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House, No. 2755, printed in Italics, of House, No. 2873.

Ordered, That the Legislative Research Council is hereby authorized and directed||
to make an investigation and study relative to the subject matter of current senate
document numbered 602, authorizing the Legislative Research Council to make
an investigation and study relative to certain pension benefits for dependents
of members of the judiciary; of current senate document numbered 604, au-
thorizing the Legislative Research Council to make an investigation and study
relative to the presumption that a certain physical condition or disease suffered
by public employees has been suffered in line of duty under the accidental dis-
ability retirement law; of current house document numbered 2755, directing the
Legislative Research Council to investigate as to state reimbursement of towns for the
cost of maintaining patients in county tuberculosis hospitals, of current house docu-
ment numbered 2789, relative to an investigation by the Legislative Research
Council of the establishment of an insurance authority for sickness compensation.
Said Council shall report to the general court the results of its investigation and
study by filing the same with the Clerk of the House of Representatives from time
to time, but not later than the first Wednesday of December in the current year.

Adopted, with amendment, in concurrence -

By the House, April 8, 1957

House, No. 3031.

Ordered, That the Legislative Research Council be directed to investigate and
study the subject matter of current house document numbered 1665, relative to
the treatment of tuberculosis patients, and to file the results of its statistical re-
search and fact-finding with the clerk of the house of representatives from time to
time, but not later than the second Wednesday of November in the current year.

Adopted, in concurrence
By the House, May 21, 1951. 4
By the Senate, May 22, 1957.

House, No. 3291.

Ordered, That the Legislative Research Council be directed to investigate and
study the subject matter of current house document numbered 63, relative to pro-
viding for the admission of persons with a chronic disease to county tuberculosis
hospitals under certain circumstances; of current house document numbered 64,

the Senate, April 2, 191

THREE ORDERS AUTHORIZING STUDIES.
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relative to authorizing admissions to county tuberculosis hospitals of persons
afflicted with chronic disease and concerning charges thereof; and of current house
document numbered 65, relative to respecting emergency admissions to county
tuberculosis hospitals for persons afflicted with pulmonary tuberculosis or a chronic
disease, and to file the results of its statistical research and fact-finding with the
clerk of the house of representatives from time to time but not later than the
second Wednesday of November in the current year.

Adopted, in concurrence —-

By the Senate, July 18, 1957.

Note. The above deadlines for filing these reports were finally deferred to
not later than February 12, 1958.

t

the House, July 17, 1957.
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To the Honorable Senate and House of Representatives.

Gentlemen: The Legislative Research Council submits here-
with a single report prepared by the Legislative Research Bureau
on the basis of the three studies directed by three Orders, as follows:
House Document numbered 2755, part of omnibus House Docu-
ment numbered 2873, relative to reimbursement of towns paying
for the cost of maintaining patients in county tuberculosis hospitals;
House Document numbered 3031, relative to the treatment of
tuberculosis patients; and House Document numbered 3291,
relative to the admission of chronic disease patients to county
tuberculosis hospitals.

The statute which created the Legislative Research Bureau limited
its activities to “statistical research and fact-finding.” This report
therefore contains only factual material without recommendations
or legislative proposals.

Respectfully submitted,
MEMBERS OF THE LEGISLATIVE RESEARCH COUNCIL.

Sen. Silvio 0. Conte of Berkshire
Chairman.

Rep. John T. Tynan of Boston,
Vice-Chairman.

Sen. John E. Powers of Suffolk.
Rep. John W. Costello of Boston.
Rep. Earle S. Tyler of Watertown.
Rep. Walter F. Hurlburt of Greenfield.

C&e Commontoealti) of Massachusetts

LETTER OF TRANSMITTAL TO THE SENATE AND
HOUSE OF REPRESENTATIVES.



wFo the Members of the Legislative Research Council.
Gentlemen- : House, No. 2873, an omnibus order, directed the

Legislative Research Council to make various studies, including the
subject matter of current House Document, No. 2755. House,
No. 2755 similarly directed the Legislative Research Council to
make a study of House Bill No. 744, relative to reimbursement of
towns for the cost of maintaining patients in county tuberculosis
hospitals.

A second order, House, No. 3031, directed the Legislative Research
Council to study the subject matter of House bill No. 1665 relative
to the treatment of tuberculosis patients.

A third order, House, No. 3291, directed the Legislative Research
Council to study the subject matter of House bills Nos. 63, 64 and
65, relative to the admission of chronic disease patients to county
tuberculosis hospitals.

The Legislative Research Bureau submits herewith a single re-
port embracing the subject matter of all three of the above orders.

Consultant services on the preparation of the report were supplied
by Alton S. Pope, M.D., former Director, Division of Sanatoria and
Tuberculosis, Massachusetts Department of Public Health, to
whom grateful appreciation is expressed. Staff assistance was pro-
vided by Robert D. Webb of the Bureau staff.

Respectfully submitted,t

Cfre Commontoealtb of afjassacfnisetts

LETTER OF TRANSMITTAL TO LEGISLATIVE
RESEARCH COUNCIL.

HERMAN C. LOEFFLER,
Director, Legislative Research Bureau.
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Present Tuberculosis Situation.
About one third of the 3,000 beds in state, county and municipal

tuberculosis sanatoria are now vacant. This surplus exists partly
because of a declining case rate and partly because improved medical
treatment permits many persons who have tuberculosis to receive
remedial treatment at clinics or at home after a comparatively short
period of hospitalization.

Despite these factors, the number of patients applying for hos-
pital admission has remained fairly constant over the last decade.
The surplus of vacant beds, however, coupled with the high cost of
modern medical treatment, has resulted in a soaring per capita cost
which continues to rise sharply in all institutions.
Legislative Proposals Studied in Report.

The bills under consideration seek to alleviate the heavy burden
on the taxpayer. Among them is a proposed centralization of hos-
pital control, under which state, county and municipal sanatoria
would be consolidated under state administration. The State
would take over county tuberculosis hospitals at the request of
county officials and would have the power to operate or close sana-

toria at its discretion.
' Other proposals include: the conversion (a) of sanatoria into

chronic disease hospitals, and (b) of wings of sanatoria into chronic
disease sections. Still other proposals relative to organization
would retain the tuberculosis sanatoria as the primary unit, but
would segregate vacant beds for non-tuberculosis patients.

ln compliance with three directives of the General Court, this
report deals with tuberculosis treatment and costs and the use of
tuberculosis hospitals for chronic diseases.

Cfre Commontoealti) of Massachusetts

SUMMARY OF REPORT.

This report also discusses the increase which is proposed in
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state subsidy to towns and cities which are responsible for patients
hospitalized in tuberculosis sanatoria. Thus, recent proposals
would raise the present subsidy from $5 per patient per week to a
maximum of $5 per patient per day. Another recent bill before the
Legislature would set an $8 maximum subsidy per patient per day
in certain cases.

Related Developments in Massachusetts.
In Massachusetts, non-tuberculosis patients have been admitted

to some tuberculosis institutions on all three governmental levels
for more than twenty-five years. Barnstable County Hospital
now has a chronic disease division which is larger and more active
than its tuberculosis section. Some state tuberculosis hospitals
have been admitting patients with such diverse maladies as polio-
myelitis, cerebral palsy, arthritis, cancer, etc.

Many municipal tuberculosis hospitals in the country have con-
verted completely from tuberculosis care, or have closed. Special
acts of the legislature have undoubtedly been necessary to accom-
plish most of these purposes.

The amount of state subsidy toward local tuberculosis cases in
Massachusetts is at the same figure as was established nearly a
half century ago. Meanwhile, those local per capita costs have
risen sharply.

Cost of Proposed Increase in State Subsidy.
The state subsidy now paid locally in connection with tubercu-

losis hospital patients in the cities and towns amounted to $366,000
(in 1955). If this state subsidy were increased to $5 per patient per
day as proposed in House, No. 1665 of 1957, it is estimated that total
state subsidy would soar to $2.5 million.

Cost of Proposed State Centralization of Tuberculosis Hospitals.
If the State took over county and municipal sanatoria, it would

be faced •with the operation and maintenance of many institutions
which are stated to be obsolete under current standards, and which
would require renovating costs estimated to be equal to the cost of
new construction. This cost would, however, be reduced by the
closing of several older hospitals no longer needed for tuberculosis
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treatment. Since $5.5 million were spent by the county tuberculosis
hospitals in 1956, taking them over would add greatly to the State’s
existing financial problems.

Using Vacant Tuberculosis Beds for Chronic Diseases.
The enactment of proposed legislation to permit conversion of

vacant tuberculosis beds for use by chronic disease patients would
increase total operational costs. At the same time, it would reduce

4per capita costs for the tuberculosis patients among the enlarged
patient population.

Under this conversion it is emphasized that care would be pro-
vided for a type of patient not generally receiving care at present.

The cost to the State hinges in great degree on whether the State
would be entitled to federal reimbursement for such patients; there
appears to be no reason why such reimbursement would not occur,
if proper legal steps are taken.

Regardless of what use is made of vacant tuberculosis beds, the
State will soon be faced with the problem of caring for a mounting
number of persons afflicted with a chronic disease and in need of
medical care beyond the scope of the nursing homes. At present,
many patients in this category are occupying beds in general hos-
pitals at heavy expense to both patient and hospital.

Development in Other States.
Several States have already acted on the problems which now

confront Massachusetts. More than a decade ago, New York
authorized its State Health Department, upon request of county
officials, to take over and operate a county tuberculosis hospital,
or to discontinue it if no longer needed. Subsidies to county tuber-
culosis hospitals were raised to $5 per patient per day.

In North Carolina, all but one of thirteen county tuberculosis
sanatoria have been closed in recent years, with the State sanatoria

£ assuming care of all patients.
On the other hand, California has no state tuberculosis hospital

and operates a county system. One county sanatorium has closed
and the majority of the others have vacant beds.

Wisconsin still follows our county system. It closed its only
state sanatorium and its convalescent camp in 1957. County sana-
toria in Wisconsin receive a subsidy of $2l per patient per week.
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Tuberculosis hospitals in several sections of the country are
converting, or have converted, in whole or in part, to the care of
chronic disease patients. Thus, the following ten States have
recently reported public tuberculosis hospitals converting beds for
non-tuberculosis occupancy: California, Connecticut, Illinois,
New Jersey, New York, Ohio, Oregon, Virginia, West Virginia and
Wisconsin. Most of these institutions are county-owned.
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ORGANIZATION AND COSTS OF TUBERCULOSIS HOS-

PITALS AND ADMISSION OF CHRONIC DISEASE
CASES.

Origin of Study.
This study of the treatment of tuberculosis and utilization of

sanatoria in the State was directed by the three separate orders of
the General Court: House, Nos. 2873, 3031 and 3291, printed inside
the front cover. As indicated below the report is in general con-
cerned with the medical, administrative and financial problems
which have become more acute with the changing pattern of tuber-
culosis care and control

Legislative Background.
A combination of circumstances, some of them unforeseen, has

in the past ten years brought about an unexpected surplus of beds
in the tuberculosis sanatoria in the Commonwealth. 1 Of some
3,000 beds in the State, county and municipal sanatoria, approxi-
mately one third are now vacant. This situation has resulted in a
greatly increased per capita cost of treatment, and has placed an
increased burden on the taxpayers.

The problem generated by these recent yet fast-moving events
has drawn the attention of the executive and legislative departments
alike. In his special message to the General Court on January 14,
1957, the Governor stated, “It is imperative that ... we review
our basic policies governing tuberculosis sanatoria.” 2

The concern of the Legislature was no less than that of the Chief
Executive. At the very time His Excellency stood before the joint

Cfte Commontoealtf) of epaooaclnioctto

Chapter I. Introduction.

1 This report will not discuss the tuberculous in the United States Veterans Hospital located at Rutland,
Massachusetts, nor the tuberculoushospitalized in institutions administered by the Department of Mental
Health.

2 Senate, No. 1 of 1957, p. 32.
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session of the General Court, several bills, designed to meet chang-
ing conditions in the care and treatment of tuberculosis, were
already on legislative committee dockets. Of these bills, this report
is concerned with House, Nos. 63, 64, 65, 744 and 1665.

These five bills were all introduced to alleviate some aspect of the
mounting struggle of tuberculosis care versus costs. Subsequently
they became the basis of three separate legislative orders, directing
the Legislative Research Council to study their subject matter.
Because each of them is part of the whole problem of tuberculosis %

care, the Legislative Research Council, with the concurrence of the
Clerk of the House, has combined its factual research into the three
areas of study in the one, comprehensive document which is pre-
sented herewith.

The first of the three orders, House, No. 2755, part of the omnibus
order, House, No. 2873, directed the Legislative Research Council
to study "... state reimbursement of towns for the cost of main-
taining patients in county tuberculosis hospitals. . .

.” House,
No. 2755 was reported out by the Committee on Counties after
considering House No. 744, a bill filed by Rep. Amelio Della Chiesa.
This bill proposed to raise the present subsidy paid to towns of resi-
dence maintaining patients in county hospitals to a maximum of
$8 per day.

Shortly thereafter the General Court adopted a second order,
House, No. 3031. This order, reported by the Committee on Public
Health, directed the Legislative Research Council to study “the
treatment of tuberculosis patients,” in line with House, No. 1665.
This latter bill accompanied the petition of Reps. John J. Moakley,
James H. Kelly, Michael H. Cantwell and Edmond J. Donlan,
and was designed to bring about an eventual consolidation of
the present tri-level system of State, county and municipal tuber-
culosis sanatoria into a single state administered system. More
specifically, this bill calls for an increased state subsidy to those
cities and towns which hospitalize tuberculosis patients in a hos- 1
pital approved by the Department of Public Health, up to one-half
the actual cost of treatment, not to exceed $5 per day. Tuberculous
patients would be exempted from the provisions of the State
Settlement Law. The bill also authorizes the Commissioner of
Public Health to take over and operate county tuberculosis hos-
pitals upon requests of the County Commissioners. Because the
ramifications of these and other sections of House, No. 1665 are
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so broad and sweeping, a complete discussion of the objectives of
this bill is included in the text to follow.

Finally, a third legislative order, House, No. 3291, was adopted
by the General Court after being reported favorably by the Com-
mittee on Counties. House, No. 3291 directs the Legislative Re-
search Council to study the subject matter of House Bills, Nos. 63,
64 and 65. These bills, accompanying recommendations of the
Department of Public Health (in House, No. 55 of 1957) are all

%related to the utilization of county tuberculosis hospitals for treat-
ment of chronic disease patients. House, No. 63 authorizes County
Commissioners to admit chronic disease patients to county tubercu-
losis hospitals where vacancies are available. House, No. 64,
describes procedure of admission. House, No. 65, concerns emer-
gency admissions and charges therefor.

All of the above bills are reprinted in the first five of the appen-
dices of this document.

Scope of Report.
This report, it can be readily seen, encompasses three broad areas

of study: (1) medical (2) administrative and (3) financial. Its
range at times will narrow as attention is focused on the following
three specific aspects of the total tuberculosis picture:

1. The treatment of tuberculosis in state, county and municipal
hospitals. This discussion will include the possible consolidation of
the tripartite structure of tuberculosis control from a medical point
of view.

2. Financial problems of the State, counties and local communities
relating to the cost of maintaining patients in tuberculosis sanatoria.
Included in this aspect of the study is the question of consolidation
of the tripartite structure of tuberculosis control from a financial
point of view.

3 The problems of converting the county tuberculosis hospitals,
whole or in part, for patients afflicted with chronic disease.
As the following pages will indicate, there is a difficult problem to

resolve between these medical and financial approaches. While the
cost of medical care has reached staggering figures, so, also, is the
cost of neglecting public health needs very large. Only the General
Court can decide what should be done. To facilitate that decision,
however, possible solutions are discussed pro and con, citing meas-
ures taken by other States to meet similar problems.
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Chapter 11. Tuberculosis Hospitalization in Massachusetts.

State Hospitals.
Prior to 1890 nearly all authorities on tuberculosis considered

that a high altitude was the first essential to successful treatment.
Consequently, the earliest sanatoria were located in the Alps or,
in this country, in the the Southern Appalachians,
or the Rocky Mountains. These localities were inaccessible to the
great majority of tuberculosis patients, or beyond their financial
reach. Hence the great importance of Dr. Vincent Y. Bowditch’s
success in treating a group of patients in his little sanatorium in
Sharon, Massachusetts, thus demonstrating the feasibility of the
treatment of tuberculosis locally and near sea level.

On the basis of that demonstration the General Court, in 1895,
authorized the Governor to appoint a Board of Trustees of the Mas-
sachusetts Hospital for Consumptives and Tubercular Patients, and
to establish and maintain such a hospital (Acts of 1895, c. 503).
Under the provisions of that act, the first state hospital in this coun-
try for tuberculosis patients was erected in 1898 in the town of
Rutland. This sanatorium was notable not only for its success in
the treatment of tuberculosis within the State, but also because it
established the patient’s town of residence as the plan of financial
responsibility for treatment if he was unable to pay for it personally.
The latter principle was largely responsible for the success of sana-
torium treatment in this country.

The results of treatment of tuberculosis at Rutland soon led to
public demands for additional sanatorium facilities in Massachu-
setts. In response to this awakened interest the General Court,
in 1907, directed the Trustees of the Massachusetts Hospital for
Consumptives to erect additional state sanatoria at North Reading,
Lakeville and Westfield. Twr o of these institutions were opened in
1909 and one in 1910.

Municipal Hospitals.

Meanwhile, local boards of health and voluntary anti-tubercu-
losis associations began to take an active part in providing facilities
for the treatment of their tuberculous citizens. Brookline took the
lead in opening a Board of Health Hospital for Consumptives in
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1905. In 1907, the Fall River Board of Health provided several
small cottages for the treatment of tuberculosis patients. Boston,
after operating a day camp for tuberculous patients for several
years, purchased land in Mattapan in 1906 and built a sanatorium
under the direction of a board of trustees, appointed by the mayor,
Two years later, in 1908, Cambridge opened a tuberculosis day
camp which was soon converted into a municipal sanatorium for
tuberculosis.

4 In 1911, the General Court provided that each city of 50,000
population or more in the Commonwealth should establish and
maintain a hospital for the reception of persons having diseases
dangerous to the public health (Acts of 1911, c. 613). The single
exception was Brockton which elected to join the county hospital
district. The State Board of Health interpreted such diseases to
include tuberculosis (General Laws, c. 111, §. 92). This statute was
later amended to specify cities of 100,000 or more.

As an incentive to the construction of additional sanatorium beds
and to the hospitalization of known cases of tuberculosis a subsidy
act was enacted in 1911 (chapter 597). This statute provided a
state subsidy of $5 per patient per week to every city or town
placing its tuberculous patients in a hospital approved by the
State Board of Health. While this act undoubtedly failed to provide
the necessary facilities for their care, it stimulated the hospitaliza-
tion of tuberculosis patients.

By 1913 the tuberculosis situation had reached a stage where a
special recess committee was appointed to investigate methods
employed in checking the spread of tuberculosis. The State then
had the policy of maintaining hospitals for incipient, favorable
cases, while advanced cases were cared for in local hospitals and at
local expense.

This resultant report was very critical of the care provided by
local boards of health. It recommended that the powers of the
State Board of Health be extended to bring about a uniform system
of treatment (House, No. 2113 of 1914). At the same time, it recog-
nized the financial inability of most cities and towns to provide

Subsidy Act.

Early Legislative Studies.
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the treatment of tuberculosisefficient beiquate to prov
patients, the General Court of 1915 directed the State Department
of Health to investigate the advisability of establishing county or
district hospitals for this purpose in cities and towns with fewer than
50,000 inhabitants. The department was primarily concerned
with the lack of facilities to combat what was then the leading
cause of death in the Commonwealth

A report in this area concluded: “The county or district con-
sumptive hospital so planned as to provide an efficient unit of ad
ministration without imposing the burden of excessive cost or of
unreasonable difficulty of access upon the citizens of every coni'
munity served thereby is the only practical type of institution that
will meet the needs of the situation.” (House, No. 1758 of 1916.)

To implement its recommendations the State Department of
Health submitted a draft of the so-called “County Act.” (Acts of *
1916, c. 286, §§ 1-15.) This statute provided that the county com-
missioners of each county, except in Suffolk, Nantucket and Dukes
counties, Avere directed to provide adequate hospital care for all
persons in cities and towns having than 50,000 inhabitants,
who were suffering from consumption and who were in need of such
hospital care. The act also authorized such counties to contract
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with each other to furnish such care, with approval of tl e

Health Department. Patients were to be admitted throu
cations filed bv the cities and towns served by the hospital

,1-

nd towns served by the hospitals. If the
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Middlesex and Worcester coun

Despite these development onstructi ic

rnty Act. Waiting 1hospitals still lagged under the C
tients increased so that it became necessary for the Department of

ilosis wards in general hospitals,Public Health to approve tub
and sanatorium facilities in various cities on a temporary basis.
Only after the opening of the Middlesex County Sanatorium in
1931, and the Worcester Count Sanatorium in 1932, were all
counties adequately served by the: own hospitals or by contracts
with other counties.

Magnitude of the Problem.
The rapidly rising cost of hospital operation in the past decade

has put new emphasis on the financial aspects of tuberculosis co:
trol. When the Subsidy Act was passed forty-seven years ago the
payments of $5 per patient per week approximated one half the
actual cost of care. Now costs at state and county sanatoria vary
from $B4 to $136 per wee!

In large part this increase over the past half century reflects the
reatly expanded treatment given the patient. Treatment at the

turn of the century consisted chiefly of rest, adequate diet and fresh
air, under medical supervision. Now it includes specific drug ther
apy, standard clinical laboratory examinations, respiratory function
tests, thoracic surgery and other forms of pulmonary collapse in
selected cases, and X-ray and fluoroscopy. It also includes out-
patient services for diagnosis, follow-up and the completion of
chemotherapy. This complete medical care of the patient estab-
lishes a regimen comparable in many respects to that of patients
in general hospitals.

Major factors in the rising cost of treatment in tuberculosis
hospitals during the past twenty-five years are the greatly increased
wage scales and higher ratios of personnel to patients. Wages and
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salaries of sanatorium personnel during this period have increased
from 100 to 200 per cent. At the same time, the ratio of employees
to patients has been practically doubled to meet the requirements of
improved medical care and treatment.

A significant part of this increased per capita cost, however, is
due to the large number of vacant beds in nearly all of these sana-
toria. In 1956 the four state sanatoria reported a bed occupancy
of only 70 per cent, and the eight county sanatoria an occupancy
of 60 per cent. The causes of this low rate of occupancy of tubercu- '
losis beds will be discussed in a subsequent chapter, but the per-
sistence of the condition is of grave concern to the responsible public
officials. Table I shows the bed capacity and occupancy in sanatoria
on all levels in the State.

Table 1. Bed Capacity and Occupancy in State, County and Municipal Tuber-
culosis Hospitals in Massachusetts, January, 1957.

Source: Department of Public Health.

Vacancies.
Bed

Type of Hospital. Capacity. Occupancy.
Number. Per Cent.

State Hospitals.
Lakeville 1 60 41 19 32
North Reading 2 188 120 68 36
Rutland 255 j 205 60 20
Westfield .... . 141 [ 117 24 17
County Hospitals.
Barnstable 30 12 18 60
Bristol 60 59 1 2
Essex 350 189 161 44
Hampshire 60 44 16 24
Middlesex 355 160 195 65
Norfolk 180 134 46 25
Plymouth 125 83 42 34
Worcester 122 105 17 14

Municipal Hospitals.
Boston 591 464 127 21 4,
Cambridge 100 74 26 26
Fall River 95 40 65 68
Lowell 90 50 40 44

Total 2,802 1,897 905 32

1 Extra-pulmonary tuberculosis. Rest of beds used for chronic diseases
2 Children only.



I

V,

$329,197.76CARE
4,408.90
4,590.00

PREVENTION
PENSIONS

figure I
HOW THE CAMBRIDGE 1955

PUBLIC HEALTH DOLLAR WAS SPENT

60.20% OF ENTIRE DEPARTMENT EXPENDITURES GO FOR TUBERCULOSIS



/



Figure 2
TUBERCULOSIS (ALL FORMS)

CASES REPORTED PER 100,000 POPULATION, 1916-1955
DEATHS PER 100,000 POPULATION, 1916-1955

MASSACHUSETTS



*



1958.] HOUSE No. 2966. 21

In the past forty years tuberculosis has fallen from first to seventh
place among the leading causes of death in the Commonwealth,
though it still occupies a formidable position in the public health
budget. In Massachusetts, expenses for the control of tuberculosis
in 1956, including the operation of state sanatoria, made up about
25 per cent of the entire appropriation of the State Department of
Public Health ($3.1 million of a total appropriation of $12.7 million).
In addition, expenditures for operations of the eight county sana-

toria totaled $5,424,524. The impact of the cost of tuberculosis
control at the local level is illustrated by the accompanying diagram
of the Cambridge Health Department. (See Fig. 1. “How the
Cambridge Public Health Dollar is Spent.”)

In spite of the remarkable drop of 95 per cent in the tuberculosis
death rate since 1900, there is every indication that tuberculosis
costs will continue to constitute a considerable share of public
health budgets for some years to come. The immediate problem is
how best to utilize the sanatorium beds no longer needed for tubercu-
losis, and at the same time to preserve the facilities needed to con-
tinue the effective treatment of tuberculosis patients. (See Fig. 2.
“Trends of Case Rates and Death Rates from Tuberculosis in
Massachusetts.”)

Chapter 111. Changing Treatment of Tuberculosis.

Effects of World War 11.
Until about 1938 the most urgent problem in the tuberculosis

campaign in Massachusetts was to provide enough sanatorium
beds to permit the prompt admission of new cases as they were
found. Prompt hospital admittance not only gave the patients the
greatest opportunity for recovery, but at the same time removed
them from their homes and communities as further sources of in-
fection. Previously, long waiting lists for the hospitals had been

serious obstacle to early treatment. By 1938, 4,550 beds were
available in state, county and municipal sanatoria, and for the first
time waiting lists were abolished.

Before the full benefits of this situation could be realized, however,
World War II began. Large numbers of physicians and nurses
were drawn into the armed forces, and vacancies in sanatorium beds
soonresulted from the shortage of staff personnel. At the same time,
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high wages in war industries proved more attractive than sanatoria
to some people with early tuberculosis, and drew some patients from
sanatorium beds before their lesions were completely healed. The
occupancy of sanatorium beds continued to decline during the war
and has never returned to its previous levels, although the reported
cases and deaths from tuberculosis showed practically no decline
from 1938 to 1947.

New Surgical and Drug Treatment.
Another major factor in the decreasing use of sanatorium beds

has been the rapid change in the type of treatment. The custodial
type of treatment, which was the main reliance until about 1920,
called for sanatorium residence of approximately a year, and in
some cases for as long as two or three years. Collapse of infected
lungs did little to shorten hospitalization, although it did improve
the results of treatment.

The first specific treatment for tuberculosis with streptomycin
and its accompanying drugs became possible in 1946-47, and was
followed by isoniazid in 1951. These drugs have hastened the heal-
ing of tuberculosis lesions, and in most cases have made the sputum
of patients negative in a much shorter time than was formerly
required. The average period of hospitalization has been sub-
stantially reduced, and the number of vacant beds in sanatoria has
increased. This effect is shown in Massachusetts sanatoria in
Table 2.
Table 2. Average Stay in Days of Tuberculosis Patients in Massachusettt

Sanatoria, 1945, 1950 and 1966.
Source: Massachusetts Department of Public Health,

Type of Sanatoria. 1945. 1950. | 1955.
I I .

m.
417 355 302

ia.
267 280 213

229 332 382

344 439 307
ivailable) - -

316 332 310

State Sanatorium
Rutland

County Sanatoria.
Barnstable

Bristol
Essex .

Hampshire (not available)

Middlesex .

248506 488Norfol

314674
313

521Plymouth

Worcester
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Despite the reduction in the number of tuberculous patients in
the Commonwealth (from 4,550 in 1938 to 3,000 at the present time)
there has been little change in the number of vacancies during the
past ten years because of a fairly constant rate of admissions.

Table 3. Number of Admissions to Massachusetts State and County Tubercu-
losis Hospitals, 1945, 1950, 1954 and 1956.

"- j ’
1945. 1950. 1954. 1955.

I
State I 607 674 530 561

County 876 1,049 1,030 1.213

Total 1,483 1,723 j 1,560 1,774

Chapter IV. The Present Problem.

Vacant Beds and Rising Per Capita Costs.
As a result of the changes outlined above, Massachusetts is faced

with the problem of adjusting its existing facilities and resources for
tuberculosis treatment and control to a significantly altered problem.
It now has nearly 1,000 beds above current needs, distributed in 15
hospitals, under three official levels of administration: state, county
and municipal. Per capita costs have risen sharply in all of these

and in many instances are becom-
taxpayers in small counties, cities

institutions in the past ten years
ing a source of complaint by the
and towns.

Specific Problems.
turn below include the following:Specific problems discussed ii

(a) The legal responsibility of the State, counties and cities to provide
adequate hospital facilities for tuberculosis patients in their respec-
tive jurisdictions, (b) The need for maintaining out-patient depart-
ments and follow-up clinics for the tuberculous —• a need which
becomes more important with the reduced period of hospital treat-
ment. Both types of facilities must be reasonably accessible to the
patients and their families, (c) Intensified case-finding to hasten
diagnosis and to make prevention of tuberculosis more effective.
(d) The utilization of vacant beds in the respective sanatoria, while
maintaining sufficient flexibility for unforeseen emergency increases
in tuberculosis.
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(a) Legal Responsibility. The legal responsibilities of the Com-
monwealth, of the counties and of the municipalities for the hos-
pitalization of tuberculosis are clearly defined in chapter 111 of the
General Laws. The sectional references to state jurisdiction include
sections 63-66A, and 94A-G; those related to county jurisdictions
are covered in sections 78-89 and 91A; and those obligating the
cities and towns are outlined in sections 90-918, 92 and 95-96.
Any change in the administrative responsibility of the three gov-
ernmental units, such as centralization of control for hospitaliza-
tion, would require legislative amendment.

(6) Follow-up Clinics. While chemotherapy has made it possible
to reduce the average period of hospital treatment of tuberculosis
by about one third, such reduction is based on the assumption that
the discharged patient will complete his treatment at home under
the direction of his private physician or of a clinic. At present,
increasing numbers of convalescent patients are going to the out-
patient departments of sanatoria and to health department clinics
for supervision and treatment.

If the benefits of the new methods of treatment of tuberculosis
are to be lasting, it is essential that out-patient and clinic facilities
be increased and improved to meet this growing need, or, at least,
that discharged patients be provided with the costly drugs which
are required. It is estimated that at least one half of the patients
with active tuberculosis are now living at home, with continued
need for medical and nursing supervision to avoid spread of the dis-
ease. The Department of Public Health has estimated that there
are today more patients with active tuberculosis at home for longer
periods than at any time in the past twenty years.

(c) Case Finding. —As the number of open cases of tuberculosis
decreases, the possibility of prevention of infection increases.
Public health officials insist, therefore, there should be no reduction
in preventive facilities. Rather, they urge that efforts be directed
more specifically to the examination of household contacts of cases.
They also stress checking the inmates of public institutions, admis-
sions to general hospitals, and men in the older age groups where
tuberculosis is now most prevalent.

(d) Utilization of Vacant Beds. The largest single item in the
rapidly rising per capita costs in tuberculosis sanatoria is the high
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percentage of vacant beds. If the present number of sanatoria is to
be maintained on an economically sound basis, some productive
use must be found for these empty beds.

Several attempts in that direction have been made in Massachu-
setts. Barnstable County has for the past thirty years admitted
chronic disease patients to its tuberculosis hospital. Only two years
ago it opened a new chronic disease unit which is larger and more
active than the tuberculosis section.

When extra-pulmonary forms of tuberculosis showed a more rapid
decline than pulmonary tuberculosis, Lakeville State Sanatorium
began admitting patients with other types of diseases in need of the
orthopedic facilities of the hospital. As a result, convalescent polio-
myelitis, crippling conditions in children, cerebral palsy and arth-
ritis have in turn filled beds no longer needed for tuberculosis.

In the Westfield State Sanatorium a cancer division was estab-
lished in 1937 which is effectively serving the needs of western
Massachusetts for diagnosis and treatment of cancer as well as
tuberculosis.

Recent legislation in 1954 (c. 538) and 1955 (c. 559) permits
further utilization of vacant beds in tuberculosis hospitals for the
care of the aging. Contracts for care of the tuberculous are author-
ized between the various governmental sanatoria and also with
private charitable institutions. The former law authorizes conver-
sion of tuberculosis hospitals, which are no longer needed for the
treatment of tuberculosis, into homes for the care and treatment of
aging persons.

Chapter V. Financial Considerations.

The underlying motive which brought the five bills analyzed in
this report before the 1957 Legislature was unquestionably financial
in nature. Public officials at the state, county and municipal levels
have become increasingly concerned with the sharply rising costs of
hospitalization of the tuberculous, and with the growing number of
vacant beds in our sanatoria.

House Bills, Nos. 63, 64 and 65, filed by the Department of Public
Health, are designed to reduce per capita costs by promoting a
higher ratio of bed occupancy. At the same time, they would pro-
vide essential hospital care for an intermediary type of chronic
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disease patient who has received the maximum benefit from tree
ment in a general hospital, or in a specialized hospital for chronic

Nt and nursing care not usually
ng home; for these intermediate

diseases, but still requires treatr
available in a convalescent or nu
cases there are not yet available sufficient and adequate facilities in
general hospitals or convalescent homes. Under these bills, the
total costs of operation would be increased, but it is alleged that the
per capita cost for tuberculosis patients would be decreased, and
that essential care would be provided for a type of patient not now
generally receiving adequate help. The Department of Public
Health has already filed a new legislative proposal which attempts
to remove some of the objections to previous bills (House, No. 68
of 1958 is reprinted as Appendix G).
Possibilities of Federal Reimbursement.

Would the treatment of chronic disease patients in vacated tuber-
culosis beds result in a type of treatment more expensive to the
Commonwealth? That would depend upon whether welfare agen-
cies were entitled to federal reimbursement for patients so hospi-
talized, under the categories of old age assistance, aid to dependent
children, aid to the blind or disabled, etc. This question has been
considered and discussed with the State Department of Public
Welfare. At the present time that department is receiving reim-
bursement for patients in the above categories at Lakeville State
Sanatorium in the Department of Public Health, and at Walnut
Lodge, a subdivision of Foxborough State Hospital in the Depart-
ment of Mental Health. There appears to be no reason why pa-
tients with chronic diseases in state or county sanatoria, so long as
they are properly segregated and do not have tuberculosis, should
not be qualified for similar federal reimbursement.

If an institution is licensed by the State Department of Public
Health as a chronic disease hospital or a public medical institution,
then it becomes eligible for categorical aids under the Social Security
Act. If it is not so licensed, no such aid can be forthcoming. Barn-
stable County Hospital is licensed in part as a chronic disease hos-
pital and therefore its patients are eligible for old age assistance,
disability assistance and the like.
Financial Consequences of House, No. 1665 of 195

House, No. 1665, introduced by a group of Boston representa-
tives, is an almost verbatim copy of the New York State “Tuber-



1958. HOUSE -No. 2966. 27

culosis Control Act of 1946.” Its important provisions are dis
cussed below and also at the end of Chapter YIII. The main ob
jectives of House, No. 1665 an (a) To increase the state subsid
from $5 per week to 50 per cent of the per diem patient cost, but
not to exceed $5 per patient per day. (6) To authorize the De-
partment of Public Health, on request of the county commissio:
to take over any county sanatorium and to operate it or close i
at the discretion of the department, (c) To suspend the provisio:

£°f Settlement Ac far a; apply to tuberculosis
pf

The financial implications o:
subsidy payments to cities anc

this proposal are very large. State
towns for tuberculosis patients who

were hospitalized in approved sanatoria in 1955 totaled $366,414
(see Table 4). At $5 per diem for 1957 that total state subsidy
would rise immensely to an estimated $2,520,000.

Table 4. •Subsidy Payments for Tuberculosis in Massachusetts, 1946-19,
Source: Department of Public Health.

Yeab ' Payment,

1946 $357,065
1Q47 361,6861948 364,7031949 437,119
1950 454,640

4951 458,2661952 447,2381953 429,4161954 397,1601955 366,415

If a county sanatorium were turned over to the State for opera-
tion, its annual budget would become a charge on the Common-
wealth. Because a number of the older county hospitals are of
wooden construction, intended for a limited period of use, their
renovation might be as expensive as the cost of new construction.

Financing tuberculosis hospitals in Massachusetts is burdensome.
The total expenditures of the eight county tuberculosis hospitals
amounted to $5.4 million in 1956, according to the Report on the
Statistics of County Finances.
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Table 5. Gross Cost 'per Capita per Week in Massachusetts Sanatoria,
1950 and 1956.

Source: Department of Public Health.

Type of Sanatorium. 1945. 1950. 1955.

State:
Rutland $34.03 $73.04 $91.68

County:
Barnstable 34.93 70.70 119.42
Bristol 69.02 92.75 84.14
Essex 40.73 67.42 109.93
Hampshire 38.08 66.08 109.48
Middlesex 34.14 60.48 99.75
Norfolk 42.84 69.58 105.91
Plymouth 62.23 84.28 109.55
Worcester 47.25 100.02 136.57

Municipal:
Cambridge 32.53 55.37 85.19
Lowell 36.54 55.30 64.96
Boston 36.19 71.61 80.85

To this total must be added the estimated expenditures of the
four state sanatoria, amounting to $2.6 million. Together these 12
institutions had a total expenditure of some $8 million per year for
the hospitalization of tuberculosis patients, exclusive of the cost of
four remaining municipal sanatoria.

It is clear from these financial statistics that the suggested modi-
fication of the present distribution of governmental tuberculosis
hospital facilities and costs would throw a much heavier burden on
Massachusetts finances. Whether the medical administrative ad-
vantages of centralization of facilities for tuberculosis care and
treatment warrant the transfer of existing hospital facilities to the
State and assumption of the financial responsibility for their opera-
tion by the Commonwealth is a problem which only the General
Court can decide.

Town Reimbursement for County Tuberculosis Patients {House, No.
7U of 1967).

This bill would provide that if a patient admitted to a county
hospital has a settlement in a town other than the town of resi-
dence which pays for his hospitalization, the town of settlement
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shall pay to the town of residence the actual cost of maintaining
such patient in such hospital, not to exceed $8 per day. This con-
trasts with the current figure of $1.50 per day.1

The objective of the bill is clearly to increase the charge for treat-
ment of patients with settlement in towns other than the town of
residence to a figure approximating the actual cost. The provision
for separating the total cost of operating county sanatoria into
items for maintenance and for the care of patients is no longer in
effect. However, the proposed charge of $8 per day is, in the opin-
ion of the county superintendents, an equitable one. If the amend-
ment is adopted the House Counsel suggests it be inserted in line
17 of chapter 111, section 38.

The importance of this amendment has been questioned on the
grounds that, in the long run, the patients admitted to any county
hospital with settlement in towns other than the town of residence
are likely to be offset by patients with residence in the town in ques-
tion who are admitted to a sanatorium in another hospital district.
No data are available on this point.

Chapter VI. Future Needs for Tuberculosis Beds in Massachusetts.

Estimates of Continued Needs.
The many factors involved in the recent rapid decline in the

number of patients treated in Massachusetts sanatoria make any
estimate of the probable future needs of sanatorium beds largely
conjectural. The rapid fall in the death rate since 1947, without a
corresponding drop in the case rate, may not have any immediate
effect on the number of patients applying for hospital care. The
effectiveness of streptomycin, PAS (Paramino Salycilic acid) and
isoniazid has certainly shortened the average period of hospitaliza-
tion and contributed to the drop in the death rate. The fact that
some treatment can be given in the home has undoubtedly deterred
many patients from applying for admission to sanatoria. More-
over, the very rapidity of improvement of tuberculosis cases under
chemotherapy may tempt patients to discontinue treatment before
their disease is arrested, thereby bringing on relapses and renewed

1 As provided In GeneralLaws, c. 111, § 85, “Every town shallpay to the county the sum of ten dollars and
fifty cents per week for each person admitted from such town to said hospital in accordance with section
eighty-eight.” House, No. 744 would apply only to towns of settlement in another hospital district.
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need for hospital care. All of these factors are probably involved,
but only time can tell to what extent their net result will affect
future needs for tuberculosis beds.

On the basis of the trends of the tuberculosis morbidity and mor-
tality rates of the past ten years, together with occupancy rates in
state, county and municipal sanatoria, the Department of Public
Health has made estimates of the number of beds probably needed
for tuberculosis in Massachusetts by 1960, 1970 and 1980.

Table 6. Beds needed for Tuberculosis in Massachusetts in 1860, 1970 and
1980, as estimated by the Department of Public Health

Year.

1960 2
1970 1
1980 1

Estimated
umber of Beds

2,270 plus/minus

1,710 plus/minus

1,295 pi

These estimates are necessarily based on the assumption that the
present balance between the effectiveness of treatment and the
patients’ powers of resistance to the disease and the invasiveness
of the tubercle bacillus remains essentially constant. Should a more
effective drug be developed, tuberculosis might be brought under
control sooner than expected. On the other hand, if large numbers
of inadequately treated patients remain in their homes without
proper supervision, a further spread of tuberculosis is possible.

Authorities in the tuberculosis field state that it would be impru-
dent not to recognize the continued need for tuberculosis sanatoria
for some time to come. They emphasize that even with an increas-
ing number of patients receiving treatment at home, there are
bound to be many who will need hospital care for thoracic surgery
or for relapses. Furthermore, health officials add, the sanatorium
is the natural center for diagnosis, supervision of cases and evalua-
tion of treatment; in short, an essential part of the whole problem.

Possible Closure of Small Sanatoria.
In a State with as small an area as Massachusetts it should be

possible to close some small tuberculosis hospitals which are no
longer needed, without causing serious inconvenience to the patients
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nearby. In the past three years, Brookline, Fitchburg, Worcester
and Springfield have voluntarily closed their municipal sanatoria,
and met the statutory requirements for furnishing satisfactory
tuberculosis hospital provision by contracts with other existing
sanatoria. There are indications that some other areas are consider-
ing a similar solution to the problem of vacant beds.

Chapter VII. Possible Uses for Vacant Sanatorium Beds.

House bills, Nos. 63, 64 and 65 were drawn by the Department of
Public Health to make possible the utilization, of beds in county
sanatoria no longer needed for the treatment of tuberculosis. The
objective of these proposals, the Department states, is primarily
the provision of adequate facilities for the care of persons with
chronic diseases in various areas of the State. The proposed legisla-
tion is purely permissive and would not in any way interfere with
the utilization of county hospital facilities for the treatment of
tuberculosis. Since the need for additional beds for chronic disease
patients already exists, the utilization of vacant beds in tuberculosis
sanatoria would provide supplementary facilities in institutions-
relatively accessible to the patients.

Recognition of Need for Public Chronic Disease Hospital.
The Massachusetts Legislature has in the past quarter-century

become increasingly conscious of the problems of the care of the
chronically ill. It has already been mentioned that as long ago as
1926 it authorized the admission of chronic disease patients to the
Barnstable County Hospital. In 1926 it authorized the first state
cancer hospital in the country at Pondville. This was followed by a
cancer division at Westfield State Sanatorium in 1937. At Lakeville
State Sanatorium the General Court approved the admission of
persons crippled by poliomyelitis, of crippled children, of cases of
cerebral palsy, of arthritis, and of aging persons as the need of beds
for extra-pulmonary tuberculosis declined.

In 1949, chapter 770 provided for the establishment of the Lemuel
Shattuck Hospital in Boston for the treatment of chronic diseases.
This hospital was designed for the diagnosis and active treatment of
various types of chronic disease, and includes facilities for physical
therapy, occupational therapy and rehabilitation. It is also a
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teaching institution and carries on research in the causation, treat-
ment and prevention of chronic diseases.

The intent of House, Nos. 63, 64 and 65, according to the pro-
ponents, is to use vacant beds in county sanatoria for the care of an
intermediary type of patient, who no longer needs the care of the
general hospital, but who still requires institutional treatment with
continued medical treatment and nursing care beyond the scope of
a nursing home. They assert that such intermediary hospitaliza-
tion would assure the patient of the full benefit of treatment and
prepare him for return to his home or to custodial care in a nursing
home or custodial institution. In welfare circles this type of inter-
mediary hospital is designated as a “Public Medical Institution.”
Levels of Chronic Disease Care.

The general scheme of organization of facilities for the care and
treatment of chronic diseases is outlined in Fig. 3. Here it may be
seen that treatment usually starts with the general hospital or
special chronic disease hospital, where the diagnosis is confirmed
and active treatment is carried on until maximum improvement of
the patient has been attained. If further care is needed, he is then
transferred to the intermediary hospital where less intensive medical
care is continued as long as needed.

When the need for this type of treatment is completed, the
patient is ready for the convalescent or nursing home for the com-
pletion of convalescence. At the completion of convalescence the
patient is ready, according to his condition, for discharge to his home
or to a custodial institution. There will, of course, be variations in
the course of treatment of individual patients, but in general such a
scheme is useful in achieving the greatest benefits of each type of
treatment for the patient’s needs at the minimum cost. At the
same time, it is urged that the plan utilizes the facilities of each kind
of institution to the best advantage, thus also conserving the time
of the more highly trained personnel. (See Fig. 3, “Four Levels of
Chronic Disease Care.”)

The first consideration in the use of vacant beds in county tuber-
culosis sanatoria for chronic disease care is obviously the question
of the need of additional beds for that purpose. On this score the
social service departments of a number of the larger general hos-
pitals in Boston and the Lemuel Shattuck Hospital indicate that
the discharge of chronic disease patients who have completed active
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treatment is often delayed by the shortage of intermediary type
hospitals to which they can be transferred for continuation of less
intensive care. This type of institution, it was stated, is in demand
for both private and public welfare cases.

As has been indicated, the admission of chronic disease patients
to a county tuberculosis sanatorium was first authorized in 1926
(chapter 265). This statute permitted the Barnstable County Hos-
pital to receive persons ill with cancer and other chronic diseases,

■except mental diseases. In 1955, the county opened a new 40-bed
unit devoted exclusively to the treatment of chronic disease patients.

Similarly a 1946 statute authorized the Middlesex County Sana-
torium, whenever accommodations were available, to admit resi-
dents of the hospital district for any disease of the lungs other than
tuberculosis (chapter 351). This act became effective upon its ac-
ceptance by the county commissioners in 1957.
Programs in Other States.

A number of States have already taken steps to utilize vacant
beds in tuberculosis hospitals. While information is incomplete
relative to the total number of public tuberculosis hospitals which
have been converted in part or in whole to the care of non-tuber-
culous chronically ill patients, there is some evidence that a trend
of nation-wide scope may be under way in this direction; and of
the public tuberculosis hospitals shown in Table VII as converting
beds to non-tuberculosis care over the past two years, 12 of the
hospitals listed (or 75 per cent) are under county ownership.

Table 7. ■— Public Tuberculosis Hospitals in Other States converting Beds for A
Tuberculous Occupancy, 1 1956 and 1957.

TB Occu-
Type of Hospital, Year. Beds. pied. Remarks.

B. Federal hospital:
jpFreedraens, D. C 1956 250 104 Now admits patients with non-TB

1957 135 55 chronic chest diseases.

State hospital:
Denmar Sanatorium, W. Va. . . 1956 240 105 Now admits only chronically ill.

County hospital:
Sacramento County, Cal. . . 1955 105 105 All TB beds (except 19 retained for

1956 19 8 diagnosis) converted to generaluse.
1957

1 Based on probable incomplete data from U. S. Public Health Service, September, 195
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'uhlic Tuberculosis Hospitals in Other States converting Beds for Non-
Tuberculous Occupancy

,

1 1956 and 1957 Concluded.

Santa Barbara General, Antonio, 1956 132 G 6 GO beds converted to internal medi-
Cal. 1957 71 45 cine; gradually will convert to

long-term chronic disease.

San Mateo, Cal. .... 1956 105 87 8 beds segregated and occupied for
1957 97 88 non-TB chronic patients.

Highland LaSalle Sanatorium, 111. . 1956 86 32 Chronic and convalescent patients
1957 86 33 admitted (1957).

Roosevelt, N. J 1957 228 191 60 beds being segregated for chron-
ically ill.

Biggs Memorial, N. Y. . . . 1956 290 89 Formerly state TB; now county gen-
eral hospital, including care of
chronically ill.

Multnomah, Ore 1955 41 20 Now a convalescent hospital accept-
-1956 41 16 ing non-tuberculosis cases with
1957 15 6 chronic disease.

Mahoning Sanatorium, Ohio . . 1955 172 164 17-bed section converted for chron-
-1956 170 132 ically ill and aged (1956).

Stark Hospital, Ohio . . . 1955 222 166 56-bcd wing converted for indigent
1956 222 96 aged with chronic disease (1956).

Pine Camp, Va. .... 1955 200 I 175 70 beds converted to chronic disease.
1956 130 | 128 Converted to C.D. intermediate

care hospital in 1957.

Rocky Knoll, Wis 1955 78 78 Converting 17 beds to care of aged
1956 78 78 infirm.

Sunny Rest Sanatorium, Wis. .

. 1956 78 45 30 beds reserved for long-termchronic
1957 46 36 patients.

City Hospital:
General, D. C. . . . . 1956 218 168 Now admits patients with non-TB

1957 100 94 pulmonary disease.

Municipal Hospital:
Rockford Municipal Hospital . . 1955 79 47 41 beds made available for non-TB

1956 65 47 cases in 1955.

Based on Probable Incomplete Data from U.S. Public Health Service, September, 191

In Connecticut, 1 Uncas-on-Thames Sanatorium, on order of the
Governor, began to admit patients in 1956 who were charges of the

Correspondence between Dr. George C. Wilson, Superintendent, Uncas-on-Tharaes State Sanatorium,
Connecticut, and the Legislative Research Bureau. Aug. 23, 191
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State Welfare Department and affected with chronic diseases which
required hospital rather than domiciliary c

In New Jersey1 a recent statute provides that the Board of Free
holders of any county having a tuberculosis hospital “may aut
ize the admission to such hospital of persons who are suffering from
non-tuberculous diseases, and provide for the segregation and trea
ment of such persons at such hospitals.” (P. L. 1955, chapter 11.)
It is further provided that the admission of such persons shall be
Authorized by the superintendent “upon recommendation for hos-
■pitalization by a qualified physician.”

In New York State a regulation (promulgated in 1957 by the
State Commissioner of Health) 2 authorized the admission to county
tuberculosis hospitals of persons suffering from chronic non-tuber-
culous diseases of the chest. Such authorization is dependent on
specific approval by the State Commissioner of Health. By August,
1957, 3 of the 16 county tuberculosis hospitals had applied for such
permission.

Chapter VIII. Central vs. Local Administration.
Past Consideration of Centralization in Massachusetts

The origin of the three-level system of tuberculosis hospitals in
Massachusetts has been described in chapter 11. The 1916 report
of the State Department of Health recognized the financial inability
of most cities of 50,000 or more inhabitants to build and operate
their own tuberculosis hospital, as required by statute, and the
greater lack of sanatorimn facilities in the smaller communities. 3

The report also recognized the appealing aspects of having the Com-
monwealth take over and operate all tuberculosis hospitals in the
State. However, the advantages of central control, the Depart-
ment stated, would be more than offset by loss of interest in, and
support of, the tuberculosis control program at the local level. As

compromise, the construction and operation of county tubercu-
losis hospitals was recommended, under the so-called “County Hos-
pital Act.”

2 Title XXI, N. Y. State Dept, of Health, April 15, 195'
8 House, No. 1758 of 1916, relative to the Advisability of establishing County or

Hospitals.
Tut

Appendix F
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Most of the county sanatoria have provided excellent care for
tuberculosis in their respective areas, but as evidence of some diffi-
culty with the system of tripartite tuberculosis hospital control two
reports by Massachusetts special commissions are cited below. One
of these in 1937, relative to Public Health Laws and Policies
(H. 1200) and the other in 1949, concerning certain Public Health
matters (H. 2100), stated that with the current personnel shortages
the difficulties of operating many small institutions had been inten-
sified and operational costs unnecessarily increased. In addition,
the division of authority had increased the difficulty of maintaining'
adequate standards of medical care.

Both reports recommended the centralization and consolidation of
tuberculosis institutions throughout the State, within the Depart-
ment of Public Health, and submitted drafts of legislation to im-
plement recommendations. The latter report recommends the
ultimate acquisition of the county tuberculosis hospitals by the
Commonwealth and their operation under the Department of Pub-
lic Health and the gradual closing of all municipal sanatoria except
that of Boston. The draft of legislation submitted in that report is
almost identical with the text of House, No. 1665.

It should be made clear that these necessarily brief references to
the findings in these and other reports do not indicate that the
Legislative Research Council approves or disapproves the recom-
mendations which are made.

Administrative Control Practices Elsewhere.

Nationwide Picture. The Division of Special Health Services
of the U. S. Public Health Service, on the basis of its annual hospital
census, found that an 8 per cent increase occurred in the number of
state-owned tuberculosis hospitals between 1953 and 1956 (from
110 to 119), while the ratio of such hospitals to both state and
locally owned hospitals climbed from 27 per cent to 32 per cent.
Over the same period, local government-owned tuberculosis hospi-
tals declined by about 15 per cent, or from 300 hospitals in 1953
(73 per cent of the total in the two groups) to 255 hospitals (68 per
cent) in 1956. These conclusions are based on the facts shown in
the following table:
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Table 8. —State and Local Tuberculosis Institutions, 1955-1986
Source: Edward T. Blomquist, Chief, TuberculosisProgram, U. S. Public Health Service, Sept. 18, 1957,

Locally-owned.State-owned, Bot

Year
Number. Per Cent. Number. Per Cent. Number. Per Ce

1953 110 27 300 73 410 100
1954 114 28 298 72 412 100
1955 118 30 271 70 389 100
1956 119 32 255 68 374 100

Of the total number of patients in the above two groups of hospi-
tals, the following Table 9 shows a tendency for increasing use of
state institutions and decreasing use of local institutions. Thus the
per cent in the state-controlled hospitals slowly but steadily in-
creased even in 1956, when the actual number of patients was show-
ing a decline between 1955 and 1956. In the local government-
owned hospitals, both the number of patients and the per cent of
total patients occupying tuberculosis beds showed a decline for each
year between 1953 and 1956.

Table 9. Beds occupied in State and Local Tuberculosis Institutions, 1955-66.
Source: Edward T. Blomquist, Chief, Tuberculosis Program, U .S. Public Health Service, Sept. 18, 1957.

Both Typi
HospitalHospitals. al

Yea:

of Beds Per of Beds Per of Beds Per
;upied. Cent. occupied. Cent. occupied. Cent

1953 29,630 42 41,732 68 71,362 100
1954 30,091 43 39,158 67 69,249 100
1955 30,583 45 36,854 55 67,437 100
1936 28,973 46 33,508 54 62,481 100

Various Control Policies. In other States there is the greatest
variety in the administrative control of tuberculosis hospitals. In
Connecticut there are three state sanatoria and one private sanator-
ium. The administration of the state sanatoria is vested in a Tuber-
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culosis Commission. The Connecticut Legislature recently passed
an act consolidating the Tuberculosis Commission with the Commis-
sion on the Chronically 111, Aged and Infirm, effective October 1
1957. The new joint commission will administer all institutions
previously under the control of either.

In New York State there were 7 state and 20 county tuberculosis
hospitals in 1954. In 1945, the General Assembly passed a tubercu-
losis hospital act defining the relationship between state and county
sanatoria. In brief, this statute authorized the State Health De-
partment, on request of the county officials, to take over and operate'
a county tuberculosis hospital, or, if it were no longer needed, to
discontinue it. Since 1937, 16 county hospitals having a total of
1,052 beds, have been discontinued. One state hospital of 250 beds
was transferred to a county for general hospital purposes. Since
1954, 6 up-state private tuberculosis hospitals, with a total of 589
beds, have been discontinued.

In the same tuberculosis control act, the State Department of
Health was authorized to reimburse approved county tuberculosis
hospitals up to 50 per cent of the actual cost of treatment ofpatients,
not to exceed $3 per day. Subsequently, this subsidy was raised
a limit of $5

In North Carolina tuberculosis sanatoria evolved on a state and
county basis. There are now four state sanatoria with a total capac-
ity of 1,800 beds. In recent years all but one of the 13 county
sanatoria have been closed and their patients transferred to state
sanatoria. The closing of the county institutions was based on the
availability of beds in the state sanatoria and a realization of the
superiority of facilities and type of treatment in those hospitals. 1

California has no state tuberculosis hospital. County hospitals
are subject to inspection by the S
condition of approval for state sut
on a sliding scale, with a maxim
$2.60 per day. This subsidy corr
the per diem cost. The whole pr

ate Department of Health as a
sidy. At present, the subsidy is
m of $3.50 and a minimum of
spends roughly to one third of
gram is county-centered rather

than state-centered. One county sanatorium and a number of
private sanatoria have been closed for lack ofpatients. The majority
of the sanatoria now have vacant beds.

1 Correspoi ;ween H. S. Willis, M.D., Superintendent, North Carolina Sanatorium System and
h Bureau, Aug. 14, 1957.the Legislative R



HOUSE No. 2966.1958.] 39

In Wisconsin the tuberculosis hospital system is definitely county-
centered. The single state sanatorium and the state convalescent
camp were closed in 1957. Sixteen county tuberculosis hospitals
provide services for the entire State. A state subsidy is paid to
hospitals approved by the State Board of Health in the amount of
$2l per patient per week. There is almost complete local autonomy
in the operation of local sanatoria. One county sanatorium was
discontinued in 1956 on account of vacancies. It is argued that the

If local sanatoria have an important continuing role in the supervision
of patients under chemotherapy at home and for the promotion of
case finding in their respective areas.

From the information available there appears to be a great variety
of state policies in regard to the development of state or county
operation of sanatoria in connection with the recent decline in the
need for tuberculosis beds. On the whole, the practice seems to
depend on the local type of administrative organization.

Data from the United States Public Health Service indicate that
state-owned tuberculosis hospitals have had the least decline in
occupancy, closely followed by city and county hospitals. By far
the greatest decline has been in the private institutions. 1

Costs of Car*
Whether tuberculosis patients can be treated more economically

in state or county hospitals depends chiefly upon organization and
the size of the hospital.

In Massachusetts per capita costs in the years 1945, 1950 and 1955
have averaged largest in various county sanatoria, and smallest in
the municipal sanatoria, with the Rutland State Sanitorium costs
in between. (See Table 5, p. 28.)

The Quality of Medical Care.
A factor which cannot be overlooked in the utilization of vacant

beds in tuberculosis hospitals is the quality of medical care which
might be given to chronic disease patients in such institutions.
That quality would be determined by several factors which are dis-
cussed below in turn; (1) The training and experience of the staff
physicians. (2) The ratio of doctors to patients. (3) The adequacy

1 Correspondence between the National Tuberculosis Association and the Legislative Research Bur
Sept. 4, 1957.
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of the nursing staff, in training and experience. (4) The adequacy of
the existing buildings and equipment for the diagnosis and treat-
ment of the various types of chronic diseases.

(1) While all physicians practicing in sanatoria are licensed by the
Commonwealth, the experience of many of them is limited to some
extent by the type of patient they usually treat. Twenty-five years
ago that limitation was more generally the case than at present.
Today the sanatorium physician has come to realize that while his
patients are admitted for the treatment of tuberculosis, they are
subject to all the ills to which the flesh is heir. Diabetes, for example,
is one of the most serious complications of tuberculosis, and unless
recognized and treated promptly may be quite as serious as the
primary disease. Hence, the sanatorium physician becomes, per-
force, a general practitioner.

To be most effective in the treatment of chronic disease, the work
of the sanatorium physician should be supplemented by the visits of
a certain number of visiting physicians in special fields and by
consultants for special problems. This sound practice should not
seriously increase the costs of treatment.

(2) The regulations of the Department of Public Health require
a minimum ratio of 1 resident physician to 50 patients in tubercu-
losis hospitals. In practice, the ratio is nearer 1 to 25 patients in
the better sanatoria, or about double the minimum.

(3) The most important single factor limiting admissions to
tuberculosis hospitals during the past twenty years has been the
shortage of nurses. That situation is not peculiar to sanatoria.
Generally, state salaries have been lower than the salaries in general
hospitals or in hospitals of the U. S. Veterans Administration.
Department of Public Health regulations call for a ratio of nursing
personnel of 1 to 4 patients, a ratio deemed inadequate in some quar-
ters for the present type of treatment for tuberculosis. In most
situations, the location of the sanatoria has been of help in obtaining
the services of part-time nurses. The state training schools for
licensed attendants have also helped in providing qualified supple-
mentary nursing personnel. There is everywhere a serious shortage
of graduate nurses.

(4) While some of the older sanatorium buildings are hardly
suited for general hospital purposes, reconstruction and improve-
ments have made most of them adequate for the treatment of
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tuberculosis. Minor alterations could, in the opinion of the Depart-
ment of Public Health, render them satisfactory for care of the
intermediary chronic disease patient referred to above. This opinion
is not wholly shared by some responsible state officials. All such
hospitals now have X-ray equipment and clinical laboratories;
only minor additions to equipment would be required for the treat-
ment of chronic diseases, according to the Department of Public
Health.

Proposed Centralization under House, 1665 of 1957
This bill proposed substantial changes in the administrative organ-

ization of the tuberculosis hospitalization system in the Common-
wealth. It is almost identical with the New York State Tuberculosis
Hospital Act, and if viewed favorably for adoption requires re-
writing of several sections, notably 9IH-K.

Section 911 of this bill provides for the payment of a state sub-
sidy to cities or towns furnishing hospital care to tuberculosis
patients in a hospital which meets the minimum standards of the
Department ofPublic Health. The amount of such subsidy is raised
from the present amount of $5 per patient per week to one half of
the actual cost of treatment, not to exceed $5 per patient per day.
The expenditure involved in such a change is discussed in Chapter V
of this report.

The opening sentence of section 911 would authorize the Depart-
ment of Public Health to fix the rate charged to patients who volun-
tarily agree to pay for their care, in whole or in part. The next
sentence adds: “With the consent of the patient the Department
may alter such rate at any time.” This statement is both ambiguous
and inconsistent with the meaning of the preceding sentence.

Transfer of County Hospitals. Section 91K wmuld authorize the
Commissioner of Public Health, on request of the county commis-
sioners of a county tuberculosis hospital, or of the city council of a
city maintaining such an institution, to assume the responsibility
for the operation and maintenance of such a hospital as a state
tuberculosis hospital or to authorize the abolition of such county or
municipal hospital. In a situation such as the present, with an
excess of beds for tuberculosis, such authorization would make for a
more flexible hospital system by making it possible to discontinue
sanatoria in areas where they are no longer needed and where the
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could be adequately treated in adjoining■emammg p

ulosis hospitals.

The continued operation and r Lamtenance ox such hospitals by
would, however, present seriousthe State Department of Health

financial problems. First, the co; fcs of operation would have to be
Many of these old county tuber-provided by state appropriatior

culosis hospitals are of tempo: ry construction, and the cost of
them adequate for thethe repairs ana alterations nece: v to

modern treatment of tuberculosis might well be as greIf

new construction. Second, the operation of such itional tuber-
,l state taxes.culosis hospitals by the State would require

the Commonwealth at present has no funds available ft
project

Settlement Laws. Sections 911
persons suffering from tuberculosi

and 91M would in effect exempt
from the provisions of the State

Settlement Law (General Laws, c. 116). This law in the past has
been a serious obstacle to the prompt hospitalization of tuberculosis
patients. Its application to persons suffering from tuberculosis was
repealed by the General Court in 1951 only to be re-enacted the
following year. House, No. 1665, re-defines state residence
year preceding application for admission, and local residence as six
months in a single county. For patients having local c
dence as defined, the provision of hospitalization for tu
wr ould become a local or state responsibility, respectively.

The Means Test. Sections 91N and 910 would exempt the
tuberculosis patient from provisions of the so-called “Means Test
Any person who volunteered to assume and pay for diagnosis, care
or treatment would be permitted to do so; but no State, county,
city or other public official would be permitted to make inquiry into
his ability to do so.

As long ago as 1895 the General Court recognized that tubercu-
losis patients were not, as a rule, able to assume financial respon-
sibility for their own hospital care. Treatment, however, was
deemed essential for the protection of the patient’s family and of the
community, and therefore became a public health responsibility.
Accordingly, the act establishing Rutland State Sanatorium pro-
vided that if a patient wr as unable to pay the established charge for
hospital treatment, payment became the responsibility of his tow
of residence.
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Experience has shown that fewer than 10 per cent of sanatorium
patients have been able to pay even the nominal charge for treat-
ment in state and county sanatoria. The amount obtained from
patients is so small that it has been seriously questioned whether it
justifies the costs of collection. In some instances it has resulted in
premature discharge of patients from the sanatorium. The Report
of the Special Commission to Study and Investigate Certain Public
Health Matters recommended abolition of the “Means Test” in
tuberculosis (House, No. 2100 of 1949). Several States, including
New York and Wisconsin, have already done so

In conclusion, the enactment of House, No. 1665 in its present
form would require repeal of the Massachusetts Subsidy Act. That
is, the following sections of chapter 111 of the General Laws: sec-
tions 76-77; section 66, re charges for patients in a state sanatorium,
and amendment of the county act; and sections 78-90, wherever
reference is made to settlement and the means test. An appropria-
tion would be required to pay for the care of state charges treated
in other than state tuberculosis hospitals.
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House, No. 63 of 1957.

Section 78 of chapter 111 of the General Laws, as most recently
amended by chapter 270 of the acts of 1952, is hereby further
amended by adding at the end thereof the following sentence:
Furthermore, the county commissioner in each county of the com-
monwealth may admit to the county tuberculosis hospital persons
with a chronic disease, providing that sufficient beds are at all times
available for persons with tuberculosis in the hospital district, and
providing that the said hospital comes under the provisions of sec-
tions seventy to seventy-three, inclusive.

Appendix A.

AUTHORIZING ADMISSIONS OF CHRONIC DISEASE
PATIENTS TO COUNTY TUBERCULOSIS HOSPITALS.
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House, No. 64 or 1957.

Section 88 of chapter 111 of the General Laws, as most recently
amended by section 8 of chapter 270 of the acts of 1952, is hereby
further amended by adding after the word “tuberculosis,” in line 5
in the second sentence, the words: —or a chronic disease, —so that
said sentence will read as follows: Upon the request of any regis-
tered physician the board of health shall forward forthwith to the
hospital an application for admission of any person found to be
afflicted with pulmonary tuberculosis or a chronic disease; pro-
vided, that if a person found to be so afflicted resides in a town in
the hospital district of a county where admission of patients is based
on their place of settlement, and has a settlement in a town in the
hospital district of another such county, the board of health of the
town where such person resides shall give notice of the case to the
board of health of the town of settlement which shall make appli-
cation for the admission of such person to the hospital serving the
town of settlement.

Appendix B.

APPLYING ADMISSION CHARGES OF TUBERCULAR
PATIENTS TO CHRONIC DISEASE PATIENTS.
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APPLYING ADMISSION CHARGES OF TUBERCULAR
PATIENTS TO CHRONIC DISEASE PATIENTS IN
EMERGENCY CASES.

Hodse, No. 65 of 1957.

Section 888 of chapter 111 of the General Laws, inserted by sec-
tion 8 of chapter 270 of the acts of 1952, is hereby amended by add-
ing after the word “tuberculosis”, in line 6 of the first sentence,
the words: —-ora chronic disease, —so that said sentence will read
as follows: If a person, residing in a town in the hospital district
of a county where admission of patients is based on their place of
settlement and having a settlement in a town in a hospital district
of another such county, is found to be afflicted with pulmonary
tuberculosis or a chronic disease, and his case is, in the opinion of
the superintendent of the hospital in whose district he resides, an
emergency one, he may be admitted to the hospital on application
of the board of health of the town in which he resides, and the town
of settlement shall be liable to the town of residence at the rate of
six dollars for each day while such person is a patient at such
hospital.

Appendix (
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INCREASING REIMBURSEMENT TO TOWNS MAIN-
TAINING PATIENTS IN COUNTY TUBERCULOSIS
HOSPITALS.

House, No. 744 or 1957.

Section SS of chapter 111 of the General Laws, as appearing in
section 8 of chapter 270 of the acts of 1952, is hereby amended by
inserting after the word “sanatoria” in line 30 the following sen-
tence : If such patient has a settlement in a town other than the
town of residence which pays for his hospitalization, the town of
settlement shall pay to the town of residence the actual cost of
maintaining such person in such hospital, including therein the
proportion of the cost of maintenance of such hospital as is appli-
cable to the care of such patient, to an amount not to exceed eight
dollars per day.

Appendix D.
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House, No. 1665 of 1957.

Section 1. Chapter 111 of the General Laws is hereby amended
by inserting after section 918 the following fourteen sections:

Section 91C. Whenever any county or city shall expend moneys
for the operation and maintenance of a hospital operated exclusively
for the care and treatment of tuberculosis patients, or whenever
any county or city shall expend moneys for the operation of a gen-
eral hospital which includes a special wing or pavilion for the
treatment of tuberculosis patients, such county or city shall receive
state aid in the manner and subject to the terms and conditions
prescribed by this chapter and the rules and regulations promul-
gated by the department.

Section 91D. The commissioner shall make a detailed study of
the administration of existing public hospitals caring for tuberculosis
patients throughout the commonwealth. He shall recommend such
rules and regulations as he may deem appropriate for the facilities,
operation, administration and the future conduct of such hospitals
under the provisions of this chapter for adoption by the council.
He shall, on or before July first, nineteen hundred and fifty-eight,
forward to the county commissioners of each county, to the trustees
of the Bristol county tuberculosis hospital, and to the mayor of
each city, eligible for state aid under tins chapter, a copy of such
rules and regulations so adopted by the council.

He may reconnnend to counties and cities such changes in the
facilities, operation or administration of such hospitals as, in his
judgment, are necessary for the county or city to qualify for state
aid under the provisions of this chapter and the rules and regula-
tions promulgated thereunder by the council

He shall have full power and authority to examine any or all
records, reports and other data pertaining to patients, or the facili-

Appendix E.

PERMITTING CENTRALIZED ADMINISTRATION OF
TUBERCULOSIS HOSPITALS
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ties, operation or administration of a hospital providing care or
treatment for which a county or city applies for state aid; to exam-
ine or cause to be examined any patient in such hospital; and to
make or cause to be made such laboratory tests or X-ray examina-
tions as in his judgment may be desirable.

Section 91E. No state aid shall be payable under the provisions
of this chapter to any county or city for any county or city hospital—

(a) Which, in the opinion of the commissioner, is not providing
a safe and scientific program of patient care and treatment.

( h) Which has sufficient accommodations available, but refuses
to accept for treatment a patient who may be recommended for
admission to such hospital by the commissioner.

(c) Which on account of any tuberculosis patient is requested or
required to pay for his care or treatment.

(d) Which fails to comply with the provisions of this act or the
rules mid regulations promulgated thereunder.

Section 91F. Whenever any county or city shall expend moneys
for the operation and maintenance of a hospital wholly for the care
and treatment of tuberculosis patients, as provided in this chapter,
such county or city shall receive state reimbursement in the amount
of fifty per cent of the per diem patient cost of care and treatment,
but not more than five dollars per patient day, as approved by the
commissioner in accordance with the provisions of this chapter, ex-
clusive of the cost of reconstruction or of the construction of addi-
tional facilities.

Whenever any county or city shall expend moneys for the care
and treatment of tuberculosis patients in a special wing or pavilion
of a general hospital, as provided in this chapter, such county or
city shall receive state reimbursement in the amount of fifty per
cent of the per diem patient cost of care and treatment, but not
more than five dollars per patient day, for each patient actually
cared for and treated in such wing or pavilion of such general
hospital.

The actual cost of care and treatment of tuberculosis patients in
such hospitals shall be the per diem cost of operation and mainte-
nance of such hospital, to be computed annually by the commis-
sioner from annual statements showing the total cost of the opera-
tion and maintenance of such hospital, exclusive of the cost of
reconstruction or of the construction of additional facilities. The per
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diem cost rate thus computed shall be in force for the next twelve
months’ period immediately following the close of the twelve months’
period covered by the statement from which such per diem cost was
computed.

Whenever any county or city shall expend moneys for the care
and treatment of tuberculosis patients in a hospital owned and op-
erated by some other county or city, which is currently receiving
state aid under the provisions of this chapter, the county or city
operating such hospital shall be paid state aid for the care of such
non-resident patients in the same manner and subject to the same
conditions as state aid for the care ofresident patients. The county
or city operating such hospital shall charge back to the county
or city of residence of such patients an amount equivalent to fifty
per cent of the per diem patient cost, but not to exceed five dollars
per day, for each of such patients’ care.

Section 91G. The appropriations made or to be made for the
purposes of carrying out the provisions of this chapter shall be avail-
able, in accordance with certificates of approval issued or to be
issued by the bureau of accounts to the commissioner for the pay-
ment of expenses of personal services and other maintenance and
operation necessary for the administration of this chapter. The
county or city desiring to make application for state aid under this
chapter shall on such dates as may be fixed by the commissioner
submit to him the request of such county or city for such state aid,
and shall support such request with such information as the com-
missioner may require. The commissioner shall prescribe the form
in which such information shall be submitted.

Section 91H. Patients shall be admitted to state tuberculosis
hospitals in accordance with rules established by the council. The
superintendent may admit patientsfrom any county within the state.

The superintendent may also admit patients from any public
tuberculosis hospital within the state upon the request of the chief
medical officer of any such hospital to such state hospital, in order
to permit such patients to receive special medical or surgical care
and treatment that any such hospital is unable to furnish, but which
is available at such state hospital.

Section 911. The department shall fix the rate to be charged
patients who voluntarily agree to pay for their care either in whole
or in part. With the consent of the patient the department may
alter such rate at any time.
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At least once in each month there shall be furnished to the county
commissioners of each county a list of the patients in the hospital
who are residents of such county. Such list shall be accompanied by
a bill in the amount of fifty per cent of the unpaid balance of the
patient per diem cost for each such patient, but such charge shall
not exceed five dollars per day per patient. Such bill shall be
audited by the state auditor and paid by the state treasurer.

Section 91J. Subject to the rules of the department, the super-
intendent of such state institution shall have the management of

the institution and, except as otherwise provided with respect to
the treasurer, shall appoint all subordinate officers of the institu-
tion; and they shall be removable by him in accordance with the
civil service law and rules. In other respects, the superintendent
shall have the powers and duties prescribed by law, to be exercised
and performed, however, subject to rules of the department. Noth-
ing in this chapter shall prevent the adoption by such superintend-
ent of rules pertaining to duties of officers and employees of the
institution under his charge, or for the internal government, disci-
pline and management of the institution consistent with rules of
the department.

Section 91K. Notwithstanding the provisions of this chapter or
of any other general or special law, the county commissioners of
any county maintaining a county tuberculosis hospital, the trustees
of the Bristol county tuberculosis hospital and the city council of
any city maintaining a municipal tuberculosis hospital, subject to
the provisions of its charter, may request the commissioner to as-
sume responsibility for the operation and maintenance of such hos-
pital as a state tuberculosis hospital, or to authorize the abolition
of such county or municipal tuberculosis hospital. The commis-
sioner, upon receipt of such application, shall make such investiga-
tions as he may deem appropriate to protect the public health or
other interests of the state. Following such investigation, he may
certify in writing to the county commissioners of such county, to
the trustees of the Bristol county tuberculosis hospital, or to the
mayor of such city that such county or city can be adequately served
by a state tuberculosis hospital, and that in his opinion the con-
tinued operation of such county or municipal tuberculosis hospital
is unnecessary. On receipt of such certification the county com-
missioners or the trustees of the Bristol county tuberculosis hospital
or the city council, subject to the provisions of its charter, are
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hereby authorized to abolish such hospital by resolution. On the
abolition of any such hospital the county or city may dispose of the
property and equipment thereof, or direct the same to such other
public use as is deemed desirable within the limits prescribed by
law. Such county or city may dispose of funds, or other property
held in trust, as is permitted by law and the terms of any bequests
relating thereto.

However, the commissioner, following such investigation, may,
with the approval of the governor, notify such county or city that,,
for the protection of the public health, such hospital should be con-
tinued as a tuberculosis hospital under state ownership and opera-
tion to serve, in addition to such county or city, such other counties
or cities as may require tuberculosis hospital or chest clinic service.

When the commissioner determines that the interest of the public
health would be furthered by the continuance of the service of such
county or municipal tuberculosis hospital under state ownership,
operation and administration, said county or city shall be required
to submit, within a period of thirty days after notice to that effect, a
description of all lands then owned by the county or city for such
tuberculosis hospital, and any and all certificates or abstracts of
title thereon, together with a description of the buildings and an
inventory of all equipment, fixtures, supplies, furnishings, medical
and household supplies, automotive equipment, and any other ma-
terials or property owned or possessed by the county for the main-
tenance, operation or use of such hospital, and upon notice and on
a date designated by the commissioner, said county or city shall
transfer to the state, without cost, the title to all of the property
and appurtenances constituting such county or municipal tubercu-
losis hospital, including all lands, buildings, equipment, fixtures,
supplies, furnishings, medical and household supplies, automotive
equipment, and other materials or property assigned to or for the
maintenance, operation or use of such hospital, as included in the
inventory hereinbefore mentioned.

No outstanding bonded or other indebtedness shall be assumed
by the state in the event of such transfer of title as aforesaid.

In the event that at any tune subsequent to the taking of title
by the state the commissioner determines that it is no longer eco-
nomical or advisable for the state to continue the operation of such
hospital, then, upon the discontinuance of such hospital by the
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state, the title to the land and buildings pertaining thereto shall,
without obligation on the part of such county or city, revert to and
be revested in such county Or city.

Section 91L. Under the conditions hereinafter specified, any per-
son rvho has resided in the commonwealth continuously for at least
one year immediately preceding the date on which application is
made for tuberculosis hospital care and treatment shall be deemed
to have state residence. State residence so acquired shall continue

such person shall have removed from the state and remained
therefrom for one year; provided, however, that no person shall
lose state residence by absence from the state while serving in the
armed forces of the United States or in the United States merchant
marine, or while attached to and serving with the armed forces of
the United States; and provided, further, that no member of the
family of any such person shall lose state residence by absence from
the state while living with or near such person during the period of
such service and on account thereof.

Under the conditions hereinafter specified, any person with state
residence as herein defined, who has also resided within a county of
the commonwealth continuously for at least six months preceding
the date on which application is made for tuberculosis hospital
care and treatment, shall be deemed to have local residence in
such county.

The continuous residence required to acquire either state resi-
dence or local residence shall not include any period during which
the person was (a) a patient in a hospital, or (6) an inmate of any
public institution, incorporated private institution, or private tuber-
culosis home, cottage or hospital, or (c) residing on any military res-
ervation. If, however, the periods of residence immediately prior
and subsequent to the periods specified in (a), ( b) or (c) shall to-
gether equal the required period of residence, such person shall be
deemed to have the required continuous residence.

jg Section 91M. (1) State charge shall mean any person suffering
from tuberculosis and in need of tuberculosis hospital care and
treatment therefor who is

(a) Without state residence.
(6) With state residence, but without local residence.
(2) Local charge shall mean any person suffering from tubercu-

losis or suspected of having tuberculosis and in need of tuberculosis
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hospital care and treatment therefor who has acquired local resi-
dence as defined in this chapter.

(3) State resident shall mean any person suffering from tubercu-
losis or suspected of having tuberculosis and in need of tuberculosis
hospital care and treatment therefor, who has resided within the
state for one year preceding the date of application for treat-
ment.

(4) Local resident shall mean any person suffering from tubercu-
losis or suspected of having tuberculosis and in need of tuberculosis
hospital care and treatment therefor, who has acquired a state resi-
dence and has resided within a single county for at least six months
preceding application for treatment.

Section 91N. Notwithstanding any inconsistent provision of this
chapter or any other general or special law or city charter, care and
treatment provided by the state, or by any county or city for per-
sons suffering from tuberculosis, and diagnoses, tests, studies and
analyses for the discovery of tuberculosis shall be available without
cost or charge to any person having state residence, and in the dis-
cretion of the commissioner to any other person in the state who is
suffering from tuberculosis or is suspected of having tuberculosis.
The commissioner may designate any local public official to act for
him in emergency cases involving non-residents of the state. Any
person who volunteers to assume and pay for the cost of such care
and treatment, or for the cost of such diagnosis, test, study or
analyses, shall be permitted to do so; but no state, county, city or
other public official shall request or require such payment, or make,
or cause to be made, any inquiry or investigation for the purposes
of determining the ability of such person or of his responsible
relatives to pay therefor.

The care and treatment of persons suffering from tuberculosis or
suspected of having tuberculosis which are provided by the com-
monwealth or by any county or city shall include procedures and
services as defined by the commissioner.

Section 910. Whenever, on and after July first, nineteen hun-
dred and fifty-eight, state charges shall receive care and treatment
in state tuberculosis hospitals, the cost of such care and treatment
shall be fully met by such hospitals out of moneys appropriated
therefor.
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Whenever, on and after July first, nineteen hundred and fifty-
eight, state charges shall receive care and treatment pursuant to
the provisions of this chapter, other than in state tuberculosis hos-
pitals, the cost of such care and treatment shall be reimbursed by
the state department of public health as hereinafter provided and
subject to the regulations of the department.

Section 9IP. The provisions contained in sections sixty-five,
sixty-five A, sixty-five B, sixty-five C, sixty-six and sixty-six A,
relative to the settlement of persons receiving treatment in state,
county or city sanatoria, shall not apply to persons suffering from
tuberculosis.

Section 2. Section seventy-six of said chapter one hundred and
eleven is hereby repealed.

Section 3. This act shall take effect on July first, nineteen
hundred and fifty-eight.

4
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NEW JERSEY LAW AUTHORIZING ADMISSION OF NON-
TUBERCULOUS CASES TO COUNTY TUBERCULOSIS
HOSPITALS (Chapter 11, P. L. 1955).

In any county having a county tuberculosis hospital established
and maintained by the board of chosen freeholders of that county,
pursuant to sections 30:9-45 to 30:9-60, both inclusive, of the Re-
vised Statutes, the said board of chosen freeholders may authorize
the admission to such hospital of persons who are suffering from
non-tuberculous diseases and provide for the segregation and treat-
ment of said persons at such hospitals. Where the admission of
such persons is so authorized the superintendent of the hospital
may admit such persons upon the recommendation for hospitaliza-
tion by a qualified physician. The board of chosen freeholders of
any such county may designate the said hospital as “Hospital for
Chest Diseases.”

Appendix F.
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NEW YORK LAW AUTHORIZING ADMISSION OF NON-
TUBERCULOUS PATIENTS TO COUNTY TUBERCU-
LOSIS HOSPITALS (Acts of 1957, c. 835).

[Explanation Matter in Italics is new; matter in parentheses is old law to be omitted.]

Section 1. Section 391-a of the county law, as added by chap-
ter 862 of the laws of 1956, is hereby amended to read as follows:

391-a. Notwithstanding any inconsistent provisions of this ar-
ticle, or of any other general, special or local law, a county tuber-
culosis hospital may also admit for study and care persons with
chronic (nontuberculosis) nontuberculous diseases of the chest,
subject to rules and regulations to be promulgated by the state
commissioner of health with the advice and counsel of an advisory
committee consisting of five members after consultation with the
boards of managers of county tuberculosis hospitals; provided, how-
ever, that any person so admitted or the person or agency who or ivhich
accepts responsibility for payment for the care and treatment of such
person shall be charged such amount as fixed by the board of managers
of the hospital but at a rate not in excess of the daily cost per patient
of operation of the hospital as determined by the state commissioner of
health. Three of the members of such advisory committee shall be
superintendents of county tuberculosis hospitals to be chosen by
such commissioner, and two of the members thereof shall be repre-
sentatives of the medical society of the state of New York to be
designated by such society.

*

Appendix G
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House, No. 68 op 1958.
Introduced by Department op Public Health.

Chapter 111 of the General Laws is hereby amended by inserting
after section 78, as most recently amended by section 5 of chapter
270 of the acts of 1952, the following section:

Section 78A. The trustees of the county tuberculosis hospitals
may admit as patients in their respective hospitals persons who are
suffering from chronic disease; provided, that sufficient beds are at
all times available for persons with tuberculosis eligible for admis-
sion to the hospital; and, further provided, that after the trustees
have determined to admit such chronic disease patients, the hospi-
tal is inspected by the department and is duly licensed and other-
wise in compliance with sections seventy to seventy-three, inclusive,
of this chapter. It is further provided that the trustees may pro-
mulgate rules and regulations concerning the admission of such
chronic disease patients as well as the method of reimbursement for
their care and treatment, other sections of this chapter notwith-
standing. These rules and regulations shall be subject to the ap-
proval of the department before taking effect.

Appendix H.

AUTHORIZING ADMISSIONS OF CHRONIC DISEASE PA-
TIENTS TO COUNTY TUBERCULOSIS HOSPITALS.
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