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Children living in or near cities have relatively more medical serv-
ices available than do children in isolated counties, as measured in
terms of doctors' visits, days of hospital care, visits to well-child
conferences and to other types of clinics (1,2). However, it cannot
be assumed that the services in the urban areas are invariably good,
or altogether adequate in quality or quantity. Comparison of statis-
tics for different areas indicates that the services available vary greatly,
even between areas in which metropolitan development has been most
extensive. It has therefore seemed appropriate to present compara-
tive data for the 12 metropolitan districts, grouped in earlier publica-
tions under the heading "greater metropolitan counties," to show
differences which exist among districts and between totals for all such
districts, for the balance of the country, and for the country as a whole.
The group of counties forming each district "tends to be a more or

less integrated area, with common economic, social, and, often, ad-
ministrative interests" (3).1 The composition of each district, to-
gether with pertinent data from the Study of Child Health Services
on child population, doctors in private practice, public health nurses,
general hospital beds, and certain community health services for
children, is given in the appendix.

*From the Public Health Service and the Children's Bureau of the Federal Security Agency, and the
American Academy of Pediatrics Study of Child Health Services.

I The concept of metropolitan districts used in the analysis of data collected by the Study of Child Health
Services represents only a slight modification of the pattern of metropolitan districts set up by the Bureau
of the Census on the basis of 1940 census data. In the population of a district the Census Bureau included,
in addition to the central city, all adjacent and contiguous minor civil divisions that were thickly settled (3).
In this report on child health services the concept of a metropoUltan district has been modified so that its
outline follows county borders (4). A county was classified as metropolitan if half of the population (or
at least 50.000 persons) were within the metropolitan district outlined by the Census Bureau. Of the re-
sulting districts, 12 had population totals in excess of 1,000,000 at the time of the study. These 12 districts,
comprising some 63 counties, make up the "greater metropolitan districts" which are the subject of special
study in this report. It may be noted that the shift to county lines is of minor consequence in the interpreta-
tion of the material since 95 percent of the inhabitants of the counties live within the districts set up by the
Bureau of the Census.
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The location of the districts in and around the cities of Baltimore,
Boston, Chicago, Cleveland, Detroit, Los Angeles, Philadelphia,
Pittsburgh, St. Louis, San Francisco (including Oakland), Washington,
and New York (including the northeastern New Jersey cities of
Elizabeth, Jersey City, Newark, and Paterson) is shown in figure 1.

Figure 1. Location of twelve metropolitan districts used in analysis of child health
services.

On this map the black areas represent the geographic extent of the
central city; the shaded areas, the extent of the counties in each dis-
trict. Only 5 percent of the total land area in the combined districts
is within the main cities. Cleveland is the one district that does not
spread beyond the boundaries of the county of which it is a part; the
central city includes 16 percent of the district area. All of the other
districts have less than one-tenth of the total area in the city proper,
with the city of Pittsburgh accounting for only 1 percent.
In 1940 the combined districts had an enumerated population of

36,402,167 persons, or 28 percent of the United States total. Sixty-
two percent of the district population lived within the 17 central
cities. The proportion of the district population that was within the
central city varied widely, ranging from 79 percent in Baltimore to
27 percent in Boston. The Boston district has a large proportion of
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its inhabitants living in large cities of 50,000 or more persons other
than the city of Boston. Within the 12 districts only about one-
fourth of the population did not live in cities as large as 50,000 per-
sons. Two percent of the population was classified as rural-farm, the
largest proportion-4 percent-occurring in the districts of Pitts-
burgh, St. Louis, and San Francisco-Oakland.

In these metropolitan counties at the time of the study, there were
about 8,374,699 children under 15 years of age.2 These metropolitan
districts accounted for 23 percent of the children in the entire United
States. Among the 12 districts, the New York-northeastern New
Jersey district had the largest number, 2,480,481. The Chicago
district was the only other one with more than 1 million children.
Five additional districts had as many as 500,000 children. Three
districts had a child population of less than 300,000: Baltimore,
Cleveland, and Washington.

Health Personnel and Child Visits

Physicians
The Study of Child Health Services inquired into the count of

physicians in private practice and a list of names was prepared in
each State (4). The data collected indicated that there were about
117,000 private practitioners in the United States in 1946. Retired
physicians, those in full-time academic, administrative, research or
institutional positions, and those employed by Federal, State, and
local health agencies were excluded from the count.
The physicians in private practice in the metropolitan districts

totaled 48,123, or 41 percent of those in the country. It is evident
that the districts had a disproportionately large share in as much as
only about one-quarter of the population lived within their bound-
aries. Specialists particularly were concentrated in these large urban
areas; half of the pediatricians and of the other specialists were
enumerated therein. Even among general practitioners, 37 percent
were found to have offices in these counties.
Comparisons between districts are facilitated when totals can be

related to some common population base. Since county population
estimates upon which district totals might be built up are not avail-
able for a current year, estimates of child population under 15 years
of age have been used. The numbers of physicians have been ex-
pressed as ratios reflecting the number per 1,000 children for each of
the 12 districts, as shown in the first column of table 1.
The combined districts had 5.7 physicians per 1,000 children, as

compared with a corresponding rate of only 2.5 for the balance of the
2 Child population as of July 1, 1945, was estimated as a part of the Study of Child Health Services. For

the method used, see reference (4).
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Table 1. Health personnel and visits to children under 15 years of age in each of 12
metropolitan county districts, 1946

Dentists Public
Physicians in private practice in private health

practice 1 nurses 2

Child visits per U5Number perdl,000| l,000 children per -X | |
children under 15 day 35' 3. 5

Metropolitan county district

Chicago --------------- ~~---5 4 3.452 . 91.11.6 2 3 56 8 .4 4

Los Angeles ------------------ 5. 54 2.6fi . 20 13. 5 7. 7 2. 5 3. 27 4. 48 . 36 119
Cleveland----------------5.41 3.00 .21 14.6 8.8 2.6 4.00 6.39 .54 215
Washington---------------5. 37 2. 70 . 28 17. 3 9. 2 4. 0 2. 84 4.5$6 . 88 172
Boston --------------------------- 5. 36 3. 21 . 22 20. 6 15. 6 2. 1 3. 00 6. 97 . 89 446
St. Louis ------------------ 4. 55 2. 33 . 13 13. 9 8. 7 2.6f 2. 95 4. 00 . 37 162
Baltimore----------------4. 52 2. 16 . 20 14. 4 8. 6 2. 7 1. 82 3. 15 . 83 495
Pittsburgh---------------3. 81 2. 38 . 11 17.5$ 11. 4 1. 9 2. 42 4. 59 . 39 106
Detroit --------------------- 3. 23 1. 93 . 10 14. 6 10. 0 2. 0 1.72 3. 63 . 62 430

Total metropolitan county districts-- 5. 75 3. 27 . 21 17. 6 11. 7 2 6 3. 38 5 5.97 . 65 374
Balance of country-----------2. 49 1. 72 . 06 12. 3 9. 6 1.2 1. 35 6 2.39 . 33 160

United States -------------3. 24 j2. 08 . 10 13. 5 10. 1 1. 5 1. 82 |63.18 . 40 210

XExcludes retired doctors and those in full-time academic, administrative, research or institutional
positions, and those employed by Federal, State. and local health agencies.

2 Registered nurses working full-timse for community health agencies, both officia and voluntary, that
give general service to children. Excludes nurses giving special services such as (a) nurses workring full-
time in schools. (b) nurses employed by agencies giving only industrial, tuberculosis, or venereal disease
service, and (c) supervisors employed by State agencies.

a Based on l-day record of visits, witb about one-seventb of the doctors reporting for each day of the
week. Data adjusted for season and nonresponse- for methodology see reference (e).

4 Includes specialists other than pediatricians. Specialists are tbose who reported practice limited to
a recognized specialty, irrespective of certification.

I Exclusive of New Jersey.
i Exclusive of New Jersey and Wisconsin.

country. Eight of the districts had 5 or more physicians per 1,000
children, a rate twice as high as that for the balance of the country.
The Detroit district was the only one that did not exceed the United
States average of 3.2 physicians per 1,000 children. The New York-
northeastern New Jersey district had the largest ratio of physicians
to child population. The Detroit district showed less than half as
many, whether stated in terms of general practitioners, pediatricians,
or all physicians.
In the course of the study each physician was asked to report by

mail, for an assigned day, the number of children seen for sick care
and health supervision. The number of child visits in relation to
population was highest in the New York-northeastern New Jersey
and Boston districts, where there were about 21 visits per 1,000 chil-
dren on an average day. The other districts had rates that ranged
from 17.8 to 13.5 Vrisits. Children in the balance of the country
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received one-third less physicians' visits than those in the combined
12 districts.

It is recognized that the district total rates are based upon totals
which include visits to children who reside beyond the district borders.
It is believed, however, that the services of general practitioners and
of pediatricians are concerned for the most part with the care of chil-
dren residing in the immediate area of their location. For this reason
separate rates have been computed to show child-visit ratios for these
two physician groups. The same two districts, New York-north-
eastern New Jersey and Boston, were in first place in terms of visits
to general practitioners. However, when pediatricians' visits are
considered, the San Francisco-Oakland and Washington districts,
where almost one-fourth of the total physicians' visits to children
were made by child specialists, led all other districts. In the Boston
and Pittsburgh districts pediatricians accounted for as little as one-
tenth of the total child visits to physicians.

Dentists

A total of 65,684 dentists was reported as being in private practice
in the United States at the time of the study. Of these, 28,270 had
offices in the 12 districts. This amounts to a concentration of 43
percent in the counties where about one-fourth of the people live
and follows a patter4 similar to that for physicians.
There were 3.4 dentists per 1,000 children in the combined districts,

as compared with a rate of 1.4 for the balance of the country (table
1). Among the 12 districts the ratio of dentists to child population
was highest in the New York counties, and lowest in the Detroit and
Baltimore districts.
The number of dentists in a district is an indication of the number of

children under dental care. Each dentist was queried in regard to
his child patients on an assigned day, and the aggregate child visits
showed a wide variation among the districts. The New York rate
of 8.1 child visits per 1,000 children on an average day was more than
twice the low rate in the Baltimore district. Five of the districts had
more than 6 visits per 1,000 children on 1 day, the combined district
rate. Children in the balance of the country received less than half
the rate of visits of those in the 12 districts.

Public Health Nurses
Of the total 14,550 full-time nurses engaged in general public health

programs in the United States, according to the study reports, 5,415,
or 37 percent, were employed by official and voluntary agencies in the
12 metropolitan districts. In addition, in these districts there were
about 200 nurses employed on a part-time basis. Nurses serving in
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agencies giving only school health, industrial hygiene, tuberculosis, or
venereal disease services have been excluded from this count.

Since a large part of the public health nurses' service is for children,
the total number of nurses in relation to the child population is shown
in table 1. In the combined districts there were 0.65 full-time public
health nurses per 1,000 children under 15 years of age, twice the rate
prevailing in the balance of the country. The rates ranged from 0.89
to 0.36 nurses per 1,000 children in the 12 districts. The highest
ratios of nurses to children were in the Boston, Washington, and
New York-northeastern New Jersey districts; the lowest ratios, in
Los Angeles, St. Louis, and Pittsburgh.
The National Organization for Public Health Nursing has recom-

mended a standard of one nurse to a population of 2,000 when bedside
nursing is to be included in the public health nursing program (5).
It is recognized that nursing needs vary with age, and only a very
rough indication of the needs of children is possible. On the basis of
one-fourth of the population being under 15 years of age, the ratio has
been restated as about two nurses per 1,000 children under 15. The
number of nurses reported as being in the combined districts in 1946
is only one-third those required to meet'such a minimum standard.
Even the Boston district, with the highest rate of 0.89 nurses per 1,000-
child population, would have to more than double its total number to
come up to this level.
Over 3 million home visits were made by public health nurses

during the study year to children in these metropolitan districts.
This amounted to 41 percent of the total home nursing visits to
children in the entire country. In terms of child population there
were 549 visits per 1,000 children per year in the Chicago district
where the highest rate was found. Four districts-Washington, St.
Louis, Los Angeles, and Pittsburgh-had rates lower than the United
States average. The combined district rate, however, was more than
twice the rate prevalent in the remainder of the country.

General Hospital Facilities and Services
In the metropolitan districts are located 865 general hospitals (with

5 or more beds), including those for maternity and pediatric care.
This accounts for only one-sixth of the total number of such hospitals
which are located in the United States. Although comparatively few
of the hospitals are in these districts, those included are relatively
large in size so that about one-third of the total hospital beds are
within the district borders.
The general hospitals in the 12 districts had a total of 156,417 beds

at the time of the study, which gave a rate of 18.7 beds per 1,000
children (table 2). Total beds in relation to child population has
been used as an index of the total hospital facilities available to
908 July 21, 1950



Table 2. Facilities and servi4es for children in general hospitals in each of 12 metro-
politan county districts, 1946

Number per 1,000 Percent of Child
children under 15 Percent of child ad- OPD

total beds missions visits per
Metropolitan county district reserved to hospi- 1,000

TotalbedsX fdren X for tals with childrenToabedsfocilre2 children pediatric under 15,beds 1children2 ~units per year

New York-northeastern New Jersey 20.2 2.33 11.5 92 127
Philadelphia -21.3 2.55 12.0 90 53
San Francisco-Oakland -20.1 1.77 8.8 80 192
Chicago -17.9 2.22 12.4 82 132
Los Angeles -15.4 .90 5.9 76 183
Cleveland -19.8 1.25 6.3 90 163
Washington -21.0 2.29 10.9 90 289

Boston -19.3 2.52 13.1 86 161
St. Louis -20.9 2.31 11.1 90 136
Baltimore -22.5 1.97 8.8 94 181
Pittsburgh 13.9 1.77 12.8 97 360
Detroit -13.8 1.19 8. 7 79 136

Total metropolitan county districts 18.7 2.02 10.8 88 157
Balance of country -11.1 .95 8.6 64 33

United States -12.8 1.20 9.3 71 62

1 In hospitals with 5 or more beds, both those registered by the American Medical Association and
those unregistered. Includes maternity and pediatric hospitals.

2 In hospitals with 25 or more beds where there is a pediatric unit of 5 or more beds permanently set
aside for the care of children.

children. Obviously the beds used for child care fall below this figure
but well above the total given as "Beds for children" in the second
column of the table. This category is limited to hospitals with 25 or
more beds where there is a pediatric unit of 5 or more beds permanently
set aside for the carte of children. Except in pediatric hospitals and
those with separate pediatric units, many beds are used interchange-
ably for children and adults according to need and circumstance.
The rate of total beds to child population in the metropolitan

districts was one-and-a-half times that of the balance of the country.
Among the districts the range in rates was from 22.5 in Baltimore to
less than 14 total beds per 1,000 children in Pittsburgh and Detroit.
Beds reserved for children totaled 16,878 in the district hospitals

with pediatric units, as defined above. This accounted for 39 per-
cent of the pediatric beds in the entire country. The rate of beds for
children per 1,000 children under 15 years of age was 2.0 in the 12
districts, as compared with half that figure in the balance of the
country.
The districts that ranked low in the ratio of pediatric beds to child

population were Los Angeles, Cleveland, and Detroit. In the first
two as few as 6 percent of the total beds were reserved for the care of
children. The Boston district had the largest proportion of beds set
aside for children and next to the largest rate of pediatric beds, being
exceeded only by the Philadelphia district.

While the proportion of all beds set aside for children in general
hospitals varied from 6 to 13 percent among the districts, a very
large part of child admissions to hospitals was made to those hospitals
July 21, 1950 909
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having pediatric units. In the combined districts, 88 percent of the
total child admissions were to such hospitals. Within the districts the
percentages varied from a high of 97 in Pittsburgh to a low of 76 in
Los Angeles. In the balance of the country less than two-thirds of
the child admissions were to hospitals with pediatric units.

Outpatient departments are recognized as a feature of large urban
hospitals. In the combined districts there were 367 outpatient depart-
ments admitting children-40 percent of the total number. A total
of 272 hospitals had separate pediatric units, a total which represents
more than half of all such clinics in the country. The Pittsburgh
district had a surprisingly large number of clinics and the 360 child
OPD visits per 1,000 children per year was the highest rate reported.
The Washington district was in second place, while Philadelphia was
at the bottom of the list. The combined district rate of child OPD
visits was nearly five times that of the balance of the country (table 2).

Well-child Conferences
Well-child conferences under the direction of a physician offer

preventive medical service such as impunizations, routine health
examinations, advice on feeding, and other care designed to maintain
the health of well children. Clinics operated by community health
agencies provide 13 percent of the health supervision visits to infants
and preschool children (other than the newborn) in the metropolitan
districts; the balance of the service is given by physicians in their
private practice (2).
The 12 districts accounted for nearly half of the total clinic sessions

held in the United States during the study year although they repre-
sented less than one-fourth of the total children under 5 years of age.
The rate of sessions within the districts was nearly three times that
in the balance of the country.
Voluntary agencies gave only a small part of the well-child clinic

care; they provided one-fifth of the sessions in the combined districts.
Such agencies sponsored a larger proportion of the sessions in the
Philadelphia area (49 percent) and in the Chicago area (41 percent).
Official agencies, however, accounted for at least 95 percent of the
sessions in the Cleveland, Los Angeles, and St. Louis districts.
Most of the sessions in the combined districts, 84 percent, were for

both infants and preschool children. The Chicago district was unique
in offering a large proportion of unmixed sessions; there, 62 percent of
the total sessions were for infants and 6 percent for preschool children.
In that district nearly three-fourths of the children admitted were
infants, indicating the concentration on baby clinics. Preschool
children, however, were in the majority in half of the districts, but
even in the districts with the highest proportion-Baltimore and
Detroit-they comprised but two-thirds of the patients.
910 July 21., 1950



The districts with the highest rate of sessions were usually those
with the largest number of clinic visits and of patients. The Baltimore
district was in first place on all three indices; the Detroit district, in
last position. Half of the districts reported 23 or more sessions, 502
or more visits, and 145 or more patients per 1,000 children under 5, per
year.
In the 12 districts the number of visits per 1,000 children under 5

during the year was nearly four times the rate in the balance of the
country, but the number of children seen was only slightly more than
twice as many. This difference is reflected in terms of the number of
visits per patient during the year: 3.6 in the districts as contrasted
with 2.4 in the rest of the country. Thus repeat visits necessary for
continuing health supervision were more common in metropolitan
areas. In the Baltimore district with the highest rate of attendance,
about one child out of five, in the age group under 5 years, attended
well-child clinics and he averaged 3.0 visits during the year. In the
Chicago district, there was an average of 5.4 visits per patient but
fewer children were handled (table 3).

Table 3. Well-child conferences in each of 12 metropolitan county districts, 1946

Number per 1,000 children Number of Percent of
under 5, per year visits per sessions withdistrict patient pediatrician

Sessions Visits Patients per year in attendance

New York-northeastern New Jersey 30 516 153 3.4 11
Philadelphia -24 502 145 3.5 30
San Francisco-Oakland -28 584 152 3.8 25
Chicago_ -------------------------------- 23 552 1025.4 58
Los Angeles -12 284 82 3.4 85
Cleveland -16 185 77 2.4 71
Washington -37 551 179 3.1 36
Boston -20 460 147 3.1 51
St. Louis -- 13 287 83 3.4 56
Baltimore -40 618 203 3.0 60
Pittsburgh -15 130 32 4.0 2
Detroit -3 54 19 2.8 0

Total metropolitan county districts 22 422 118 3.6 31
Balance of country-8 106 45 2.4 24

United States -11 182 62 2.9 27

The pattern of staff attendance at the well-child conferences varied
markedly among the districts. In the combined districts, 46 percent
of the sessions were attended by general practitioners, 31 percent by
pediatricians, and 23 percent by health officers and physicians em-
ployed full-time by the sponsoring agencies. The last group of phy-
sicians accounted for at least half of the sessions in three districts-
Philadelphia, San Francisco-Oakland, and Washington-but virtually
none in the areas of Baltimore, Chicago, and Cleveland. Pedia-
tricians were strikingly absent from the conferences held in the
Detroit and Pittsburgh districts (table 3).
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Information on types of practices in well-child conferences was
tabulated to give a rough indication of the quality of services and
has been expressed in terms of the proportion of the sessions that
were sponsored by community health agencies having that practice.
Routine immunization for smallpox and diphtheria was a general
practice, followed in 83 percent of the sessions held in the combined
districts, but it was noticeably low in the areas of Boston, Detroit,
and Philadelphia. The practice of routine inununization for whooping
cough was not as prevalent and was reported for only two-thirds of
the sessions. Practically all of the agencies provided public health
nursing follow-up in the home, and advice to mothers on formulas,
feeding, care, and training. Consultant services available to the
staff and to the parents showed considerable variation among the
districts. Three-fourths of the total sessions offered such service by
a nutritionist, but the Chicago and Washington areas were low in
this practice. Forty-five percent of the sessions were by agencies
with a psychologist or psychiatrist on the staff, with a range from 3
to 85 percent among the districts. It should be borne in mind that
all of these percentages are based on the agencies' statements of policy,
and practice may vary as to how thoroiighly policies are carried out.

Dental Clinic Care
Children's dental clinics provided only 6 percent of the total

dental care that the children in the 12 districts received during the
study year. The other 94 percent was furnished by dentists in their
private practice (2).
The pattern of more clinic care in or near large cities is again evident.

The clinics in the metropolitan districts accounted for almost two-
thirds of the total clinic dentist-hours for the entire country. Within
the 12 districts, 80 percent of the dentists' time was reported for
clinics operating in the central cities.
Some of the districts offered virtually no dental clinic service for

children, by either official or voluntary agencies. Voluntary agencies
provided one-third of the total dentist-hours in the combined districts.
In the Detroit districts, they accounted for half of the time; in the
Philadelphia area, as much as three-fourths. Yet, they were missing
from the Baltimore and San Francisco-Oakland districts and made
little contribution in the St. Louis area during the year.

Clinics in the Boston and Washington districts provided the highest
rate of care during the year, whether measured in terms of dentist-
hours, visits and patients for services other than examinations, or
examinations. Among the 12 districts, the range in dentist-hours per
1,000 children under 15, per year, was from 156 to 13, with the San
Francisco-Oakland district in last position. With regard to visits for
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services other than examination, the Boston rate of 327 visits per
1,000 children per year was far above Washington with the next
highest rate of 189; Cleveland had the low rate of 32. Twice as many
patients received service in Boston as in the Washington district
(table 4).

Table 4. Dental clinic carefor children in each of 12 metropolitan county districts, 1946

Number per 1,000 children under 15,
per year Number of Ratio of ex-

Metropolitan county district -_____________ - ______ visits I per aminations
patient per to patients

Dentist- Visits I Patients ' Enami- year given service
hours nationS2

New York-northeastern New
Jersey - -92 185 47 241 3.9 5.1

Philadelphia---114 177 52 216 3.4 4.1
San Francisco-Oakland -- 13 39 7 40 5.8 5.9
Chicago - -29 71 18 67 3.9 3.7
Los Angeles --23 81 32 229 2.5 7.1
Cleveland - -45 32 6 270 5.2 44.1
Washington --147 189 72 563 2.6 7.9
Boston - -156 327 150 494 2.2 3.3
St. Louis - -67 82 34 239 2.4 7.1
Baltimore --132 83 24 29 3.5 1.2
Pittsburgh -- 68 74 19 281 3.8 14.5
Detroit - -22 38 20 27 1.9 1.3

Total metropolitan county dis-
tricts - -74 133 42 214 3.1 5.0

Balance of country --13 24 13 77 1.9 6.0

United States -27 49 20 109 2.5 5.5

XFor services other than examinations.
2 Includes examinations by dentists and others.

Children in the 12 districts received more than five times as much
dental clinic care as those in the balance of the country when the
comparison is made in terms of dentist-hours or visits for service.
The difference is not quite as marked in regard to child patients per
1,000, but in the 12 districts, clinics still served three times as many
patients per unit of population as were handled elsewhere.
The programs varied considerably in regard to the number of visits

per patient during the year. The two districts with the highest rate
of repeat visits-San Francisco-Oakland and Cleveland-were the
lowest in terms of patients seen. In the combined districts there were
3.1 visits per patient per year, a rate 50 percent higher than that in
the balance of the country.
The Washington and Boston districts were outstanding in the num-

ber of children examined as well as in the number given service. In
those districts about 500 children per 1,000 received dental examina-
tion in children's clinics during the year. The rate of examination
in the combined districts was nearly three times that in the remainder
of the country.
The ratio of dental examinations to patients given service also

showed considerable variation. In the Cleveland and Pittsburgh
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districts, the emphasis was on examinations; in the Baltimore and
Detroit districts, on service. About five children were examined for
every one given service in the combined districts, a rate not too differ-
ent from that of the rest of the country.

Summary
The relative magnitude of the ratios of selected types of health

personnel, facilities or services per 1,000 children in each of the 12
metropolitan county districts has been summarized graphically in
figure 2. For any one type, the individual district rates have been
divided by the average of the rates for all of the districts.

DISTRICT PHYSICIANS PUBLIC HEALTH NURSES WELL-CHILD CLINIC VISITS *
New York
Philodelphia
Son Froncisco
Chicago _
Los Angeles I
Cleveland
Washington
Boston
St. Louis
Boltimore
Pittsburgh _ T
Detroit

DENTISTS GENERAL HOSPITAL BEDS DENTAL CLINIC VISITS *
New York
Philodelphio
Son Froncisco
Chicogo
Los Angeles
Clevelond
Woshington
Boston
St. Louis
BoltImore _
Pittsburgh I
Detroit I

I * D~~~~~~~~~~~URINGDUE YEAR
Figure 2. Summary of six indices of child health services by district, 1946. (The

dotted lines indicate the unweighted combined-district averages of the rates per
1,000 children. The individual district rates have been divided by the correspond-
ing combined-district average. The length of the bars thus indicate the inter-dis-
trict variation both within one index and between indices.)

The New York district (including northeastern New Jersey) was out-
standing in the number of health personnel in relation to child popula-
tion, with as much as 40 percent more physicians, dentists, and public
health nurses than the combined-district averages. Nr other district
even approached its rate of physicians and dentists in private practice.
With regard to nurses engaged full-time in general public health pro-
grams the Boston and Washington districts slightly exceeded the New
York-northeastern New Jersey rate. The districts of Los Angeles, St.
Louis, and Pittsburgh were in the lowest positions.
The Baltimore district occupied the most favorable position as to

general hospital beds; the Pittsburgh and Detroit districts, the most
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unfavorable. The variation in hospital facilities among the 12 dis-
tricts, however, is considerably less than that for health personnel.
The Baltimore district also stressed the importance of well-child

conferences in the health supervision of children under 5 years of age,
again in marked contrast to the Pittsburgh and Detroit areas. The
clinics in the Chicago district gave more continuing health supervision
as measured by visits per patient per year, but they were in third
position in terms of child visits.
The variation among the districts was greatest for services pro-

vided in children's dental clinics. The Boston district had nearly
three times the combined-district average of visits for service per
1,000 children per year. The Cleveland, Detroit, and San Francisco
(including Oakland) districts had only about one-third the 12-district
average.
Data on child population, doctors in private practice, public health

nurses, beds in general hospitals, well-child clinic sessions, and dental
clinic dentist-hours for children are given in the appendix for each of
the 12 districts, the 63 metropolitan counties, and the 17 central
cities. The information was collected during 1946 and early 1947
when medical and dental personnel were still returning from military
service, and changes may have occurred in many areas.
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School Lunches from a Health Standpoint

By RoY E. BUTLER, M. D.*

This presentation deals with certain aspects of the school lunch
study conducted in a community near Washington by the United
States Department of Agriculture and a Public Health Service nutri-
tion field unit assigned to the Maryland Department of Health. hIl
this cooperative project, the nutrition field unit was assigned to make
the clinical nutritional appraisals, to take the one-day dietary histories,
and to perform some of the laboratory work. The unit consisted of a
physician, a nutritionist, a biochemist, a nurse, and clerical help.
Field units of the Nutrition Branch of the Public Health Service are
set up to demonstrate to State and local health departments methods
of assessing nutritional status. They apply various known techniques
and investigate new ones for local health department use.
The unit attempted to determine whether there is any correlation

between an individual's food intake and his laboratory and physical
findings. For the experiment, a school serving lunches and a control
school were selected. About 340 children between the ages of 6 and
12 were observed in each school for 6 weeks in 1947 and in 1948.
Dietary histories of the children were taken. Whereas the nutri-

tionist of the unit obtained from each child information concerning the
food he had eaten during the previous 24 hours, the Bureau of Human
Nutrition and Home Economics, Department of Agriculture, re-
corded the food consumed by the family for one week.' The latter
placed special emphasis on the foods eaten by the child as reported
by the mother. These histories gave some indication of the com-
munity dietary patterns when the group results were determined.
The results of the analyses of the one-day dietary records will be
reported at a later date.
The doctor's rating of the children as to physical appearance did not

vary substantially between schools or from one year to the next.
Around two-thirds of the youngsters were considered to be in good
health, about a third in fair health, and a small percent or practically
none in poor health.

*Senior Surgeon from the Division of Chronic Disease, Public Health Service. Presented before the Food
and Nutrition Section and the American School Health Association, Oct. 27, 1949.

' The dietary aspects and certain of the laboratory findings are discussed in an article by Dr. Millicent
Hathaway submitted for future publication in the American Journal of Public Health. This paper also
outlines the characteristics of the schools, the reasons for their selection, and the general procedures followed
in an attempt to determine the benefit to the child of a school lunch.
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The physical examinations were first made in the control school and
then about a month later in the lunch school. All physical examina-
tions in 1947 were made by one clinician. Another clinician who had
observed his methods at that time made the examinations in 1948.
The physical examination for the nutritional appraisal was directed

toward the skin, mouth, and eyes, the first areas to show signs of
mualnutrition. Thirty-nine localized regions were examined and
graded for a complete description of these organs. The changes in
the various aspects of these organs and tissues were graded from zero,
showing the absence of abnormality, through three, which indicated
a severe disturbance. Anthropometric measurements were restricted
to the determination of height and weight.
The biochemist made examinations of the blood which included

determinations for hemoglobin, carotene, and vitamin A. Ascorbic
acid determinations were made by the Department of Agriculture.

Results
Physical Eaminations

Comparisons of height-weight relationships between the lunch
group and the no lunch group failed to reveal any significant difference
between the two groups of children. *

Thirty of the 39 signs of nutritional deficiency required no further
analysis because so few of the children showed evidence of them and
then only to a minimal degree. They proved insignificant as a means
of evaluating the school lunch program. For this reason the analysis
was limited to the following signs and symptoms.
1. General appearance-a subjective impression of the child's outward
appearance without reference to grooming or peisonal hygiene.
2. Eyes.

a. Thickening of the conjunctiva covering the sclera.
b. Folliculosis-follicular hypertrophy of the palpebral coII-

junctiva.
c. Blepharitis-an inflammation of the eyelids extending along

the line of the hair follicules; usually no discharge but some scaliness
and slight loss of hair. This condition is occasionally associated with
a nutritional deficiency but other conditions, such as bacterial infec-
tion or visual defects, may also be the cause of the condition.

d. Outer canthi lesions-redness and scaliness extending from
the outer corners of the eyes.
3. Mouth.

a. Gingivitis-inflammation with various degrees of swelling of
the gums along the margins of, and especially between the teeth.
Sensitivity to pressure with subsequent bleeding varies with extent
of involvement.
920 July 21., 1950



b. Tongue fissuring-"cracks" on surface of tongue appearing
when extended and gently pushed down with a tongue depressor.

c. Other tongue signs-swelling of the tongue or abnormal
appearance of the papillae.
4. Skin.

a. Xerosis and folliculosis-these conditions were recorded
separately but were combined for statistical analysis. Xerosis is a
dryness of the skin combined with various degrees of roughness.
Folliculosis is a "goose-flesh" condition looked for in this examina-
tion only on the outer surface of the arms.
The analyses of the nine signs revealed inconsistent differences

between the two schools, and from year to year, which indicates
that factors more important than the school lunch were affecting
the results. In all cases the signs seen were minimal in degree. At
the time of the examination the examiners were unaware of the degree
of participation of the children in the school lunch program. The
comparison of the physical signs obtained in 1947 with those in 1948
is complicated because the examinations were conducted by two
different physicians. Studies have shown that even if the same
physician examines the same individuals at different periods, con-
siderable variations in the findings may be expected. Also, when
examiners of similar training and knowledge of the subject examine
the same individuals, a considerable variation in their findings may be
expected.

Laboratory
It has been reported that the hemoglobin determinations revealed

no evidence of advantage for the children receiving the school meal.2
It was shown that the blood ascorbic acid values improved in 1948
over 1947 in both schools regardless of participation in the school
lunch but improved more markedly for the children who participated
both years in the school lunch. This may reflect the use of citrus
concentrates which were added to the school lunches in March 1947.
The blood carotene values for any one year were distributed in a

manner that indicated that the school lunch group had more individ-
uals in the good group and fewer in the poor group than the no school
lunch group. However, in the lunch school in 1948, the children with
and without a school lunch showed little difference in carotene values.
The blood vitamin A determinations showed little difference between
the school lunch and the no school lunch groups.

Discussion
The school health examination did not reveal any significant amount

of malnutrition for reasons which will be advanced later. It should be
2 See footnote 1,
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noted that the nutrition appraisal as carried out in this study may fail
to uncover defects which affect the physical and emotional health of
the individual. There are defects of vision, hearing, diseased tonsils,
hernias, and some other conditions which may be present and yet not
disturb the nutritional status to an appreciable extent.
The traditional health examination carried out in schools should be

broadened to include not only nutritional disturbances but as many
factors as possible which influence the complete health of the indi-
vidual. The examination should attempt to determine the child's
freedom from physical, nutritional, mental, and emotional defects.
It is obvious that under the present circumstances we cannot expect
specialists in each of these fields to examine each child in the school.
Each specialty should attempt to provide the school physician with
simple screening techniques which permit him to pick out the children
requiring further examinations and additional study.
The first reason for the failure to detect any significant amount of

malnutrition may be explained by the variability of findings by dif-
erent observers or even the same observer at different times. It is
well to recognize that the evaluation of the physical signs depends
largely upon subjective impressions for which we have no adequate
comparative standards. In this study the signs were so minimal
in degree that the indication of the presence or absence of one might
be readily overlooked.

Second, many of the signs which have been described as evidence
of the deficiency of specific nutrients are now thought to be less
diagnostic than formerly. The tendency grows to consider these
signs as evidence of a defect which may or may not be due to malnu-
trition but, if so, a manifestation resulting from multiple deficiencies.
It is to be remembered that clinical nutrition is a young science and
suffers from the same growing pains experienced by some of the older
sciences. However, careful observance and recording of the defects
may be interpreted at a later date with clarity.
The nutritional status of an individual is usually the result of his

adherence to some dietary pattern for quite a long period of time.
In this study observance of the children for a 6-week period in 2
successive years may not be too indicative of their food practices
for the remainder of the time. Also to be taken into consideration
are factors such as energy expenditures, emotional disturbances, and
community life.
The study of the family dietary pattern revealed it to be fairly

good with some exceptions which are common to our population.
It might be suggested that the children who went home for lunch or
who carried it with them might have had as good a lunch as that
provided by the school.
Under such circumstances, the child would very likely bring one
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or more sandwiches made of enriched bread, butter and cheese, meat
or eggs with some lettuce. The lunch box would also contain a fruit
and milk. Is it likely that our presently served school lunches are
much better than this from a nutritional standpoint?
The school lunch and the no school lunch groups may not be as

sharply demarcated as it would first appear. Included in the school
lunch group were those who had four or more lunches a week but
the no school lunch group included some who had not more than one
school lunch a week. This would indicate that the difference between
the two groups might not be more than three school lunches a week.
Such a small difference would be hard to evaluate especially when it
must be considered that the no school lunch children probably had a
lunch of some sort.

Third, complete participation in the school lunch program for the
entire school year would provide only about 17 percent of the meals
for the year. If the no school lunch group were deprived of their
lunch entirely it would probably take a considerable period of time
before the two groups could be differentiated on a physical basis.

Fourth, the children were in quite good nutritional status in both
groups from the beginning of the study. This factor may be one of
the most important in the similarity of the two groups and the failure
to note an advantage from the school lunch. The extent of the
response of an individual to added increments of food is dependent
largely upon the severity of the deficipncy at the beginning of the
supplementation. Severely depleted individuals respond to small
supplements of food to a much greater degree than do the well nour-
ished. In this study the amount of the supplement could not be
considered as great and the nutritional status was fairly good.
Under certain circumstances the school health examination would

be able to differentiate between those who receive a school lunch and
those who do not. In attempting to assess the value of the school
lunch to health, more dramatic results could be obtained if studies
were conducted in a critical area. A base-line study before and fol-
low-ups after the introduction of a school lunch might be expected
to show its value to health. Even better would be the selection of
two comparable schools in such an area-one with a school lunch
and the other without. Under such conditions improvements in
the lunch group should be expected, provided the nutritional status
of the children was poor at the beginning of the study and a suffi-
ciently long period of evaluation was allowed.
The really important fact to be considered from the standpoint of

the health evaluation deals with the total dietary intake over a period
of time. Within the family there should be the awareness of the need
for a good diet for the greater period of time that the child is not in
school and not be lulled into a sense of security because the child is
,Jdy- 21,. 1950 923



getting a school lunch. It is obvious that in a critical area where the
individual dietary intake is low the provision of a good school lunch
would be very valuable.
The value of the school lunch as an educational device has not been

touched upon, but it would appear to be most important. Certainly
the improvement of the dietary pattern should be reflected in improved
health. Education in nutrition and health must be a continuing
process. It differs very little from learning in other fields.
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Incidence of Disease

N'o health department, State or local, can effectively prevent or control disease without
knowledge of when, where, and under what conditions cases are occurring

UNITED STATES

Reports From States for Week Ended July 1, 1950

New cases of acute poliomyelitis reported in the United States
for the week ending July 1 numbered 391, a moderate increase over
the 336 cases reported for the preceding week. However, the number
is lower than the 481 cases reported for the corresponding week
last year. Also, the cumulative total of 2,053 cases for the current
"disease" year is below the corresponding total for last year (2,271),
although well above the median of 1,385 for the same period during
the last 5 years. The "disease" year for poliomyelitis begins with the
twelfth week of the calendar year.
Moderate increases over the preceding week were reported for the

MNiddle Atlantic, East North Central, South Atlantic, East South
Central, and West South Central States. Little change was indi-

Comparative Data for Cases of Specified Reportable Diseases: United States

[Numbers after diseases are International List numbers, 1948 revision]

Total for Cumulative Cumulative
week ended 5-year Sea total since 5-year total for

me-sodna-l, seasonal low median calendar year 5-year
Disease dian low week 1944-45 __ mediani

July July 1945- week through15 14 1945-49
1, 2,49 ~~~~1948-49 1950 1949

1950 1949 1949-50 1948-49

Anthrax (062) -4 2 (1) (1) (1) (1) (1) 24 33 (1)
Diphtheria (055) -58 72 149 27th 7,338 8,802 13,731 3,067 3,688 6,165
Acute infectious encepha-

litis (082) -22 12 10 (1) (1) (1) (1) 366 269 2.31
Influenza (480-483)- 643 511 511 30th 274,641 110,455 179,841 244,111 74,185 136,283
Measles (085) -7,940 8,006 8,006 35th 284, 538 621.264 552.242 265,408 568,871 517, 296
Meningococcal meningitis

(057.0) -72 48 50 37th 2 3,192 2,836 3,)080 2 2, 279 1,992 2,108
Pneumonia (490-493)- 1,102 933 --- (1) (1) (1) (1) 55,309 50, 103 -

Acute poliomyelitis (080) 391 481 273 11th 2,053 2,271 1,385 3,187 3,186 1,852
Rocky Mountain spotted
fever (104) -22 32 26 (1) (1) (1) (1) 169 238 175

Scarlet fever (050)- 487 456 937 32d 54,756 78,604 85,644 38,317 56,060 58,958
Smallpox (084) -1 35th 3 43 50 194 3 23 40 140
Tularemia (059) -15 28 27 (X) (1) (1) (1) 511 640 514
Typhoid and paratyphoid

fever 4 (040, 041)-94 80 108 11th 912 863 997 1,422 1,351 1,470
Whooping cough (056)- 2, 289 1,241 2,152 39th 90, 721 37,505 81,382 69,185 27,471 50,116

X Not computed. 2 Deduction: Arkansas week ended Mar. 4, 1 case. 3 Deduction: Arizona week ended
June 17. 1 case. 4 Including cases reported as salmonellosis.
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cated for the New England and West North Central States, while
the Mountain and Pacific States reported decreases. States reporting
15 or more cases are as follows: Texas 124, New York 27, Oklahoma 25,
California 22, South Carolina 17, and Louisiana 15.
Reported cases of meningococcal meningitis for the week numbered

72 compared with 73 for the preceding week, 48 for the corresponding
week last year, and a 5-year median of 50. The cumulative total for
the current calendar year is 2,279 compared with the 5-year median
of 2,108 cases.
The number of cases of acute infectious encephalitis reported for

the week was 22, compared with 27 cases for the preceding week, and
the 5-year median, 10, for the corresponding week. The cumulative
total of reported cases during the present calendar year is 366, which
may be compared with the corresponding figure of 269 for 1949 and
231 for the 5-year median for the same period.
The total number of reported cases of influenza for the week was

643 as compared with 619 last week and 511 for the corresponding
week last year. The 5-year (1945-49) median is 511. The cumulative
figure for the first 26 weeks of the year is 244,111, compared with
74,185 for the corresponding period last year. The 5-year median
is 136,283.

Reported cases of Rocky Mountain spotted fever numbered 22 for
the week, 13 of which were in the South Atlantic States. For the
corresponding week last year, 32 cases were reported.
Four cases of anthrax were reported, three of which occurred in Penn-

sylvania. No cases of smallpox were reported for the current week.

Deaths During Week Ended July 1, 1950

Week ended Correspond-
Data for 94 large cities of the United States: July 1, 1950 ing week, 1949

Total deaths -8. 932 8, 978
Median for 3 prior vears -8,963
Total deaths, first 26 weeks of year- 248, 963 246,775
Deaths under 1 year of age -658 686
Median for 3 prior years -646
Deaths under 1 year of age, first 26 weeks of

year -16, 175 16, 853
Data from industrial insurance companies:

Policies in force -69, 739, 298 70, 356, 854
Number of death claims -11. 795 12, 139
Death claims per 1,000 policies in force, annual

rate- 8. 8 9. 0
Death claims per 1,000 policies, first 26 weeks

of year, annual rate - 9. 8 9. 5
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Reported Cases of Selected Communicable Diseases: United States, Week
ended July 1, 1950

[Numbers under diweawes are International Liet numbers, 1948 revifionl

Enbpa Menini-iph- l, Influ-
Measl gitis, Pneu- Polio-

Area theria infectious enza menmn- monia myelitis

(055) (082) (480-483) (085) (057.0) (490-493) (080)

Unlted States---58 22 543 7,540 72 1,1f2 391
New England -5 4 - 3 21 7
Maine ---------------- 3-- 7 2 1
New Hampshire ----- - - 8
Vermont - -- 6
Massachusetts-- 2 4 754 1 3
Rhode Island 1-- ----- 1 1 4 ----
Connecticut ----- 184 1 15 3

Middle Atante -3 6-C - 2.472 17 178 45
New York -3 (1) 1,080 9 126 27
New Jersey- - - 3 - 697 2 23 7
Pennsylvania- 3- 695 6 29 1 1

East North Central 3 2 8 2,433 9 130 31
Ohio ----- 668 3 21 4
Indiana *87 --- - 2 3
Illinois - - 602 4 56 9
Michigan -3 1 308 1 48 10
Wisconsin 8 768 1 3 5

West North Central --- - 2 2 3 210 4 92 19
Minnesota -1 1 2 44 1 18 2
Iowa ---- --- -- 37 1 3
Missouri ----- 1 50 1 20 2
North Dakota .-- - - 2 -.- 46 -. --
South Dakota 1 9 1
Nebraska ---- 42 4- -

Kansas I- - -- 26 8

South Atantie 10 1 155 260 11 33 48
Delaware - 18 1
Maryland 6 42 2 38 1
District of Columbia -- ---35 133
Virginia - - - 3 62 66 1 22 8
West Virginia 9 10 - 7 4
North Carolina ----- - 1 - - - 37 4 --- 4
South Carolina-- 3-- 18 11 - 5 17
Georgia - -2 1 60 7 4 247 4
Florida - -- -- --------1 34 6 6

East South Central 5 1 14 144 6 26 42
Kentucky -1I----1 - 57 2 7 14
Tennessee -- ------- 2 1 9 57 4 11
Alabama -1 1 11 14 6
Mississippi -1 4 19 5 11

West South Central -.- 23 5 383 326 12 249 168
Arkansas --- 2 2i6 37 2 2 4
Louisiana -- 2 2 16 1 39 15
Oklahoma - - 2 11 8 1 23 25
Texas ----- 17 5 344 265 8 185 124

Mountain 1 75 610 2 24 8
Montana -13 14 ---
Idaho-- ----- 62 - 3
Wyoming ------ - - 2 -1-I
Colorado-- 1 4 284 1 6 2
New Mexico 7 1 1
Arizona ------ 55 26 1 10 I
Utah 3 214 1 1Nevada-------1- -- 1 1-----

Pad-C 6 1 5 525 8 48 23
Washington ---1 -- 92 1 151- I
Oregon- 4 6 1 15
California -_- 5 1 1 427 6 33 22

Alaska 2 _ _______ _____ __ _ _
Hawaii -1-- - -l-- 1 1-1

1 New York City only.
2 Report not received.
Anthrax: Pennsylvania 3, Colorado 1.
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Reported Cases ofSelected Communicable Disease: United States,Week ended
July 1, 1950-Continued

[Numbers under diseases are International List numbers, 1948 revisionj

Rocky
Moun- Scar-let
tain fee Smallpoi

Area spotted fever
fever

(104) (050) (084)

United States.-
New England - -
Maine -- -----------
New Hampshire ----
Vermont -.-.--------
Massachusetts----
Rhode Island ---
Connecticut -

Middle Atlantic --
New York .
New Jersey-
Pennsylvania ------ --

East North Central -
Ohio .
Indiana -.-.-.-.-.---
Illinois --- --- -
Michigan .
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 .
Florida .

East South Central.
Kentucky ----
Tennessee -. ----------
Alabama ----

Mississippl -_-_--

West South Central..
Arkansas - - - -
Louisiana .
Oklahoma - -
Texas - -------------

Mountain --
Montana - -
Idaho ---
Wyoming -

Colorado --

New Mexico -- ---

Arizona.
ITtah.
Nevada .

Pacific-e-
Washington -

Oregon
California -

Alaska 3 -

Hawaii .

22

13

4

2

l5

2
6
12

:

6
1

2
1

487

76
4

60
2
8

131
2 93
11
27

129
67
1

16
28
17

1e

2
5

3

25
2
8
1
5
2

1

16
16
2
9
1
4

20
2
2
3
13

16
2
2

3

3
2
3

64
6
7

51

Typhoid Whoop-
x Tularemia ad para- ing

typhoid cough

(059) (040,041)1 (056)

15 94 2,289

1 261
47

---------- 1 81
44

15 1501
1 ~ 50

87

2 2 438
1172

. ~~~~~~~8
2 48

1 150
---------- ---------- 60

2- 6 153
2 14

--- 30

49
1--------- 15

-- 12

271

2 361 3E19

234

-- 2 75

1 8 115
20141

3

1 8 i07
3 23

64
312
2

8 28 461
4 4 7
I 6 3
2 3 51
1 15 330

2 1'20
2 - 5

-- 17

20
_ _ _ _ _ - - ------- - 36

21

24
--- -- 7 202

38

-87

_-- =

1 Including cases reported as salmonellosis.
2 Including cases reported as streptococcal sore throat.
'Report not received.
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Rabies
in ani-
mals

137

30
27

3

32
2
18
3
8
1

18

8

10

15

2
2

ii

18
10
11

5
2

17

1616

6
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FOREIGN REPORTS

CANADA

Reported Cases of Certain Diseases-Week Ended June 17, 1950

Brit-
1)isease New- PrinceNv New QueOnsMai- Al-sa

found- dward Scotia bee tario toba rkateh rta o- Total
land Island runs- ean lum-

bia

Brucellosis ----- 7 2 --- 10
Chickenpox --- 12 2 140 310 18 20 59 99 660
Diphtheria ------1-----1
Dysentery, bacillary - 4 1 1 --- 2 8
Encephalitis, infec-
tious 1 ---

German measles - - - 23--- 8 1,086 2 85 107 248 1,559
Influenza 15 --- 10 11 ---- 36
Measles- 2-- 365 595 26 21 32 157 1,198
Meningitis, menin-
gococcal ---- 1 3 ----1 5

Mumps- -- - 17-- 129 340 6 51 134 96 773
Poliomyelitis----- 1 ----2 3
Scarlet fever 13 --- 3 1 53 23 5 32 13 143
Tuberculosis (all
forms) 22 9 35 100 23 13 11 3 49 265

Typhoid and para-
typhoid fever 2 --2 6 2 ---- 6 18

Venereal diseases:
Gonorrhea 6 5 3 71 30 15 40 (1) 170
Syphilis --- - 5 ---- 7 4 48 13 4 3 (l) 84

Whooping cough 2 20 1 105 37 3 10 2 60 240

l Report for the period not received.

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

The following reports include only items of unusual incidence or of special interest and the occurrence of
these diseases, except yellow fever, in localities which had not recently reported cases. 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 HEALTH REPORTS for the last Friday in each month.

Cholera

India. During the week ended June 24, 1950, 260 cases of cholera
were reported in Calcutta, and 12 cases in the airport of Delhi.

Indochina (French). One fatal case of cholera was reported in the
rural area of Soctrang, Viet Nam, during the week ended June 17,
1950.

Pakistan. During the week ended June 27, 1950, 9 cases of cholera,
with 4 deaths, were reported in Chittagong.

Plague

Ecuador. During the period May 1-15, 1950, two cases of plague
with one death were reported at Malobog, Riobamba County, Chim-
borazo Province.
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Smallpox

Argentina. During the month of April 1950, 158 cases of smallpox
were reported in Argentina. The highest incidence was reported in
San Juan Province (58 cases) and Rio Negro Territory (28 cases).

Belgian Congo. Eighty-seven cases of smallpox were reported in
Belgian Congo during the week ended June 3, 1950.

French West Africa. For the period May 21-31, 1950, 112 cases
of smallpox were reported in Niger Territory.

Greece. During the period May 17-23, 1950, 11 cases of smallpox
(including 6 suspected cases), with 2 deaths, were reported in Attica
Department.

Indonesia. During the week ended June 17, 1950, 185 cases of
smallpox were reported in Surabaya, Java, and 51 cases in Pontianak,
Borneo.

Mexico. For the week ended June 17, 1950, eight cases of smallpox
were reported in Mexico City, and five in Guadalajara.

Nigeria. During the week ended May 20, 1950, 349 cases (47
deaths) of smallpox were reported in Nigeria. For the weeks ended
May 6 and May 13, 489 and 442 cases were reported, respectively.
In the port of Lagos 8 cases (3 deaths) were reported for the week
ended May 20. For the two previous weeks, 14 and 8 cases were
reported.

Typhus Fever

Japan. Cases of typhus fever have been reported in ports in
Japan as follows: Weeks ended May 6, 1950, Tokyo 2, Hyogo 8;
May 13, Osaka 2; June 10, Nagasaki, 1; June 17, Otaru 2; June 24,
Nagasaki 1, and Tokyo 1.

Turkey. Thirteen cases of typhus fever were reported in Turkey
during the month of April 1950, and 21 cases during the month of May.

Yellow Fever

Sierra Leone. On June 9, 1950, one suspected case of yellow fever
was reported in Koinadugu District.
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