate in research concerned with understanding the relationship of
economic, social, and emotional factors to ill health.

The medical social worker is qualified to render these services
because of the knowledge and skill developed through specialized
professional education and experience. Schools of social work with
approved medical social curricula require two postgraduate years of
professional education leading to the degree of master of arts.'

I From the Medical Social Unit, Office of the Chief, Tuberculosis Control Division. This article is a
redaction of Medical Social Service in Tuberculosis Control, Misoellaneous Publication 37, United States
PublitEHealth Service, Government Printing Office, Washington, D. C. (1948).

2 Eighteen of the forty-five member schools of the American Asciation of Schoolsof Social Work have
an approved medical social curriculum. Because of the urgent need bor trained personnel, scholarships for
the required graduate training are available through grant-in-aid funds.
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The medical social worker's knowledge regarding health and dis-
ease, her understanding of the role of the emotions and the meaning
of behavior in illness, her understanding of the relationship and in-
fluence of economic and social factors on ill health and disability, and
her ability to utilize the services of those community resources best
suited to the needs of the particular individual and his family are all
basic in dealing with social problems related to illness.
Under the leadership of the physician, the medical social worker

functions in continuous association with the other professional per-
sonnel in the medical and health agency. She is a member of a team
composed of the doctor, the nurse, the nutritionist, and others con-
cerned with the care of the sick. Responsibility for recognizing and
considering the social aspects of illness is shared by all members of
the team, but the medical social worker has the primary responsibility
in this respect because of her specialized training and experience.
She can give help to other staff members by increasing their under-
standing of social factors which affect the medical, nursing, or other
care which is their primary concern.

In the field of tuberculosis control, the functions of the medical
social worker are those previously described. The specific methods,
as related to the problem of tuberculosis, are discussed in the follow-
ing pages.

EVALUATION OF THE PROBLEM

The medical social worker recognizes, as a first step in tuberculosis
control, the importance of determining the extent of the problem in a
community. Such an evaluation is made from all available infor-
mation. The contribution of the medical social worker is to bring
out the social significance of the problem by adding specific infor-
mation concerning personal situations and community problems
revealed through case work. The way in which contributions are
made can be shown by examples:
An index of the per capita income of a State does not show the

financial position of a particular family, but the medical social worker
may be able to do so, as a result of personal contact.

Figures that show the availability of beds in a State do not point
out for a given area the relation of beds to need, nor do they show
how the beds are distributed. The medical social worker, through
contact with individual patients, can add to the social interpretation
of State data.
A mere statement of the number of beds in an institution does not

give an accurate picture of the adequacy of a given program; but the
medical social worker, through frequent experiences with patients,
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can offer revealing information concerning the adequacy of medical
care, the existence or nonexistence of discriminatory practices, or
the quality of the food.
She may be able to point out the need for new medical and social

services in a community. Various groups concerned with helping
tuberculous patients and their families can use the data collected by
the medical social worker as a basis for increasing the resources of a
community, such as relief grants andfoster-home programs for children.

RESEARCH AND HEALTH EDUCATION

Effective preventive and remedial methods in tuberculosis control
are constantly improved through research and strengthened by health
education. Both activities are found in other areas of tuberculosis
control: case finding; medical care; isolation and aftercare; rehabilita-
tion; and relief from economic distress.
Research.-The medical social worker can aid in research related to

medical care and community health. Her work would include
medical social studies of (1) intake policies of sanatoria, (2) under-
lying reasons why tuberculous patients leave sanatoria against medical
advice, (3) problems of the tuberculous transient, and (4) economic,
social, and emotional insecurity which may contribute to the reactiva-
tion of tuberculosis. Some typical locales for such studies would be
health agencies where medical social service is a part of the program;
research departments of health, welfare, and other social agencies;
and graduate schools of social work.

Health education.-The medical social worker has no primary
responsibility in health education, but rather she enables the patient
to utilize its benefits. In her daily practice, she gains insight into the
patient's pattern of attitudes and possible resistance to recommenda-
tions. She may observe inadequacies in home sanitation and the
failure of patients to take advantage of community health facilities.

CASE FINDING

Case finding has been defined as a program of mass and individual
examinations for discovering uinsuspected tuberculosis. The settings
in which the studies are made vary and, to some extent, determine the
role of the medical social worker. The examning agent may be a
private physician, or the personnel of a health department, tubercu-
losis association, clinic, etc. Case finding is a primary function of the
public health nurse. The medical social worker, however, contributes
to this activity when referrals are made to her by the nurse for intensive
study or on a consultant basis when potential sources of infection
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resist examination. Specifically, the functions of the medical social
worker in a case-finding program are as follows:

1. To assist the physician and public health nurse on referral, in problems of
follow-up, and in bringing in contacts.

2. To evaluate attitudes, social complications, and other factors that affect
adversely the patient's ability or readiness to follow recommendations for diag-
nosis or treatment.

3. To help the patient to work through his difficulties and to utilize resources
for meeting his needs.

In agencies where no medical social worker is yet on the staff, the
public health nurse will assume, to some extent, the medical social
activities. In other agencies, such as voluntary hospitals, no public
health nurse may be available, and the medical social worker will
extend her services to include interpretation of medical recommenda-
tions, health education, and follow-up, in addition to her case-work
functions. Because of limitations of personnel in both groups, public
health nurses and medical social workers will have to continue to
assume some of each other's activities. In general, however, each
will recognize the activities which, by education and experience, are
the valid function of the other. A statement which will clarify the
division of responsibility in tuberculosis control is being drawn up
jointly by representatives of the National Organization for Public
Health Nursing and the American Association of Medical Social
Workers.
The success of a case-finding program depends upon efficient

case holding. The medical social worker's contribution is increased
if she is called in at the time of diagnosis, and the effectiveness of her
work is often determined by the frequency with which she is consulted.
Some specific social and emotional problems of patients are discussed in
the following section.

MEDICAL CARE, ISOLATION, AND AFTERCARE

Tuberculosis is a disease in which body and mind must be treated
simultaneously. The medical social worker helps the physician and
the nurse to understand the patient as a person, in terms of his total
needs and those of his family, so that a well-rounded plan can be
made which will insure maximum benefits from medical care.

A. Problems of the tuberculou8 patieent.
Emotional.--The problems most frequently encountered in the

tuberculous patient, and those which demand the most skillful han-
dling on the part of the medical social worker, are emotional. The
diagnosis is often a great shock to the patient, and the reaction may
not diminish as medical care is given. Medical treatment and isolation
from the family may contribute fears that aggravate his condition.
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Fear patterns may be complicated by cultural patterns and unsound
advice of relatives and friends. Some frequent fears and anxieties
are as follows:

1. Fear of the disease.-Its ultimate outcome; the posibility of death; the
treatment administered, particularly surgery and its disabling effects; the danger
of becoming physically, economically, and emotionally impotent and dependent;
the cost of long-time medical care; stigma, and the realization that other members
of the family may have become infected; inability to accept the prescribed medical
regime which requires restriction of activity, removal from all close associates,
loss of privacy, and submission to a medical authority.

2. Social fear8.-Loss of status in the home and in the community as a wage
earner or career person; fear of the inability to maintain the home with regard
to finances, and care and supervision of the children; marital infidelity and the
complicated problem of sexual relationships, including the possible inadvisability
of having children; loneliness and boredom.

Economic.-Economic needs are major factors in the emotional
distress of the patient. Because of the magnitude of this problem,
it is discussed in a separate section, "Protection of the Tuberculous
Family Against Economic Distress."

Social.-Social problems are difficult to isolate from the foregoing,
since all have social aspects. For purposes of this discussion, however,
the term refers to environmental problems of the patient, or more
specifically, to family and legal problems. These problems are,
briefly:

1. Family problem8.-These may result from attitudes of the family toward
the patient, or may arise in regard to the care of children. Housing has signifi-
cance, and may be a factor in the spread and progress of tuberculosis. Visits to
and by the patient frequently involve activity on the part of the medical social
worker, and she must plan with family and patient so that the latter may return
to a favorable environment when discharged.

2. Legal problemw.-These are often caused by nonresidents not being accepted
for care in many communities, and by conflict between the patient's desires and
the welfare of others.

B. Functions of medical social servce.
The medical social worker can give two types of service:

1. Consultation service to professional persons asisting the patient.
2. Direct case-work service to the patient.

In either type, the medical social worker will have related responsibil-
ities of administration, education, community organization, and
social action.
In health department..-MNany medical social workers on the staffs

of State and district health departments are called "consultants," a
term descriptive of their primary function. As specialists in social
problems related to health and medical care, they provide consultant
service, on individual and community problems, to all workers, in-
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eluding social workers and public health nurses. Through liaison
activities with social agencies, they strengthen the integration of
health and welfare services. They may also interview patients and
their families in health department clinics. In communities which
do not yet provide the needed social service, the medical social con-
sultant may provide it herself, as a temporary measure. Through
interpretive conferences with public health nurses and supervisory
workers in welfare agencies, she may help the patient to obtain addi-
tional care.
The medical social consultant's services are being utilized increas-

ingly by public health nurses in group discussions and individual
conferences. By request of the public health nurse, the consultant
visits a family; nurse and consultant then decide on the next step-
whether the nurse shall carry the responsibility alone, whether the
consultant shall continue to assist the nurse by consultation or direct
service to the patient, or whether the nurse and a local social agency
shall give the service. In a social situation the members of a medical
team must agree, by conference, on the responsibility that each will
carry. The medical social consultant in a tuberculosis-control pro-
gram in State health agencies will work cooperatively with other
medical social consultants, so that all the social services will be
closely correlated.

In tuberculosis ctinics.-In a public health clinic, the medical social
worker can serve as consultant or, by agreement with the physician
and the public health nurse, can assume a direct case-work responsi-
bility. Generally, her major function will be to discover, evaluate,
and assist in the solution of problems, emotional, economic, and
social, which hinder the patient's adjustment. Specifically, she will
assist by dealing with the patient's attitude toward diagnosis and
treatment; by determining his eligibility for treatment resources and
interpreting procedures and policies; by helping him and his family
to work through any social complications that interfere with his
medical care; and by establishing a supportive relationship which
will help to sustain the patient and his family throughout the period
of care.

Additional functions with regard to patients discharged from the
sanatorium are: to reevaluate the social situation in light of the
patient's medical needs, revealing current factors and trends; to inform
physician and nurse of changes in the patient's social situation; to
learn of changes in medical status, for the purpose of joint planning;
and to assist the physician and nurse in helping the patient and his
family to understand his condition, so that there will be neither over-
protection nor excessive demands.

Referral of a patient to the medical social worker is possible at any
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time, but serious social problems can be prevented if she is called at
tbe time of diagnosis. After a complete study of the patient's prob-
lem, the medical team determines the division of responsibility for
further service. In order to avoid overlapping functions and activi-
ties of the medical social worker and the public health nurse, reasons
for referral should be studied and clearly stated. The physician is
responsible for the total plan of medical care, but the plan between
public health nurse and medical social worker may follow one of three
patterns:

1. When the health problem is paramount, the public health nurse should carry
the major responsibility, and the medical social worker should serve as consultant
for the social aspects of service;

2. When the social problem is of major proportions, responsibility for social
study and care should be assigned to the medical social worker; and

3. A problem with serious health and social aspects, calling for the special skills
of nurse and medical social worker, should be handled cooperatively.

In the tuberculosis sanatorium.-The day-to-day life of the patient
in a sanatorium can produce much strain and tension. The medical
social worker can be of assistance in such problems as personality
conflicts, fears, superstitions, the need to repress sexual desires, and
refusal of treatment. In order to carry the responsibilities, an ade-
quate number of medical social workers are needed-at least 1 for
every 50 to 75 patients. At the time of the patient's admission to
the sanatorium, the physician may use the medical social worker in
two ways: (1) to assist the patient in making adjustments, and (2) to
make a social evaluation of all new cases. To avoid crises, such as
leaving the sanatorium against advice, the physician should ask the
medical social worker's help in discovering and dealing with the emo-
tional, economic, and social problems of the patient.
In addition to referrals from the physicians, the medical social

worker may receive requests for services from patients, patients' fami-
lies, other staff members, and interested agencies. She will evaluate
each situation, with respect to the patient's need for her services, in
the following manner: (1) patients for whom no service is indicated
at the present, (2) patients for whom temporary service is indicated,
and (3) patients for whom extended service is required. In order to
synchronize the activities of the medical team, a weekly staff confer-
ence is recommended, to reevaluate patients' problems, to analyze the
medical-social needs of new patients, and to determine the readiness
of patients to be referred to vocational counselors.

REHABILITATION

Rehabilitation is an integral part of the treatment of the tuber-
culous patient. Its goal is the restoration of the patient to the fullest
possible physical, mental, emotional, social, vocational, and economic
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usefulness of which he is capable. The process of rehabilitation
begins at the time of diagnosis aid is continuous throughout medical
care.

Rehabilitation requires teamwork in which several professions take
part, but not necessarily at the same time. The leader is the physi-
cian, and all other services are based on his diagnosis and recommen-
dations. Among the members of the team are the nurse, medical
social worker* occupational therapist, rehabilitation counselor, and
teacher. At times, representatives of outside agencies may partici-
pate. The medical social worker, an essential member, assumes
responsibility for the social aspects of service.

A. Social, emotional, and economic aspects of rehabilitation.
All the social services previously discussed in relation to the social,

emotional, and economic needs of the patient may be given by the
medical social worker as part of the rehabilitation process. Her share
in the process includes help with social aspects of problems that
retard recovery and block rehabilitation. She can prepare the patient
for vocational referral by interpreting services, and can utilize com-
munity resources to overcome financial and social difficulties. Under-
standing the patient's fear of losing status, she may help him to accept
a job that is less satisfying economically and socially than his former
one. She can assist with follow-up problems resulting from unhealth-
ful attitudes or other complications.
The after-care period has been considered to include the first 6

years after discharge. Some of the anxieties and fears that occur at
the time of diagnosis and during the sanatorium period may carry
over into the postsanatorium period, with added anxieties concerning
the attitudes of family or employer.

B. Vocational a8pects of rehabilitation.
Decisions with regard to vocational referral are dependent on many

factors requiring joint consideration by the team. A staff conference,
led by the physician, enables each member of the team to make Iiis
particular contribution. The medical social worker contributes by
bringing to the other members the information that she has gained
from the patient regarding his attitudes, family, background, and
interests. She is in a position to know which patients are ready,
socially and emotionally, for vocational service.
Those who plan rehabilitation services are confronted with two

major problems: the attitude of industry toward employment of
tuberculous patients, and the complications arising from the policies
of insurance companies. The solution is not within the scope of
medical social service. The medical social worker, however, may
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be able to assist by explaining the patient's situation to employers
and others. There are hopeful signs that employers and the United
States Employment Service will join with health officials and others
to find an answer to the employment needs of the tuberculous.

Rehabilitation service must provide the fullest possible life in
terms of physical and mental health, occupation, and society. The
human and economic waste that results when the benefits of sana-
torium care are nullified by inadequate rehabilitation services can-
not be overemphasized. Every tuberculous patient restored to his
place in society adds to the continuity of family life and enriches the
community. The success of rehabilitation services provides a new
measure of the effectiveness of tuberculosis control programs.

PROTECTION OF THE TUBERCULOUS PATIENT AND HIS FAMILY AGAINST

ECONOMIC DISTRESS

Indigenous to the problem of tuberculosis are economic problems,
which may contribute to produce the disease or may arise from it.
Inadequate food, poor living conditions, and constant emotional strain
are debilitating, and may contribute to the incidence of tuberculosis.
On the other hand, loss of earning power, as a result of tuberculosis,
may affect adversely the patient and his family, creating a financial
drain on the community. Tuberculosis is especially prevalent in the
age group that is most economically productive.
When tuberculosis strikes the average family, financial aid from

the outside is usually needed, especially if the disease strikes the wage
earner. Some of the general economic problems of the tuberculous
patient are loss of income, cost of lengthy and expensive medical care,
the burden of providing for children in the absence of the mother, and
the loss of assets, such as homes, businesses, insurance, and savings.
To neglect these problems is to neglect treatment.
The resources for medical care in tuberculosis vary markedly

among States and communities. Only a few areas have met this
problem with any degree of effectiveness. Present inadequacies in
medical care include an insufficient number of beds, an absence of free
diagnosis and treatment in many communities, and restrictive re-
quirements as to residence and race. These inadequacies, combined
with such dubious administrative techniques as the means test, form
a concrete barrier to effective tuberculosis control.
In the United States, the three accepted patterns of financial aid

are public assistance, general relief, and social insurance. Funds
for public assistance usually come from Federal grants-in-aid, matched
by State funds; general relief funds may come from State or local
sources; and social insurance, unfortunately, does not provide for
persons disabled by illness. A national disability insurance program
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is the only satisfactory answer to the total economic problem of the
tuberculous.
The medical social worker, through consultant or direct case-work

service, can gather evidence of the patient's economic position; and
interested groups may use these data in securing remedial social
action for adequate economic protection. For the patient and family
with economic problems, the medical social worker can provide direct
assistance by helping them to work out a plan of medical care within
their means. She can help them to make applications for public
assistance, general relief, or other financial aid, and can offer a liaison
service between agencies concerned with helping them. She can ar-
range employment of an assistant in the home, furnish transportation
to and from the sanatorium, and assure enough visitors to maintain
morale.
The medical social worker functions in relation to other social

agencies. Her activity consists in helping the patient to choose
the appropriate resource to meet his needs, preparing the patient
and the agency for the referral, and in assisting the health and welfare
agencies to work out a division of cooperative responsibility to the
patient.

In spite of individual or combined efforts, the present inadequacies
in public assistance, general relief, and social insurance often preclude
a sound plan for the patient, his family, and the community. Meas-
ures most often advocated to relieve this situation are grants-in-aid
for the tuberculous as a group, Federal disability insurance, or a com-
bination of both. Medical social workers have an important con-
tribution to make toward broader social planning, and they can effec-
tively help in the social action necessary to bring such plans into being.
Because of the essential relation between tuberculosis and economic
insecurity, effective tuberculosis control cannot be achieved so long
as society fails to provide adequate economic security for the disabled.

THE EVOLUTION OF OFFICIAL TUBERCULOSIS CONTROL IN
THE UNITED STATES 1

By ROBERT G. PATERSON, Secretary, Committee on Archives, National Tuberculosis
Association

In reviewing the evolution of the official tuberculosis control
program in the United States, one question constantly arises:
Why did it take so long to establish official participation?
Beginning with the first organization of an unofficial tuberculosis

association, The Pennsylvania Society for the Prevention of Tuber-
' From the Office of the Chief, Tuberculosis Control Division, Bureau of State Services, U. S. Publie

Health Service.
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culosis (1) established by Dr. Lawrence F. Flick in 1892, and cul-
minating in the official Tuberculosis Control Division of the United
States Public Health Service (2) in 1944, the time required was 52
years.
Between these two dates, 1892 and 1944, many changes were made

in the approach to the tuberculosis problem. Throughout this
period, conflict can be sensed between the medical and the social
approaches, the private as opposed to the public handling of the
problem, and the philosophy of the local as against the central
control of the disease. These conflicts are inherent in the tuberculosis
movement in the United States. Moreover, they contain the answer
to our question.
From 1882, when Koch (3) announced his discovery of the tubercle

bacillus, to 1892, when Flick organized the Pennsylvania Society,
there is discernible the struggle to establish the concept of "the
contagiousness of consumption" as against the generally accepted
idea of hereditary transmission of the disease. Accompanying this
effort, attempts were made to educate the public concerning the
nature of the disease. An effort made by Dr. Herman M. Biggs (4)
in New York City in 1889 marks the first real attempt to establish
public administrative control of tuberculosis.

Tuberculosis workers have a tendency to mark the beginning of the
organized efforts against tuberculosis with the formation of the
National Tuberculosis Association (5) in 1904. Yet there is ample
evidence (6) that this date merely signifies the compromises among
a number of conflicting medical concepts and groups of workers.
These conflicting medical concepts concerned therapeutics, pathology,
and diagnosis. Many of the concepts came from ancient times. For
example, the ideas of the therapeutic value of sea voyages and of
residence in or near woods that abound in pine or balsam go back to
Hippocratic medicine. Then came the idea of change of climate.
Rush advocated especially "a dry situation, the higher and drier for
the purpose, the better." Together with this notion was advanced
that of horse-back riding, which took the patient out in the air.
What is known today as the "open-air treatment" stems from

George Bodington, who in 1840 wrote "an Essay on the Treatment
and Cure of Pulmonary Consumption." The practical application of
Bodington's belief was first made by Hermann Brehmer in 1859 at
Goerbersdorf in Silesia. Eight years later, in 1867, Peter Dettweiler
founded his sanatorium at Falkenstein, near Frankfort, Germany, at
an altitude of 1,300 feet. He added the "rest-cure" to the "open-air
cure" of Brehmer.
In the United States, the first private sanatorium was erected in

1875 by Dr. J. W. Gleitzmann. It was located in Asheville, N. C.
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The first sanatorium for the poor was established by Edward Living-
ston Trudeau at Saranac Lake in 1884. It was known astheAdiron-
dack Cottage Sanatorium. The first municipal sanatorium was
erected in 1897 at CiDcinnati, Ohio. The first State sanatorium was
established by Massachusetts and was opened at Rutland, October 1,
1898.
In 1887, the first tuberculosis dispensary in the world was openedin

Edinburgh, Scotland, by Dr. Robert W. Philip. This dispensary had
for its objectives the reception and examination of patients; the instruc-
tion and guidance of patients, their families, and friends; the dis-
pensing of necessary medicines; visits in homes of the tuberculous;
and the selection of patients for hospital treatment.
In the United States, the first such dispensary was established at

Philadelphia in 1891 by Rush Hospital for Consumption and Allied
Diseases. Dr. John H. Huddleston organized the first tuberculosis
dispensary under municipal auspices at Gouverneur Hospital in New
York City in 1903.
In 1895, Roentgen of Wurtzburg, Germany, discovered a certain

ray of light that can penetrate opaque objects, and can reveal in
shadows what is hidden from the eye. The X-ray made possible the
examination of bodies to determine their physical structure, and dis-
closed the physical alterations brought about in the lungs by the
invasion of tubercle bacilli. Here was the discovery of a reliable means
of diagnosis and of gaining information relative to the treatment of
pulmonary tuberculosis. Today, the X-ray is a major instrument in
the early diagnosis of the disease, on both an individual and a mass
basis.
The social aspects of the problem began to emerge about 1902.

Organization of the Committee on Tuberculosis of the New York
City Charity Organization Society introduced a new element into the
tuberculosis movement. This new element was the election of a lay-
man as secretary of the committee. The significance of this action
was to place emphasis upon the social implications of tuberculosis.
From these beginnins, interest in the tuberculosis program m-

creased among the members of the medical profession and among
persons especially interested in philanthropy. Before the formation
of the National Tuberculosis Association in 1904 (6), several attempts
were made to organize a tuberculosis movement on a national scale.
In all of these efforts, the conflict between the private medical support
for treatment and the public health belief in prevention is sharply
defined.
When the National Tuberculosis Association was formed on June 6,

1904, at Atlantic City, these conflicting viewpoints were contending
for supremacy. The results of decisions at this historic meeting are
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evident today. The decision to include both treatment and preven-
tion in the objectives of the association was fundamental. This
meant close teamwork between the medical profession and the public.
Interpreted in the light of present-day efforts, this decision has made
it clear that the official agencies for the control of tuberculosis can
never afford to act without the approval of public opinion.
Another important decision was the general acceptance of the idea

of retaining the movement under private control. At the time,
there was a widespread distrust, if not contempt, for the so-called
official public health authorities, local, State, and national. Most of
them were regarded as political appointees and were not esteemed by
the medical profession.
That the conflicting concepts, the treatment and prevention of

tuberculosis, and the private control of the movement, were firmly
rooted in the tuberculosis program was demonstrated in 1912. In
that year, in Ohio, discussion came up conceming the establishment
of a Division of Tuberculosis in the State Board of Health. Leaders
in the National Tuberculosis Association were fearful of such a pro-
posal on three grounds. It was feared, first, that such a step would
throw the tuberculosis movement into politics; second, that profes-
sional personnel requirements in State Boards of Health were non-
existent, or on such a low plane that little or no help would accrue
to the movement; and third, that the creation of such an official
agency would constitute a threat to private tuberculosis control
activities.

After the establishment of the Division of Tuberculosis under the
Ohio State Board of Health in May, 1913, however, the National
Tuberculosis Association began to discuss the place of local and State
health departments in the tuberculosis movement (7,8). In 1917, a
special committee on expenditures of Red Cross Seal funds recom-
mended "securing the establishment in State or local health depart-
ments of divisions of tuberculosis, or of definitely organized tuber-
culosis activity, for the promotion of all forms of antituberculosis
work" (9). During the same year, a Committee on Federal Legisla-
tion reported on the Kent Bill, which was amended to provide for a
division of tuberculosis in the United States Public Health Service,
but the bill failed to pass. Similar bills (S. 1597, Senator Ramsdell,
and H. R. 3666, Mrs. Raybum) were introduced in the next session
of Congress, but they, too, failed to pass (10).

Gradually, it was recognized that certain parts of the tuberculosis
program should be under official control. It became clear that the
tuberculosis program was too important and far-reaching for private
effort and finance to carry on alone. General acceptance of official
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responsibility for sanatoria, clinics, nursing services, case finding, and
certain phases of health education can be observed in the evolution of
the tuberculosis program, but developments of these opinions were
uneven throughout the Nation. Private tuberculosis organizations
were reluctant to give up the programs they had initiated.
World War I gave impetus to the recognition of the need for govern-

mental participation in the control of tuberculosis. In 1919, the
National Tuberculosis Association adopted a resolution urging the
establishment of a division of tuberculosis in the United States Public
Health Service. But no effective steps were taken to implement the
idea. A deep-seated reluctance to yield private control of the move-
ment continued.
Between World War I and World War II, an unprecedented migra-

tion of population took place in the United States. This migration
became a problem in tuberculosis hospitalization and brought about
agitation for. Federal aid in meeting hospital costs for nonresident
oases of the disease. A resolution urging increased effort in the con-
trol of tuberculosis by- official agencies was passed by the National
Tuberculosis Association.
With the advent of World War II, the fluidity of the population

increased to such an extent that in 1943 the National Tuberculosis
Association was led to appoint a War Emergency Committee to
consider what changes, if any, should be recommended in the pro-
gram of the association. Discussion of the problem of hospital care
for niigratory tuberculous patients was prominent on the agenda.

In the meantime, Surgeon General Parran had taken steps for the
United States Public Health Service to engage actively in the tuber-
culosis control program (11). Soon after Pearl Harbor, he established
a small tuberculosis control section in the States Relations Divison
of the Bureau of State Services.
Throughout 1943 and in early 1944, in and out of Congress, agita-

tion continued for more extended activities for control of tubercu-
losis. The War Emergency Committee of the National Tuberculosis
Association recommended over-all participation in the tuberculosis
control program by the United States Public Health Service. This
recommendation was given force by a mass health-education cam-
paign carried on by every State tuberculosis association under the
leadership of the National Tuberculosis Association. Early in 1944,
a comprehensive health bill was introduced in the Congress by
Representative Bulwinkle of North Carolina and Senator Thomas
of Utah. Congress acted affirmatively, and the Tuberculosis Control
Division of the United States Public Health Service was established
on July 1, 1944.
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In brief, this is the story of the long road traveled by the tuber-
culosis movement to secure official governmental support, local, State,
and Federal. Adjustments in the programs of public and private
agencies had to be made after each advance. Gradually, widespread
agreement was reached on the activities which belonged properly to
the official agencies; these decisions were released from time to time
by the unofficial tuberculosis organizations. Today, further adjust-
ments are being made so that the reciprocal functions of official and
unofficial agencies may reach their most effective spheres of action.
At the moment, the generally accepted thesis appears to be that

the unofficial tuberculosis organizations perform their most enduring
functioD.s in experimentation, demonstration, legislation, and edu-
cation. But fundamentally all these functions are directed toward
the building of adequate public support for official tuberculosis con-
trol. To achieve this goal, there is need for a common understanding
of the origins of the specific items included in the official program.
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SKIN REACTIONS TO TUBERCULIN*

An article by P. Hauduroy 1 on "tuberculins and tuberculin reac-
tions" refers to Calmette's reports of the very unequal experimental
values of various commercial tuberculins, and discusses the work of
the Danish School in the preparation of standardized tuberculin and
standard skin tests which made possible comparable epidemiological
statistics. The "tuberculin unit" corresponds to 1/100 mg. of old
tuberculin supplied by the State Serum Institute of Copenhagen.
The intracutaneous test, up to 1 mg. if necessary, is replacing the
skin test, and is becoming standard (Madsen, Holm, and
Jensen).
M. Lelong and A. Maclouf 2 have studied the reactions of 12,530

Parisian children to tuberculin. These figures are definitely
regressive in comparison with those of an analogous study made
ten years ago in the same office by P. Lereboullet, H. Gavois, and
Baussan. Male children are more frequently allergic than
females.

P. Braun and A. Maclouf 3 discuss our knowledge of latent
carriers of tubercle bacilli who do not react to tuberculin.

Late spontaneous inversion of skin reactions which have re-
mained negative during the usual waiting period is mlustrated by
new observations. Bernheim and Jeune 4 have observed inversion
after a percutaneous reaction.

B. Kreis, L. Barre, Martinet, and Mile. Renault 5 have studied
the variations of allergy in the tuberculosis cycle, as a function of
stages of infection on one hand and of lesional types on the other.

REPORT OF A CONFERENCE ON BCG VACCINATION1
On September 7, 1946, a conference on BCG vaccination was held in

the offices of the Tuberculosis Control Division of the United States
Public Health Service in Washington, D. C. The members attending
the conference were:

Dr. Burns Amberson, College of Physicians and Surgeons, Columbia
University, New York.

Dr. Joseph Aronson, Henry Phipps Institute, Philadelphia.
Dr. Howard Bosworth, Barlow Sanatorium, Los Angeles.
Dr. Charles Doan, College of Medicine, Ohio State University,

Columbus, Ohio.
Dr. Johannes Holm, State Serum Institute, Copenhagen, Denmark.
Dr. Esmond Long, Henry Phipps Institute, Philadelphia.
Dr. Jay A. Myers, University of Minnesota, Minneapolis.
This is a summary of articles from-
'Presse Medicale, No. 2:13 (January 13, 1945).
X Presse Medicale, No. 25:337 (June 23, 1945).
' Soc. Pathol. comp. (February 13, 1945).
4 Soc. med. des hop. de Lyon (January 9, 1945).
& Soc. d'est. scient. sur la tub. (March 10, 1945).

X From the Office of the Chief, Tubrculosis Control Division, Bureau of State Services, U. S. Public
Health Service



March 7, 1947

Dr. David T. Smith, Duke University, Durham, N. C.
Dr. Henry Stuart Willis, William H. Maybury Sanatorium, North-

ville, Mich.
Dr. I. C. Yuan, National Institute of Health, Nanking, China.
The United States Public Health Service was represented by Dr.

Herman E. Hilleboe, Dr. Francis J. Weber, and Dr. Carroll E.
Palmer of the Tuberculosis Control Division, Bureau of State Services;
and Dr. Milton V. Veldee, Biologics Control Laboratory of the Na-
tiooal Institute of Health.
A brief review of the past experience with BCG vaccination was

presented by Dr. Hilleboe, with detailed discussion of the work in
South America.
The development of a particular strain of bovine tubercle bacilli

which had lost its virulence was announced in 1908 by Calnette and
Guerin in Paris; 12 years later they reported that this BCG culture
was harmless to man. Since the work of Calmette and Guerin,
considerable interest has been shown throughout the world in the
use of artificial immunization for protection against tuberculosis.
Two methods of application are possible: First, the use of dead

bacilli; second, injection of strains of living bacilli which do not have
the power to cause progressive disease. Of the two methods the
second has been used more extensively. Several million vacci-
nations have been performed since the first work with human
beings was done by Calmette and Guerin in 1921. Although exten-
sive vaccinations have been carried out in Europe and South America,
and careful studies undertaken in the United States, BCG vaccination
has not been widely accepted in this country.
During the conference, the studies of Dr. Aronson and his co-

workers were presented by Dr. Aronson and discussed by Dr. Carroll
E. Palmer, who assisted in the analysis of these data.
Dr. Johannes Holm presented his investigations and those of his

co-workers, which have been carried on since 1930 in Denmark.
After a detailed discussion of the material presented by Dr. Aronson
and Dr. Holni, there was a general discussion of the entire problem
of BCG vaccination, including the experimental work done on the
relationship between allergy and immunity in tuberculosis.

Dr. Veldee presented the problems of virulence and stability of
vaccine which contains live organisms. He also discussed the need
for more research before commercial licensing of BCG vaccine can
be considered.
As a result of these deliberations of outstanding leaders in tuber-

culosis in the United States, China, and Denmark, certain recom-
mendations were made which will be used as a guide in the expansion
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of the research program of the Tuberculosis Control Division of the
United States Public Health Service.

It was strongly urged at the conference that BCG vaccine should
not be commercially produced at present in the United States.
Extensive investigations are indicated before commercial distribution
can be considered. After a detailed review of the literature and the
presentation of papers by the members of the conference, it was
concluded that BOG vaccination appears to confer increased resistance
to tuberculosis for the period covered in the studies. At present,
however, information is incomplete as to the amount of this resistance
or its duration. Furthermore, these studies as yet do not answer the
question of the long-time effect of BCG vaccination on aging members
of the population.
On the basis of a careful review of all published reports and the

experience of members of the conference who have actually done
vaccination, it was agreed that there have been no proved cases of
progressive disease from BCG vaccination in human beings.

Vaccination of human beings with BCG vaccine can be done with-
out causing severe local reactions at the site of injection or in the
regional lymph glands, provided that proper vaccine, dosage, and
method of administration be used. It was recommended that the
intracutaneous method of vaccination be utilized in any studies con-
templated. Further research should be done in the other methods
of vaccination in an attempt to develop a technique to decrease the
number of severe local reactions to the vaccine.
BCG vaccine is given only to nonreactors to tuberculin, and it was

agreed that properly prepared vaccine could convert a high percentage
of these nonreactors into reactors to tuberculin. There is as yet no
conclusive information concerning the duration of tuberculin sensi-
tivity which results from BCG vaccination.
In order to study the need for revaccination of those reactors who

become nonreactors after vaccination, it was recommended that one
study group be revaccinated and another group not be revaccinated,
so that the need for revaccination might be determined.

It was recommended that a single laboratory produce BCG vaccine
for the entire United States during the period of the proposed
expanded study program and that this laboratory be established and
supervised by the United States Public Health Service.

It was recommended that conferences be held with representatives
of European, South American, and Asian countries in order to work
out plans for uniform methods of producing BCG vaccine, and to
make a comparison of the vaccine strains used in various countries
of the world. Cooperative planning of studies should also be under-
takeD.

QAQ



March 7, 1947

It was recommended that investigations be conducted during 1947
on certain population groups in the United States, in order to deter-
mine the effectiveness of BCG vaccine in the control of tuberculosis.
Persons exposed to such a degree that they are almost certain to
become infected, should be given first consideration. Particularly
should we concern ourselves with the various tribes of American In-
dians in the United States; inmates and employees of mentaJ institu-
tions; employees of general hospitals and sanatoria in which the
danger of infection is excessive because control measures are lacking;
medical students in schools in which the services include exposure to
tuberculous patients; and persons economically and socially under-
privileged, among whom tuberculosis mortality is very high.

It is not recommended that the vaccine be used in areas such as
Minnesota, where the incidence of tuberculosis and the percentage of
tuberculin reactors is markedly low. Extensive studies in populous
areas should be initiated by the Public Health Service in cooperation
with local groups. It was suggested that a county or part of a State,
with a population of at least 100,000 people, could be studied over a
period of several years in order to determine the effect of BCG vacci-
nation on an entire community.

It was recommended that the vaccine not be furnished to general
practitioners for use in individual patients at present.2

CONCLUSIONS AND RECOMMENDATIONS 2

1. BCG vaccine should not be made commercially available at
present.

2. From studies presented at the conference, it appears that BCG
vaccination confers increased resistance to tuberculosis for the limited
period covered in these studies.

3. Medical literature fails to reveal any proved cases of progressive
disease as a result of BCG vaccination.

4. BCG vaccination can be done without causing severe local
reaction.

5. The intracutaneous method of vaccination is recommended for
use at present.

6. In the studies presented, BCG vaccination converted a large
percentage of nonreactors (to the tuberculin test) into reactors.

7. Need for revaccination and the time interval between vaccina-
tion require further study.

8. It was recommended that a single laboratory be established by
the Tuberculosis Control Division to produce BCG vaccine for the

2 The policy expresd in this announcement was approved by Surgeon General Thomas Parran on
October 7,194
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entire United States for use in research programs proposed at the
conference.

9. Extensive investigations should be carried on cooperatively with
recognized research groups throughout the nation, especially in popu-
lation groups highly exposed to tuberculous infection.

10. It was recommended that the Tuberculosis Control Division
set up a controlled study in a community with a population of 100,000
or more, to determine immediate and long-range results.

11. Further research is strongly recommended to determine the
efficiency of the vaccination and also to attemp to develop a vaccine
composed of dead bacilli. It was recommended that methods be
developed to standardize techniques of preparation of a potent and
stable vaccine for use in the United States and, if possible, througbout
the world.

A REVIEW I OF

A COMPARISON OF THE EFFECTIVENESS, FOR TUBER-
CULOSIS CASE FINDING, OF VARIOUS ROENTGENO-
GRAPHIC AND PHOTOFLUOROGRAPHIC METHODS

Of special interest to workers in tuberculosis control is an investiga-
tion reported by Birkelo, Chamberlain, Phelps, Schools, Zacks, and
Yerushalmy in the February 8 issue of the Journal of the American
Medical Association.
In 1944 the Veterans' Administration appointed a Board of Roent-

genology to evaluate the diagnostic efficiency of the various sizes of
films which are used in mass surveys to determine the presence or
absence of pulmonary tuberculosis in large groups of the population.
Neglecting such considerations as cost, ease of operation, and the like,
the Board set out to investigate the effectiveness of the 35-mm. and
4" by 10" photofluorogram, 14" by 17" paper negative, and 14" by
17" celluloid film. The Board was requested to seek out a most
efficient medium and to make proper recommendations.
The following is an abridgment of the article.
In selecting the material on which to base the study, the Board

attempted to simulate as nearly as possible the conditions of mass-
survey work for which these media are ordinarily utilized. Accord-
ingly, the entire populations of two Veterans' Administration institu-
tions were surveyed. The populations of these institutions were of
three different types: (1) employees, (2) ambulatory patients of a
general hospital, and (3) residents for domiciliary care.

I From the Office of the Chief, Tuberculosis Control Division, Bureau of State Services, U. S. Public
Health Serviea.
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A 35-mm. photofluorogram, a 4" by 10" stereophotofluorogram, a
roentgenogram on a 14" by 17" paper negative, and a conventional
14" by 17' celluloid film were taken, within a few minutes of one
another, of each person participating in the study. The companies
that provided the machines made special efforts to produce films of
the best possible quality. The four sets of films were interpreted
independently by the five members forming the Board of Roentgenology.

Prior to reviewing any of the films, the Board convened, reached
agreements on nomenclature, and developed a code for classifying the
films into distinct categories in as uniform a way as possible. Members
of the Board also reviewed samples of fims (not included in the stuidy)
made with various techniques, and classified them independently and
in conference, in an attempt to arrive at uniformity of nomenclature.
The object of the study was to obtain a measure of the efficiency of

the different techniques in selecting individuals with chest disease
from among the study group. Specifically, the following two measures
must be obtained for each technique. First, the percentage of persons
with chest disease whose films are read as negative, which might
be called "under-reading" or "misses"; and second, the percentage of
films called positive for persons having no chest disease. These would
be "over-reading" or "false positives."
The first difficulty encountered in a study of this kind is that of

distinguishing the limitations due to the media from those limitations
resulting from the subjective error inherent in film interpretation.
The magnitude of the latter may be appreciated from a review of the
difficulties involved in obtaining an answer to the simplest and most
fundamental question: How many persons in the study were positive
for tuberculosis? On 1,256 films (14" by 17" celluloid), one reader
selected 56 positives, another 100 positives, and the remaining three
readers selected intermediate numbers. There were 131 films called
positive by one or more readers. The number of cases called positive
by a single reader using all the different media (35-mm. photofluoro-
gram, 4" by 10" stereophotofluorogram, 14" by 17" paper negative,
and 14" by 17" celluloid film) varied from 74 to 170. The number
of cases called positive by one or more readers on all media was 262.
It became apparent from the accumulation of figures in the study
that the different readers, even when limited to the 14" by 17" cel-
luloid films, showed great variation in their interpretations.
As an initial step, an attempt was made to measure subjective

errors, which are of two types: (1) inter-individual variation, or the
failure of an individual reader to be consistent with other readers in
interpreting the same set of films; and (2) intra-individual variation,
or the failure of a reader to be consistent with himself in two inde-
pendent interpretations of the same set of films.
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The study revealed that experienced radiologists and chest specialists
were not consistent with one another in classifying fims in the broad
categories used for evidence of tuberculosis. It was even more
surprising to find, in some cases, that 20 percent of the films called
positive for tuberculosis by one reader were called entirely negative
by another. Part of these differences could be attributed to the varied
background and experience of the five readers. By no means, how-
ever, did this account for the entire variation, since each of the
specialists, reading the complete set of 14" by 17" celluloid films for
the second time, showed considerable differences in his own two inde-
pendent interpretations. For example, one reader called 59 films
positive for tuberculosis on his first reading and 78 positive on the
second reading 1 month later, and the 78 did not include all the 59
which he called positive originally.
Because of the foregoing difficulties, it became necessary to devise

a method of analysis which would reduce, as much as possible, the
effect of inter- and intra-individual variations, and which would accen-
tuate the inherent limitations of the different fims-if such limitations
could be proved to exist. Such a method, it was believed, could be
obtained by basing the analysis on "group opinion." There are a
number of valid objections to the "group opinion" interpretation when
such an opinion is obtained in conference or in consultation. In this
material, however, a "group opinion" was obtained by combining the
independent interpretations of the individual readers.
The rationale behind this method of analysis was formulated as

follows: The classification of an individual, on roentgenological
evidence, as being positive or negative for tuberculosis depends not
only on whether a shadow exists on his X-ray, but also upon whether
the shadow is such that it can be perceived by an interpreter. In
other words, if it were possible to show, by some objective measure-
ment, that a shadow is present on an X-ray film, but that it cannot be
perceived in normal reading practice, such a shadow is for all practical
purposes nonexistent.
Now, if a film is called positive by only one of five competent

readers and negative by the other four, it is idle to speculate on
whether a lesion is really present and the four have missed it, or
whether the single positive reading represents over-reading. For all
practical purposes, it may be concluded that even if a lesion exists, the
film is not capable of revealing it, since it escaped detection by four
of the five. However, when a film is called positive by more than
one reader, there is greater probability not only that the case is
positive, but also that the film in question is capable of revealing the
lesion. In addition, the subjective errors are greatly reduced by using
more than one reader, for while a single reader may miss a positive
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fim, the chances that the same film will be missed by several readers,
each reading independently of the others, are small.
The study, then, attempted to measure the relative diagnostic

efficiency of films of different sizes. The 14" by 17" celluloid filu
was considered the standard with which to compare the performance
of other film sizes, and it first became necessary to designate positive
cases by "group opinion" on the 14" by 17" fims.

Positive cases-that is, cases which should be selected from the
group as requiring further studyvwere defined as those whose films
were read as positive by at least three of the five readers. A specific
technique was considered to have missed any of these cases if the film
for that technique was read as negative by three or more of the
readers. In other words, "positive cases"y were obtained by "group
opinion" on the 14" by 17" celluloid films. The performance of the
other film sizes in detecting abnormal shadows for these cases was a
measure of their relative diagnostic efficiencies. Such results again
were obtained by "group opinion." Thus, if a given small film was
called positive by only one or even two of the five readers, it was con-
cluded that although the 14" by 17" celluloid film revealed the
shadow, the shadow on the small fim was not sufficiently distinct,
since a majority of the readers missed it.
Such a comparison was conducted, and tabulation showed that

approximately the same percentage of cases was missed on each of the
three film sizes. There were 61 cases which were called positive for
tuberculosis by three or more readers on the 14" by 17" celluloid
fims.
The test of the efficiency of the other media was their ability to

select these 61 cases. The films for these cases were called negative
for tuberculosis by three or more readers in approximately 10 percent
of the cases on the 35-mm. films, and a similar percentage was obtained
on the 4" by 10" and the paper negatives. It was therefore concluded
that 35-mm. film, the 4" by 10" film, and the 14" by 17" paper
negatives are equally efficient in selecting positive cases.
The study went a step further in that it attempted to determine the

relative efficiency of the different media without using the 14" by 17"
celluloid film as a standard. Instead, it utilized the information
yielded by all the media in defining positive cases. This was accom-
plished as follows: Since there were available four different films for
each person, and since each of these films was interpreted independently
by five different readers, each person in the study had 20 opportunities
to be called positive for tuberculosis (five readings on each of four
media). It was therefore argued that for purposes of case finding,
"positive cases" may be defined as those having a majority (11 or
more of the 20) of positive readings. That is, a person who has at
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least 11 positive readings should be selected for further study. By
this definition it became possible to line up all four techniques
(including the 14" by 17" celluloid) and to count the number of posi-
tive readings obtained on each technique for all these "positive
cases." From this analysis, it was startling to find that the number of
positive readings was approximately the same for each of the four
techniques. It was therefore concluded that all the film sizes have
practically the same efficiency in revealing those cases that require
further study.

In evaluatiDg the results of the study, it must be remembered that
the purpose was to determine the efficiency of the different film sizes
in the selection of positive cases of tuberculosis-that is, to determine
the efficiency of these film sizes for case finding. The study was not
set up to determine the efficiency of the different film sizes in the more
detailed aDd exacting phases of X-ray work and clinical diagnosis.
Doubtless, the textuire and morphology of individual tuberculous
lesions are less adequately visualized in the miniature films. This
may lead to a certain amount of over-reading when miniature films are
utilized, and this over-reading may constitute a real problem under
some circumstances. It was found, however, that the amount of
over-reading is slight in actual practice and that it can be overcome
by training.

It was therefore concluded that from the standpoint of their effec-
tiveness in revealing cases of tuberculosis, no one of the media, not even
the 14" by 17" celluloid film, is superior to any of the other.
A number of other conclusions were derived from the study:
1. The problem of inter-individual and intra-individual variation in

film interpretation is of sucb magnitude that it is important to subject
this problem to a very extensive and detailed investigation.

2. A revision of the method of classifying X-rays, inclu(4ing that of
the NTA classification, is needed. Such revision must be based on
extensive study and experimentation.

3. In mass-survey work, it is recommended that all survey films be
read independently by at least two interpreters. All persons whose
films are selected as positive or suspicious for tuberculosis by either of
the interpreters should be recalled for further study.
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PHILIPPINES IMMUNIZATION REQUIREMENT
The Republic of the Philippines has modified its requirements concerning small-

pox immunization for persons arriving from the United States. According to infor-
mation received from the Department of State, the present requirement is as follows:

Officers, crew members, and passengers of all vessels clearing
from United States ports for the Philippines are required to present
satisfactory certificates of recent smallpox vaccination. Satisfac-
tory certificate of vaccination means evidence that not more than
1 year prior to the actual date of presentation of the certificate thie
holder has either received a successful smallpox vaccination or had
an immune reaction to a smallpox vaccination. Certificates are
honored if issued by the United States Public Health Service or by
medical officers of United States armed forces or other Government
agencies. Certificates issued by private physicians are honored if
on professional stationery and duly signed.

It is assumed that "vessels," in the first sentence of the requirement, ineludes
aircraft.

DEATHS DURING WEEK ENDED FEB. 8, 1947
[From the Weekly Mortality Index, issued by the National Office of Vital Statistics]

Week ended Corrspond-
Feb. 5, 1947 mngweek.

Data for 93 large cities of the United States:
Total deaths -9,6---------------------------------------------------6--- 9,603 10,211
Median for 3 prior year- 9,953-
Total deaths, first 6 weeks of year -60,030 64,467
Deaths under 1 year of age - 783 615
Median for 3 prior years -615
Deaths under 1 year of age, first 6 wees of year- 4,970 3,29

Data from industrial insurance companies:
Policies in force -67,295,456 67,10 X43
Number of death claims -12,464 14, 32
Death claim per 1,000 policies in foroe, annual rate -9.7 11.1
Death claims per 1,000 polcies, first 6 weeks of year, annual rate 9. 9 11.7

(355)
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INCIDENCE OF DISEASE

No halt department, State or local, can effectively prevent or control dieaee without
knewedge of when, where, and under what condition. cases are occurring

UNITED STATES

REPORTS FROM STATES FOR WEEK ENDED FEBRUARY 15, 1947

Summary

A total of 3,459 cases of influenza was reported, as compared with
3,624 last week and a 5-year (1942-46) median of 5,308. AD aggre-
gate of 2,677 cases, or 77 percent of the total, occurred in 3 States-
Virginia (490, last week 371), South Carolina (426, last week 409),
and Texas (1,761, last week 2,013). The only other States reporting
more than 69 cases are Oklahoma 147 (last week 90) and Colorado
140 (last week 144). The total for the year to date is 27,425, as com-
pared with 147,779 for the same period last year and a 5-year median
of 33,080.
Of the total of 43 cases of poliomyelitis reported, as compared with

46 last week, no State reported more than 2 cases except California
13 (last week 15), and Michigan 4 (last week 1). For the correspond-
ing week last year 33 cases were reported, and the 5-year median is
26. The total for the year to date is 462, as compared with 313 for
the first 7 weeks of 1946 and a 5-year median for the period of 213.

Slight seasonal increases were reported for the week in the inci-
dence of measles and scarlet fever. Both the current and cumulative
figures for these diseases, as well as for meningococcus mengitis,
smallpox and typhoid and paratyphoid fever, are much below the
respective 5-year medians. The current totals for diphtheria and
whooping cough are practically the same as the medians. The cumu-
lative figure for diphtheria is slightly below the median, while that
for whooping cough is above.
A total of 95 cases of undulant fever was reported (last week 120).

The cumulative total is 634, as compared with 451 and 510, respec-
tively, for the corresponding periods of 1946 and 1945. One case of
anthrax was reported in Pennsylvania and 1 case of Rocky Mountain
spotted fever in Virginia.
Deaths recorded for the week in 93 large cities in the United States

totaled 10,007, as compared with 9,663 last week, 10,063 and 9,913, re-
spectively, for the corresponding weeks of 1946 and 1945, and a
3-year (1944-46) median of 9,913. The total for the year to date im
t.hese cities is 70,037, as compared with 74,530 for the corresponding
period last year.

* (356)
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Telegraphic morbidity reports from State health oficers for the week ended Feb. 16,
1947, and comparison with corresponding week of 1946 and 5-year median

In these tabls a zero indicates a definite report, while leaders imply that, although none was reported,
cases may have occurred.

Diphtheria Influenza Measles Menlngitis,r______ __________memingococcuWeek | Week Week Week
Division and State ended- Me. ended- Me- ended- Me- ended- Me.

dian dian dian dian
Feb. Feb. 1942- Feb. Feb. 1942- Feb. Feb. 1942- Feb. Feb. 1942-
15, 16, 46 16, 16, 46 15, 16, 46 15, 16, 46
1947 1946 1947 1946 1947 1946 1947 1946

.J
NEW ENGLAD

Maine-
New Hampshire.----
Vermont-
Massachusetts.
Rhode Island
Connecticut
MIDDLE ATLANTIC

New York.-
New Jersey-
Pennsylvania-
EASTNORTH CENTRAL
Ohio-
Indiana-
Illinois--
Michigan-
Wisconsin .
WESTNORTH CENTRAL
Minnesota-
Iowa -_--_
Missouri-
North Dakota-
South Dakota-
Nebraska-
Kansas-
SOUTH ATLANTIC

Delaware ------
Maryland -
Districtof Columbia.
Virginia-
West Virginia-
North Carolina-
South Carolina
Georgia -------
Florida -------
EAST SOUTH CE
Kentucky----------
Tennessee --
Alabama .
Mississippi s
WE0STSOUTHCNTRAL
Arkansas-
Louisiana -

Oklahoma
Texas-

MOUNTAIN
Montana ----
Idaho ------------
Wyoming .------
Colorado
New Mexico .
Arizona .
Utah _

Nevada
PACIFC

Washington
Orenon _
Calfornia-----------

Total .
7 weeks

Seasonal low week 8

Total since low

6
0
1

12
1
1

17
3
10

14
17
3
8
5

5
4
6
2
3
4
5

0
41

10
10
14
5
7

i1
2
1
7

4
I
5

25

0
0
1

10
5
4
010
4
4
30

5
0
2
8
0
1

17
7

19

39
17
11
13
4

5
12
4
1
3
6

16
0610
7
8
2
7
3

8
11
5
4

2
13
8
38

5
4
3
1
2
0
0
0

8
2

31

I

0
4
0
0

15
6
12

10
9

11
6

4
4
6
1
2
6

1I

I
AI

II

42
5
0
5
2
3
0
0

42
3

27

l12
5

1

711
54

8
30

3

4
2

490
41

2020
10

-25
43

69
6

147
1, 761

26
4
6

140
1

64
13

1
5
16

18
14

2 1E

26
34
8
2

90

5
9

13

14
5

937
10

5S61
139
11

93
213
569

318
541
314

2,885

25
39
2
83
2

203
19

28
716

2

4

17
13
4

26
34
8
2
56

.1
2
4
IQ

i26
13

1
559
29
35

735
145
5

10
101
230

318
21

248
2,043

22

83
2

166
57

3
28
103

309
11

124
634
141
626

133
125
516

532
35
50

260
154

63
30
4
1

3
3

a
37
13

245
95

478
43
127
4

15
27
25

34
23
3

100

256
5

10
45
38
64
8

14
9
6

250
4

84

1,102
425

1,998

104
340

1,035
1,429
328

48
47

415
3

110
146
746

113
48
257
37

254
122
163
42

371
253
250

60
195
84
442

57
73
19

191
45
22
219
5

484
144

1.331

14

4501f
282

1, 102
425

1,174

154
175
509
249
411

48
133
212
28
66
82
333

8
113
48
257
37

254
122
163
42

54
125
95

150
84
84

442

168
53
43
206
21
22
82
5

215
137
683

1
0
0
3
0
0

9
1
8

4
2
6
3
0

1
2
2

1
10
0

0
1
0
3
0
2
0
1
1

1
1
2
0

1
0
3
3

0
0
0
2
00
0

2

02
4

I

I

12
6

16

4
4
8
4
5

7
4
7
0
0
2
4

2
2
3
4
2
2
.3
0
2

3
'6
1
31
52
7
7

00
1
1
0
0
2
0

2
2

191

1
0
0
7
0
2

32
6

21

6
6
16
5
5

3
4
7
0
0
1
4

I
5
2
7
2
7
5
1
2

4
6
4
4

2
4
4
14

0
0
0
2
0'
0
0
0

4
2
19

287
-

J45,91 %411 5308 -,7801 13_932 172 1_ 1281
(21t 2,874 - 3 0)J7,42 y147,772 33,080 2(3t9h701Au47430Se825(7h 1,468 1,097
(27th) July 5-11 (30th) July 26-Aug. I ~(36th) Aug. 30FSept. 5 (37th) Sept. 13-19

I I. . , .
1, 5601 2, 9721 3 646

I New York City only. 2 Period ended earlier than Saturday.
3 Dates between which the approximate low week ends. The specific date will vary from year to year.

9, 732114,518111,2581 60,4001510,0271 68.9421 52,7571 79,5981116,695
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Telegraphic morbidity reports from State health officers for the week ended Feb. 15,
1947, and comparison with corresponding week of 1946 and 6-year median-Con.

Poliomyelitis Scarlet fever tmallpox typhoid fever 4
I Week Smallpox ~~~~~~typhoidandepa4

Weelc Week: Week Week
Division and State ended- Me- ended- Me- ended- Me- ended- Me-

dian dian dian dian
Feb. Feb. 1942- Feb. Feb. 1942- Feb. Feb. 1942- Feb. Feb. 1942-
15, 16, 46 15, 16, 46 16, 16, 46 16, 16, 46
1947 1946 1947 1946 1947 1946 1947 194615,16 46 16.68 1, 1, 6 1, 1, 4

NEW ENGLAND
Maine --------
New Hampshire
Vermont
Massachusetts-
Rhode Island
Connecticut

MIDDLE ATLANTIC
New York
New Jersey
Pennsrlvania
rHAST NORTH CENTRAL
Ohio-
Indiana

Illinois-
Michigan 2

Wisconsin
WEST NORTH CENTRAL
Minnesota
Iowa
Missouri-
North Dakota
South Dakota
Nebraska
Kansa---------

SOUTH ATLANTIC
Delaware -------
Maryland2-
Districtof Columbia
Virginia-
West Virginia-
North Carolina
South Carolina
Georgia-
Florida-

EAST SOUTH CENTRAL
Kentucky ---
Tennessee
Alabama.-
Missisippi.
WEST SOUTH-CENTRAL
Arkansa--

Louisiana-

Oklahoma
Texas - ------------

MOUNTAIN
Montana.
Idaho
Wyoming.

Colorado

New Mexico
Arizona
Utah 2 .
Nevada

PACMC
Washington
Oregon
Calornia-

Total
7 weeks ---

Seasonal low week '___

Total since low

c

2

4

1

2
0

0

1
01
0

0

o

0I

0

2
2
0

0

1

0

0

0

2

0

1

0

2
0
13

0

0

0

0

0

0

4

1

0

0

0

1

0

0

0

0

0

0

0

0

0

1

5

2

0

0

0

0

0

0

0

0

0

1

01
9

C

c

4

C

C

0

0

0

0
0

0

0

0

0

0

8

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

8

13
0

11
177
18
36

338

109
259

364

124
150
121
68

51
53
38
15
17
52
71

12
34
13
43
24
34
8
23
9

38
48
17
16

5

10
45

7

14
10
48
5
7

15
2

45
45
135

52
9

11
178
11
72

486
121
337

327
111

218
134
130

41
60

82
14
22
85
91

7

83
22
53
47
51
8
16
7

42
73
29
16

21
9

17
97

7

11
4
42
15
17
23
0

45
26

235

28
8

11
373
14
72

507
141
337

365

11
272

218
219

82
60

82
22
22
54
91

9
83
24
.53
47
51
8
16
7

81
73
22
12

13
6

17
83

11
11

10

58
15
17
71
0

57
26

235

C

C

C

C

C

0

0

0

0

0

1

0

0

0

0

0

0

0

0

1

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

4

0

0

2

0

0

0

0

0

0

0

C

C

C

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

10

0

0

0

0

0

0

0

0

0

0

0

2
0

0

2
0

4

2
2

3

00

1

0

0

0

0

0

0

0

1

0

2

1

1

2

0

1

0

1

0

1

0

3

0

2

0

1

0

0

0

0

0

3

2

I

2

0

2
0

0

0

0

0

1

2

2

0

1

2
1
0

1

3
1
4

0

0

0

0

0

0

0

0

0

0

3~

I
0

0

2
0

01
4

5

2
0

11
0

0

0

2
0

0

0

0

0

0

0

2
1
I
0

2
3

12

1

2
3

4

0

0

0

0

0

0

0

0

0

0

a

43 33 26 3 4,069 4_ 11 14 88 42: 67
462 313 213 17,837 21,094 26,048_ 271 50 88 292 281 419

(1lth) Mar. 15-21 (32nd) Aug. o5Sept. 3 (llth) Mar. 15-21

25,238113, 6112, 284 44,5231 s9, oesC65, 02 811 1261 208 3,8201 4,5321 C; 7

S Period enrded earlier than Saturday.
' Dat between which the approximate low week ends. The specific date will vary from year to year.
4 IncIuding paratyphoid fever reported separately, as follows: Maschusetts 2 (salmonella infection);

Florida 1; Oregon 1.
& Deajed report: Poliomyelitis, Maryland 1 October case and 1 December cae, included in total since

low.
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Telegraphic morbidity reports from State health officers for the week ended Feb. 15,
1947, and comparison with corresponding week of 1946 and 6-year median-Con.

Division and State

NEW ENGLAND

Maine - ---- ----

New Hampshire--

Vermont - ---

Massachusetts-
Rhode Island-
Connecticut-

MIDDLE ATLANTIC

NewYork-
NewJersey-
Pennsylvania-

EAST NORTH CENTRAL

Ohio-
Indiana --
Illinois-
Michigan 2-
Wisconsin-

WEST NORTH CENTRAL

Minnesota-
Iowa -------------------
Missouri-
North Dakota-
South Dakota-
Nebraska -
Kansas - -------

SOUTH ATLANTIC

Delaware-
Maryland ' ---
District of Columbia ---

Virginia-
West Virginia-
North Carolina-
South Carolina-
Georgia-
Floiida - --

EAST SOUTH CENTRAL

Kentucky ---------
Tennessee-
Alabama-
Mississippi '--

WEST SOUTH CENTRAL

Arkansas-
Louisiana ---
Oklahoma-
Texas ---------------

MOUNTAIN

Whooping cough
Weel
Feb
15,
1947

ke

17
5
7
r9

10

nded
Feb
16,
1946

17
2
12
34
50

Week ended Feb. 15, 1947

Me- Dysentery
dian Un1942- Ame- Bacil- sUi
46 bc Iary specd

142 1
23
45-

En

infe
tiou

I-
Si
I-
LS

Rocky
\ Mt. Tula.

e
remi

fever

Ty
phu

en
dem

'r,
ic

Un-
du-
lant
fever

I
2

,--

135 221 221 5 -- - 8
87 146 146-- 2 --- 1
178 150 192 3 ---- 4

1&i3,
10(
221
141

11
1i
16

17

10
60
8
86
20
42
22
16
17

30
32
5

15

332

Montana-------------- 6
Idaho ----- ----- 5
Wyoming -1
Colorado- 7
New Mexico -31
Arizona ---- 29
Utah'
Nevada - ----------

PACMC
Washbigton -- -------- 25
Oregon -----17
California -------------- 96

Total -------------- 2,310
Same week, 1946-1, 89
Median, 1942-46-2,325
7 weeks: 1947 -17,038

1946 -12,814
Median, 1942-46- 1017

4 79
7 14

96
B 97
B 51

9
4
14
2

I10
17

3
12
4
38
13
42
74
31
9

8
41
10

12
3
1

146

6
18

686
16
37

121
L 22f

6 9
92SI8

32
6

13
2
5
14
33

3
47
10
38
40
126
51
18
19

39
37
9

12
7
4

162

15
5
3

28
9
16
17

5 -

2

1.

3-

7 -

3-

4 -

2.

--

-- -

-- -

-- -

.

b- -

4.

5-

I-

3
2
3

15

--i

11

1

3
1

I
2-- 2 1 2

I1 1 3
----- 3 1 4

1 -~ 1

36--- I I
38 2-7-2--- 5-7 -- -------- 1 13 9

.IC
1

2
.--

37 44 8 2 131--
21 19-- I 1 -97 1 ---- I'---------------- -2 4

1,889 2,325 65 299 99
30 2aD 95
17 201 61

327 2,690 1,479
273 2,239 873
143 1,=5R3

SI 1

2Period ended earLerthan Saturday. Anthrax: Pennsylvania 1 ase.$ 2-year median, 1945-46. Lepro#v: California 2 cases.

il=2 25 4 59
0 9 37 668
2 334 3411 634
3 155 38 451
3 166 380 z489

953436

-- -- --- -1 --- ---

I

I

1=-=

I

1-= _

I

I
I
I

.I

:

'1-

I

'I-

I

I

<

::
b --

b --

I

=

I

1-

.--

I, 1,

i
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WEEKLY REPORTS FROM CMES1
City reports for week ended Feb. 8, 1947

This table lsts the reports from S9cities of more than 10,000 population distributed throughout the united
States, and reprosets a cro section of the cumrrent urban incidence of the dieases included in the table.

I .w Influenza _ I.o'
A_____I a 02 In0

Division, State, and City ~1 A
~~ C) ~~ P~~ ~ ro O~~~E4 9

NEW ENGLAND

Portland----- 0 0 --0 34 0 2 0 1 0 0 3
New Hampshire:

Concord-0 0- 0 0 0 0 0
Vermont:

Bare -- 0 0 0 20 0 0 0 0 0 0 2
Massachusetts:

Boston -- 8 0 0 19 1 16 0 36 0 01 39
FallRiver-- 0 0 11 0 1 0 1 0 0 6
Springfleld-- 0 0 7 0 0 0 5 0 0 4
Worcester-- 0 0 0 9 0 11 0 0 20

Rhode Island:
Providence-- 0 0 1 0 60 0 2 0 8 0 0 15

Connecticut:
Bridgeport-- 0 0 5 0 1 0 1 0 0
Hartford- ------- O 0 1 0 0 0 2 0 0
NewHaven-- 0 0 33 0 0 0 7 0 0, 3
MIDDLE ATLANTC

New York:
0Buffalo -- 1 0 0 2. 1 4 0 11 0 0 1

New York -- 16 0 4 1- 62 8 61 0 139 0 2 69
Rochester-- 0 0 1 0 3 0 14 0 0 4
Syracuse - 0 0 0 0 3 0 13 0 0 9

New Jersey:
Camden -- 0 0 0 1 I 0 5 0 0 4
Newark-- 0 0 1 0 4 0 5 0 11 0 0 15
Trenton-- 0 0 11 0 3 0 7 0 0 1

Pennsylvania:
Phildelphia--- 11 0 8 0 11 1 21 0 89 0 2 37
Pittsburgh-- 0 0 2 0 130 1 10 0 15 0 0 3
Reading-- 0 0 2 0 1 0 5 0 0 1

EAST NORTH CENTRAL
Ohio:

Cincinnati -1 0 1 0 3 3 6 0 10 0 0 4
Cleveland -0 0 6 1 281 2 8 0 81 0 0 19
Columbus -3 0 1 1 5 0 4 1 9 0 0 3

Indiana:
Fort Wayne- 0 0 10 0 1 0 1 0 0
Indianapolis- 3 0 0 1 1 0 0 15 0 0 5
SouthBend- 0 0 8 0 0 0 7 0 0 1
TerreHaute- 0 0 0 1 0 2 0 0

Ilinois:
Chicago-3 0 13 0 22 1 37 0 0 46
Springield - 0 0 0 0 2 0 3 0 0

Michigan:
Detroit - 1 2 0 4 0 12 0 41 0 0 98
Flint ----------- 0 0 0 0 2 0 6 0 0 4
Grand Rapids- 0 0 2 0 0 0 5 0 0 4

Wisconsin:
Kenosha-0 0 0 0 0 0 5 0 0 2
Mflwanlkee - 0 0 0 O 12 1 2 0 8 0 0 76
Racine-0 0 2 0 2 0 3 0 0 10
Superior-0 0 1 0 0 0 0 0 o-°

WEST NORTH CENTRAL
Minnesota:

Duluth --1 0 0 0 0 1 0
Minneapolis- 1 0 1 4 0 2 0 6 0 0 2
St Paul - 2 0 0 3 0 4 0 7 0 0 2

Missouri:
KansasCity- 0 0 1 3 0 9 0 15 0 0 7
St. Joseph-0 0 - 1 0 0 0 0 0 4
St. Louis --_1 0 2 0 4 0 9 0 12 0 0 10

'In some instancs the fiure include nonresident cases.
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.~influenza 'aI 0-

Division, State,and City 4 N
4a a

co ~.
0 ~ P4 P4 w roE~ 4

WEST NORTH CENTRAL-

continued

Nebraska:

Omaha-------
Kansas:

Topeka-------
Wichita---------

SOUTH ATLANTIC

Delaware:
W

Maryland:
Baltimore------

Cumberland-----
Frederick

District of Columbla:

Washington-----
Virginia:

Lynchburg
Richmond------
Roanoke-----

West Virginia:
Wheeling ------

North Carolina:

Raleigh
Wpimington-----
Winston-Salem

South Carolina:

Charleston------
Georgia:

Atlanta-------

Brunswick------
Savannah------

Florida:

Tampa-------

EAST SOUTH CENTRAL

Tennessee-

Memphis.------
Nashville------

Alabama:

Birmingham--
Mobile -------

WEST SOUTH CENTRAL

Arkansas:
Little Rock

Louisiana:
New Orleans--
Shreveport------

Oklaboma:
Oklahoma City

Texas:

Dallas--

Galveston------
Houston----
San Antonio-----

MOUNTAIN

0

0

0

0

8

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1

3

Montana:

Bilings-------- 0

Great Falls------ 0

Helena-------- 0

Missoula------- 0

Idaho:

Boise 0

Colorado:

Denver -1------
Pueblo

UTtah:
Salt Lake City 0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

4

1

2

14

01

16

0 2

1 6

0 7

0 10

0

0 44

0 3

0 1

0 3

0 4

33

0 5

0 1

0

0 25

0 2

1 2

1

0 3

0 1

0 2

1 3

0

0

1 4

0 1
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0
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0

0

0
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0

0

0

0

0

0

0

0
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5

0

3

3

7

2

1

8
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0

1

0

0
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0

0

2

13

1

0

1

0

5

9

1

2

1

1

3

0
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0

0
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City reports for week ended Feb. 8, 1947 Continued

D)ivision, State, and City
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PACIFIC

Washington:
Seattle 2 0 0 3 0 5 0 2 0 n 5
Spokane-0 0 2 0 5 0 0 0 2 0 0
Tacoma -0 0 0 3 1 0 0 2 0 0

California:
Los Angeles- 22 0 5 6 7 2 5 3 26 0 0 13
Sacramento-0 0 0 3 1 0 0 1 0 0 3
San Francisco- 0 0 0 6 2 6 1 8 0 0

Total -93 2 94 16 971 33 336 10 702 0 5 687

Corresponding week, 114- 331 56 4,309- 444- 945 0 4 590
Average1942-46- 76 __286'8 3,747- 2498- 1,458 1 11 714

2 3-year average, 1944-46.
3 5-year median, 1942-46.
*Exclusive of Oklahoma City.
Dysentery, amebic.-Cases: New York 3; Rochester 1; Detroit 1; St. Louis 1; Birmingham 1; Los Angeles 2.
Dysentery, baciUary.-Cases: New York 2; Los Angeles 2.
Dysentery, unspecified.-Cases: San Antonio 6.
Tularemia.-Cases: Washington, D. C., 1.
Typhus fever, endemic.-Cases: New York 1; Mobile 3; New Orleans 4.

Rates (annual basis) per 100,000 population, by geographic groups, for the 89 cities
in the preceding taMe (latest available estimated population, 34,626,000)

.~~~~~~~~~~~C ,!w es4ai;

~~~Influenza _~~~~~~~~-.*ato&

0 4 0. 0 Q 0

MiddleAtlantic -13.01 0.0 36.08 1. 10 56 56. 9 Q0 1 0. 0 1. 7 167
WetorhCetrl ---1. 0~.a 4. 4)0 324 0 4.4C -. 1 . 0,.0 68

SiddleAtlantic------- 13.01 0.0 36.0 0.5 103 5.6 51.8 0.0 120 0.0 1.9 167

East South Central- 5. 9 0.0 76.7 11.8 35 0.0 88.5 17.7 41 0.0 0.0 83
West South Central- 12.7 0.0 30.5 5. 1 25 2 5 55.9 2.5 18 0.0 0.0 33
Mountain- _ -15.&9 0.0 127.1 0.0 95 7.9 95 3 0.0 175 0.0 0.0 8
Pacific - ------- 38.0 0.0 11.1 9.5 43 9. 5 25.3 63 65 0.0 0.0 83

Total----------- 14.1 0.3 14.2 2.4 147 5.0 50.9 1.5 106 0.0 0.8 104

TERRITORIES AND POSSESSIONS

Hawaii Territory

Plague (rodent).-Plague infection has been proved in a pool of 31
rats trapped on January 9, 1947, in District 1A, Kukuihaele area,
Hamakua District, Island of Hawaii, T. H.



FOREIGN REPORTS

CANADA
Provinces-Communicable diseage8-Week ended January 26, 1947.

During the week ended January 25, 1947, cases of certain communi-
cable diseases were reported by the Dominion Bureau of Statistics
of Canada as follows:

Prnove New Que- On ai 'ch Al BritishDisease Edw rd Scotia BrUns bec tario toba katch- berta Colum- Total
Lsland wick ewan bla

Chickenpox -16 2 246 392 22 31 64 113 886
Diphtheria -2 3 43 9 1 2 1-- 61
Dysentery:

Amebic ----6 -----6
Bacilary --- 1 -----3 4

German measles ---16 36 2 13 9 76
Influenza -37 --- 5 1 14 57
Measles --------------- ------- 105 2 43 80 202 94 421 489 1,436
Meningitis, meningococ-
cus- 1--3 2 ---1 2 9

Mumps - --------- 5 - 76 433 54 173 39 204 984
Poliomyelitis1 1 2------ 2
Scarletfever - - 4 6 63 88 13 4 7 11 186
Tuberculosis (al forms)- 1 13 115 34 13 3 51 23 253
Typhoid and paraty-
phold fever --- 6 -----17

Undulant fever ---- -- 1 2
Venereal diseases:

Gonorrhea -15 12 73 104 43 28 52 76 403
Syphilis -19 2 100 87 8 9 9 45 279
Other forms -------- 3 3

Whooping cough -33 1 76 107 19 6 2 8 252

NoTx .No report was received from Prince Edward Island for the above period.

JAPAN
NotJfiable di8eases-4 week1s ended January 25, 1947.-During the 4

weeks ended January 25, 1947, certain notifiable diseases were re-
ported in Japan as follows:

Disease Cases Deaths Disease Cases Deaths

Cerebrospinal meningitis 153 30 Paratyphold fever-224 11
Diphtheria -2,810 262 Scarlet fever - -------- 182I
Dysentery - 232 66 Smallpox-67 5
Encephalitis, Japanese "B"- 1 2 Syphils- 6, 891 --Gonorrhes ---------- 11,756 Typhoid fever 1,00 110
Malaria - 636 1 Typhus fever -2 13

REPORTS OF CHOLERA, PLAGUE, SMALLPOX, TYPHUS FEVER, AND
YELLOW FEVER RECEIVED DURING THE CURRENT WEEK

NOTx.-Except in cases of unusual incidence, only those places are included whicb had not previously
reported any of the above-mentioned diseases, except yellow fever, during recent months. All reports of
yellow fever are published currently.
A table showing the accumulated figures for these diseases for the year to date is published in the PUBLIC

HEIALTH REPORTS for the last Friday in each month.

Plague
Madaga8car.--Plague hlas been reported in MXIadagascar aa follows:

December 11-20, 1946, 20 cases, 19 deaths; December 21-31, 1946,
43 cases, 42 deaths.

Typhus Fever
Rumania.-For the period January 8-15, 1947, 369 cases of typhus

fever were reported in Rumania, including 15 cases reported in
Bucharest.

x (368)


