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FOREWORD

'The interest aroused by our earlier publication of the Govera-
ment of Health: The Formation of the Rhode Island State Board of
Health, and the occurrence of our Department's centennial vear,
have suggested tle sponsorshlp of this short history of the devel—
opment of state functions in public health over the past céntury.

. The two authors,.just graduated from Brown University, devoted
many weeks of careful research to its production, and many of us
in the Department have learned much from the manuscrlpt

In the interests of conciseness and technlcal accuracy, members
of the staff of the Department have edited, and in some instances
rewritten portions of the manuscript, w1tho;t, we hope, much vio-
lence to the main intent of the authors.

It is our hope that this initial summary may serve as a starting
point for others who may wish to examine in more derth particular

aspects of our history.
% z (_‘,‘1,_.(z’g___.-——.

/ﬁoseph E. Cannon, M.D., M.P Al
- //' Dlrector of Health

dovember 1978
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PREFACE

When the Board of Health was formed in 1878, it was merely an
appendage of the infant public health movement as it was emerging in
Rhode Island. During the hundred years of evolution which followed,
the Board of Health and its successors, the Public Health Commission
and the Department of Health grew to empass increasingly the direc-
tion and the administration of public health in the State.

. If one divides the history of the Department into three approx-
imately equal time-periods, one can relate its development to the
overall development of public health in each period. 1In the [irst
period the Board was largely learning the game, in the second im-
plementing a myriad of new programs, and in the third, reacting to
explosive expansion of the state of the art, and preparing for its
eventual role as the central administrative and planning agency of
the State. '

In each time period, we have included a short summary of the
socio-economic and political background, and the changes that took
place in public health. Of course, certain trends overstep the
bounds of the selected time-periods, but we feel that we have been
able at least to embed the Department's development in both national
and Rhode Island history. 1In each period, we have included a sum-
mary of the main changes taking place in the Department, and have
followed with two chapters treating the details of some of the more
important individual functions which were keing discharged. In some
instances we have overstepped temporal boundaries in the interests
of clarity and continuity. Some functions which have remained essen-
tially unchanged from earlier periods have not been carried forward
into the later descriptions.

The history arose out of Howard Frumkin's "Government of Health',!
originally a Brown University honors thesis, adopted for publication
by the Department of Health. This exploration of the events and
situations leading to the origins of the Board of Health in 1873,
led the Department to retain him as consultant for the production -
of this centennial history. He, in turn, contracted with us to re-
search and write the original draft of this work. It has further been
extensively edited, and somewhat abbreviated, by the staff of the De-
partment of Health. '

The help and encouragement of many individuals is pratefully
acknowledged, first and foremost the assistance of Mr. Frumkin in
the preliminary organization of the project. Dr. Cannon, and his
staff both active, and retired, gave freely of their time and expe-
rience, and professors Albert Wessen, and Elmer Cornwell at TBrown
pave further advice and assistance. The staffs of the Rhode Tsland
Medical Library, the Sturges Library in the Department ot Health,
the Rockefeller Library at Brown and the Rhode Island Historical
Society Library provided indispensible help.

Finally, our typists, Michele Perron, and Larry Shtassel, and
our families and many friends deserve thanks for their encouragement,
support, and practical assistance.

W.Y and BE.H., 1978
ii :
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SECTION I - 1373-1910
CHAPTER ONE
BACKGROUND HISTORY

In his study of the origins of the Rhode Island Board of Health,
Frumkin'®-explored the social, economic, political and scientific

~character of the period which led, in 1878, to the Board's formation.

The early period of the Board's activity is best understood against
the background of the same contemporary forces. '

In the years following the Civil War, the United States eritered
an era of unprecedented industrial growth. The trend toward urtan-
ization accellerated after 1860, and the proportion of the nation's
population living in -urban areas doubled, reaching 40 percent by
1900%?. The Northeast developed as the most important manufacturing
section of the country because of the existence of abundent and mo-
bile labor supply, availability of investment capital, well-developed
transportation, and the tools of the industrial revolution.

By the last decade of the 19th century, a wave of nationalism
permeated tne country. Anti-immigration laws arose under the in-
fluence of organized labor and racial purists, and import tariffs
arose to favor domestic industry. During the latter years of the

- 19th century, increases in government spending continued, reflecting

an era of prosperity.

- The -impact of the industrial revolution was especially strong
in the Nation's smallest state in the post-Civil War years. Since
the late 18th century, textiles and jewelry had been Rhode Island's
largest industries, and these came into their heyday in the lattexr-
part of the 19th. Indeed, by 1880 Rhode Island .led the country in

 the production of costume jewelry, and three major industrial cities,

Pawtucket, Woonsocket, and Central Falls were incorporated during
the 1830's.

In spite of its political and social conservatism, Rhode Island
enacted a large quantity of progressive legislation between 1879
and 1895. The legislature established a Statc BRcard of Education
(1870) and a Compulsory Education Act. (1837), abolished imprison-
ment for debt (1870), established judicial reform (1893) and factory
inspection (1894), and opened the forerunner of the University of
Rhode Island (1887). During this period, the legislature met alter-
nately in Rhode Island's two capital cities, Providence and Newport.
The establishment of a single capital in Providence in 1900 was a

-recognition of the concentration of political power, economic strength
and population density in the northern part of the State.

The Republican Party dominated Rhode Island péiitics in the

years after the Civil War. Indeed, throughout the 19th century and

the first third of the 20th, the Senate was predominantly Zepub-
lican as was the House of Representatives. The Democratic Party,
predcminantly representing the laboring class was severely splin-
tered by the State's many ethnic factions, and failed to attain



real political power, and restrictive voting requirements, based
in certain cities on property ownership, tended to favor continuing
Republican predominance. 1In Providence, with its large immigrant
population, about 60 percent of the population were dlsenfranchlsed
at the turn of the century.® :

From 1356 to as recently as 1932, Democratic governors served
only eight years, and even then were without much influence since
the principal powers resided in the legislative branch of govern-
ment. The governor lacked veto-power, could not himself crder
reports and investigations without legislative authorization, and
his appointive powers were sharply llmlted by the "Brayton Law"
This statute provided that the governor's appointments, if not con-
firmed after three days, could be replaced by individuals selected
bty the Senate. In truth, power rested primarily in the hands of
Republican political bosses, who represented malnly those with sub-
stantial control of private capital.

Charles R. Brayton, "a corgulent, affable, almost blind man of
blueblood Rhode Island stock',® was the paradigm of a Republican.
boss at the turn of the century. He served as a lobbyist for the
New Haven Railroad, and both lobbyist and chief counsel for the
consolidated railroad and electric car system in and around Provi-
dence. -Without official government status, he nonetheless main-
tained a post of operations in the State House office of the High
Sheriff of Providence. A shrewd and calculating man, Brayton kept
the Democrats out of political control by playing one immigrant
faction off against another, and by the purchase of votes and
loyalty. Together with his close friend of many years, the power-
ful Senator Nelson Aldrich who remained in office for thirty years
from 1331, a strong influence was exerted in politics at both the
"state and national levels.

- In 1904, after visiting the State, Lincoln Steffans in his
political expose, characterized Rhode Island politics as ''motori-
ous, acknowledged, and shameful". "Rhode Island,'" he stated, '"is
a state for sale - and cheap."* His words, better than any, depict
part of the story, at least the political part, of a state caught
up in its own prosperity and corruption. The economic and polit-
ical climate of the period 1878-1910 had an effect on the develop-
ment of the Rhode Islanid Recard of Health fully as great as the
- social and scientific developments of the time.

’THE RISE OF BACTERIOLOGY

The period under dlscu351on spanned the years during which the
‘communicability of disease at last became established as fact, and
the microbiological basis understood. The International Sanltary

- Conferences in Europe,® where understanding of thése matters was

. more advanced than in the United States, were still in doubt as
to the early evidences as to the cause and communicability of chol-
era, plague and yellow fever in the year that the Board of Health
was established, and it was to be two or three decades before the
-matter came to rest, even on that side of the Atlantic Ocean. 1In
this country, and perhaps especially in New England, the notion
tnat the mere elimination of personal and municipal fllth would
suffice to eradicate disease was still firmly imbedded.

-2~
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The rising tide of bacteriological knowledge and method was
slow in reaching the New World, and the first public health labo-
ratory in the nation, established in Rhode Island, was not to appear
until 1914. It is interesting, however, that antiseptic surgery .
(Llsterlsm) nad begun to appear in the Unlted States as early as
the 1860's, its acceptance being based rather on good results rather
tnan acceptance of any theoretical basis. By the early 1880's such
infections as anthrax, typhoid fever and tuberculosis were recognized
as bacterial in origin, and their agents had been isolated.

_ These and many other advances laid the groundwork for some of the
earliest progress in disease prevention. Scientists had by then con-
vinced the health-related community that the biological sources of
infection must be controlled if the spread of communlcable Jdisease
was to be prevented.

Fortunately, the new consequences of the concepts and tools of

. bacteriology had a good match tc the clder programs of sanitation

which were undergirded by a new theoretical basis. By 1910, then,
the United States, and Rhode Island were well on the way to effec-
tive use of the products of Bacteriological advance in the develop-

"ment of programs to check the spread of many of man's oldest and

most destructive diseases.

THE RISE OF HEALTH SERVICES REGULATION

Regulation, initially in the field of envirommental sanitation:

and quarantine, was an important feature of any Board of Health

from the very first. But in the period 1873-1910, and rerhaps as
important in shaping public health activity as was bacteriology,

there was the growth of attempts to improve the standards of health

services by professional regulation through programs cf licensure.
This arose, as a matter of fact, not from any public outcry, or
pressure, but rather from the 1nterplay of forces among pract1c1oners.

In a time when the the understanding of disease was so elementary
by any modern standard, there was good reason for the existence of
many schools of thought in the healing arts. Each gave fierce loyv-
alty to its particular concepts of the cause and treatment of disease,

but claims to superiority over others were tenuous.

History tends to refer to the major and ultimately most influ-
ential of these factions as the 'regulars' and the rest as "irreg-
ulars'. The '"'regulars'" may well have shared more characteristics,
social, educational, and others, with the Republican majority than
did their competitors, and this, more than objective scientific
truth, may Well have been the source of their predominant influ--
ence.

With a combination of altruism and self-interest the medical
societies of the "regulars" had had their own programs of licensure.
for many years in certain localities. These were clearly a source
of irritation to the "irregulars', and this may be part of the
reason for the Rhode Island Medical Society to have undertaken a

-3-



series of efforts over a decade or more to obtain the pnassage of

a state statute vesting medical licensing authority in the State,-
through the Board of Health. This was finally accomplished in 1895,
some years after it had been applied to dentists. o

The State of Kansas, actually, had taken the lead as earlv as
13870, and‘furnished the model to sister states. However,

requirements for graduation from medical school

or simply the acquisition of a medical diploma,

were very lax in those days. As a result, the

1870 medical practice act did not serve as much

of a regulatory device among doctors «f the state....®

As early as the 1530's there had been a general feeling that the
standards of medical education needed attention. The Illinois
Board of Health had begun to list approved schools, and other states
began to approach the problem. In the succeeding decades, the
~American Association of Medical Colleges, and later the American
iledical Association applied their energies to the problem. It was
not until 1910, however, that the investigations of Abraham Flexner
unmasked the inadequacy of most medical schools, some of which were
unabashed diploma mills, and precipitated a situation where the
schools scrambled for respectability and university connections, or
went out of business. The effect of this, however, was not felt
until the period after 1910.

The consequence of these developments was to confirm the nosi-
tion of the '"regulars', and in retrospect it appears that thev were
indeed closer to the main stream of scientific thought and Jlevel-
“opment, and consequently furnished the best channel available for
progress towards later scientific developments in medicine and
public health. '
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SECTION T - 1878-1910
CHAPTER TWO

THE BOARD OF HEALTH -~ THE EARLY YEARS

On April 11th, 1878, the Rhode Island Senate took up a bill,
already passed by the liouse, to establish a State Board of Health.
After only a few changes, the bill was passed and became law.*

On the 22nd of the month, Governor VanZandt administered the oath -
to the first six members, Doctors David King, Charles II. Fisher,
George W. Jenckes, and Albert G. Sprague, and Messrs. Elisha

Dyer, Jr., and William T.C. Wardwell. King was elected Chairman,
and Fisher, Secretary.

‘ The 1878 law established the Board's procedures and public
duties. Of the six members, three were required to be physician-
members of medical societies, and two members were required to be
from Providence, and the other four from each of the four other

~-counties. Full terms in office were to be six years, and meetings

were required to convene at least every three months. The Secre-
tary was to be a physician elected by the Board, and he alone was
compensated for his services with a salary of $1200 per year. ilot
only did he direct and supervise the Board's activity, in fact he
personally carried out most of its work. He kept records of all

transactions and maintained contact both with the local municipal
health departments of the State, but also with other state boards.

The Act further defined the responsibilities of the Board:

The Board shall take cognizance of the interests of
life and health among the citizens of the State;
they shall make investigations into the causes of
disease, and especially of epidemics and endemics
among the people, the sources of mortality, the ef-
fects of localities, employments, conditions and
circumstances on the public health, and shall faith-
fully do all in their power to ascertain the causes
and the best means for the prevention of disease of
any kind in the State. They shall publish and cir-
culate, from time to time, such information as. they
may deem to be important and useful for diffusion
among the people of the State, and shall investigate
and give advice in relation to such subjects re-
lating to the public health....

The General Assembly had, in fact, brought into being 2 bene-
ficent but essentially powerless authority. Although the Board
could investigate, collect information, and make suggestions in re-
lation to human and animal health, it had neither the authorify tc

.establish regulations nor the power to enforce them. It was a group

with a common interest in improving the public health, who conducted
studies and compiled figures, btut whose recommendations were without
force. ,

*The background leading up tc the eventual passage of the bill is
described in detail in Frumkin's "Government of Health”1

-5-



This lack of authority would appear to reflect general attitudes
at the state and national levels. 1In its first three decades it was
clear that the Board was viewed as being without political importance.
Even at its inception the Board was "anything but a hot potato''-and
one notes that the discussions leading to the passage of the act lacked
evidence of strong feelings. '

Powerless Boards of Health were common in New England. Barbara
Rosenkrantz® writes about the Massachusetts Board of Health, formed
in 1869: "The State Board of Health began with no power of its own,
and in many ways it remained powerless.”" Rhode Island's tradition of
fierce municipal independence was not conducive to a powerful State
Board, and at the national level public health activity lacked vigor.

The first Secretary, Fisher, was unsuccessful in broadening the
Board's powers, but expressed concern about the concentration of
regulatory function in the towns and cities. Local health officials
were often mainly untutored in health matters, and in Fisher's words:
"In several towns the health officer is merely a nuisance inspector
and may be engaged in the occupation of a grocer, plumber or under-
taker." : ‘ ' '

The first specific authority in the enforcement of law relating
to health was not granted to the Board unti] 1893, Fisher's last’
year in office. The Board was then given the authority to institute
summary proceedings, with the consent of the Governor, to prevent
the introduction and spread of infectious diseases in Rhode Island.

Board meetings were largely occupied with the Secretary's ac-
counts of health in the State. These were assembled into a book-
length annual report to the General assembly, and were heavily based
on the responses to the circulars sent to each city and town asking
information on disease prevalence, sanitary ccrditions, and actions
to improve health. Included also were accounts of sanitary inspec-
tions, activities of the Board's Cattle Commission, vital statis-
tics, pending legislation, and conferences and meetings attended by
the Secretary. ‘

Between 1878 and 1910 the board was stable in membership and
action. Over a period of 28 years, only 13 new members replaced
those who had retired or died. Membership was increased to seven.
It seems that it was assumed that the Secretary served until death
or retirement, and the position changed only once in the period,
due to Fisher's death. : '

" Under Fisher, a Monthly Bulletin was developed and maintained
reporting on mortality, sanitary improvements, and metereolcgicel
data. Essays, by physicians and Board Members, dealing with disease
prevention, and personal and social hygiene were published fre- '
quently, often reflecting the Secretary's rather florid literary
style. . -

Fisher's death on October 21, 1893 after fifteen busy years

in office was followed by the appointment of Dr. Gardner T. Swarts
as successor. He-took over the post with relative ease, even nain-

-6-
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taining the continuity of the Monthly Bulletin, although the November
and December issues had to be combined. Swarts had previously served
as Medical Inspector for the Providence Health Department, and as a

well trained bacteriologist had developed a pioneer 1aboratory serv-

ing the needs cf contagious disease control. After experience with
the 1395 Medical Practice Act he was appointed Secretary and Trea-
surer of the Confederation of New England States Medical Examining
and Licensing Boards at its first meeting. He played an important
part in the Confederation's development of reciprocity in acceptance
of credentials for medical practice. .

Although Swarts was a more glamorous and recognlzed figure
among physicians than was Fisher, the position on the board offered
him, like Fisher, little oppcrturnity for creativity. The Secretary
acted closely within the limits defined by the State. Both Secre-
taries, too, fell under the shadow of Providence's distinguished
Superintendent of Health, Dr. Charles V. Chapin.

‘ Chapin was the first health officer in the State to have know-
ledge both of the traditional methods of attacking disease by clean-
sing the environment, and alsc the newer knowledge of the bacterial
agents of disease. He introduced the products of the advances made
by Pasteur and Koch and uprooted the dogma, both in Rhode Island
and in the United States that disease arose de novo out of filth.
Still he appreciated the value of pure water, and adequate sewage
disposal and never lost his interest in environmental sanitation.

The Board of Health benefited greatly by location in Chapin's
city. Swarts, one of his proteges, published many of his works in
the Annual Reports. As a member of the Medical Scciety, Chapin was
well known to the physician members of the board, and his influence
was felt in many ways. '

By the turn of the century, the Board had attained some con-
siderable. effectiveness in controlling communicable disease, but
its power arose not out of statutory strength, but rather from the
public respect for the growing competence of the men identified
with its efforts.
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SECTION I - 1878-1910
CHAPTER THREE
DEPARTMENTAL FUNCTIONS

Three principal functions of the Board of Health at its formation
were programs cf sanitation, prevention of the spread of disease, and
the collection of vital statistics. Despite the importance of the
first two, the Board, through much of the period from 1878 to 1919 -
lacked both the power and the initiative to make a real impact in
sanitation and disease control, but performed exceptionally ‘well the

tedious task of collecting and tabulating the vital statistics of the
State. ' '

SARITATION

The promotion of sanitation and hygiene, both personal and ?ublic,
was regarded as the Board's most important duty. 1In 1878, the Secre-
tary, Dr. Charles Fisher wrote:

the first and the continuing leading object of a state
board of health should be ‘the general enlightenment of
the people in sanitary knowledge so that they may. ..
perceive the necessity of the earnest observance and
enforcement of good sanitary laws and regulations, as
the foundation of success, in the promotion of health
and longevity. '

, The Board should act as a central board in giving
enlightened direction to all labors of a sanitary '
character...

Sanitary action was, after all, in the early years of the Board
the only known way to fight disease. The orthodox physician in the
Medical Society believed in a direct connection between good hygiene
and '"the moral, social, and pecuniary condition of individuals and
the State." The sanitarian was respected as a worker in the great

field of moral reform, like the teetotaler, the educator, and the
clergyman: '

>

The sanitarian holds that if a man is provided with pure
air, good food, and health exercise, he will then be in a
bodily condition which will produce no craving for the.
stimulus of alcohol, which will open his intellect to

the influences of education, and which will make him bet--

ter able to receive and to appreciate the truths of re-
ligion.

Despite this early recognitition of the importance of sanitarv
measures, the Board appears tc have exerted only a small influence
in sanitation during its initial decade. Fisher, in 1893, stated
that the Board had not obtained its desired results both due to.
lack of statutory and financial provisions for enforcement and due
to lack of cooperation on the part of state and municipal officials.

-8-



- In 1887, the General Assembly assigned to the Board the duty of
investigating and reporting as to whether refuse and filth from manu-
facturing establishments, in the Providence River, were the cause of
disease among humans. No financial appropriation was made, however,
and consequently the study was extremely limited. This occasioned
one of the most stinging reports of Fisher's career, pointing out
that to have dcne the job effectively, the Assembly should have granted
financial support as had been done in other states. Some three years
before Fisher's death in office, which occurred in 1893, he had begun
to parcel out some of his investigative duties in sanitation to .other
members ‘of the Board, and by the turn of the century the Board was
given some limited powers to enforce hygienic conditions. o

The most prominent of the Board's activities in the field of

" sanitation was the dissemination of public information, including the
means of disposal of garbage and sewage on land or in the water. In
“addition, inspection of buildings and the abatement of nuisances was
being carried out. The Annual Reports were recuired by statute to
‘include an account "of the measures talien each vear by municipal
authorities, corporations, or individuals for the promotion of the
health of the communities under their respective supervision or ccr-
trol" (Section 83-6 of the General Laws). To this end, the Secretary
solicited annual information from each city and town concerning re-
moval of unsanitary conditions, the abatement of nuisances, the in-
troduction of public water supplies, the construction of sewers, and
.a variety of other health-related items.

‘Garbage disposal was a municipal responsibility, under local
ordinances. The Board played only an advisory role, and in the Annual
Reports, described methods including feeding to cattle and swine, use
in the rural areas as fertilizer or dumping at sea. (Fisher did not
commend the quality of fish fed on such material as compared to beef
‘or pork.) Incineration, however, was described as the "disposal par
-excellence".

Through the year 1896, the Board did not have control of the
water supplies of the State. Several investigations of the rivers
were conducted, however, and in 1884, Samuel M. Gray, Providence City
Engineer and a member of the Board, alerted it to the far-reaching
damage that could result if the crude sewage of Providence continued
to be emptied into the Providence River at Fields Point:

It will inevitably cause a nuisance, to the injury
not only of the dwellers within the city, but to
the occupants of many of the shore resorts and
residences bordering the Providence River and
Narragansett Bay, and will seriously damage, if
not destroy, many.of the valuable oyster beds
which now line the shores.
Gray recommended that either the sewage and filthy liquids be keot cut
of the Providence River, or that they be clarified before being ner-
mitted to enter tne river. The latter c¢ould be accomplished, so he
‘stated, by cleansing the riverbed from all deposits of filth. His
recommendations, and, in 1891, those of Samuel Young concerning sources

-9-



.« -

,.,,

vz xng

pr i

5

b4

Boo oo

of pollution of the Pawtuxet River were not heeded. Young stated,
"these waters have received a large amount of polluting materials

. which might have been disposed of without any burdensomne expense."

Fisher attempted several times to get the %eneral Assembly to give
the Board supervision over the streams cf the State since it had be-
come clear that the sanitarian and the bacteriologist should be work-
ing together to establish cleanliness and safety of water supolies.
As early ds 1894, the Board was conducting its own bacteriological
analyses of water, and they continued to act as a central monitoring
aird advisory board for municipal health workers.

Finally, in 1897, the General Assemhly gave the Board control
of the sources of Woonsocket's water supply, and in the following

.year they were able to require the East Providence Water Company to

install a mechanical filter to improve the quality of water heing
taken from the Ten Mile River. 1In 1900, the Board was granted a
supplementary appropriation of $2,500 to study the .presumably potable
waters of the State, and certain sewage disposal plants. By 1904,
the Board was at last given authority to levy a per diem fine if
offenders failed to remove offending matter which might impair water
quality. But 1911 was to come before the Assembly cave the Board
responsibility for establishing a standard of water purity for the
state.? The 1904 law, important as it was, came late, since by 18&6
the Massachusetts Board of Health had been given oversight of all the

" State's inland waters.

Yther sanitary activities in which the Board engaged included
inspection of public buildings and dairy farms. When inspection of
hotels and boarding houses was first authorized in 1888 the effective-
ness of the statute was largely negated by making the inspections

~optional, but this was later corrected. 1905 saw the authorization
of inspection of sanitary conditions on farms which produced milk

for public consumption.

Throughout the period, the Annual Reports contained articles
on methods of hygiene and sanitation for public information. One

finds such titles as: "The Ventilation of School Houses', "Sewerage
of the Dwelling'', and "Proper Disposition of the Excreta of Intes-

tines and Kidneys'".

DISEASE CONTROL

Of course the environmental controls referred to above had
the objective of controlling disease, but as in most fields at that
time, the more direct measures for the control of contagious dJdiseases
was almost entirely in the hands of the city and town authorities
during the Board's initial fifteen years. Again, the Board served
primarily as an advisory council for the town health officers, per-

formed investigations, collected data on the prevalence of diseases,

and published educational material on their control.
It was the local authorities that enforced quarantine regula-

tions, especially to prevent the entry of infected personnel or goods
from vessels in the ports and harbors, removed infected persons with

-10-



a "contagious distemper', placarded buildings infected with small-
pox, and enforced an 1887 law restricting funerals in deaths thought
to involve contagion. The towns also prov1ded free vacinations,
records of which were kept by the town clerks.

The Board of Health, then, only served to provide liaison with
the state government, and to advise communities on the requirements
of state statutes. For example, in 1879, concerned about a schooner
in the Jamestown Ilarbor, Governor VanZandt called attention of the
Board to the necessity of advising the towns in the appointment of
health officers and the establishment of: quarantlne regulations.

Yany physicians were concerned about the Board's lack of the
necessary powers to deal effectlvely with promotion of the public
health. The Rhode Island Medical Society, in 1886, app01nted doctors
H.R. Storer, E.M. Snow, and G.T. Swarts to propose to the General
Assembly that the Board be given powers to control epidemics. Thev
-asked specifically for the Board to be given authority, through its
secretary, to investigate and restrain outbreaks of such zymotic
diseases as cholera, yellow fever, diphtheria, and others, with an
appropriation of $500 for the cost. The Senate passed the bill,
but it died in the House Finance Committee and was indefinitely post-
poned. It was not until 1893, the year of Fisher's death, that
authority was granted to institute summary proceedings to prevent
the introduction and spread of infectious diseases.

In the 1880's and early '90's there was still active contro-
.versy over the validity of the "germ theory'" of disease as repre-
sented in Rhode Island by the distinguished health officer of Provi-
dence, Charles V. Chapin. The Board sat rather passively between
the sanitarian of the traditional type and the bacteriologist, but
eventually assumed a more active role. For example, in the 1890's
it participated actively. in the striking down of a movement favoring
the abolition of compulsory vaccination of scheol children. The
Board's Arnual Report for 1881 contains a treatise by Chapin stating
that there was no direct relationship between malarial fever and im-
perfect sewage disposal. A few years later, Chapnin generall7ed this
observation to most infectious diseases, and concluded that it was
not logical for health officials to be so engrossed with elaborate
measures against a ''relatively harmless fileh".

Chapin's attempt to shift the focus of the activities of health
officers from primarily aesthetic concerns to those clearly of a
health nature was sharply resisted. He, however, persisted in
shifting his own emphasis from sanitary engineering and nuisance
abatement to specific measures against particular diseases, and to
scientific investigation. It was he who conducted tue first attacks
against communicable disease in Rhode Island, using fumigation, steam
disinfection, and aseptic nursing technlques in the hospltals. o '

Chapin was about a decade ahecad of his time in local public
health terms. In about 1385, the Board began to. employ specific
bacteriological methods against infectious diseases, but continued
to emphasize sanitary methods with a potential for dlsease control
including the regulation of water supplies and disposal of sewige.
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~ Since 1798, when Jenner flrst introduced vaccination agalnst
smallpox as a substitute for '"variolation', there had been con-
troversy. In 1894, Samuel Darling and a group of traditional sani- -
tarians attempted to obtain repeal of Rhode Island's long-standing
compulsory vaccination law for school children. 1In this they had
the support and assistance of a member of the British Anti-Vaccina-
tion Association. It was the strong opposition by the Medical Soci-
“ety and the- Board of Health that the bill was defeated. They con-
tended that they could not see evidence of infringement on personal
~rights, and marshalled evidence of the positive results which had
been obtained. The defeat of this bill not only marked a victory
“for small pox prevention, but was symbolic of the decline of the
older viewpoints on disease causation, and tne emergence ¢f the
Board as a p051t1ve force in preventlon ”

P s S,
. ] .

Mandatory reporting of disease was still 1ong in the future,
but at first in the Annual Reports, and later in bulletins. publlshed'
monthly, the Board attempted to estimate the prevalence of acute
‘diseases in the State. Criginally by annual requests to town offi-
cials, and later by monthly contacts with medical praticioners crude
estimates of disease frequency and descriptions of conditions affect-
ing disease patterns were published. From time to time, the Secre-
tary made special reports of particular diseases for publlc 1nforma-
tion both in the annual and monthly publlcatlons

ey
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Up until 1910 consumption (tuberculosis) was ‘cry orevalent
‘ -and caused the hlghest mortallty rates. Under Fisher, some statls—
% tics were published, but it was not until Swarts succeeded him upon
i ' ‘his death that real studies of the disease, and of diphtheria as

well were begun. By this time (1894) there was no longer doubt as

o to the relationship between the cisease and Koch's tubercle bacillus.
’ The Board began at this time to receive occasional special approori-
-ations for tuberculosis, and Swartz established a laboratory that
furnished diagnostic bacterlologlcal study of sputum for tuberculosis
and throat cultures for diphtheria.

The Board's first efforts at complllng a catalog of deaths and
living cases of tuberculosis in the 1890's lasted only a few years.
‘In 1903, however, under Chapin's stimulus, tuberculosis was made
subject to mandatory reporting to the 1ocal health departments, and .
in 1909 to the State Board.

sl
S

Swarts had 1ong favcered the establlshment of a sanatorium for
consumptlvea in the State, and had visited the institutions- alrcady
- - in place in Massachusetts. Through his efforts, in March of 1902,

é : tne General Assembly created a commission to study the matter, and
i ‘about a year later the commission was authorized to proceed £0 erect
such an institution. It was opened in late 1905 at Wallum Lake, and

1? by the end of the first year had admitted 48 patients and discharged

y , one.'? The Sanatorium was unusual for its day in that the patients
: did not regard it as a place to which to retire and die; rather they

§f 7 could, in convalescence look forward to the conduct of a relatively

i “* normal life in the sanatorium community, and even to being discharged
- with their disease arrested. i
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Beginning in 1894, the Board received their first appropriation
for diphtheria which permitted a program of free diphtheria anti-
toxin for the indigent, and the first state-based program of diag- -
~nostic cultures for the Klebs-Loeffler bacillus, following bv only
a month the establishment of a municipal program in New York City.

_ - Like cholera, typh01d fever was commonly understood to be fre-
-.quently water-borne and in 1895, physicians in Pawtucket, Lincoln,
~Cumberland and East Providence reported an unusual outbreak of a
disease suspicious of typhoid fever. Swarts related the disease to

~ the fact that the four communities shared a water supply derived from
‘a .stream called Abbott Run, and went on to establish the disease as
typhoid fever. He recommended the cleaning of the filters at the
pumping station as the only recourse tihen available. Five years later
~the Board began to oiffer the Widal Test on blood, for dJdiagnosis, and
‘made free typhoid vaccine available for the indigent.

: Among the dlsease outbreaks mentioned in the Aunnual Reports of
.the time, one sees malaria in 1881, influenza in 1890, small pox in
1901, animal rabies in 1901, and a number of isolated reportg in-
cluding leprosy and other less common conditions. Swarts, in 1903,

- commented on a trend, which has continued since, for cancer and heart
-disease to be responsible for an increasing proportion of total deaths.
‘Tuberculosis, pneumonia, and cholera infantum were still the main
killers up to 1910.

 VITAL STATISTICS

Vital statistics. - the collection of birth, death, marriage, and
‘divorce records has a long hristory in Rhode Island, in fact, in 1857
it was said that there was '"mo city in this country in which the
returns, particularly those of death, were so complete "and correct
~as in Providence.'"!! Under the city's Superintendent of Health, Edwin
Snow, this standard of excellence was maintained for a quarter of a
‘century. The Board of Health took up the challenge of extending this
work to the entire state, and this became and remained one of their
~highest-priority functions .

. The registration of births, deaths and marriages in any community,
stated Secretary Fisher, 1nd1cated the social and physical "vitality"
of the people, and he frequently quoted Benjamin Franklin who had
'said, "Public health is public wealth.'' A conviction of the basic
-importance of these figures to illuminate the health status and needs
0of a community has sustained the interest in the collection of vital
statistics up to the present day. Moreover, the records have served
- the cultural interests of genealogy, and the legal ones of proof of
descent - of hereditary rights and entitlements. The flgures also
furnished the basis "for determining the expectations of life at
different ages,; and are therefore the ba51 of life insurance, bene-
‘f1c1al and annuity associations.

Collection of’ marrlage statistics was less difficult than deaths
and births. In 1884, marriages were tabulated according to place of
birth of each spouse (American or other), by season of marriage, and
by the ages of the couple. ‘
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Births were listed by native of foreign-born status of each
parent, by the birth-order of the child, (i.e. first, second, third,
etc., in the family) and the number of stillbirths was included.

‘Infants born to black parents were thought to have special signifi-
cance and were reported separately. Assembly of the data was diffi-
cult until an 1895 statute required a monthly report from all physicians
and midwives of births that they had attended, giving the required facts.

Deaths were initially counted on the basis of a regular periodic
‘circularization of physicians asking facts about deaths known to then,
‘and it was not.until 1897 that regular reports of all deaths by the
physician or medical examiner became mandatory. Reporting was com-
plicated by problems of diagnosis, classification, multiple causes,
and. often extraneous factors. For example, when the town of Lincoln,
in 1901, had an outbreak of smallpox, persons exposed who were workers
in the textile mills often arranged for the misrepresentation of the
cause of death for fear that the required period of quarantine would
result in loss of jobs. '

From the beginning, deaths were exhaustively subclassified by
town or city of residence, sex, age, parentage, occupation and cause
of death. After 1880, deaths were reported for each community in the
monthly bulletin - a process requiring a great deal of hand tabulation.
When Swarts became Secretary in 1394, he obtained authority to rent
a "Hollerith tabulating machine'" and the age of machine-processing
nad begun. » ’

In 1878 life tables showed a 52 year life expectancy at birth,
and an expectation of about 45 years, of "productive' life. The short
life expectancy was heavily influenced by infant mortality which was
in the range of 140-150 at that period. This meant that only about
385% of live born infants survived to the age of one.
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SECTION I - 1879-1901
CHAPTER FOUR

DEPARTMENTAL FUNCTIONS (Continued)

, Additional functions of the Rhode Island Board of Health during
this early period included the control of diseases of cattle and
‘other animals, the investigation of food and drug adulteration, and
the responsibility for the administration of the 1895 Medical Prac-
tice Act. ' ' ' '

ANIMAL DISEASES

_ Weak as the Board was at its outset in the control of human
disease, its inheritanceé of the already well-developed duties of the
former Board of Cattle Commissioners assured it of a pre-determined
role in the control of disease in domestic animals, especially cattle.
This already developed program at once became the Board's most time-
- consuming function. For example, in 1888, Secretary Fisher reported
that he had spent 174 days on activities attributable to the former
Cattle Ccmmission, and stated, '"The amount of vigilance and labor

. required in the protection of the domestic animals of the State from
- the spread of contagious diseases can scarcely be appreciated by the
average citizen." '

What may today seem a disproportionate emphasis on animal disease
is better understood if one considers that the horse was still the
prime means of transportation, and cattle were of great economic
importance since they were crucial in food production, and also were
becoming understood as the source of certain human diseases. HNot
only did this activity tax the Board's energy, but it also called’
for a large share of the annual appropriation, for example, 16% of
the 1978 budget went to this function. '

Certain cattle diseases were heavily prevalent in Rhode Island,
for example, bovine tuberculosis, and on the other hand some were
threats only by importation from other areas, notably pleuro-pneumonia,
"Texas fever'" and rinderpest. The control rested in part on the '
‘identification of infected animals which would then be destroved.

This required the cooperation of the animals' owners, and this was
- especially difficult to obtain in rhe absence of strong statutes and

‘a system of compensation for the loss. In the early days neither of
these were present, and the program suffered accordingly.

Prevention of importation of infected animals was even more
difficult, since the State had little or'no authority in the matter
of* quarantine. In 1882, the Federal government, recognizing that
this was a problem in interstate commerce, took a hand, and set up
. two quarantine stations, one in Waltham, Massachusetts for the
southern New England area, and another in Deering, Maine for the north.
In addition, the U.S. Treasury Cattle Commission provided facilities
to hold cattle during the quarantine period. In the interests of
cooperation with this program, the Rhode Island General Assembly in
1887 made pleuro-pneumonia reportable. : '
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_ In the case of horses, the most important problem was glanders,
" (also known as farcy), a highly infectious disease that is normally
fatal in animals and occasionally transmitted to man. Failure to
report this disease, which was common in Rhode Island was punishable
" by a fine of $300, or imprisonment up to one year. Despite this,
animals with the disease continued to go unreported since compensation
was not authorized. Dealers and owners of infected horses often tried
. to sell them as quickly as possible. It was noted that travellng cir=
~cuses often brought glandered horses into the State.

As early as 1882, Fisher noted a decllnlng prevalence of glanders,
'together with a high rate of reporting. The Board had posted the
symptoms of acute and chronic glanders in public places and this was
~ thought to have alerted many previously ignorant owners to the disease
~in their horses, and owners began to be wary of spread to healthy
- “horses in their herds. The Board also arranged for cleaning up of
watering troughs, and stalls and stables, as well as free burlal of

fdead animals in - ‘the case of indigent owners. »

, In addition to the major animal dlseaseo mentloned ‘there are
-entries in the records of the '80's and '90's 1nd1cat1ng concern
with menlngltls, catarrhal influenza, horse distemper, and "hoose"
or lungworm in horses. Some cases of anthrax and COwWpoOxX occurred
in. cattle, and there were outbreaks of hog cholera among swine. In
many instances the personnel of the Soclety for the Prevention of
Cruelty to Animals assisted the Board in the location and handling
of infected anlmals

Outbreaks of rables among domestlc dogs were frequently seen,
and there was constant need to administer the Pasteur vaccine to
31nd1v1duals that had been bltten Cattle, too, were bitten and had
'to 'be destroyed. , :

-+ A new State agency, the Board of Agriculture was created by the
General Assembly in 1893, and thereafter the Board laid down some of
-its previous functions and directed its attention mainly to animal
diseases communicable to man. Interest in milk and milk products.
grew, and 1nterest in equine animals dlmlnlshed

'FOOu AND DRUG CONTROL

Lacking specrflc authority, the Board's early functlons in- thls
~ area in its early years was largely based on the interests of Secre-
- tary Fisher. A State Board of Pharmacy already existed, with respon-
sibility for the registration of pharmacists, and the investigation
of mislabeled drugs. Fisher clearly did not think this adequate,
- and felt .that regulation of foods was also necessary, and was par-
tlcularly concerned with the misuse of opium and its derlvatlves

AdulteratLOn of foods was evidently more the rule. than the
exception. Fischer wrote, "But few, if any articles in everyday
usc for food or drink escape adulteration." Milk, vinegar, molasses,
sugar, butter, and many other foods were targets of his interest,
~-and he also campalgned against the sale of contaminated ice, and
" diseased or corrupted meats. :
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In 1893, Professor John H. Appleton at Brown Univefsity_eiamined

11 samples of ice, and reported that one of the samples ''smelled like
.urine". As the Board had no laboratory capability of its own, Appleton
-also carried out several other studies ranging from tests of wall-

paper for arsenic, -and of candy concerning which publlc doubts had

been expressed.

At Fisher's death, Swarts continued efforts to regulate food and
drugs, but it was not until 1906 that statutes were passed that regu-
lated the sale of meats, and of certain narcotics. The sale of cor-

.rupted or diseased meat or fish was prohlblted and 1nspectors of beef
~and pork were appointed. :

Circulars addressed to the towns and cities had establlshed that
there was a problem of addiction to opiates and cocaine, and some 20

‘years after Fisher had voiced his concern, the 1eglslature enacted

regulatory statutes.

The. first pharmacist (in those days, a druggist) was added

' to the Board of Health in 1908. Board member, Dr. John C. Budlong

had died, thus creating a vacancy, and the Senate favored filling this

‘'with a drugglst ‘for his guidance in food and drug matters. At the
‘same time the Homeopathic Soc1ety petltloned the Senate for the
‘appointment of a Homeopatnlc physician to fill the wvacancy. The
board was enlarged from six to seven members in response to tHese
pressures, and both requests were accommodated.

PROFESSIONAL REGULATION

The passage of the Medical Practice Act in 1895 has been men-
tioned in an earlier chapter as a sort of milestone. It required
some sixteen years of effort on the part of the Medical Society to
bring this about, and even then, the dentists had been sabJected to
licensure firstvin 1888. The idea of some sort of standardization
was by no means new, but its final assignment as a state function
was slow in coming. Among the factors which seem to have been per-

'suasive was the concern felt by physicians over the 'itinerant quacks"

which tended to visit the urban centers repeatedly.

Accordlng to the Board's reports, the failure of the bills in :_
earlier years resulted from the fact that the largest portion of the
representation in the General Assembly came from rural areas where

"the population could not be expected to be familiar with the 1mno-

sition and chicanery which was practiced in the larger cities.
Some legislators, too, felt that the bill was an effort of a partlc—
ular group of pract1c1oners to monopolize medical practice..

When the act was passed, Rhode Island ceased to be one of the
seven remaining states lacking protection from the itinerant and
the untrained, and the state had until then been a favorite stopping
place for such persons. They tended to guarantee cure and it was
stated that such individuals '"'remain as long as they can stand the
importunities of their patients, and then go to reap another harvest
in some state which opens its arms to them as this one had done in
the past
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: The act required bona fide residence, and certlflcatlon by. the
‘Board of Health. This certification required either a diploma from
" a reputable medical college, evidence of ‘acceptable practice before ~
"the first of January 1892, or successful passage of an examination - -
'by the Board. ' '

The Board at once became very busy, and by virtue of 16 special
meetings in the first year licensed 480 individuals, all but 44 on
‘the basis of a satrsfactory diploma. 1In the follow1ng few years,

the Board was frequently in the courts, prosecutlng alleged v1olators,

Schools of medical thought quickly became an issue, and the State
Supreme Court ruled that discrimination by schools of thought was
~not permissible. Homeopathy, in particular, was favored b] this
ruling. Faith healing, by Christian Scientists likewise became: o
‘source. of contentlon -and the courts held that thelr method was. not
medical practice as popularly understood" :

 Amendment of the act in 1901 made examination a mandatory part
of the process of licensure, for those presenting diplomas, and the
exemption of pre-1892 practicioners was dropped. Further amendments
‘and regulations adopted by the Board successively plugged additional
'=loopholes as they became evident. For example, when it came to light
that impersonation occasionally took place, applicants were requlred
to present their photographs when applying for examlnatlon '

This regulatory function was destined to grow over the vears
expanding to involve a number of health professionals and sub-profes-
sionals, including some whose relationship to health was distinctly
tenuous.' : ' '

~ OTHER FUNCTIONS

To complete the picture of this time-period, it is necessary to
mention a number of miscellaneous activities in whlch the Board was
engaged. Some of which were only indirectly or tangentially related
to health. For example, throughout most of the period annual sum-
maries of meterorologlcal data were publlshtd in some detall

Chapin, in Prov1dence, had already made 1nspectlon of scnool
children a regular function, and the Board followed his lead. They
also attempted basic health education through the monthly Bulletin
which was said to reach 1000 teachers. This was given emphasis when,
in 1885, the General Assembly established a requirement for instruc- -
tion in physiology and hygiene. 1In 1906 an oculist was appointed to
test the eyes of the school children and follow-up services were pro-.
vided when needed. Glasses were provided gratis when families could
not afford them. ‘

The sanitary conditions in barber shops and the-safety and
sanitation of steamboats was added to the Board's responsibilities
by the 1903 legislative se3810n and licensure by examination for
barbers was established.
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: By excnange of documents and publlcatlon with other states and
countries, and by inheritance of an occasional private collection,
the Board gradually developed a health library. For example, they
exchanged their annual reports with those of 22 other states, and .-
they received from the superintendents of health in some 38 cities.

‘Vital statistics were also exchanged with Italy, Germany, Austrla
and Ireland

By 1910, after 32 years of development, the Rhode Island Board
of Health had barely reached adolescence. The foundations for a
modern public health agency had been laid, but often shaped by ex-
ternal forces, rather than by the Board's own initiative. Thev were

 the quiet beneficiaries of the bacteriological advances of the day,

often introduced to the State through Charles Chapin. Like all
governmental agencies at all times and in all places, .they were the
creatures of statute, often, as in the case of the Medlcal Dractlce
Act, resulting from the‘efforts of others.

The social and espec1ally the political cllmate of the day and
the relatively low level of public interest combined to produce - .
slow development. Clearly, the General Assembly had little interest
in endowing the Board with broad powers. The Board then, remained a.
dedicated group which did its best job accordingly to the opportu-
nities and needs of the moment, and had done relatively 11tt1e to
extend the scope of its own activities.
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SECTION II - 1910-1940
CHAPTER FIVE
THE BACKGROUND OF THE PERIOD

The span of years between 1910 and 1940 is not easily charac-
terized. It was a time of national movements in different direc-
tions, movements separated by the major upheavals of World War I
and the Depression. In Rhode Island, this time saw the superimposi-
‘tion of national movements on the idiosyncracies of local affairs,
particularly those political in nature. :

, To begin with, 1910 represents the midstream of the Progressi-
vist Era. Between the years 1910 and 1914, during the administra-
tions of Presidents Taft and Wilson, a number of social, political,
and economic reforms were effected. In the health field, two major
events in 1912 were the creation. of the U.S. Children's Bureau
(ainmed at preventing the exploitation of child labor initially) and
‘the passage of the Public Health Service Act (still the basic federal
health statute of today through continual amendment. ) - Other labor
protection laws were passed and a limited recognition of unions oc-
‘curred. A certain amount of "trust-busting" took place. With a
graduated personal income tax now certified as constitutional by the
16th Amendment (1913), an internal source of federal income was found
to offset the loss of revenue from reduction of tariffs. In general,

~ then, the Progressivist Era was marked by an increased federal regu-
lation of social and economic affairs, which particularly reflected
the adjustment of government to an industrialized soclety.

_ After World War I, the decade of the twenties was marked by
booming business and industrial growth, based on increased technology
and the developing efficiency of management practices. The adoption
of the 13th constitutional amendment in 1919 (Prohibition) was fol-
lowed by law-breaking, bribery, corruption and the rise of gangsterism.
(Whatever else its results, Prohibition seems to have been almost
solely responsible for a 50% decline in the Rhode Island death rate
from cirrhosis of the liver in the 1920-1925 veriod, by contrast with
‘the rate in the preceding and succeeding 20 years.) The Teapot Dome
scandal, involving sale of federal oil reserves, was the "Watergate"
of the 20's and seriously shook public confidence in governmental
officials. Rising immigration of Eastern Europeans, Jews and Italians
motivated another wave of nativism, and the Bolshevik Revolution found
its reaction in an intensive Red-hunt under federal guidance. With-
these exceptions, however, federal regulation of and concern with
economic and industrial life relaxed markedly in the post-UWorld Var I
era. o :

The collapse of the stock market in 1929 and the subsequent
Depression, ushered in the '"New Deal'. By 1933, between 14 and 16
million persons were out of work, and federal efforts were aimed at
"Relief, Recovery and Reform". The administration of Franklin D.

- Roosevelt produced the National Industrial Recovery Act, the Agricul-
- ‘tural Act, the Fair Labor Standards Act, the Public Works Administra-



tion and, most 1mportantly, the Social Security Act (1935) whlch
~included provisions for a comprehensive system to insure greatet
- security in old age and against sickness and unemployment.

Locally, Rhode Island's substantial industrialization set the ‘
‘stage for numerous strikes. In particular, the years after,Werd,War I
-saw strikes in the telephone industry, street railways, and a nine-
month strike of 18,000 textile workers in 1922. 1In those same years,
in response to the recession immediately following the war, many of
‘the textile mills began to move southward to areas of cheaper labor
costs. For Rhode Island a slight recovery and subsequent overexpan-
~sion left the state: espec1a11y vulnerable to the crash of 1929. "The
Depression hit Rhode Island severely as a consequence of the industrial
‘nature of the state; businesses failed and serious personal and soc1a1
‘deprivations occurred .

: Politically, in Rhode Island between 1910 and 1940, there was a
decline of Republican hegemony. The working class in the state be-
came increasingly powerful and the competing interests of ethnic groups
(Italians, French Canadians, Yankee Protestants to name the major ones)
~ figured more and more promlnently in political affairs. Consequently,
politics became very much a matter of ethnic-social class coalitions,
‘engendering a tremendous amount of patronage and favoritism in govern-
ment by the Democrats as well as the Republicans. This situation was
particularly adverse to the development of effective admlnlstratlon
.;of government programs at the state level

Shortly after Charles Brayton's death in 1909 the first signif-
icant political changes occurred. The House of Representatlves was
increased to 100 seats, and the seats were reapportioned to take into
‘account the increased urbanlzatlon of the state. At the same time,
the Governor was given veto power over legislation. Then, in 1911,
the annual election of state officers was changed to a biennial ba31s

Two particular political events in Rhode Island stand out in-
the period from 1910 to 1940; the first because it captures the flavor
of Rhode Island politics, the second because it represents the turning
point in political action in the state, both party-wise and in terms
of governmental administration. The General Assembly sessions of 1923
and 1924 were stormy, in part reflecting the interplay between a
Democratic administration and a strongly Republican leglslature
‘Frustrated in attempts to secure a constitutional conventiodn, the
 Democrats filibustered for six months in the Senate until a Depubllcan-
,arranged Y'stink-bomb'" broke up the session. The Republlcans thén moved
in a8 body to Rutland, Massachusetts, thus preventlng a quorum for. the
balance of the session.!*-'%

_ _Probably the most significant political event of the perlod in
Rhode Island took place on January 1, 1935. 1In 1932, Theodore Francis
"Green, a Democrat, had been elected Governor, behind a coalition of
various ethnic and economic groups . (largely Roman Catholic and/or
forelgn born Democrats). At the start of a second term in January 1935,
‘Green effectively took control of the state for the Democrats in what
was called Rhode Island's "bloodless revolution'". By a series of pro-
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|  -cedural and political manipulations, Green and the Democrats won con-
' ‘trol of the Senate when recounts of ballots shifted two contested
) elections into the Democratic camp. Since control. of the House had -
P . +already been won, this produced the first completely Democrat-controlled
.. . - government in Rhode Island history. Within a short 14 minutes after
~ the Senate decisions were announced, Green was able to secure legis-

r - lative approval of a number of bills which cleared Republican -appoin-

I - . tees out of State offices. Thus, the Supreme Court of the state was
_ . Vvacated, and the Reorganizatdon Act of 1935 merged some 80 separate

~. . .state commissions, including the State Public Health Commission, into

.10 executive departments. With this action and the repeal of the
Brayton Law of 1901 (which happened later that same month), Governor
Green saw the locus of power (and patronage) in Rhode Island shifted -
~ from the legislative to the executive branch of government.*

" 'THE CHANGING FOKCES IN PUBLIC HEALTH

. .- For public health, the years between 1910 and 1940 were especially
significant. In many important ways, this was the beginning of the
modern era of public health, a time when many major problems of con-
-temporary public health became recognized, and the major structure
'and methods of public health were elaborated. 'Two themes in particular
stood ‘out in the development of public health, providing the forces
which shaped the movement: the change in disease prevalence and the
formal development of public health as a professional discipline.

" During the formative period of public health services in the
United States. (from approximately 1869 to 1900), the control and pre-
-vention of infectious disease had been the predominant concern.
Diseases such as tuberculosis, diphtheria, cholera and typhoid fever
. plagued the population, particularly the more crowded urban areas.
g" - As McKeown'!® has pointed out . '

The incidence, age distribution, and in some cases
the epidemic character of the infection, inevitably
i' s ~ etched themselves in public consciousness to the

: ' relative exclusion of other interests.

E; oo Mortality from infections was so high in infancy and childhood
5 that congenital causes of death and disability seemed relatively

o ~unimportant.: With so many deaths from epidemic or communicable dis-
7 -~ ease, degenerative diseases of older persons had been considerably
g;' : . less prominent both in terms of incidence and mortality.

. - However, from 1900 on, a gradual change oeccurred. Infectious
. disease, while remaining an important object of public health interest,
5lowly succumbed to control and, in a number of cases, nrevention.
: in Public Health and -the State, Rosenkranz has pointed out that while
> ~in 1910 only one primarily degenerative disease, (heart disease), was
- listed among the first five causes of death, onlv one communicable
disease (pneumonia) remained on that list by 1939.° -
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Clearly, the years between 1910 and 1940 saw the results of the
efforts of sanitary reformers and public health officials of )rev1ous
years. With diseases like smallpox and dlwht1er1a a srecific mea-
sure (immunization) appears to have made .thé most SlgnlflCdﬂt contri-
“bution towards prevention.!® Other diseases like cholera and tybhus
"(a water-borne and louse-borne disease) declined largely due. to im-
proved personal hygienic standards and to control of the contamination
of water, milk, and food. Tuberculosis, by far the greatest killer of
the 19th century,_decreased tremendously, from a nationdl death rate
of 326.2 per tnousand persons in 1830 to one of 148.9 per thousand
persons in 1913.!7 The decline in tuberculosis, according to “McFeoun
was caused not sc much by specific medical or sanitary measures, but
simply by the rlslnv,standard of living during this Derlod and the :
accompanying changes in environmental conditions. :

The declining death rates from infectious disease were most evident
in the dramatic decrease in mortality in early childhood, a strilking,
feature of the period after 1990. 1In this decline, one sees the con-
fluence of a number of the previously mentioned factors: the rising
‘standard of living, immunization. programs, personal medical services
concerned with maternlty and child welfare, school qealtn programs
and furtler sanitary reforms.

lne successes of bacteriologically-inspired med1c11e and sanitary
rerform "has altered radically the age dlst?*b1ti(n cf the population;
it has changed completely the nature of the diseases which shorten
1life and make it unpleasant". With death and case-fatality rates much
lower, the attention of publlc health officials was to a considerably
greater extent focused on other dimensions of ill health; for exannle
illness and dlsablllty

As fewer and fewer persons succumbed to infectious disease in
early life, more and more survived far into adulthood to be attacked
by diseases characteristic of older age groups. Thus, cardiovascular
and renal disorders, cancer, and accidents loomed much larger as a.
cause of disability and death in the United States. Ieart disease
‘nas been the leading cause of death in this country since before World
- War I. Cancer, which in 1900 had accounted for fewer than 47 of
- deaths, would by 1976 be responsible for 23% or nearly one death in
-four in Rhode Island. = (Frequent changes in the classification of
- diseases and deaths 1ntrodace factors Whlch ﬁrevent a detailed com-

garlson however.) Additionally, not only did more peonle suffer
from degeneratlva diseases in later life, but they tended to. remain
impaired for prolonged periods even with appropriate treatment. Con-
‘Sequently; the conception of health services had to be enlarged to
furtiher emphasize the idea of long-term care of the dlsabled, hot1
o in, ddd out of institutions.

By 1925 49 -state and regional licensing boards requlred can-
didaLes for med cal examinations to be graduates of a medical college.
Profiting by the results of the Flexner Report, the frerican ‘ledical
association was able to strengthen its position as the voice of v
Auwierican pny31c1ans, and through its Journal exerted a potent 10* e .
in shaping the sc1ent1t1c and proZessional values of doctors in a
unicform direction.?

-23-



Similarly, nursing becare recognized as a health proifession
during this period, and attemnts were made to standardize nursing B}
‘care as well as medical care. Thus, in 1912, nurses also bacame
subject to state licensing boards. *oreover, the nurses, lilte their
.medical colleagues, commenced the development of standards for the
profession through their own organizations. The Rhode Island Hurses

- Club, for example, had its first meeting in 1%18; by 1920, a Yevw
Zngland Association of Industrial Hurses was meeting.'® As for
education, a standard curricular guide, published by the Hational
‘League of Nursing Education, was adopted by Rhode Island lHosunital
before 1937 as a "measuring rod" for its own curriculum.?°® Tn the
first quarter of the twentieth century, many health professions were
working towards uniform sets of values and nractices. o

At the same time, as public health officials were. resnonding
to the change in disease ccrcerr.e, other changes were occurring which
tended to standardize modern public health practice. On the federal
‘governmental level, a number of agencies were established to deal:
witis nealth matters, and several pieces of far-reaching public health
~legislation passed which are discussed in later nages. At the same
time, on a professional level, the movement which had begun at the
-end of the 19th century to establish common standards of education
and medical care among the variety of health care nersonnel reached'
fruition. : ’

The landmark Flexner Report from the Carnegie Foundation exerted
a tremendous influence on medical education, both by closing sub-
standard medical schools and by forcing other schools to raise their
curricular requirements and broaden medical training to include hoth
¢linical and basic science experience. By 1915, according to Stevens,?
a standardized medical educational system existed and the unification
of the profession was, to all intents and- purposes, complete. ' Further
standardization of the profession was accomplished through the invoca-
tion of state controls. »

More important than the growth of professionalism to the organica-
ticn cf public health in this country was the increacing rcle of the
federal government in health matters. During the 30-year period
‘between 1910 and 1940, the federal government commenced programs deal-
ing with several categories of nublic health problems and the health
needs of particular population groups. ‘

_ In 1912, President Taft signed a bill creating a Children's -
Bureau in the Department of Labor - part of the larger movement for
reform noted earlier. The Bureau was "to investigate and report upon...
all matters pertaining to the welfare of children and children's life-
among all classes of people."2?! The United States entry into World
War I forced the federal government to provide care on a large scale
for the armed services and set the stage for the post war provision
of health services to veterans of all wars even for conditions not
associated with experience in the armed services. Thus, the develop-
.ment of the Veterans Administration represented one further step in
federal involvement in health care. ‘
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. The most important contrlbutlon to publlc health on the part of-
“the federal government was through its grants-in-aid programs. The
‘Chamberlain-Kahn Act, passed in 1918 to assist states in fighting the
-spread of venereal dlsease was the first grant-in-aid act. Next,-
“an outgrowth of studies on infant and maternal mortality, the Shephard—.
Towner. Act of 1921 was passed by Congress to promote maternal and
infant health care. Although the Shephard-Towner Act expired in 1929,
it was reenacted on a much more ambitious scale in 1935 as Title V of
the Social Security Act, authorizing grants to states for maternal’
+and child health, child welfare and crlppled children.?? 1In addi-
-tion, Title IV of that Act- prov1ded grants for strengthening state
:and local health departments.

: The grants in-aid program looms as the predomlnant lnfluence on
-publlc health care in this country during this period, particularly

as it affected the course of development of public health. When the
federal government provided money, a universally needed commodity,

“for certain -programs, these were the programs that would be instituted.
‘One notes in ‘comparing the history of the departments of health in - '
Rhode Island and Kansas. For example the remarkably parallel develop--
ment of public health programs in venereal disease, maternal and child
~health and others, indicated the uniformity created despite geographlc
and ~demographic dlfferences As a consequence of these programs,
certain interests became standard components of state public health

programs.

In short then, it seems clear that the period between 1910 ‘and
1940 was an espec1ally significant one for state public health agencies.
Not only did disease concerns shift, and a standardization of the
health professional occur, but most importantly, the federal govern-
ment commenced to provide program guidance and extensive funds, con-
stituting an incentive towards particular directions in the 1aLter
development of modern publlc health. -
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SECTION II - 1910-1940
CHAPTER SIX

FROM BOARD TO DEPARTMENT: YEARS OF EVOLUTION

, The organization of public health work in Rhode Island was
characterized primarily by the evolutionary nature of both its struc-
ture and functions in the 30 years from 1910 to 1940. As to func-
tions, the change resulted from a combination of factors. There was
the recognition of altering disease patterns and of the need for . -
improving and extending public health services; there was the gen-
eral acceptance and application of medical theories and techniques
on a scale hitherto lacking; and there was the impetus provided by
the federal public health involvement, especially from the funds
made available to the state. Specific functions in the 191.0-1940
period will be taken up in some detail in the two succeeding chapters.

Structurally, the developments of this period were in part a
required response to external political developments, and in part an
internal response to the demands of an expansion of areas of concern
and increasing provision of services. At the start of the period"
(1910) the Board still consisted of seven appointed members, who in
turn elected a Secretary, serving also as an ex officio Board member.
In 1914, the Secretary was also designated Commissioner of Public
Health and State Registrar of Vital Statistics. Minor changes fol-
lowed: the title of Chairman became that of President, serving as
chairman; and Board members who had hitherto received only traveling
expenses, were allowed a fee of $10.00 per meeting.

. Stability of membership continued as in the past. For example,
the Rev. George L. Locke resigned in 1917 after almost 25 years on
the Board; and in July of that year the Board selected Dr. Byron U.
Richards as its third Secretary in close to 40 years, replacing ,
Dr. Swarts. Swarts in his 23 years of service had done a commendable
job in expanding the reputation of the Board. While he may have
lacked the creative leadership of a Chapin, he had done an effective
job of organizing the Board's concerns and in performing the myriad
activities assigned to the Secretary.

. From the end of World War I in 1918, there began a continuing
series of changes in the organization and structure of the Board.
‘Motivated at times by what appeared to have been primarily political.
decisions, these changes also clearly emphasized that the part-time
Board of the 1878-1910 period was unable to cope effectively with the
changing times. : '

In 1918, a Senate bill proposed to consolidate 11 boards and com-
missions under the direct control of the Board. ©No -‘legislative action
resulted, despite support for the idea from a commission appointed by
the Governor. However, in 1919, the General Assembly did mandate
creation of three divisions into which Board functions were to be -
organized: Vital Statistics, Venereal Disease and Child Welfare.
While the Venereal Disease division appeared to be a direct response
to the availability of federal funds from the Chamberlain-Kahn Act, .
the Child Welfare division antedated by two years the federal Shepard-
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Towner Act and its grants-in-aid. This emphasis on child welfare
~almost certainly resulted from Chapin's leadership, for he had estab-
lished a Division of Child Hygiene in the Providence Health Depart-
ment as early as 1912. The additions of a pathology and bacteriology
"division and one for chemistry and sanitary engineering, -as well as
the appointment of a field inspector for the Medical Practice Act were
" further changes. ' '

By 1922, the Board for the first time had established committees:
on expenditure, law enforcement, and publications and education, as
“"well as an Executive Committee. It had become a top-level adminis-
‘trative body supervising the functioning of a number of operating
‘divisions and there had developed a distinct two-tier division of
‘activity, one at the administrative level and the other, a series of
‘service and operating agencies. ' o '

The Board joined in the reviving interest in public health
"organization, and in 1928, after a year-long study of the merger of
‘all state agencies having any connection with public health, a Board
resolution was adopted to the effect 'that it is the opinion of the
Rhode Island State Board of Health that all matters pertaining to
public health be placed under the control and supervision of the
State Board of Health." -

The General Assembly responded, but not wholly in the spirit of
the Board proposal. In 1929, the State Board of Health was abolished.
In its place was created a Public Health Commission of five members,
three of whom were appointed from the former membership of the Board.
The Secretary, appointed by the Commission, also held the title of
Director of Public Health and was ex officio the state registrar of
vital statistics. The powers of the Director were circumscribed,
however, by the need for Commission approval at its monthly meetings
before he could take action on matters of any consequence.

The new Commission Secretary and Director of Public Health was
Lester A. Round. Round had a distinguished background in public
health. He had received his B.S. (1910) and Ph.D. (1914) at Brown, _
studying under Frederic P. Gorham, a student and coworker with Chapin.
While pursuing his graduate studies, Round had worked as assistant
bacteriologist, biologist, and inspector of oyster houses for the
State Shellfish Commission. In addition, he was employed by both the
Providence City Board of Health and the State Board of Health as an
assistant bacteriologist and special investigator. 1In 1913, he
attended the Harvard School of Engineering and became a member of
' thé first class of the Harvard School of Public Health.2?? Finally,
before beginning his pathology work with the Board, Round spent four
years (1914-1918) with the federal government as a bacteriologist at
the Federal Bureau of Chemistry. In Round, then, Rhode Island ob-
tained its first public health leader well versed in the elements of
public health. : '

Round served as Director of Public Health from 1929 to 1936,
through the heart of the Depression. During his term, a Rural Hygiene
was created to extend to rural committees the same health services
that had long benefited the cities. A high point of his tenure came
in 1931 when he was able to persuade the General Assembly to give the
Commission the power of approval over the appointment of local health
officers. While the times worked against any significant expansion
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- of activities and in fact forced retrenchments in some areas, Round -
'brought distinction to the Commission in at least two areas. -The .
Vital Statistics records, a major source of pride for the first 30.
years of state public health work, were by 1929 considered little --
‘more than a joke by experts elsewhere. Yet, by 1934 a committee of
‘the American Public Health Association found Rhode Island statistics
"far ahead" of those of any other state. ' ' '

: The Board, even in the 1800's had established pioneer laboratories,
but in 1914 had developed the first comprehensive state-operated -
.public laboratory under its first State Pathologist, Dr. Harry.S.
Bernstein. Under Round the laboratory first began to provide medico-
‘legal services, performing important services to the Attorney General,
and the State Police. ' : . S

. Radical organizational change came early in 1935 with the "Blood-
less Revolution” following the 1934 re-election of Governor Green."*
‘The Public Health Commission was abolished and an executive-type
‘Department of Health was created in its stead. Nine divisions were
established within the Department, and the administrative division _
included four bureaus in the key areas of preventable diseases, mater-
nal and child health, crippled children, and industrial hygiene.
While politically motivated, the entire executive organization in
Rhode Island was in line with general principles of public administra-
tion, which had been most noticeably illustrated by the recent re-
organization in New York under Governor Al Smith.

, . Nevertheless, an unsettled period ensued in which Round was suc-
ceeded by Dr. Edward A. McLaughlin, who in turn was succeeded by
Round under Republican Governor Vanderbilt in 1939, with Round again
being replaced by McLaughlin in 1941 when Democratic gubernatorial
control was reinstituted under Governor J. Howard McGrath. Round,
who had feuded with McLaughlin (and vice versa) since his first re-
moval as Director had served as. chief of the State Laboratory under -
McLaughlin (by appointment of the Governor), had been dismissed by
McLaughlin, and had returned as director of the division of wvital
statistics (again by appointment of the Governor) when McLaughlin
reappeared as Director under Governor McGrath.

Despite the part-time nature of Director McLaughlin's position,
his continuance in private medical practice, and a "veritable orgy of
patronage',?? progress was evident in the new, reorganized Department.
The reorganization had given the Director a freedom of action pre-
viously constrained by the need for monthly approval by the former
Public Health Commission, and thus the potential for innovation and
leadership of that office was established. The creation of district
health units was one of the most important administrative results
that followed the 1935 reorganization. Three district health units
(Woonsocket; Peace Dale; and Bristol) were created, extending the
Department's influence more directly into 32 of the 39 municipalities
of the state. Staffed by a state health officer, a sanitarian, a
public health nurse and a clerk, each district offered full time
health services to augment and aid local health officers. In par-
ticular, the district offices provided venereal disease clinics,

-28-



maternal and children's services, and health education act1v1t1es

- ‘Their creation was an 1mportant move towards the improvement and
extension of health services toward levels provided in the less

~populous areas of the state. : '

, Under the further Vanderbilt Reorganlzatlon of 1939 the De-
‘partment acqulred the state tuberculosis sanatorium, the sanitary
control of milk between farm and consumer, and sanitary control over
shellfish grounds and packaging plants. One - inappropriate activity,
athletic control, was transferred from the Department to become. the
’respon31b111ty of Business Regulation. The unsettled personnel and
‘patronage problems created by the 1935 and 1939 reorganizations were
reduced to a great extent with the passage of a State Civil Service
Act in 1940. -

Once a matter of v1rtual political 1nd1fference the organization
of the health function was caught up along with other executive
"agencies in the swirl of organization change from 1929 through the
~early 1940's. A large share of this change was the result of the
Department's expanded functions and the consequent nece531ty for
improved organization and administration. As for 'politics', the
Department was no more hurt by the 1934-1941 changes than were other
executive agencies, and in fact, may be seen in retrospect to have
‘been passing through a period of change - that was essential to the
eventual assumption of state-wide responsibility, Wthh will be dealt
with in a later chapter.

Between 1910 and 1940, the former Board had evolved from a plural
to a ‘single-headed agency; had seen its employees increase from little
more than one full time Secretary to around 250 workers, and had under-
gornie major expansions of its functions and services, growing from a
state support level of less than -$20, 000 a year to nearly $900,000
. annually.
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SECTION II - 1910-1940 _ 7
CHAPTER SEVEN - S -

 DEPARTMENTAL FUNCTIONS

" Public health activities in Rhode Island expanded greatly.bétween'

1910 and 1940 in quantity as well as in quality. While the early
- Board had concerned itself largely with studying the problems of
- health in the state, the later Board and its descendants attacked

‘those problems more and more directly. This chapter on departmental

functions focuses on thosé health care services that ‘best character-

“ized the nature of public health in Rhode Island in the years from

1910 to 1940: general disease control, venereal disease control, and
- .maternal and child health. : : :

‘GENERAL DISEASE CONTROL

There were wide differences between the early Board of Health and

- ‘later state agencies in their manner of dealing with disease. Con-

strained by lack of appropriations and statutory power, the early
Board was confined largely to studies of particular diseases and to
the distribution of free diptheria toxin-antitoxin to private physi-

~cians. By contrast, the later Board, as a result of rising prestige
~and the professionalization of public health, assumed more and more

responsibility for the direct control of diseases, particularly those
of an infectious nature. :

" Between 1910 and 1932, no‘admihistrative,structure existed within

.“the Board or the Commission which succeeded it to control specific

diseases, and such measures were left to the Secretary. In 1913, the
General Assembly extended the Quarantine Act to give the Board power

. to Jefine communicable disease and spelled out more explicit rules .for-
- isolation and disinfection. Then in 1915, the Board obtained author-
ity to prohibit the use of common drinking cups and towels in public

places. Finally in 1925, the Board authorized Secretary Richards ‘to
make arrangements to secure the services of an epidemiologist, the. N
expenses to be shared equally by the Board and the Rockefeller Founda-

tion. Augustus G. Gigger, the Board bacteriologist, was prcmoted to

-this position. His duties were to study. contagious diseases as re-

ported in the various parts of the state, to concern himself imme-

.diately with any specific outbreaks, and to advise local health offi-
cers on the methodology of disease control. '

‘The major pandemic of modern times occurred towards the end of
1918, when influenza spread from Western Europe to the United States

- and over 400,000 deaths resulted nationwide. In Rhode Island the
‘disease attacked over 30,000 persons and was responsible for 2,306

deatis. - The Board, unconvinced of the value of any sera or vaccines,
chose not to distribute them. It resorted principally to closing
certain public places (such as movie theatres) and to distributing
of 10,000 leaflets on '""How to Keep Well'". Through emergency appro-

priations from the Public Health Service, the Board did obtain per-
sonnel  from the Volunteer Medical Service, and the Red Cross to as-
sist in the care of the ill. After a brief recurrence of influenza

in 1219, the epidemic subsided.
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Generally,.both morbldlty and mortallty from communlcable dlseases
~declined in-Rhode Island during the 20's, reflecting the national trend
-described earlier. The success of the early programs of vaccination,
~immunization, and sanitary reform became obvious. By 1924, Rhode --

" Island had the lowest- morbidity and: mortallty rate for smallpox of anv - i

“state in the country. Similarly, in the case of typh01d fever, the
“State had the lowest death rate of &ll the states both in 1922 and
+1928. It could be 'said by 1937, "This disease has become one - of com-
paratlvely little- 31gn1f1cance in the state e S

The most outstand1ng success in the fight against dlsease in
rRhode Island occurred through the program to conquer dlphtherla "The
“Board had for some time made toxin-antitoxin available for immuniza-
tion available. However, by around 1920, large numbers of cases. of

- ..diphtheria were still belng reported apparently, physicians were: not

‘making effective use of the immunizing agent The Board secured the
authority to conduct a program of immunizations, and in 1922, Dr. Paul
'F. Thompson began a project that would occupy over 24 .years of his life:
“immunizing children against diphtheria. By 1927, mortality from diph-
theria throughout the state had decreased 687 below the 1920 rates; in
1928, there were more calls for immunization from communities than the
Board had money to answer. ' By that same year, while the 'incidence of
diphtheria was rising considerably throughout the country, not a single
“immunized child had died or even been ill with the disease in Rhode
‘Island.- Thus, the campaign of the Rhode Island Board of Health against
‘dlphtherla was judged a tremendous success, demonstratlng the value

of immunization. :

' The Board was far 1ess successful in dealing with tubercu1031s
'still the major killer in the first quarter of the 20th century.
‘Several reasons help to account for this. To begin with, while the
- tubercle bacillus had been isolated, no technique of immunization was
~available. 1In addition, the General Assembly had seen fit to place
“the State Sanatorium for Tuberculosis under the aegis of a separate'

' Board of Governors and later under the State Department of Public
Welfare. Consequently, a bifurcation in responsibility for fighting
tuberculosis was created which continued for- many years. The Board
repeatedly requested funds to do more than study tuberculosis, asking
particularly for the establishment of a Division .of Tubercu10319 con-
trol, but the request always fell on deaf ears in the General Assembly.

Rhode Island had only two laws dealing with tuberculosis in 1920.

‘The first required all cases of tuberculosis to be reported to the
Board of Health, while the second required the isolation of any
disease victim who refused to take precautlons for the protection of
others. The sum and substance of the Board's efforts against tuber-
culosis were to encourage the reporting of the disease, to analyze,
sputa. for tubercle bacilli in its laboratory, to distribute a cir-
cular entitled "Advice to Patients Having Tuberculosis of Lungs', and
flnally, to provide sputum cups and paper napkins free of charge

A 1920 study!’ of "The Tuberculosis Problem in ‘Rhode Island"
revealed that the enforcement of the state laws regarding tuberculosis
left much to be desired. It was calculated that about 6,000 cases of

- tuberculosis existed while only about 1,000 cases were reported.
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Evidently thevreporting law was not taken seriodsly by'thePStéﬁéfs _
physicians. The report noted that the task of combating tuberculosis
had been left to the initiative of private organizations. - Concluding

“that a complete program of tuberculosis must be centered about ‘the
"inspired leadership" of the consituted health authorities, the study

stated:
it is more than time that legislation_énd municipal

councils should be awakened to .their responsibility f’ ~

in regard to this grave health problem. -

A foildw-up:Study made in 1933 indicated'that iiftle'éhangé'had

voccurred in State public health work with tuberculosis. ‘The major
-~ responsibility for controlling the disease still rested not in the
‘state and local health agencies, but rather with the Executive Secre-
‘tary of the Providence Tuberculosis League and the Director of the -

State Sanatorium. Still, in spite of the ineffectiveness of the Board
of Health in dealing with tuberculosis, and due largely to the general
improvement in living conditions, the death rate from tuberculosis .
in Rhode Island declined by 437 in the first 20 years of the 20th
century. Finally, as a result of the 1939 devartmental reorganization,

- administration of the State Sanatorium was transferred to the Depart-.

ment of Health and the efforts at controlling tuberculosis became
somewhat more centralized. ' . S '

The decrease in communicable disease incidence continued into the
1930's. Surprisingly, the overall death rate in Rhode Island main-
tained its decline even during the Depression. In 1932, the Public’
Health Commission established a Division of Communicable Diseases,
composed of an epidemiologist-director, an immunologist (Dr. Thompson),
a nurse and two clerks. -Later that year, the funding for the epide-

miologist was discontinued and Dr.” Grover, the Director of the Divi-

:sion of Rural Hygiene assumed that position as well. A Bureau of

Preventable Disease was created in the 1936 Reorganization Act, in--
-cluding communicable disease control, .the District Health Units, ‘and

the Division of Industrial Hygiene. Under the new Bureau, the. dis- -
trict health units became the focus of the Department's efforts at
disease control. With the change of directors in 1939, the Division
of Industrial Hygiene was removed from its supervision.

The decline in incidence of infectious disease forced a recon-
sideration of the concept of disease itself.. By 1924, the average life
span in Rhode Island was 10.3 years longer than it had been in 1915.
From 1910 on, the degenerative diseases slowly began to assume greater
impact. As the population grew older, and the death rate from com-
municable diseases dropped, degenerative diseases gradually came to
predominate as causes of death. Heart disease and tuberculosis- jockeyed
for the position of number one killer betweéen. 1910 and 1920. After
1920, no question remained: heart disease and cancer -became the’
principal agents of death. Between 1900 and 1936, mortality from
heart disease increased from 7.4% to 29.8% of total deaths. - Addi-

‘tionally, the consequences of modern technology became apparernt in

other mortality experience. 1In 1928, the Board reported that, "Acci-
dents due to the use of automobiles have become a very serious mat-
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ter." Such accidents produced more deaths'(l32)athan'0ceurredfin'

" the state from diphtheria, scarlet fever, whooping cough, measles,
. .’anthrax, tetanus; infantile paralysis and typhoid fever combined.
“(The high motor vehicle related death rates. approachlng 20 per
100, 000 populatlon at that period, have not been seen since. )

In short, the causes of death had changed 31gn1f1cantly from

" “the early years of the Board. As Round described it, originally
public health was concerned solely with infectious diseases. How-
ever, he noted, modern public health had to reject this myopic earlier
view and develop an enlarged conception of public health wherein any
diseases or health problems that were increasing or causing deaths
would be seen as. deserv1ng of public health attention.

: , Desplte those prophetic words, publlc health agenc1es in Rhode

~ Island responded slowly to the changes in disease experience. It

- ‘'was not until 1930 that a study of cancer mortality was flrst con-
ducted. While at this time Secretary Round had urged the establish-
‘ment of a cancer registry to assemble and study all obtainable informa-
tion relating to cancer, it was in 1941 that the General Assembly
finally made cancer a reportable disease and appropriated $15,000 to
further the control of cancer (the reportlng requirement was abollshed
about 25 years later). With these funds, a Bureau of Cancer Control
was begun with Director McLaughlin as acting chief and three tumor
clinics were established at Rhode Island Hospital, St. Joseph's
Hospital, and Pawtucket Memorial Hospital.

VENEREAL DISEASE CONTROL

For many years, venereal disease was viewed not as a '"biological"
disease, but rather as a social disease with secondary biological
aspects. Consequently, although it was recognized as a publlc health
problem it was not given the attention accorded to'more "respectable"
diseases, but rather cast into a special category of its own. When
the control of venereal disease became viewed as a public health
function in its own right it was due largely to the fact that federal
funds to support treatment became available. :

Natlonal interest in venereal disease awoke in 1918, when the
War and Navy Departments became concerned at the large numbers of
soldiers and recruits who were unfit for service because of venereal
disease. The Public Health Service began a campaign of telegrams.
urging state boards of health to make venereal disease reportable
and quarantinable and to commence programs of education at once. At
the same time, Congress, responding to the apparent crisis, passed
the Chamberlaln Kahn Act, providing the first public health grants-
in aid. In June, 1918, the Rhode Island Board of Health established
a Division of Venereal Disease, the Director's salary to be paid half
by the Board and half by the U.S. Public Health Service. In its first
year the Chamberlain-Kahn Act made almost $6,000 available to the
Board.

Rhode Island in 1919 had the highest rate of reported venereal
disease of any state in New England However, venereal disease was
hardly an important or popular issue in the leglslature During the
second year of the Division's existence, the General Assembly refused
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lto approprlate matchlng funds. Only by comblnlng $2,500 from the

- Governor's War Emergency Fund and $3,400 from the Board's own budget

“'was the venereal disease program saved. That same year (1919) sev- --

~eral bills on controlling venereal d1sease were killed in committees:
*.fln the Leglslature : :

The early fight against venereal disease had a number of com-

f:ponents Under existing legislation, the Board was able to authorize
~ -the_.reporting. of'syphllls gonorrhea, and chancroid. An intensive
“‘educational campalgn was conducted largely through film. Add1t1on-

ally, 35,000 copies of the Army's pamphlet of "Keeping Fit to Fight"

[;were dlstrlbuted and 276 manuals of treatment were mailed to physi-
‘cians. Six treatment clinics were established: three in Providence,
‘and one each in Pawtucket, Newport, and Woonsocket through which. free

arsphenimine supplied by the Public Health Service was distributed.

 *The -Board urged clergymen to preach "forceful sermons" on specially
-set aside ""Health Sundays . Finally, warnings about venereal disease
- ‘were posted in toilets in every railroad station in Rhode Island and

in publlc comfort stations and bath houses 1n the larger cities.

In 1921, the General Assembly passed a venereal disease control
law, but only after the Director of the Division of Venereal Disease

had . pleaded with legislators for assistance in fighting the "terrible
- scourge', arguing that without additional legislation, '

Our school standards are to be lowered, our indus-
trial efficiency retarded, and our blind, feeble-
minded and insane institutions filled with life
wrecks from venereal disease.

~ Under the new law the Division was able to bring in hundreds of

- infectious cases for compulsory treatment until they were rendered
: nonlnfectlous :

A growing aspect of the program to control venereal dlsease was
that of enforcement practices in the criminal field. ‘Between 1919
and 1923, the Board tried repeatedly to get injunction and abatement
bills (antlprostltutlon bills) passed by the Legislature. Repeatedly,
it failed, complaining that Rhode Island '"continues in allowing'the

. murky winds ‘of prostitution to fan into flame, venereal disease every-
where." Finally, in 1924, the General Assembly passed such a bill,

and in conjunction with State and local police, an endeavor was made
to clean up the houses of prOstitution. The Division apparently con-
ducted '"undercover'" investigations of vice conditions and turned its
reports over to the State pollce By 1928, the Division could report
that the ''roadhouse situation in Rhode Island shows marked improve-

‘“ment", and at the six treatment centers in 1928, visits for examina-

tion, advice, and treatment rose to over 15,000.

- During the Depression, the incidence of venereal disease increased’
steadily. With little work to be found, sex commercialism increased.
The free clinics were overwhelmed, and the Division began distributing

‘drugs free to rural physicians. A particularly significant year .for
‘the fight atainst venereal disease was 1935, because it marked the
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\1ncorporat10n of the. D1v181on of Venereal Dlsease 1nto the Bureau of

‘-Preventable Diseases. Syphilis and gonorrhea were now officially re-
- garded as communicable diseases capable of preventlon 11ke other in-

- fectious diseases.’ : ,

By 1937, a marked advance could be claimed in the enllghtenment

"~ of the general public to the dangers of venereal disease; Rhode Island
-was . ''in the front ranks of States with organlzed and centrallzed pro-
igrams to control diseases. :

_ In 1936, two events occurred whlch gave a further boost to: Rhode
+Island's attempt to control venereal disease. On the national level,
- the Venereal Disease Control Act of 1938 prov1ded the Public Health
~ Service with additional funds for state programs. The Department of
Health received over $12,000, allowing for the distribution of- free
_drugs to private physicians for the treatment of reported cases of .
~syphilis. Locally, the General Assembly authorlzed -compulsory. pre—
-marital examination and prenatal blood testing for venereal disease,
‘a move the State Board of Health had requested 10 years earlier. -
With the passage of this law, Rhode Island rose to the forefront of
~the states in the fight to control venereal disease.

MATERNAL AND CHILD HEALTH

The twentieth century had been marked by an unpre-
cedented interest in the welfare of children, com-
parable indeed to the great periods of inspiration -
in art, in religion, and in letters which have oc-
curred at different times in past centurles.z“

.So stated one public health official writing in the early part of
the century. While the writer may have exaggerated somewhat, cer-
‘tainly the increasing attention paid to child hygiene was 31gn1f1cant
event in the history of public health, both generally and in Rhode
‘Island. Between 1900 and 1930, 1nfant mortallty in the State was re-
duced by over 60%. Round called this '"one. of the most astonishing
‘accomplishments of modern sanitary science. By 1936, despite the

- ~effects of the Depression, both infant and maternal death rates. had

- been reduced to their lowest levels ever. Clearly, then, the first
third of this century saw major strides .toward improving and maln-
talnlng the health of children and their mothers. -

Charles V. Chapin had established a Division of Child Hyglene
in the Providence Health Department as early as 1912. The state Board
of Health followed, creating a Division of Child Welfare headed by
Elizabeth M. Gardiner, M.D., in 1919, under legislative mandate. The
‘Division operated through the efforts of its director, a field worker
and a secretary; its plan was essentially to serve an-educatlonal role,
stressing the benefits of prenatal care, breast-feeding, infant hy-
giene and the close supervision of preschool children. With the ad-
dition of funds from the Shepard-Towner Act (passed in 1921), the
Division turned more towards preventive field work to cut down the
‘infant and maternal death rates. Even in these few short years of
existence the Division seemed to have had some effect: between 1917
and 1922, the average infant mortality declined from 107.5 per 1,000
to 87.2 per 1,000 live births, while the rate of maternal deaths de-
creased from 6.3 per 1 000 to 5.5 per 1,000. ‘ -
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~ After four years of service, Dr. Gardiner resigned and was re-

~placed by Marion A. Gleason, M.D., who would serve some 14 years.
- By 1923, approximately 6, 181 babies were being visited annually. An-

1mportant addition to. the Division's work. had been made -- the meetlng
of immigrant steamers at the State Pier and the examination of all
children for possible health problems. The number of field workers
increased year-by-year through rising federal pproprlatlons by 1925,
eight f1e1d workers were at work. _

Desplte the 1ncreased number of field workers, the Division ‘con-
centrated its activities largely in and around Rhode Island's larger
communltles It was estimated that the Division reached 31% of the
State's population, the rest being either in rural areas or covered _

by local health organlzatlons

The major activity of the D1v131on remained educatlon espec1ally
in regard to the correction of existing health defects in chlldren
Well-baby conferences, frequently conducted by local physicians, were’
a significant part of the Division's attempt to insure good hygiene.

By 1928, 25 different pieces of literature (on diet and nutrition,
infant care, prospective mothering, and so on) were being distributed.

‘Later that year, the Division cooperated with the Children's Bureau

of the U.S. Department of Labor on a study of maternal ‘death. Flnally,

. in 1929, the Division assisted the Department of Labor in a program

to immunize preschool children as well as school chlldren

The Division of Child Welfare became the Division of Child Hygiene

in 1929; the change of name was intended to bring the title closer

to the Division's activities and to prevent confusion with the Chil-
dren's Bureau of the State Public Welfare Commission. The General
Assembly, in 1931, required the Division to extend its child hygiene
program to the c1t1es of Warwick and Pawtucket and the towns of
Cumberland and Lincoln (yet provided no additional appropriations).

Dr. Gleason, following the Health Recovery Conference held in

"~ Washington, D.C. in 1933, organized a Child Health Maintenance Com-

mittee. The Committee attempted to combat the effects of the Depres-
sion on children by ccordinating activities in towns and cities to
reach undernourished children.

A landmark year for the Division was 1936. In addition to the
Reorganization Act, Title V of the Social Security Act provided
$20,000 for maternal and child health services to be matched by Rhode

Island. A dramatic increase in staff occurred. Whereas, in 1935,

there had been only 10 persons in the Division, a year later there
were 30, including school physicians, an orthopedic surgeon, a part-
time dentist and a dental hygienist, and 14 nurses. Besides the
increase in personnel, the appropriations were used to extend to
rural areas the programs of home visiting and child hygiene clinics,
to begin a tuberculin testing campaign in high schools, to immunize
against whooping cough and to develop a dental program. ’

Still another consequence of the Social Security Act was the
establishment of a Crippled Children's Division, under the Bureau of
Child Hygiene. Under Title V, Part 2, appropriations were provided
through the National Children's Bureau to establish a program of
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.services for children who were crippled or suffering from conditicns .
-which led to crippling. In Rhode Island, ‘the money was used to locate
and treat crippled children, particularly to provide surgical oepera- -
‘tions and braces when parents were unable to afford them. 'In 1936,..
the Division was able to identify 1,596 crippled children, but eould - .
treat only 29 of them. However, by the next year, out of 1,679 identi-

fiedichildrep, the Division had 479 under direct Supervision.

Dr. Gleason resigned in 1937, and her assistant, Dr. Francis
Corrigan, became Director. By 1937, the Bureau was offering to -every
physician the services of a pediatrician or obstetrician as a con-
~sultant for any indigent cases not in the hospital. In the Reorganiza-
tion of 1939, the Bureau once again became the Division of Child Wel-

- fare. However, in the Reorganization, with its financial cutbacks, the
Division lost its physicians; the Director of the Division of Industrial
Hygiene was forced to fill in. Nonetheless, the Division continued its

~-activities as best it could. By 1940, the immunization program had
‘been .expanded 'so that all but four cities and towns were visited twice -

-a year for the immunization of both pre-school and school children.

_ Through the years, the Division of Child Welfare continued to

be .successful in securing Federal money. Almost 50% of the funding
~of the Division came from federal agencies. In general, the area of
. ‘maternal and child health care received the largest amount of funding
for .a web of separate, but interconnected activities. As could be
expected, the realm of maternal and child health care activities con-
tinued to expand throughout the years. ' : -
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SECTION II - 1910-1940
CHAPTER EILGHT

DEPARTMENTAL FUNCTIONS: (concluded)

_While a number of new public health activities appeared between
1910 and 1940, certain departmental functions were carried over from
the early days of the State Board of Health. The areas of profes-:
sional regulation, laboratory services and sanitary engineering and
~chemistry were all begun during the first 30 years of the Board's " _
“operation. However, each of these activities developed considerably
further during the general expansion of public health care from 1912
and on. As public health work became increasingly professional, a
gradual extension and sophistication of these functions occurred as
well.

PROFESSIONAL REGULATION

The area of professional regulation was to undergo a tremendous
expansion between 1910 and 1940, a direct reflection of increasing
concern with health services. Generally, as public health became a
recognized component of governmental responsibility, citizens looked
more and more to the State's public health agencies to ensure quality
in the ranks of the health practitioners, as well as to fight disease
itself. 1In particular, after the release of the Flexner report in. 1910,
entry into the medical profession became a matter of specific standards.

In Rhode Island, the expansion of professional regulation began
in 1912, when the General Assembly created a Board of Examiners for
Nurses and provided for the registration of nurses. The professional
regulatory activities of the Board of Health remained somewhat con-
stant for awhile, although in 1914, the Medical Practice Act was
amended to make it mandatory to have a year of internship before a
license to practice medicine was given. By 1917 (and much against
the wishes of the Board), the General Assembly had authorized Boards
of Examiners in osteopathy and chiropody and appointed the Board of
health to supervise their operation. In 1918, the Board was directed
by the Legislature to make rules for the regulation and licensing of
the practice of midwifery. 1In 1927, an examining board in chiropractic
was established as well. With these, and the nurse examiners Board,
the Board of Health was supervising four boards in addition to licen-
sing M.D. physicians. In 1928, the Board asked to be relieved of its
examining duties and its request was denied. '

Throughout these years, the Board had been actively pursuing
violators of the Medical Practice Act. In 1917, an inspector was
hired by the Board to "assist the Secretary in the investigation of
cases of alleged illegal practice of medicine." The field inspector
became the investigator and enforcer of medical care standards and
professional regulation.

Some 45 cases of suspected violation were investigated in 1922,
for example. Out of those eventually charged, four were found guilty
and one innocent, while eight left the state and six continued to
practice under indictment on serious charges. Interestingly enough,
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the largest number of prosecutions for many years was for the alleged
performance of abortions. However, a common problem for prosecutions
under the Medical Practice Act was the delay caused by the appeal pro-
cess. Secretary Richards noted, in 1925, that the Board was embarrassed
- by the fact that those convicted of illegal practice by the lower courts
~often remained in practice for as long as seven years owing to the
length of the appeal process. By 1936 a candidate for license as a
physician had to be a graduate of a grade "A' medical schcol approved

by the Board, have served a one-year internship at a hospital accredited
by the AMA, and was required to submit to an examination in medicine
‘conducted by the Board. o E :

By the time of the Reorganization Act of 1936, the number of .
examining boards in health-related areas had increased considerably.
"The Act placed 11 such boards within a Division of Examiners under the
aegis of the Department of Health. They were Barbering, Chiropody,
‘Chiropractic, Dentistry, Embalming, Hairdressing, Medicine, Nursing,
_Optometry, Osteopathy, and Pharmacy. In addition, a separate Board
of Examiners in Medicine was established to perform the medical 1i-
censing and regulatory formerly performed by the public health authority
itself. _— : B ’

The Division of Examiners became the Division of Professional
Regulation in 1939. At this point, the chief of the Division be-
came the administrative officer for all boards within the Division.
The following year, a scandal broke out regarding the licensing of.
chiropractors. As the headline of the Providence Journal put it:
"Forgery, Irregularities Found in '35-'38 Chiropractic Licenses, 01ld
Record Altered to Let Unexamined Person Be Licensed."2® - All the
records of the former Board of Examiners in Chiropractic had somehow
disappeared. Director Round took on a special counsel to prasecute
‘violators; Dr. McLaughlin, the former Director, was called in to
assist. Investigations and hearings followed. Eventually, criminal
Prosecutions resulted. Later that same year the General Assembly
tightened up entry into several health professions by passing the
Basic Science Act. The Act provided that ' ; '

no person shall be permitted to take an examination
for license to practice medicine, osteopathy, den-
tistry or chiropractic unless they have received
from the Board of Examiners in the Basic Sciences

a certificate of ability in anatomy, physiology,

pathology, chemistry, and bacteriology.

And so the period ended on a note of increased supervision over the
- regulation of health professionals.

LABORATORY SERVICES

The distinction made between ''laboratory services' and "sanitary
chemistry', was a somewhat tenuous differentiation, one that the
Rhode Island public health agencies were often fairly confused about
themselves. Laboratory services were regarded as that work in pa-
thology and bacteriology that related to disease concerns; sanitary
chemistry largely pertained to the analysis of inorganic material.
However, as shall be seen, these functions were never clearly dis-
tinguished in public health, but for many years they continued to ‘be
treated as separate functions. C i
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: As was indicated earlier, the Board's first laboratory wds estab-
‘lished in 1888 and until 1900, performed the sole functions of. exam--
ining cultures for tuberculosis and diphtheria, and were then:expanded
to include the processing of the Widal test for typhoid. In 1913
examinations for malarial and Neisser infections were added. The
first comprehensive laboratory under a chief pathologist was estab-
lished in 1914 and by 1917, was staffed by a pathologist, an assistant
- pathologist, a chemist and sanitary engineer, a physiological chemist
‘and an assistant chemist. : : . o '

© In 1919, the laboratory was split into two Divisions. 1In one
Division, that of Chemistry and Sanitary Engineering, were placed all
the chemists and sanitary engineers, including the diagnostic chemist.
‘The other Division, Pathology and Bacteriology, retained its two
pathologists, and added an assistant bacteriologist and serologist,
along with several clerks. 1In the following years, the Pathology. Lab
‘acquired another bacteriologist (1923) and an epidemiologist (1925)..

Essentially, the Division of Pathology ‘and Bacteriology con-
“tinued the laboratory's earlier work in diagnostic testing. Its, work
grew to include blood counts, pneumococcus typings, analysis of. intes-
tinal contents, bacteriological, pathological, and cytological examina-
‘tions of urine and feces, and of body fluids for bacteria and para-
sites. Beginning in 1915, the pathology lab studies specimens of
‘tissue removed surgically or at autopsy (by, 1928, it was receiving
-almost 1,000 such specimens). It also provided examination of mate-
rial for hospitals without pathologists or without lab facilities and
from minor operations performed in physicians' offices. In 1919, the
pathology lab assisted the City of Providence in an emergency attempt
to find typhoid carriers among food carriers of the c¢ity. Generally,
from 1920 on, the amount of general bacteriology work increased more
than any other activity of the Division; for example, between 1926
~and 1927, there was a 637% increase in submitted specimens. :

: In 1928, after years of complaint about inadequate quarters,

the laboratory moved into what was then known as.the new State Office
Building. With its new lab, the Division of Pathology and Bacteri--
ology acquired twice as much working space and a private examining
room. By 1931, Dr. Round, then still chief pathologist, as well as
Director of Public Health, could claim, "at the present time, all
types of laboratory procedures in the diagnosis and control if disease
are available to physicians of Rhode Island." 1In 1931, as well, ,
Dr. Round achieved a small coup for the pathology lab by removing the
diagnostic chemistry and toxicology sections from the Division of
Chemistry and Sanitary Engineering and making them part of the Divi-
sion of Pathology. UIow, all important biological diagnostic functions
were merged. ‘

_ The Pathology lab had expanded greatly. by 1932; its staff then
included two pathologists, four bacteriologists, one toxicologist,

1 serologist, four chemists and assorted clerks and technical assis-
tants. The Reorganization Act of 1936 hardly affected the word of the
pathology laboratory except that it now began to perform the laboratory
analyses for the Division of Food and Drugs. A Division of Labora- '
tories was simply created administratively with a pathology labora-
tory and a chemical laboratory. The Division performed the following
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functions: .Diagnostic, Bacteriology, Serology, Patholegy, Diagnostic
Chemistry (urine and blood analysis), Food and Drug, Toxicology " -
(later the Division .of Scientific Crlme Detection) and Chemical La-
boratory (water analysis). With the passage of the law requiring
compulsory premarital examination for venereal disease (1938), the

- Division of Laboratories gained authority to license those labora—
tories in the. state offering to provide the necessary tests. -Al-
“though the Division's legal control did not extend to all state labora-
tories, this was an important first step in standardizing health labo-
ratory work. In 1940, a Laboratory Consultant was appointed to -assume
the respon31b111t1es of the examination of private cllnlcal 1abora-

. tories. :

:SANITARY ENGINEERING AND CHEMISTRY

_ The DlVlSlOn of Sanltary Engineering and Chemlstry was, as noted,
created when the Laboratory of the Board of Health was d1v1ded in
1919. At that time, the Division was composed of a Director who was
a chemist and sanitary engineer and three other chemists: a physio-
logical chemist, an assistant chemist for diagnostic work and an _
assistant chemlst for water analysis. A year later, the staff ‘would
be increased by the addition of two assistants: a blOlOngt and a
urologist. For the next 12 years, the Division was to perform a di-
verse mix of functions for the Department. Beyond simple sanitary
‘engineering, the Division operated in several areas. The diagnostic
chemist conducted chemical examinations of samples of urine, blood,
breast milk, and feces submitted by private physicians. In addltlon
in 1919 he was authorized to undertake work for the Commission of
Shellfisheries and also to make chemical analyses of tissues sent in
by the various medical examiners of the state. By 1928, the total

- number of samples coming into the dlagnostlc laboratory was nearly
24,000. The number had been increasing for years, particularly in
the area of urinalysis, owing largely to the increased number ‘of phy-
sicians and chiropractors making use of the laboratory service. By
1929, there were a large number of requests for the determination -of
‘lead in the urine of painters and other tradesmen exposed to lead.
The diagnostic chemist also played an 1mportant educational role by
training chemists for other health agencies; in 1926, technicians
from St. Joseph's Hospital, the Homeopathic Hospital and the State
Hospital for Mental Diseases were taught to perform simple tests that
had prev1ously been done by the Division.

A tox1cologlst was added to the Division in 1928. While certain .
toxicological services had been provided by persons in the Division
‘before, the appointment signified the rising 1mportance of this work
in the public health field. The toxicologist's services were quickly
taken advantage of as the various medical examiners of the state and
the Attorney General's office began to submit material for investi-
gation. An important consequence of the 1928 move, was that the
stomach content analysis, previously performed outside of the state,
could now be done at the laboratory. A few years later, however, in
1931, the majority of the biological work of the Division of Chem-
istry and Sanitary Engineering, including both the toxicologist and
the diagnostic chemist, was transferred to the Division of Pathology
and Bacteriology.
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The main concern of the Division throughout this perlod remained

“with sanltary engineering and chemlstry Consequently, the Division.
‘focused in improving sanitation in Rhode Island, -although its sense

of that term was considerably less broad than the early sanltary re-
formers. Essentially, the Division was involved in supervising pub-
lic water supplies and certain cother public facilities. The Division
examined the water supply of dalry farms, the drinking water supplies
of industrial plants, and the private wells roadside wells, and
springs used by tourists, state and mun1c1pa1 park systems. Further-
more, it conducted a contlnuous campaign to abolish all cross con-.
nections between drinking water supplies and non- potable water sup-.
plles

Untll 1927, the Sanitary Envlneer of the Board also served as
the ‘sanitary engineer to the Comm1531on on Shellfisheries and the

‘Board of Purification of Water. In addition, the Sanitary Engineer

advised state and municipal officials and private citizens on ques-

tions of water supply and sanitation; by 1928, this occupied the time

of three trained and one untrained assistant. The Division also pro-
vided aid to Federal agencies. It worked with the U.S. Geological ‘
Survey in investigating the mineral properties of water in various-
parts of the state, especially with regard to the use of such water

for industrial purposes; in concert with the Public Health Service,

it certified the quallty of water supplies on trains and boats in
lnterstate traffic.

The Sanitary Engineer had other inspection responsibilities.
The General Assembly, in. 1928, gave the Board the power to make regu-
lations regarding the sanitation of swimming pools and summer and
tourist camps as well; it was left to the Sanltary Engineer to en-
force those regulatlons In 1931, the Division's inspection powers
were increased; its scope now included camp grounds, public bath
houses, bathing beaches and public amusement resorts. As always,
the Sanitary Engineer was responsible for the investigation of nui-

'sances, particularly odors from industries and improper disposal of

waste.

-With the Reorganization Act of 1936, major changes occurred in
the division of sanitary responsibilities, largely because of. the
incorporation of the Board of Purification of Waters within.the De-
partment of Health. To eliminate a duplication of activities two
new divisions were created. The Division of Purification of Water
was authorized to regulate or prohibit the pollution of waters in
the state. However, it was not given supervision of drinking water
supplies nor was it given the power to prohibit the establishment of
new sources of pollution. The Division of Sanitary Inspection con-
tinued most of the activities of the former Division of Sanitary
Engineering, especially those of an investigatory nature.

Pollution control was a problematic function in the 30's, much
as it had always been. Water pollution had been increasing through
the years and, in particular, oil spills began to occur more and ‘
more frequently. Unfortunately, as Walter Shea, then Chief of the
Division of Purification of Waters pointed out, the problem of con-
trolling water pollution was, ''one of attempting to remedy a condi-
tion, at great public expense, which, though long standing, had
ceased to cause general alarm."
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‘ Moreover,; at least two problems hampered enforcement. The State
“Attorney General, an elective officer who was responsible for en-
forcing pollution violations, often had significant political inter-
‘est in not alienating a town or community through prosecution. Ad-
‘ditionally, there were limits to a community's assets and its ability
‘to clean up its pollution. - R o A

The hurricane of September, 1938 necessitated emergency action by
“the Division of Sanitary Inspection as all sources of drinking water
‘had ‘to be investigated. With the help of the Division, most areas
- of the State were able to come up with emergency systems of drinkable
water, and no significant waterborne disease was reported. A year
later, the Division of Sanitary Inspection was charged with enforcing
a new law requiring prescribed methods of sterilization of utensils
-for serving food and drink. 1In the 1939 reorganization, a new Divi-:
‘sion of Sanitary Engineering was established. . The new Division as-
~sumed the functions of several earlier divisions: the Division of the
Purification of Water, the Division of Sanitary Inspection, the Sani-
tary Engineering and Chemistry Laboratory section of the Division of « .
Laboratories, the Division of Food and Drugs, and the Bureau of Indus-
trial Hygiene. The reorganization, although brought about by budgetary
‘limitations, meant that for the first time, all matters of environ-
mental sanitation in the State were subject to unified supervision. .

FOOD AND DRUG CONTROL

Another late-comer to the Department of Health was the Division
of Food and Drugs. Although a Board of Food and Drug Commissioners
had been established in 1910, it was not until 1936 that the Board
was merged with the new Department. The Division of Food and Drugs
was responsible for maintaining purity in foods and drugs by pro-
hibiting the manufacture, sale or distribution of adulterated or mis-
branded food and drugs. It set minimum standards of strength, purity
and quality and defined the degree of specific adulterations. The
Division shared with the Division of Sanitary Inspection a special
agent for inspection, who was responsible for the inspection of food
(particularly meat) and beverages. Among the items of. special interest
to the Division of Food and Drugs were ice cream, olive oil (which was
frequently replaced by cotton or tea seed o0il), hamburger meat and
meat tenderizers. Later that year, after the hurricane and subsequent
glood, the Division inspected and condemned huge quantities of damaged
ood. : :
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SECTION III - 1941-1978
~ CHAPTER NINE

BACKGROUND OF THE PERIOD*

The period after 1940 was marked by an increasing complexity of

the country"s problems, with heavy involvement in foreign affairs, and

sociopolitical pressures at home. The major commitment to human ser-

‘vices which had begun during the Roosevelt years, weakened in the -
“years after World War II, to be reborn again in the sixties.

.The dominant event of the forties was the Second World War,

~which, among other things, effectively broke the hold of the "Great
~ Depression' on the nation, and business and industry geared up to meet
. the heavy demands of the '"war effort". Fedéral control of the national
‘economy increased, and it expanded greatly in consequence. B

- With the restoration of peace, President Truman continued much of

1253

‘Roosevelt's "New Deal" under his "Fair Deal". However, the post-war
imperatives. of foreign policy required much of his attention. The -
1947 Marshall Plan, and the 1949 establishment of the North Atlantic

Treaty Organization were important developments. In Truman's second
term, the "Cold War™, and the military involvement in Korea were
associated with a period of increased anti-communist feeling, publicly

- displayed in the actions of the House Committee on un-American Activ-
‘ities. '

: Eisenhower's years were relatively inactive. Internationally,
the shadow-boxing of the cold war continued, and the pace of social
change slowed to a standstill. There was little or no initiative
towards expanded human services in the fifties as far as the execu-
tive branch was concerned. Such social change as occurred tended to
be promoted by Supreme Court decisions, notably its ruling against.
racial segregation in public schools in the case of Brown vs. the
Board of Education in Topeka, Kansas.

In 1961, John F. Kennedy was elected to the presidency on a -
platform which promised increased human services, but most proposals

- did not gain congressional approval. After Kennedy's assassination

the "Great Society" programs of Lyndon Johnson met with more success,
and there appeared the Civil Rights Acts, the Voting Rights Act, an
$11 billion tax reduction, a number of anti-poverty bills, govern-
mental support for medical care costs under the Social Security Act,
and many others. Inflation was increasing steadily and the expanding
national governmental functions required increasing federal expendi-
ture. At the same time there was a return to a war-time economy as
the Vietnam involvement escalated, and public opinion became sharply
polarized in relation to the war itself and many related issues..

*National and State History derived from standard Encyclopedia sources.
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_ The Nixon and Ford years saw w1thdrawa1 from Vietnam, and the
joint problems of inflation and economic recession. Some of the -
efforts to resolve these problems led to cutbacks in a number of the ;

Jhuman serv1ce programs of the sixties.

Abortion, which had been either 1llega1 or sharply restrlcted
'throughout the country began in the 60's to be reconsidered in many
-quarters. The "Roe vs. Wade" decision of the U.S. Supreme Court. in.
1973, invalidated most state statutes, and the interruption of preg-
nancy in the first trimester attained a certaln legitimacy. However,:
- in 1978, the issue is far from settled, .and lines are sharply drawn.
between those willing to approve the procedure and those‘deeply'diS+
turbed by it. o

In this period, too, severe damage was done to the prestlge and
“the - reputation of government at all levels. The loss of public con-
fidence in government which followed the Watergate scandals produced :
some attitudes which are not dlmlnlshed in the latter part of the - i
seventies and public concerns with ''right to know'" ‘and with 1nd1v1dua1 '
privacy have given rise to tangled legislation.

From 1941 to date, the fortunes of Rhode Island have followed
national trends. Wartime prosperity‘in the fifties was increased by
"the establishment of North America's largest naval air base at Quonset i
Point. The Naval activities here and at Newport were a sufficiently
large part of Rhode Island's economy, that their abolition as patrt
of the severe cutbacks of the seventies precipitated a period of '
.economic crisis.

During the early years the overriding strength of the Rhode Island
Democratic Party remained unbroken, and there was relative political
calm. The earlier trend toward reorganization of government continued
at a slow pace, and one notes the creation of a Department of Admin-
istration, a Rhode Island Development Council, and a new Board of
Education in 1951. The trend toward professionallsm in government
was occurring in Rhode Island as elsewhere, but initially rather slowly.

1962 saw a three-term break in the Democratic hold on the gover-
norship but not of the legislature with the administration of John H.
- Chafee, a Republican. But from 1968 to date with the Licht, Noel
and Garrahy administrations the Democratic Party again controlled
the governorship.

. These late years were lean ones economically, and an already
strained -economy was struck a heavy blow by the withdrawal of naval
programs at Quonset and Newport, as mentioned. above. This -involved
termination of employment of some 3600 Rhode Islanders, and the loss
of mllltary personnel representing a payroll of $200 mllllon annually.

If social and political changes were marked during the 37-year
period, health changes were explosive. Both technologically and or-
ganizationally, medicine and public health underwent revolutionary
development.
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- Importantly, this period marked the beglnning of the antibiotic
era, and this development, along with the extension of immunization -
capability into new areas, profoundly changed the patterns of disease

‘and death in the population, and equally profoundly influenced publie-
‘expectation of benefit from the health care system. The combination

of these high expectations and rapidly rising costs produced a para-
‘doxical situation where on the one hand, there were more people de-

‘livering more effective, health services to a larger part of the popu-

‘lation, and on the other, a new public feeling of dissatisfaction Wlth

the process

Major public concern w1th the costs of care had been s1gnalled

by the activity of the Committee on the Costs of Medical Care on the

national scene in the early 1930's. By 1940, the hospitals in

‘particular, were threatened by inability to meet rising charges.

Under this stimulus, the "Blue Cross' hospital insurance plans blos-

“somed all across the country, nowhere more v1gorous1y than in Rhode
Island. '""Blue Shield" plans de31gned largely to insure against the

high costs of the surgeon s services followed and one began to hear
the now-familiar term "third party payment" Along with new systems

of payment new regulatory mechanisms appeared These are discussed

in a later chapter.

This period saw the war-stimulated achievements of the nuclear
physicist generate new diagnostic and therapeutic techniques in the
‘area of nuclear medicine. In these years, too, heart surgery, which

‘many had earlier viewed as an impossibility, became almost common-

place. Organ transplantation, once only a dream, became a reality.

‘New drugs, and new uses for older agents, appeared in great
numbers, producing new needs for testing and control. New psycho-
tropic drugs, in particular, exerted a profound influence on the
management of mental health problems. Institutional censuses in the
mental hospitals dropped while ambulatory psychiatric management of

persons remaining in the community became a reality

New types of health manpower emerged. New ethical dilemmas were
uncovered, and new legal problems relating to health care came into
being.

_ Overall there was a tendency to organize health care in larger
units. Health care administration, and public health functions in

particular, were shifting their primary point of focus form the muni-

cipal level to the state at the opening of our century and were shifting
markedly to the federal level at its close. Many of the remaining
state functions are now carried out under federal regulations or guide-
lines, and with federal financial participation. Even beyond this,
since World War II, nations have recognized sufficient common concerns
to lead to part1c1pat10n in the World Health Organization which,

despite its lack of authority, further exemplifies the trend.

Many of these changes were commencing before the 1940's, and 1918
and 1938 federal sponsorship and funds had been available for direct
health services in maternal and child health and venereal disease con-
trol, and a few other categorical programs. Many of these programs
continued to be funded from federal sources throughout the period and
the developing Social Security System furnished much of the framework.
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' While the federal government maintained its support of direct
public health services, in 1935 it moved into a new area of health -
‘care, that of health care facilities. 1In that year Congress passed
the "Hill-Burton Act", and the federal government began investing in
‘hospital construction, stimulating rapid growth in the number of hos-
pltals ’ ' :

© The concern whlch had produced the committee on the costs of
medical care in the 1930's increased as the system expanded, tech-
‘nology developed and care became more hospital-centered. Costs be-
‘came a very significant problem, especially for the elderly and. the
“poor. In consequence, a new phase of public health began: the at-
“tempt to provide access to the health care system for those persons
funable to afford care-on their own. : :

o In 1960, the federal government moved into the health f1nanc1ng
field with the passage of amendments to the Social. Security Act. The
‘changes under Title I of the Act, known as the Kerr-Mills Act pro-
vided grants to enable each state

to furnish medical assistance on behalf of aged
individuals who are recipients of old age assis-
tance but whose incomes and resources are insuf-
ficient to meet the costs of necessary medical
services.

Federal participation was between 50% and 80% of the program costs.

Five years later, in 1965, two particularly important Titles
were added to the Social Securlty Act. Under Title XVII, "Health
Insurance for the Aged".or Medicare as it came to be Pnown a national
program of health insurance for the aged was established. This pro-

- gram provided basic protection against the costs of hospital and
related post-hospital services. Slmlarly, Title XIX, "Grants to the
States for Medical Assistance Programs", was created. Medicaid, as

it was known, expanded the Kerr-Mills medical assistance program to.
groups other than the elderly. A single new program of medical assis-
tance for persons receiving federally-aided public assistance was
established. Eligibility was extended to medically indigent persons
(i.e. blind, disabled, or elderly persons not on welfare) and to all
needy children under 21. :

The growing health concern of the public had a further fallout
in other national health-related legislation. A current selected
-list of such legislation published by the Department of Health shows
five major federal statutes in the whole century precedlng the for-
ties. In the 1940's there were four, four in the 1950's, twenty-
three in the 1960's, and thirty-nine in the first eight years of the
1970's. The profound effect of these on the form and functions of
the Department of Health will become apparent in some of the discus-
sions which follow.

No discussion of the scene in this third portion of our history
would be complete without some mention of the role played by Rhode
Island's outstanding congressman, John E. Fogarty. His energetic
sponsorship of many health programs supporting research and development
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‘was a major factor in producing thé era where "grantmanship” first
"'became a word, and investigative and developmental activity in the
"whole health field blossomed as never before. At one time there was

a strong suspicion that federal dollars for research exceeded the

“ability to recruit qualified researchers, and it was said that John
Fogarty laid more bricks vicariously as a congressman that ever could
"have been possible in his original role as a bricklayer. When he died
‘in the late 1960's there were already indications of a tightening of
- the federal purse-strings. ’ o ' S

Early in the;pefiod there was a feeling of some complacency on . -

. environmental issues, and there was an assumption that our public
‘health systems had this matter under a high degree of control. With
‘the ensuing years, however, both the public and the professionals
working in the field recognized whole new aspects to the exposures
which occur in the general and occupational ‘environment involving air,

water, food, drugs, radiation and others.

_ Public concern for Health was further‘demonstrated throughout
this period by the development of many new voluntary health-related

-agencies in the fields of professional and public education, planning,
‘and individual and community service. Foundations and associations

devoted to new disease categories sprouted in large numbers and older
organizations grew and prospered. The older philanthropy of the
wealthy was replaced by that of the small contributor, and there was

‘expansion of federated fund-raising, and of tax benefits designed as

incentives for contribution. Over time, governmental and voluntary
agencies have carved out particular areas of function, and a working
partnership has tended to develop.

. One further event profoundly influencing the health services

of Rhode Island was the development of a program of medical education
at Brown University. Originally conceived as a six-year pre-clinical
curriculum leading to a degree of Master of Medical Science, it was

 inaugurated in 1961. It carried the student from college freshman

to the mid-point of the Medical School curriculum, allowing the
student to enter the third year of a regular four-year medical school.
By 1970, after a prolonged period of internal discussion, the Uni-
versity decided to offer a seven-year curriculum leading to the M.D.

‘degree. The effect of this program on health services in Rhode Island

was profound. It brought to the hospitals an influx of first-rank
full-time physicians with both teaching and clinical responsibilities,
it revitalized the programs of internships and residencies, and had
extensive effects on related health programs throughout the State.

At the same time that it contained features which, although they up-
graded the quality and sophistication of health-related services,

also increased their cost, thereby adding to the problems of health
planning and regulation which are dealt with in a later chapter.

These, then, are a few of the factors which set the stage for
the third phase of development of the Rhode Island Department of

- Health from the 1940's to the conclusion of its first century.
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SECTION III - 1941-1978
CHAPTER TEN -
THE DEPARTMENT OF HEALTH COMES OF AGE
As public health grew and matured, so also did the Rhode Island
Department of Health. With the passage of time, many old patterns

were challenged, many new statutes were adopted and reorganizations
followed. This was a time when the merits of high level profession-

~alism became increasingly evident. It was a period when the city-

state character of Rhode Island was recognized and led to the con-
solidation of services, particularly health, at the State level.

As in all states, the focus of public health leadership shifted
towards the federal level, and yet increasing attention to the needs
and concerns of the individual citizen required many readjustments of
policy, form, and function. Economic pressures put an end to the care-

- free days of unplanned pragmatic development in the whole health field,

and the interrelated functions of planning and regulation came into
increasing prominence.

In 1941, the fifteen divisions of the Department were housed
without crowding on the third floor of the State Office Building.
Many of the functions that were later to become State responsibilities
were discharged, if at all, by the varying activity of the health
workers of the thirty-nine cities and towns, with assistance in many
localities by the three State field offices. FEach of the divisions
enjoyed a partial autonomy, resulting from the fact that each was
independently responsible to the part-time director. Even if one
included part-time professionals, the total work force was only about
250 individuals. The State Health Department budget was just under
-$680,000, 70% of which was for the State Sanatorium at Wallum Lake,
later to be named for its distinguished superintendent, Dr. U.E. Zambarano.

In addition to the state appropriation, federal grants of $193,111 were
available. '

Even in the early 1940's, when most functions were geared to war-
time pressures, some voices were being raised advocating reorganiza-
tion, but very little change disturbed the established patterns. By
1950 the pressures toward change had become more urgent. Then, as
now, investigative reporting played its part, and a sharply critical
major article in the Providence Journal?® is given credit for a major
influence. This article dealt with a number of aspects of the policies
staffing, organization, and cost-effectiveness of the Department, and
compared it unfavorably to those in some of the neighboring states.

Governor Dennis Roberts and the General Assembly initiated a
number of changes in 1951, including the transfer of responsibility
for mental health and alcoholism programs and the State Tuberculosis
Sanitarium to the Department of Social Welfare. As a consequence, the
Department of Health became a smaller operation.
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Director McLaughlin, at the same time, undertook some modest re-
organization within the Department. The Division of Vital Statistics,
which had not published an annual report for a decade, was revitalized,
and a mechanism for budgeting and fiscal administration was estab- |
lished. ‘ ' ' . ' T

When, in 1959, under Governor Christopher DelSesto, a full-time
director, Dr. Jeremiah A. Dailey was appointed, he found many needs
for change. He was particularly unhappy about the State's non-com-
petitive salary scale. 1In fact it was stated: ‘ -

‘Rhode Island ranks 47th among the states in the
level of salaries for public health personnel.
Mississippi is the only state with a lower
level. TIf adequate personnel is to be retained,
salaries must be raised.?’

Public health nurses employed by the State were then receiving
~at least $600 less than the rather low payments by other agencies,
and many laboratory technicians resigned to take the more remuner-
ative positions available in private clinical laboratories or in
the Veterans Administration. It had been impossible to recruit a
sanitary engineer over a ten-year period. Salary adjustments have
occurred periodically but the problem still remains, despite the
unionization of Department employees in 1945. :

By the end of his brief two-year service, Dr. Dailey had accom-
plished some important changes in the organization of the Department
having arranged the divisions in four groups responsible to him
through assistant directors, making greater managerial control
possible. ’

: The decade of the 1960's was a time of an accelerating change.
Governor Notte announced in 1960 the appointment of Dr. Joseph E.
Cannon to succeed Dr. Dailey. The directorship was redefined legis-
latively to be a five-year appointment (only corresponding with a
new governor's term once in a decade) and now required a degree in
Public Health. These changes were designed to underscore the pro-
fessional nature of the position, and make it more immune to polit-
ical pressures. : ‘ : -

Dr. Cannon, a Rhode Island native, a Brown University graduate
with an M.D. cum laude from Tufts and an M.P.H. from Harvard, had
retired after ten years of Army service, and had been Chief of the
Colorado Health Department's Division of Hospitals and Disease Con-
trol. He had returned to his home state to become Director for
Curative Services of the Department of Social Welfare. That his
choice as Director of Health was an appropriate one is testified
to be Dr. Cannon's continued service under four additional governors,
and his position of respect among the Directors and Commissioners
of health in other states. :

Among the many changes which took place in the 1960's one de-

serves particular mention. This was the decision to consolidate all
municipal health services under the central State agency. The idea
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' was not new. It had been strongly hinted at in a 1944 study of state |

health departments by Haven Emerson, for the American Public Health
Association.?® Some three years later it was more forcefully put
forward by consultants to the State Tax Commission, and two years )
‘later even more specifically by the Institute of Public Administration
which in 1959 recommended: ' ' :

Rhode Island is, for practical purposes, a single
metropolitan area and because of the concentration
of its basic health facilities and environmental
problems, the State as a whole is a logical service
area for health administration. The State can serve
easily as a single health unit with appropriate
smaller districts for particular functions.?2?

The State Fiscal Commission went even further, proposing the total
‘state takeover of all local health services. : :

Initially, these proposals were a bit radical for their time, but
change was clearly needed, and the raising of revenues for local health
services was becoming increasingly difficult. Some were recommending
grants-in-aid to localities from state funds, and others suggested
other forms of the sharing of state tax revenues. In 1954 the Gen-
‘eral Assembly had authorized three State health districts from which
the localities could, with some financial assistance, purchase ser-
vices, but this had not proved effective.

The State entered the 1960's with the problem still unsolved.
The United States Public Health Service, at Dr. Cannon's request, car-
ried out yet another study and favored consolidation. By this time,
too, the Providence City Hospital (later named in honor of Providence's
distinguished health officer, Dr. Charles V. Chapin) was serving the
communicable disease needs of the entire state, at city expense,
This, and the influence of the large Providence contingent in the
General Assembly, with strong support from the Providence Journal,
carried the day when, at length, a consolidation bill was filed.

The bill, passed in 1964, was made effective July first 1966
and specified a 25 month period for full implementation. Services
which had previously been fragmented and inconsistent were now to be
united under a common set of policies, and about a hundred employees
of local health departments took the state civil service examinations

‘which would qualify them for transfer to State service.

Consolidation had a great effect on the size of the Department,

~which began to outgrow its home in the State Office Building, and it

became necessary to relocate many of the divisions in rented quarters

in downtown Providence. The expanded responsibilities in food protec-

tion and sanitation lent new importance to the existing field offices.

This period of scattering of office locations, with its attendant
handicap to internal communication finally ended in January of 1971

- when the new four-story Health Department” Building later named in

honor of the Director, was completed, and all central operations
except for the Division of Laboratories were again under a single
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roof. The Laboratories, which had been making do with the old depart-
mental space in the State Office Building, finally moved into new and
‘well-designed facilities in their own new building as the completion of
the Department's first full century took place. '

Shifts of function and responsibility characterized much of the
1960's and 70's. There were continuing waves of reorganization in the
Department itself and the state services generally. There had been some
discussion of the wisdom of a combined state Department of Health, Edu-
cation and Welfare, mirroring the national development, but this sort
of monolithic structure was not welcomed in the legislature. Instead
there followed a decision to subdivide the Department of Social Welfare
into three new major Departments, Social and Rehabilitative Services (SRS),
Mental Health, Retardation and Hospitals (MHRH), and Corrections. As a
consequence of the negotiations attending this change, responsibility
for Retardation, which had been assigned to the Department of Health in
1967, went over to MHRH, and the licensure of Nursing and Personal Care
Homes, came from Welfare to Health.

In 1973, also the Office of the Chief Medical Examiner was legis-
latively redesigned, requiring leadership of individuals trained in the
field of forensic pathology, and providing a Medical Examiner's Com-
mission with power to promulgate regulations, to hear appeals, and to
advise on "matters of public concern'. This function was transferred
from the office of the Attorney General to the Department of Health, and
finally occupied new quarters in a specially designed section of the new
Laboratory Building.

In the 1977 legislative session one further major relocation of
function was ordered, when the Department of Natural Resources and three
environment-related divisions of the Department of Health were combined
to form a new Department of Environmental Management, this latter change
probably reflecting the increased public awareness cof and concern with
environmental issues. '

Laboratory services had, of course, grown as the needs and know-
ledge of medicine and public health expanded. The 1964 Act making tests
of newborns for phenylketonuria mandatory, for example, necessitated a .
new laboratory function. Later growth of concerns with congenital rubella,
pesticides, gonorrhea screening of females, and several others produced
further change. At the same time, the inclusion of provisions for third-
party payment for clinical laboratory services to private patients per-
mitted the laboratories to suspend many tests which had been offered
gratis in support of medical practice.

The early separation between disease-control laboratory services
and ones concerned with sanitation persisted until nearly the end of
the century, and although the two functions existed side by side in the
same area, they tended to retain separate administration. In the mid-
1970's, however, partly in prospect of a new laboratory building, they
‘were brought together under a single Assistant Director.

One internal management decision, gradual rather than dramatic in

its effect came into play in the latter 1960's and continues to have
effect. This was a considered decision to move away from the provision
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; of direct services to individuals, replacing them by contracting- out to
L the private sector. The intent has been to strengthen total services
' by avoiding duplication of effort, and at the same time ‘to provide a
mechanism of implementing plannlng decisions involving the private sec-
tor by financial incentives and admlnlstratlve support.

One prominent result of this decision was the complete abandonment
e of direct patient care by the previously large contingent of state-
- employed public health nurses, and the strengthening of the visiting
nurse associations across the state, which have been influenced to a
series of mergers reducing the number of agencies from 27 to 9 with
consequent gains in effective and efficient management.

Similarly, services in the area of maternal and child health, many
Y of which had been provided directly by department personnel, have been
b altered until they represent a complex network of contract services
T extending throughout the state. The central function of obtaining
federal support for many of these services has been an important factor
in growth.

At the close of its initial century, we see a professionally staffed,
e hlghly organized department with an annual budget close to fifteen mil-
L lion dollars, employing almost 500 full-time persons plus a number of
’ consultants, and advisory councils on a part-time basis.
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SECTION III - 1941-1978
CHAPTER ELEVEN
' HEALTH PROMOTION AND DISEASE CONTROL

: So far, discussion of this final stage of the Department's first
century has examined the national and local scenes,  the growth of Pub-
“lic Health, and the corresponding growth of Rhode Island's Department.
‘It remains to look more closely at some of the principal broad func-
‘tions that the Department has served during these changing times. The
most basic function over the entire hlstory has been that of health
promotion and disease control, the subject of the present chapter. ..
Further on we will deal with some of the newer emphases in the flelds

t,-of planning and regulation of health services.

health promotion has always involved an attempt to control those
Lenv1ronmental influences that impinge on the individual, and at the
'same time to favor the individual, and at the same time»to favor the
individual's ability to withstand those influences. At the beginning
of this time period we were in something of a smug condition, feeling:
that the book on environmental control had already been written, and
. that it was only necessary to continue to apply the lessons of the past
in already traditional ways. No one who lived through any large portion
of these times, however, can have failed to see the vast increase in
public concern with tht general environment and that of the occupational
setting. New appreciation of the risks attending ionizing . radiation
appeared, along with new sources of such risks. A new view of the
role of envirommental factors in the production of Cancer emerged and
program after program related to control of these appeared.

Environmental concern, followed the emphas1s of med1c1ne generally,
away from communicable disease into the more newly emphasized areas of
cancer, heart dlsease stroke and other 1mportant disease of later llfe

The most exciting part of this period's story, however, can be
written in terms of the control of infection. Many of the old scourges,
tuberculosis, diphtheria, diarrheal disease,. and others, had shown
.marked decreases in the earlier part of the 20th century. Many of these
improvements were not easy to explain, and seem to have been manifesta-
tions of general hygiene (a word less heard today) improved nutrition,

- housing improvements, and certainly favorable change in sanitation.
However, during the late 1940's the side-by-side developments of chemo-
therapy and immunization produced further change, to the point where
many of our previously dread epidemic diseases have all but disappeared.
The old emphasis on Quarantine and control of contacts generally, which
preoccupied the earlier epldemlologlst was replaced by a V1g11ant sur-
velllance and a fostering of immunization.

New diagnostic tools and new forms of treatment appeared in con-

- siderable numbers, and the bacterial infections began to yield to anti- .
biotics, while populations were made more immune to many of the viral
illnesses. Medicine at this time began to desert its traditional,
largely supportlve, role, and to assume certain concrete therapeutic
tasks .
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.. - A few concrete examples will serve to illustrate the changes
‘which were occurring. Rheumatic fever, that old familiar killer, .
'which "licked the joints, bUt'bit_the heart" had already been- linked
“to streptococcal infections, but it required the advent of the sulfon-
“amide drugs, later largely replaced ‘by penicillin to produce the rarity
-of ‘the disease today. When expense made it difficult to get the drugs
_to.certain important target populations, public health organlzatlons
-and clinic services made these available at public expense. As in
‘many other instances, increased specific treatment capablllty made
“specific diagnosis mandatory, and the clinical laboratories, espe01a11y
“those of the Health Department set up special arrangements.to. make throat
cultures for the streptococcus readily available to all.

: A less successful story must be told concerning another common .
‘bacterial infection, Gonorrhea. At the start of the time period we are
‘discussing, and espec1ally toward the close of World War II, the ex-
‘tected wartime outbreaks of both Syphilis and Gonorrhea were taking
place, and for the first time really practlcal treatment with penicillin
became a reality. Syphilis had been treated in those who could tolerate
‘the protracted and uncomfortable months of treatment with arsenicals :
‘and bismuth, and Gonorrhea with unsatlsfactory local measures. Now it ,
became practlcal to take rapid action in ways that most of those infected
‘could be expected to tolerate.. In consequence, there was a marked fall
in both the major venereal infections for some time. Continuing efforts
with systematic serological testing and the aggressive identification

and follow-up of contacts continued. Both the rapid treatment centers
‘and the other control techniques became the subject of large state-
federal collaborative activity. But success led to a shift of national
interest away from these diseases and federal supports were reduced or
‘withdrawn.

C Unhappily,_deSpite a continuing drop in Syphilis incidence, Gonor-
rhea is again present in poorly controlled epidemic form as the Depart-
ment's first century ends. Better surveillance techniques have in-
creased the apparent numbers to some extent, and there have been evi-
dences that most cases tend sooner or later to come under effective
‘treatment, with the result that some of the old complications of ure-
thral stricture, salpingitis, and many others are infrequent as compared
to earlier days. Some of the changes in sexual mores which have char-
acterized the 1960's and 70's in particular and the availability of new
contraceptive agents have probably played a part, and Gonorrhea is now
‘no respector of socioeconomic class. .

Control of venereal disease was further facilitated in 1967 when
legislation recommended by the Department was enacted, making legal the
treatment of minors without parental permission. This, combined with
an aggressive program of field-work, advertising, telephone "Hot-lines"
educational efforts in the schools, and other activities have probably
served to contain the epidemic of gonorrhea, but no one is yet happy
with the result. We have at least learned how much more than an effec—
tive method of treatment is required. : :

Many other successes, near-successes, and near-failures could te

cited. There are important gains to be noted, for example, in such
former major killers as tuberculosis, diarrheal diseases, and pneumonia.
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-Even those diseases amenable to antibiotic treatment continue to'raiSe
Pproblems as antibiotic resistant strains emerge. Nor have the anti-
biotics provided means of control of the viral diseases. It has re-
mained for the science of immunology to attack these continuing prob=--
lems, as many new vaccines have been developed. o

Poliomyelitis provides one particularly striking example. This
virus had visited Rhode Island periodically in recurrent epidemic form,
~and left death and disability in its wake. Most control efforts cen-
‘tered around attempts to lessen exposure, but these had been hampered
- by a lack of firm knowledge as to the means by which transmission  took
place. Much emphasis was being laid upon treatment to lessen the: dis-
‘ability. One recalls from that period the efforts of the late Sister
Elizabeth Kenney to counter what she felt was a mistaken tendency to
immobilize affected limbs. Her physical therapy techniques were much
discussed through the 1940's and early 50's. The fact that President
Roosevelt had survived a severe attack in the 1920's with marked re-
sidual paralysis caused him to take a special interest, and the pro-
grams of the National Foundation for Infantile Paralysis benefited in'
consequence, as did many other national and local efforts at treatment
and control. ‘ ' ‘

The new era for "Polio" began after years of immunological activity
ending with a final period of "in-fighting" between the advocates of
killed vaccine (especially Jonas Salk) and those who favored a live
attenuated type (as that of Albert Sabin). The National Foundation
elected at this time to sponsor the extensive field trials of the Salk
vaccine in 1954. 1In April 1955, in the glaring light of nationwide
publicity the report of the trials was followed by licensure of the
product, and there was a general mood of triumphant excitement over the
new possibilities of a final victory over the disease. In a matter of
days, the mood was shattered as the "Cutter Incident" shook public. con-
fidence severely. This was an event involving the identification of
204 cases of vaccine-associated paralytic disease, with 5% mortality,
related to seven lots of vaccine from the Cutter Laboratories which
were found to contain live virus. ‘

: Despite this set-back, and with only occasional public programs
by Rhode Island's municipal health departments, by early 1260, it ap-
peared that nearly half of the State's population had received the re-
quired three injections. But in June, Rhode Island was the site of the
nation's largest outbreak of the year, eventually reaching 103 cases.

Under this stimulus, the Department mounted an intensive series
of mass programs of immunization which appeared to have partially -
aborted the epidemic. These were continued during the next two years,
and in October of 1961 the State's last case was recorded.

Meantime, Sabin's continuing enthusiasm led to extensive trials
of the oral attenuated live vaccine both in this country and abroad,
and in August of 1961 the vaccine, which was already in use in many
- parts of the world, was licensed in the United States. -In Rhode
Island, as elsewhere, the conclusion became inescapable that the Sabin
vaccine was the method of choice, and in 1963, with leadership from.
the Department and wide support and participation by the medical pro-
fession and the community at large, a massive "End Polio" campaign was
carried out, resulting in a very high level of immunization of the
State's population. ' '
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. Since then, with no further cases in the state, and in fact, almost
-none in the entire country, there remains the problem of maintaining a
-satisfactory level of immunity in the absence of the stimulus of con-
“tinuing presence of manifest disease. : e

: With the licensure of effective vaccines for Measles and Rubella
 further mass programs were carried out in 1966 and 1969, respectively,
“and programs of surveillance and public reminders have been continued
-for all the available effective vaccines, including tetanus, vertussis,
diphtheria, and until near-eradication in the entire world, smallpox.

- In 1976 a nationwide crash program of immunization against a
threatened epidemic of Influenza due to the "Swine" strain of the virus
‘came to a sudden halt in Rhode Island after the immunization of about
323,000 individuals, because national surveillance had detected a re-
lationship of the vaccination to the rare paralytic Guillain Barre'
syndrome. Fortunately, the influenza epidemic never appeared. ‘The
‘episode, however, is worthy of particular mention because of the emer-
gency of a new emphasis on the legal liability of all concerned, in-
cluding manufacturer, public health official, and the professional
perscns administering the vaccine. The public impact of this may well
have a lasting effect on the acceptability of mass immunization programs.

Much more could be said concerning the developments in control of
communicable disease, but the background of many changes that were
‘taking place in the patterns of disease has been suggested with a con-.
sequent shift in the priorities of Public Health. Through the entire
period of the 1940's to 70's the balance of emphasis has been shifting
toward the non-communicable diseases and, as the population ages, the
problems of the elderly. '

- Even in the 40's the observation had become commonplace that heart
disease had become the cause of the largest group of deaths, and- that
cancer and stroke were not far behind. Together they were the cause of
about 45% of deaths, accidental death rates were high but declining,
Cirrhosis of the liver had recovered from the drop in death rates which
had followed the adoption of national prohibition of alcoholic beverages,
and was staging its continuing post-repeal increase. ' :

Cancer, in particular, seems to have been the center of special
interest both nationally and locally. Screening for uterine cancer
using the Papanicolaou smear technique had commenced in some states as
early as 1950. Rhode Island's program, with federal support was estab-
lished in 1955 as a combined effort of the Department's recently estab-
lished Division of Cancer Control and the department of Pathology of
the Rhode Island Hospital. The effort yielded about 2% positive tests
in the first two thousand cases, and further screening under a variety
of auspices has continued throughout the balance of the period.

- Major cancer control programs continued, with particularly strong
emphasis at the Rhode Island and Roger Williams Hospitals, and were

- further stimulated by the development of teaching and research activ-
ities as Brown University entered the field of medical education.
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By 1975, it had become evident that although most of the essentlal
‘components of a community-wide cancer control program were present,

‘they lacked liaison, communication, and over-all planning. Fonsequently,'
"an effort was made to convene a Cancer Control Board consisting of these

agencies and individuals throughout the State having interests or func-

‘tions relating to cancer. The group was able to obtain a two-year plan-
' ning grant from the National Cancer Institute, and following the plan-

ning phase, a 6-million dollar five year grant for implementation.  As

- the Department's centennial ends, programs aimed at treatment, rehabil-

itation, detection, prevention, and overall evaluation are belng set

‘up, both as functlons of the Department and of a variety of agenc1es
“and institutions throughout the State. : .

This attention to cancer has lent particular emphasis to- Lhe re—_

‘awakening of environmental concerns, and has caused new emphasis on

‘occupational exposures to carcinogenic agents, on air and water pollution,

- ‘on food additives, and on lonizing radiation. Programs in all these
'areas have received 1ncrea31ng empha31s and often spec1al funding over
the perlod of the 1960's and 70's.

The publication, in 1969, of the Surgeon General's report on a
major study of smoking and health led to special emphasis on this mat-
‘ter both because of its demonstrated relationship to pulmonary diseases,
cancer in particular, and to coronary heart disease, and a variety of
other conditions. By the late 70's one hears the statement from a
variety of authoritative sources, that the exposure to tobacco smoke
is the number one preventable health risk.

Despite the major emphasis on cancer, heart disease has not been
neglected. The federal heart disease investigation at Framingham,
Massachusetts, and a number of other similar epidemiological studies
have identified specific risk factors, particularly serum lipids in-
cluding cholesterol, elevated blood pressure, and cigarette smoking.
This, and a varlety of other influences have led to a new emphasis on
the individual's responsibility for his own health. A generation be-
fore this might have been labeled as personal "hygiene", but at thls
writing it is common to point out the importance of "1ife style'.
However named, the emphasis is now being laid upon nutrition, exerc1se,
smoking, alcohol consumption, and a number of other. components of a
healthy and long life. The star of '"health education'" is rising in
consequence. No one, however, is deceived into thinking that modi-
fication of human behavior is an objective easily attained.

New methods for the treatment of hypertension, appearing in the
1950's and 60's lent new interest to the detection of early hyper-
tension, and as it became clearer that there were definite benefits
resulting from continuing treatment, community programs became a fre-
quent subject of fundlng from federal sources, and the Department
became a channel for several such programs.

While these adult health programs were being carried out, there

. was. continuing action and development in the field of maternal and

child health. To the early emphasis on maternity services and well-
child conferences there were added, year by year, special immuniza-
tion programs, crippled children's services, programs for the detec-



tion of congenital metabolic disease, genetic counseling, family plan--
~‘ning, special nutrition for expectant mothers, a mobile pediatric van.
‘to-bring service to undermanned areas, and many others. The special
interest in pediatric cardiology whlch arose in consequence of the -

‘new developments of cardiac surgery in the 1950's began to wane some-
what as rheumatic fever declined. - Early in the period, many of these
funetions were discharged directly by Department personnel but-as‘ time
went on, they were more and more delegated to the prlvate sector by
*subcontract

Beglnnlng w1th the 9lst Congress in 1970, there commenced a period
of multiple federal acts concerned with spec1f1c health problems, and
one notes,  among others, programs for drug abuse, lead poisoning, can-

- cer, sickle cell anemia, Cooley's anemia, child abuse sudden: 1nfant

death, alcohol abuse, diabetes, arthritis, family plannlng, and ‘a host.
of others. Each of these, in one degree or another involved the. health
system-of Rhode Island in its implementation, and the multiplicity of
program: respon31b111t1es of the Department expanded accordlngly ‘

The same-perlod marked the rise of "consumerism' from its minor
position in earlier years to a major groundswell. Many continuing
functions of the Department were markedly stimulated by the new in-
_terest and demands of consumers, and their demands to join in the deci-

sion-making processes of health care became more and more. insistent.

Clearly, then, priorities of disease control and the magnltude

of the aectivity involved: underwent radical change from the time of
World War I to the latter 1970's . :
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 SECTION III - 1941-1978
CHAPTER TWELVE
REGULATION AND PLANNIHNG
Regulation under statutory authority has been, from the first, the

business of any health department. Early concerns with sanitation laws
antedated by many years the knowledge of how filth gave rise to disease,

~and when the "'germ theory" of disease became established, quarantine
laws were added, and regulations for the reporting of disease became

mandatory. Interest in the quality of health services led to the li-
censure of dentists in 1888 and physicians in 1895, followed by similar

regulatory responsibility relating to other health occupations and pro-

fessions. Later, in the 1930's, health facilities, starting with nurs-

ing homes and hospitals were added.

By 1940, some sixteen occupations, some of which had only remote,

if any, relationship with health were subject to licensure, and food,

drugs, water, milk, pharmacies, clinical laboratories, and many other
things were coming under scrutiny by the Department, as the legislators
added new regulatory statutes year by year.

By 1964, 17 professions were subject to licensure by the Depart-
ment, and in 1970 nursing home administrators and psychologists were
added. In the same year, the Medical Practice Act was amended to per-
mit licensure of physicians who had three years of medical school,
rather than the previous three and one half. Additionally the practice

of optometry was redefined to permit the use of diagnostic drugs after

an approved course in pharmacology.

A program of certification for physician assistants was created
by statute in 1975, and after a long series of meetings of a special
commission an act establishing a Board of Medical Review, outside the
Department, was established. This Board was in response to a strong

‘concern over the increasing problems of medical malpractice litigation,

and had authority to investigate a wide spectrum of unprofessional
activity and to-suspend or remove licenses. : ‘

The last time the total of Departmental regulatory functions of
all types were subjected to a general inventory. applying to the year
'72-'73, there were 78 different functions that were subject to formal
licensure, 13 additional functions which required certification, 9 re-
quired permits, and a further 17 which required periodic inspection.
Each of these regulated activities involved multiple workers, facilities,
businesses, or items of equipment. For example, the inspection of pub-
lic restaurants and other food service establishments involved some
3,300 separate operations. The function of nurse-licensure involved
over 8,000 individuals. o

One regulatory division, that of Food and Drug Control was split
in 1968 into two, a Division of Drug Control and one of Food Protection
and Sanitation. This developed against a background of increased im-
portance of both areas. The expansion of the dimensions of drug abuse
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‘later led to a major statute in the area of controlled substances’
markedly expanding the functions and authority of the Department in
regulation of the licit and illicut use of drugs. At the same time
“the needs for consumer protection from adulterated contaminated or--
misbranded foods had become more urgent. :

It is no exaggeratlon to say that in the mid 1970's no person in .
the State was unaffected by these regulatory activities, some -in more
;than a single instance.

ThlS growth, however, was merely an expansion in scope and volume
‘of regulatory activities already well-established. The period was,
however, marked by some further activities which elther entereJ new
territory or was aimed at new problems

It had become clear that control of federal funds to assist hos-

_ pital construction (see Hill-Burton program, below) was a means of .
channeling hospital development towards over-all goals...It was only:
partially effective from the regulatory standpoint, however, as illus-
trated by the case of the Fogarty Hospital. There had been, in Woon-
socket, in addition to. the Woonsocket Hospital, a small. 1nst1tution
the Mercy Hospital, which has arisen largely as a result of confllcts
within the staff of the larger institution. In 1962 it was proposed
to construct a new small voluntary general hospital to replace the
Mercy, located in North Smithfield. Planners felt that there was in-
sufficient evidence of need for the additional beds in the area, and
consequently Hill-Burton funds were denied, and the Department advised
against the project. However, with assistance from the late Congress-

-man, John E. Fogarty, the sponsors were able to obtain funds under the
"accelerated public works' program, and the hospital was constructed,
with the consequence that the small unit of beds carried with it the
need for supporting administrative, laboratory, and other services
which would have been provided at less cost if the additional beds
(had they been needed) had been added to the nearby Woonsocket Hospital.

Concern with the costs of care had been evident for a decade or
two by 1940, but the rising costs of all health services, and more
partlcularly hospital care, became a major preoccupation in the 1960's
and 1970's, almost bordering on panic. In 1966 the General Assembly
created a Commission to "Study Hospital Room-rates' which undertook a
considerable amount of 1nvest1gatlon It became clear that hospital
charges were a quite precise reflection of the costs which were incurred
by the hospitals, and that not all costs were subject to reduction, or
‘even containment. ' ’

One clear component of increasing cost, however, was found to be
the injudicious, irrational, or duplicative capital expenditure which
was -encouraged, rather than controlled by the forces of third-party
payment as then organized. The Commission's report gave rise to the
‘enactment, in 1968, of the Nation's second 'certificate of need" stat-
ute, which provided, by amendment of the law on hospital licensure,
not only an authority and obligation for the Department to review and
approve or deny proposals for capital expenditures defined as large,
but also it required hospitals to file an annual long and short-range
plan, and to provide any data needed by the licensing authority in the
discharge of the responsibilities involved. Also created was a '"Health
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Services Council', an appointed body of 19 persons constituting an

“advisory body to the Director of Health in matters arising under the
‘certificate of need process.

It is necessary, at this point, to pause to point out that many '

‘of the regulatory functions of the Department, being linked to licen-
‘sure, were often a too-strong authority for actual use. It was similar

to the authority of a judge with only the death penalty to administer.
Consequently, some of the third-party payment mechanisms which can

apply sanctions quantitatively through reimbursement tend to be more

potent regulatory authorities in fact.

In 1973 and 1974, the Certificate of Need process was extended by

‘furthervacts to cover, not only hospitals, but "Health Care Corporations"
. {(Health Maintenance Organizations) and Nursing and Personal Care Homes.

These regulatory mechanisms became in effect, the implementation arm
of the planning process. ’

The increasiﬁg concern over costs, -and the enactment of new third-
party payment systems under the Social Security amendments of 1965
('"Medicare" title 18, and "Medicaid" title 19) brought with them further

regulatory responsibility, delegated to the State through contract

mechanisms. Hospitals, for example, to be certified for Medicare reim-
bursement required accreditation, either by the State, or as was the
case in all the hospitals in Rhode Island, by the Joint Commission for
Hospital Accreditation, with additional requirements for a qualifying
Utilization Review Committee of the medical staff. Supervision of this
latter function was later reassigned to the newly-developed Profes-
sional Standards Review Organization which was authorized by federal
statute in 1974. At the same time, the Department of Social and Reha-
bilitative Services, which had the fiscal responsibility for the Medic-
aid program, sub-contracted the inspection of nursing and personal care
homes, and the periodic review of the appropriateness of patient place-
ment (the "medical review team'" function) to the Department of Health.

These functions required that the Department extensively review
and update its standards for licensure of health facilities. The
whole question of the quality of long-term care programs came under
repeated scrutiny, especially in the 1970's and became a potent polit-
ical issue. Small nursing homes in converted dwellings began to dis-
appear as standards tightened, and were replaced with larger units of
modern construction, and long-term hospital and institutional care for
the chronically ill, the mentally ill, and the retarded began to be
increasingly replaced by smaller noninstitutional” in the community.

An early manifestation of the tightening of regulations was the
voluntary closing in 1966 of the State's last proprietary hospital
which suspended activity voluntarily when it became clear that it
could no longer qualify for licensure. -

An ostensibly qualitative concern, based primarily on a fiscal
problem, produced still another important change in the process of pro-
fessional regularion. By 1974 or '75 physicians, hospitals, and other
elements of the health care mechanism, were in a state of conster-
nation over the rising costs of professional liability (Malpractice)
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insurance premiums, which had resulted from a marked increase in ¢laims,
and in the size of the awards granted by the courts. This had reache-
the point where it constituted a sufficient issue to be featured in the
gubernatorial campaign of Governor Garrahy. The commission which was
appointed to study the matter covered a mountain of material, and .
emerged with a draft bill which not only addressed the malpractice issue
itself, but also the broader aspects of quality assurance in medical
care, and medical disciplinary action. The passage of this legislation
gave rise to the Medical Review Board, an independent: body charged with
the investigative and disciplinary functions related to alleged mis-
"conduct or other professional shortcomings of the physician. This re-
‘placed the former disciplinary functions of the Board of Examiners in
Medicine, a component of the Department, whic¢ch then retained only the
function of initial licensure. At the Department's centennial point,
the function is too new for evaluation. :

The Department lagged somewhat in the field of Occupational Health,
~which was undermanned and underfinanced, and in consequence could only
react to complaints, rather than carry out routine surveillance. More-
over, in the field of envirommental radiation, it lacked the support

of a specific regulatory statute. Finally, the 1977 legislative ses-
‘'sion adopted an act which made Rhode Island the 49th state to enact
such a statute.

Drug control became a special problem in the 1960's, as drug-abuse,
‘especially among the young, expanded. In 1974 the state adopted an
-expandea drug control statute supplementing the federal regulation of

"controlled substances', and requiring registration by the Department
of all those individuals or organizations that produce, distribute,
or prescribe drugs. At the close of the Department's first writing,
it remains incompletely implemented.

We have mentioned earlier that 1977 also saw the removal of cer-
tain environmental regulatory activities to a new Department of Environ-
mental Control. This placed the responsibility for the air and the
waters of the state outside the Department's jurisdiction, but retained
in the Department matters of water supply, public and private, and the
”occupatlonal environment.

Such, then, is a brief account of regulatory developments in this
third and final portion of the Department's history. It remains to
discuss a much newer, but closely related function, of planning.

Planning is such a logical element of the provision of health
care that it is easy to forget how recent it is. Until the 1940's
health services and facilities developed in a sort of free-floating
pragmatic mode, responding to all the forces impinging.on the system
in the community without reference to any over-all aim. For a long
time, this was considered to be a manifestation of the "American Way"
and to impose planning smacked of socialism. But in the period fol-
lowing World War II, it became ever more obvious that such a view
was becoming a very expensive luxury.

While there had been many evidences of concern about planless
development, real organized planning may be said to have commenced
with passage of the "Hospital Survey and Construction Act of 1946"
by the 79th Congress, a statute usually referred to by the names of
its sponsors as the Hill-Burton Act.
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facilities planning process for the succeeding three decades. Its
‘original, and rather narrow purpose was to provide a rational basis..
‘for planning and funding hospital facilities for under-served areas,

This statute, with the many later amendments -and the progréésiVé
development of regulations was destined to be the core of the health

and to permit hospital development to keep pace with population changes.
Some said later that the process had resulted in an over-production of

-small hospitals in rural areas, and perhaps a general over-building of
‘the most expensive component of the health-care system, the hospital

bed. As the years progressed, there emerged a tendency to broaden the
program in recognition of other needs for construction, and priorities

tended to be adjusted to feature ambulatory care facilities, long-term
care hospitals and nursing homes, units devoted to mental health,
alcoholism, and many other types of institutions.

The Act, as it developed, had certain strengths. Its mandate of

~annual plans based on actual data set a pattern which influenced the

planning process at state levels throughout the nation. It caused state

‘health departments to maintain a body of individuals skilled in planning

and the evaluation of plans submitted by others. The Act further recog-

nized that the stage of development and the needs would inevitably be

different in each state, and instead of imposing overall federal plans,
provide a mechanism for review of state plans and guidelines for their
production. , -

The successful implementation of plans, in general, depends upon
persuasion, incentives, and legal authority, either singly or in
combination. 1In retrospect, the weakness of Hill-Burton was that it
possessed only the first two, and had a rather narrow focus within
the health care system. Nevertheless, the Hill-Burton era was marked
by considerable accomplishment, and planning changed very little until
late in the 1960's. ‘ : '

The multiplicity of special categorical health legislation which
was being enacted nationally, however, was giving rise to new sources
of stimulus to the planning process within the Department and there
were growing needs for internal program planning. The developing
interest in consumer participation was also leading to the growth of
nongovernmental planning bodies based in the community, and the estab-
lishment of the voluntary Health Planning Council in 1965 was a par-

ticular example of this trend. : .

The status quo came to an abrupt end with the activity of the
89th Congress, in its 1965 and 1966 sessions. Many will remember this
Congress for its long-debated amendments to the Social Security Act,
which constituted titles 18 and 19 of that statute, better known,
réspectively, as Medicare and Medicaid, which have already been re-
ferred to. While not in themselves related to planning, the resulting
changes in health care mechanisms, their costs and their use, posed
constantly growing problems for the planner.

Two pieces of legislation, however, were directly involved with
planning, one, the Heart Disease Cancer and Stroke Amendments of 1965,
and the other the Comprehensive Health Planning and Public Health
Service Amendments of 1966. The former was usually referred to as the
"Regional Medical Program" (RMP) and the latter as Comprehensive Health
Planning (CHP).
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The foundation of RMP were laid under the Johnson administration, {
when the "DeBakey Commission' suggested the establishment of centers -
‘of excellence for the treatment of the three major causes of death, -
Heart Disease, Cancer, and Stroke, with the aim of making the products
of new research activities available to the people. There followed a
period maneuvering on the part of medical schools and other institutions
to capture control of these planned centers, and many were dubious about
the outcome. Fortunately, after further consideration, the act that
was finally passed mandated planning and development, with only demon-
stration programs of treatment, and with a broadening of the focus to
“include "and allied diseases'. :

As the name implied, the programs were to be regional, rather than
based on strict geopolitical boundaries. Rhode Island eventually became
a part of the "Tri-State'" program based in Boston and including Massa-
chusetts and New Hampshire. This was an effort that was largely pro-
fessionally staffed, with some disregard for the rising tide of con-
sumerism. The strength of this program lay in its funding, as it was
well-provided with funds to be granted to the submitted programs that
met their approval. It developed as a complex multilevel bureaucracy
with a multiplicity of advisory and policy-making bodies, and a staff
of highly qualified professionals. :

7 The following year, CHP was born. There was a new tendency to
more away from multiple categorical federal grants to the states, each
with a single limited purpose. It had become clear that these grants
‘had the effect of imposing a federal plan of expenditure on each state,
without reference to its special needs. The decision to move towards
block grants or discretionary funds carried with it the implication
that the state should have a mechanism to exercise the discretion in-
volved. In tune with the temper of the times, the plan contemplated

a major input from consumers, through community-based regional plan-
ning bodies comparable in many ways to the Health Planning Council
already existing in Rhode Island. These were nicknamed "b" agencies
for the section of the act authorizing them. (Rhode Island had no real
need for regional subdivision, and accordingly never had a "b' agency.)
The final common pathway for planning was the "a' agency at the State
level which was supposed to be responsible for an overall state plan
against which it would hold up the proposals emanating from the com-
munity, submitted to them for review and comment. - :

The basic concept of this type of planning was sufficiently sound
that it survived in a later system, as we will discuss presently. CHP,
however, suffered from a number of weaknesses. Its terms of reference
were vague, even its overall purpose was conceived variously by many
of those .involved. The funds over which it had control, though sub-
stantial, were still not large enough to be a source of great strength,
and authority was restricted to review and comment rather than to ap-
proval. CHP, and its funds, however, laid the groundwork for the de-
velopment of a uniquely inclusive health data system for Rhode Island.

The period of coexistence of RMP and CHP, involves events less
than ten years old at the end of the Department's first century, and
accordingly evaluation and identification of significance is difficult
and subject. However, neither program persisted to the end of the
period, and one might at least be permitted to attempt to find some of
the reasons.
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We have already seen that during the 1960 s planning functlons
were being established both in the govermmental and private sectors.

Planning developments were, it must be admitted themselves unplanned

and duplicative. The advent of CHP and RMP represented add-ons to an-

already complex mechanism. That modicum of progress toward common
"objectives took place is surprising. Within the Department, which

already had well-developed planning mechanisms in place, CHP was
tolerated rather than supported with enthusiasm, and one suspects that

- ‘this was not uncommon in other states. Most of the incumbents of the .
- Chief's role in CHP tended to feel that since the program encompassed,

in theory, the education and welfare functions as well as Health that-

a location within a particular department was a source of weakness, and
many states had attached this function directly to the office of" the
Governor. ThlS was not done in Rhode Island.

One could, in fact look upon some of these planning developments
as competitive, but if so it becomes difficult to say who was the win-
ner. By the early 1970's the weaknesses of the whole planning mixture
were becoming evident, and in 1974 what must be the final chapter of
this continued story was the passage of Public Law 93-641, the National

"Health Planning and Resources Development Act. This complex and far-

reaching act has assumed the residual functions of Hill-Burton, CHP
and RMP, but at the time of writing is not fully implemented anywhere
Accordlngly, it can be described in general and in brief, but its

evaluation must await later historians.

In its earliest drafts, the proposed legislation in effect tended
to place final authority for the expenditure of governmental funds in
non-governmental hands. This sidestep out of the usual patterns of
representative government was a measure of the extreme pressure for
consumer involvement which had developed. As it finally became 1law,
this had been modified, and the product, though more complex, had more
than a similarity to the patterns of CHP. There was mandated a com-
munity based function, the Health Services Agency (HSA), closely
analogous to the '"b" agency and State function like the '"a". In Rhode
Island, it was again clear that the idea of subdivision of the State
had little merit, and at the Department's initiative a waiver pro-
vision was written into the law which exempted Rhode Island, and a

- handful of similarly organized areas from the need for a separate HSA,

this function being discharged by the State Agency. Also mandated was
an advisory council, the Statewide Health-Coordinating Council (SHCC),

a body to be constituted to represent all elements of the provider
community and general population. The formula for this proved extremely
difficult to follow and considerable pressure, and many criticisms were
encountered.

The federal regulations and guidelines for the administration of
the program have also proved to be slow of development and difficult
to follow. Members of the department's much-expanded planning staff
are responsible for the preparation of a comprehensive overall state
plan, an annual implementation plan, a medical facilities plan and

. many steps in gaining final designation and approval. Fortunately

Rhode Island had come far enough in its earlier planning mechanisms
that it already possessed many qualifying elements such as data systems,
a certificate of need program and others.
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'There.aretalready_Signs.of need for amendment of some of the pro-
visions of the original act, and it remains for the future to tell . the
story of its actual record of accomplishment. - '
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CHAPTER THIRTEEN
A NEW CENTURY OF PUBLIC HEALTH BEGINS

(A Final Comment by the Department of Health)

With the passing of the first century of the operation of the

Department, we have seen it grow from its simple beginnings as a
small board with limited functions and little or no authority,
becoming a large professional organization. Year by year, as we
have seen, its functions have grown, with authority based on a
complex statutory fabric. We have seen the demise of municipal
- health departments, as the central State Department assumed Te-
sponsibility and authority over their functions.

We have seen vast growth in the knowledge and techniques
available to workers in the health field, profoundly changing the
capabilities of the health worker, and with this, the growth of
high, perhaps unrealistically high, public expectations. We have
seen the rise of concern over rapidly increasing costs in the
field of health services, and the resulting development of new
systems of payment, both private and public, and with this, the
accompanying expansion of regulation of the system.

We find ourselves, on the threshold of a second century,
wondering what the future may hold. To forecast requires a cer-
tain temerity, but the temptation to prophesy is irresistable.
Knowing that much that we foresee may be unwelcome, still there
are certain well-established trends which can form a basis to pro-
Ject some of the changes that will presumably characterize the
next generation or two.

Among these trends, the most predictable of all are the all-
but-certain continuing problems with cost, access, quality, and
equitable distribution of care. One can hardly doubt that as
health care becomes more firmly established as one of the indi-
vidual's basic rights, there will be need for further changes in
systems of delivery, and of payment. The questions of how soon,
and in what form remain unanswered, but it seems very probable
that the next decade or two will see the United States join with
most other countries of the World in making basic health care a
government responsibility. It seems unlikely that this will hap-
pen all at once in a revolutionary fashion, but far more likely
that the process will evolve gradually, by a sort of patch-work
approach to the principal problems one by one. Every country that
has gone down this road, barring those which have experienced a
general social revolution, has developed its national services
by extension of the system already in place. There seems no
reason to doubt that we will do likewise. -

Along with the predictable growth of government involvement,
we can expect to see a gradual diminution of proprietary profit-
‘making activities. With this, one can expect a further growth of
rate-setting for institutions, and a trend toward salaried roles

for health professionals with fee-for-service arrangements becoming

less and less common. None of this will come easily and emotions
will run high as change takes place.
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A grovth cf regional networks of services, interrelated with
- one another will doubtless tend to develop, with considerable
central authority over their development, function and operation. . -

One can hope that the ultimate system which emerges will be
simple, cost-effective, and equitable. It seems overwhelmingly
likely, however, that much duplicative over-bureaucratization
will appear and require re-thinking. Many other false starts and
errors will surely occur. The close of another century may well
not see a stable system with no further need for major change.
Perhaps one should not expect any such complex human enterprise
as this to beccme static or entirely satisfactory.

The allocation of functions within the body of health workers
will surely continue to change. Despite the current interest in
the preparation of physicians for family practice, scientific
progress and costs of education can be expected, in the longer term,
to create a top level of physicians with highly specialized skills
well beyond those demanded today, leaving to other health profes-
sionals the responsibility for first-contact primary care. '

A second area of confident prediction leads us to expect much
more scientific and technological advance. Which of our problems
will be first to fall is not clear, but if one thinks of the cur-
rent principal causes of death, Heart Disease, Cancer, and Stroke,
one suspects that if a "break-through" is in the near future, it
1s most likely to be in the field of cancer. Man's growing ability
to look within the cell and to probe the mysteries of genetic
material, of DNA and RNA, 'holds forth the possibility of some over-
all solution to the cancer problem, perhaps in a few short years.
Viral diseases, too, will probably soon yield to some of the in-
sights that are arising in this field. At the same time, the
prospects of genetic engineering will continue to pose new ethical
questions which will require attention for many years.

If, let us say, an overall solution to cancer appears, one’
can confidently expect heart disease rates to increase. Immor-
tality is not in prospect, but one can hope that less and less
mortality will attend our productive years. More and more of our
population will be elderly, and not only will their care become a
problem, but their support will need to be improved. New defini-
tions of retirement age, and new views of who is sufficiently el-
derly to become dependent will be required.

We will be probably be shocked many times by the reemergence
of old health problems which we thought were defeated. From time
to time, despite our best efforts, we will have visits from epi-
demic diseases for which effective immunization is available. It
will be hard to continue our interest in our presumably defeated
enemies, and we will occasionally find that we have let our guard
down.

Population growth, and attendant industrial expansion will
continue to create new problems, and man will more and more chafe
against the finite space and resources of planet earth. The sur-
veillance and control of our environment, and the conservation of
resources will become more and more urgent.
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One expects that there will be increasing tendency to place
the primary responsibility for health on the individual, insofar
as we are able to identify the varying risks attending choices of
styles of life. Our very limited success in modifying health-
related behavior to date, however, suggests that there will be
many problems in trying to influence individuals to select long
term health benefits ahead of short term satisfactions. Our knowl-
edge of what constitutes preventive behavior is spotty and vague

~at many points, and one can hope that the growth of further knowl-

edge of the determinants of disease and premature death will one
day allow us to draft a more convincing behavioral prescription.
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NOTE ON SOURCES#*

Throughout the production of this history we have been heavily -
indebted to the Annual Reports of the Rhode Island Board of Health
from 1878 to 1928, to the later annual reports of the Rhode Island =
Public Health Commission from 1929 to 1935 and to the Reports of
the Rhode Island Department of Health extending from 1935 to the
present. We have also had frequent recourse to a variety of occa-
sional publications of the Department of Health, and to personal
interviews with its staff, both active and retired. No attempt will
be made to refer to these sources individually. In those instances
where we have had the assistance of specific texts and journals,
these will be numerically indicated according to the following list
of references:

1. Frumkin, Howard, The Government of Health, Rhode
Island Department of Health, Providence, July 1977

2. Stevens, Rosemary, American Medicine and the Public
Health Interest, Yale University Press, New Haven, 1971

3. Pierce, Neal R., The New England States, W.W. Norton &
: Co., Inc., New York, 1976

4. Levine, Erwin L., Theodore Francis Green: The Rhode
Island Years, 1906-1936, Brown University Press,
Providence, 1963

5. Howard-Jones, N. The Scientific Background of the
International Sanitary Conferences, 1851-1938, W.H.O.
Chronicle, 28, six monthly installments. 1974

6. Rosenkrantz, Barbara G., Public Health and the State:
Changing Views in Massachusetts, 1842-1936, Harvard
University Press, Cambridge, Mass., 1972

7. Earle, A. Scott, "The Germ Theory in America, Anti-
sepsis and Asepsis (1867-1900) Surgery, 65, 512-522,
1969

8. Pfister, Harriet S., Kansas State Board of Health,
Governmental Research Series No. 13, Governmental
Research Center, University of Kansas, Lawrence, 1955

9. Shippee, Lester Burrell, Exercise of Sanitary Police
Power in Rhode Island, E.L. Freeman & Sons, Providence,
1916

10. Swarts, Gardner T., General Laws of Rhode Island Re-
lating to the Public Health, E.L. Freeman & Sons,
Providence, 18956

*A more extensive bibliography is placed on file in the Gertrude E.
Sturges Memorial Library at the Rhode Island Department of Health.
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13.

14.

15.
16.
17.

18.

19.

20.

21.

22.
23.
24,

25.
26.
27.
28.

29.

Cassedy, James H., Charles V. Chépin and the Public
Health Movement, Harvard University Press, Cambridge,
Mass., 1962 '

Adams, Frank M., Jr., "The Shaping of a Plan" Rhode
Island State Sanatorium: Forty REventful Years 1905-1945.
NP, 1945

Swarts, Gardner T., The Working of the Medical Practice
Act in Rhode Island for Fourteen Years NP 19090

Gleeson, Paul F., Rhode Island: The Development of a
Democracy, R.I. State Board of Education, Providence,

McLaughlin, William G. Rhode Island - A History,
Norton, N.Y. 1978

McKeown, Thomas, Medicine in Modern Society, George
Allen & Unwin, Ltd., London, 1965

Winélow, C.E.A., The Tuberculosis Problem in Rhodé
Island, Providence Press, Providence, 1920

Lerner, Monroe, and Anderson, Odin W., Health Progress
in the United States - 1900-1960, Univ. of Chicago
Press, Chicago, 1963

Obuchowski, Mary, The Industrial Nurse in New England:
From Horse and Buggy Days to the Atomic Age, N.E. Asso-
ciation of Industrial Nurses, 1963

Rhode Island Hospital Nurses Alumnae Association,
Historical Sketch of the Rhode Island Hospital Training
School for Nurses Vol. II, R.I. Hospital Nurses Alumnae
Ass'n. Providence, 1963

Rosen, George, A History of Public Health, M.D. Pub-
lications, New York, 1958

Providence Journal - May 16, 1936

Providence Evening Bulletin, February 21, 1937

Cornell, Walter S., Health and Medical Inspection of
School Children, F.A. Davis, Co., Philadelphia, 1913

Providence Sunday Journal, April 14, 1940
Providence Journal, November 7, 1951
Providence Sunday Journal, October 4, 1959

Emerson, Haven, Local Health Units for the Nation,
Commonwealth Fund, New York, 1945

Providence Jourhal, October 11, 1959
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