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Department of Public Health
State House, Boston, November 30, 1931.

To the Honorable Senate and House of Representatives
In compliance with the provisions of section 33 of

chapter 30 of the General Laws, as amended by section
43 of chapter 362 of the Acts of 1923, I have the honor
to submit herewith such portions of my annual report
for the year 1931 (Pub. Doc. No. 34) as embody recom-
mendations for legislation, accompanied by drafts of
bills to cover said recommendations.

1. Subsidies to Cities and Towns for Pulmonary

Tuberculosis Cases.
At present the State pays $5 a week to cities and

towns for every case of tuberculosis in an institution
approved by the State Department of Public Health.
We now ask that such payments should also depend
upon an adequate tuberculosis prevention program in
the city or town receiving this subsidy.

Under this bill the money which the Commonwealth
now pays would be spent more effectively. The De-
partment of Public Health would secure the advice
and assistance of a group of impartial men, not con-
nected with State or county tuberculosis sanatoria,
but familiar with institutional administration, to draw
up minimum standards with which cities and towns
would have to comply in order to secure the subsidy.
Standards would be entirely “ reasonable,” time would
be allowed, and all possible advice and assistance would
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be given to local communities in developing an ade-
quate tuberculosis service. The object of the bill is
that money spent should be spent more effectively.
Its primary purpose is not to control expenditures, but
to control tuberculosis.

Massachusetts now has more adequate tuberculosis
hospital facilities per unit of population than any other
State in the Union. With the recent opening of the
Middlesex County Hospital and the opening of the
Worcester County Hospital next year there will be
4,200 beds in city, county, State and private hospitals
for pulmonary tuberculosis, while in 1930 there were
2,423 pulmonary deaths. This gives a ratio of 1.7 beds
for every annual death from pulmonary tuberculosis.
This represents an annual maintenance cost of at least
$4,000,000 without any consideration of the many
thousands in initial construction cost for each bed.
Add to all this the cost of private medical, clinic, and
nursing care, as well as lost employment, public and
private dependency and poverty, and we see that in
Massachusetts the annual cost of tuberculosis is in
figures which we still associate with Liberty Loans and
other emergencies.

But the worst feature is that these lavish hospital
resources are being grossly misused. Less than 20 per
cent of the patients enter these hospitals in an early
and favorable stage of the disease, while as a reason-
able minimum 60 per cent should so enter. What does
this mean? First, the chance of life and return to
independent gainful employment is enormously reduced.
Second, the duration of stay in hospitals and therefore
the cost per patient is greatly increased. Third, and
perhaps most important, the number of patients with
positive sputum spreading the disease for long periods
before detection and subsequent hospitalization is vastly
more widespread than it should be. Thus, through in-
fection of children, fellow workers, casual contacts on
street and street cars, at meetings, concerts, crowdings
of all sorts, perhaps through our most intimate friends,
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especial!}' through close contact in the homes, tuber-
culosis is striving successfully for immortality.

Adequate resources for early case finding and com-
petent follow-up of the cases leaving the hospitals, that
the shockingly costly burden of “ repeaters ” may be
diminished, is within the power of every city and town
in the State today. Yet still we have communities that
report more deaths than cases of tuberculosis. Think
of it! Others that almost never hospitalize until death
is imminent and spread has been accomplished. Many
more with no thought of offering decent supervision to
the ex-hospital patient to prevent or early to detect
relapse. In some places there is not even wholesome
dissatisfaction with these conditions. Surely, if they
cannot be improved we can stop the irony of paying
State moneys to perpetuate such futility.

2. Polluted Shellfish.
At present any one delivering polluted shellfish can

avoid conviction by claiming that such shellfish came
from areas not designated by the Department of Public
Health as contaminated, or that such shellfish had
passed a shellfish treatment plant. Unless we have been
present at the digging and followed them all the way
since, we cannot effectively disprove this. Thus pro-
tection of the public is nullified.

Our experience under this act is even worse than we
suspected, and we therefore ask that it be repealed in
order that the public may be protected from the menace
of consuming polluted shellfish.

3. Investigation of Pure Food Legislation and its

Enforcement.
In Massachusetts the enforcement of the food and

drug and allied laws is vested in the State Department
of Public Health. In about two-thirds of the other
States this is not the case. Most of this work has to
do with the prevention of fraud and the control of the
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unaesthetic. However, this does not apply to the super-
vision of milk and shellfish which have repeatedly
spread disease. Certain aspects of their supervision
should be maintained in the Department of Public
Health. But second-hand material in mattresses, cane
sugar in maple sugar, watering vinegar, palatable cold
storage eggs for “ fresh ” eggs, liquor analyses for the
police, excess of corn meal in sausages what have all
these to do directly with the public health? People pay
for one thing and get another. It’s fraud, not health.

Yet of all the widely diversified activities of the De-
partment these give rise to more time-consuming, petty
interference than all others combined; also, and this is
most important, they give rise to irritation and resent-
ments which block progress in other important fields.
Indignation is general, not specific, and is long lived.
This is meant as no reflection on the Director of the
Division of Food and Drugs in the Department. The
criticisms are evidence of his unswerving integrity under
the law. In addition, he is a chemist of high reputa-
tion. He would be difficult to duplicate in this field.

Thus we ask that a committee be appointed by the
Legislature and the Governor to investigate the food
and drug laws and their administration. Are we inept
in our administration? Do our present laws set up
unwise standards or requirements? Or are those States
right, as we think, which have, for the most part, the
administration of these laws elsewhere than in the
health department?

GEORGE H. BIGELOW, M.D.
Commissioner of Public Health.


