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PREFACE TO THE SECOND EDITION.

“ [N CHARACTER, IN MANNER, IN STYLE, IN ALL THINGS, THE SUPREME
EXCELLENCE IS SIMPLICITY. ' —Langfeliow.

HE satisfaction with which the author naturally
presents a Second Edition of this book for

the assistance and counsel of those who are interested
in the smaller medical charities of all descriptions,
—fever and acute hospitals, free and provident dis-
pensaries, and convalescent institutions,—is tempered
by a feeling of regret that so few cottage hospital
managers seem to have tried to secure that uni-
formity of management and book-keeping which
are so desirable. Apart from this everything is
satisfactory. Numerous new cottage hospitals have
been opened, many more have been built, and nearly
all have increased in efficiency. Every day the
public and the profession are placing a higher
value on the work done at the cottage hospital.
It secures to the former the immediate service of a
skilled and practised medical attendant, who was
formerly rarely obtainable, except in the larger
centres of population, and it enables the latter to
have a wider field for practice under conditions
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which reward care and skill, whilst they increase
both reputation and income. To recognise these
facts, is to admit that the cottage hospital has now
established itself firmly in public estimation, to the
great good of all concerned,.

In these circumstances the author has felt it
necessary to re-arrange, and to almost entirely
re-write the present edition. Many engravings and
illustrations have, moreover, been added. He has
endeavoured to embrace everything of importance to
the successful management of hospitals and medical
institutions having not more than 50 beds. Chapters
have been added giving an ample account of fever
hospitals, convalescent institutions, remunerative pay-
ing patients, and a detailed description of many of
the best managed hospitals with a considerable
number of selected and model plans. In addition
to this information a very careful analysis and exa-
mination of the relative mortality and healthiness
of large and small hospitals has been included, and
also a chapter upon cottage hospitals in America.
The author has reason to think there are good
cgrounds for believing that the cottage hospital will
soon prove as popular in America as it has become
in Great Britain.

It has always been the aim of the author to include
in his books everything that could be thought to
tend to promote the happiness and welfare of the
classes whose wants they are intended to relieve.
When he found that no book on hygiene contained
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any account of the construction and regulation of
mortuaries, he felt it his duty, therefore, to include
in this edition an exhaustive chapter on this subject.
Mortuaries are, probably, of as much or more im-
portance to the inhabitants of country villages as
they are to the dwellers in large towns. It is be-
lieved that these new chapters will be found specially
interesting and useful to local health authorities, and
to guardians of the poor throughout the country. If
the author has succeeded, as he hopes, in thoroughly
meeting the wants of those interested in these and
kindred subjects, this edition may claim to rank as
the text-book of the smaller hospitals and other
medical charities,

The alphabetical tables at the end of the book
will give full information of the origin, management,
and progress of every cottage hospital in the country,
and they thus form a complete and reliable direc-
tory. Complete, because it is hoped every existing
institution is included. Reliable, because every state-
ment contained in the tables has been certified by the
managers. Neither time nor personal trouble has
been spared in endeavouring to obtain an accurate
list of all the cottage hospitals actually in existence
at the present time, or which have been started, and
have afterwards been 'discontinued ; but it has been
quite impossible to be absolutely certain that the
whole number has been included., Only about 100
of the 250 institutions given in the tables at the end
of the book appear in any directory, local or general,
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that has been discoverable. It is important for the
best interests of the movement that the necessary
steps should be taken by the secretaries and managers
to make their respective institutions generally known.
Messrs Churchill have already published the names
of several cottage hospitals in their “ Medical Direc-
tory,” and if the managers will in future send a copy
of their annual reports, or if the founder of any new
hospital will forward particulars of its institution to the
author, he will take care that they are made publicly
known without unnecessary delay. Should there be
any general feeling amongst the managers as to the
desirability of an annual directory of the progress
and prosperity of cottage hospitals generally, the
author will be very glad to receive communications
on the subject, and to do what he can to supply any
want that may be felt in this respect. There is
certainly good cause to believe, now that the cottage
hospital has taken its place as one of the per-
manent charitable agencies of this country, that such
a directory will become increasingly useful.*

An. excellent engraving, representing Mr Albert
Napper, the founder of cottage hospitals, with a
sketch of the first Village Hospital, opened at Cran-
leigh in 1859, forms the frontispiece of this edition.
The engraving is a fairly faithful likeness, and all who
know Mr Napper will value and appreciate this addi-
tion to the book, for his sake. A skilled surgeon, an
enthusiastic sportsman, and a good man, he is a worthy

* An exhaustive Index will be found at the end of the present edition.
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example of the fine old English gentleman, of whose
merits so much has been said and sung in the past.

It is again a pleasing duty of the author to recog-
nise the hearty co-operation and assistance given to
him by the medical officers and honorary secretaries
of the various institutions. In some instances the
managers have helped to make the book known by
publishing the title page in their annual reports.

The author gladly avails himself of the present
opportunity to cordially thank all who have so
promptly aided him in his work. Mr W. Eassie,
C.E, and Mr Sampson Gamgee, F.R.S. Edin., have
rendered the author material aid in the prepara-
tion of Chapters IV. and VI. respectively. To the
many reviewers, English and Foreign, who have so
generously criticised a somewhat difficult book to
produce, his thanks are clearly due. So fully and
fairly have they done their work, that the present
volume has been undertaken with pleasure and satis-
faction, and their various suggestions have been
cordially adopted. An attempt has been made to
make the book in some sense worthy of the cause it
advocates and strives to advance, and in this spirit
the present edition is presented to the public. That
it may tend to improve the management, to increase
the popularity, and to extend the usefulness of cottage
hospitals in all parts of the world, is the author's
greatest hope and highest aim.

THE HospiTAL, GREENWICH,
September 1880,



HOME HOSPITALS.

THE HOoME HOSPITALS ASSOCIATION FOR PAVING
PATIENTS has now opened the first English Home
Hospital at Fitzroy House, Fitzroy Square, London,
W. There is nothing of an eleemosynary character
about the Home Hospital. It is in reality a kind of
medical club-house, which has been made hygienically
complete and home-like, where those who can afford
to pay for the skilled nursing and comforts they
require will be able to be tended by their private
medical attendants. It will, it is hoped, be found
useful by country practitioners who may have cause
to send a patient to London for special treatment or
operation. To persons residing in the country who
come to London when sick, Fitzroy House will, it is
believed, prove of great service. Full particulars and
a copy of the rules and regulations can be obtained
on application to the Secretary, Fitzroy House,
Fitzroy Square, London,

The Lancet writes :—

““ Fitzroy House is well adapted for a trial of the objects
which the Association have in view. Everything which
could be done with the material at command seems to have
been done by the Committee. The adaptation of a private
house, however spacious and well built, to hospital purposes
is always a work of difficulty, and the success attained
reflects credit on all concerned. The sanitary arrangements
are very good, the drainage being especially well managed,
and so constructed as entirely to obwviate the danger of
sewage poisoning. The possibility of ventilation of each
room is very thorough. In all other details the comfort as
well as the health of the patients, and the cheerfulness of
their surroundings, have been carefully studied.”
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FROM

PREFACE TO THE FIRST EDITION.

IT came to my knowledge some months ago, that

there have been many and an increasing number
of inquiries for a book on Cottage Hospital manage-
ment. I communicated the fact to Dr Swete, and
asked him to issue a second edition of his work on
the subject, but he informed me he was unable
to undertake such a labour. Under these circum-
stances, and at the request of many friends, I venture
to offer this little book for the guidance of those
interested in the subject, under the belief that the
present is a peculiarly suitable opportunity for the
publication of such a work.

I have endeavoured to make myself familiar
with the working and present management of
the majority, at any rate, of the cottage hospitals
which are open at the present time, and with
this object I have visited many of them. For
nearly ten years I have been a resident superin-
tendent in a general hospital, either in the provinces
or in London, and I have availed myself of
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the experience thus gained in hospital adminis-
tration, in guiding me to a correct conclusion as
to the possibilities and requirements of a model
Cottage Hospital. I am highly indebted to the
medical officers and honorary secretaries of the
cottage hospitals throughout the country, and it is
to their cordial co-operation and assistance that I
owe the mass of information which is contained in
the tables at the end of the book. My especial
thanks are due to the following for their invariable
courtesy, and for the trouble they have taken to
place at my disposal the fullest information on all
occasions :—

Mr ALBERT NAPPER, Cranleigh.

Mr THoS. MOORE, Petersfield.

Dr GAiLy, Leek.

Mr CRIPPS, Cirencester.

Mrs WRIGHT, Scarborough.

Rev. J. M. BURN-MURDOCH, Holmesdale.
Rev. R. C. EDWARDS, Speen.

Rev. W. P. TREVELYAN, Stony Stratford.
The S1STERS of North Ormesby.

Dr ASTLEY, Dover.

Dr MERCER ADAMS, Boston.

Rev. W. Gray, Copland Sudbury.

Rev. J. W. CLARKE, Moreton in the Marsh.
Dr GE0. H. PERCIVAL.

Mr ERNEST TURNER, F.R.I.B.A.

* ¥* ¥* *

It has been most difficult to obtain exact and
accurate information of the existence or otherwise
of several cottage hospitals. It would materially
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add to the value of any future edition of this book
—it is feared many cottage hospitals have been
omitted in the present work—if the medical officers
or honorary secretaries would kindly send me full
particulars, and also a copy of each annual report
of the cottage hospital under their management. A
list of the points on which information is specially
desired is for this purpose added to the Appendix.

In conclusion, if this little book is found of service
to any one who is interested in the advancement of
- the cottage hospital movement, if it tends in any way
to promote better management, or a wider extension
of the original ends which Mr Napper had in view
when he started Cranleigh Cottage Hospital nearly
twenty years ago, the author feels that his labours
will not have been in vain.

SEAMEN'S HOSPITAL (LATE DREADNOUGHT),
GREENWICH, March 1877.
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COTTAGE HOSPITALS.

CHAPEBER I.

ORIGIN AND GROWTH OF THE COTTAGE HOSPITAL
SYSTEM.

Introduction—Previous writers on subject—Counties without Cottage
Hospitals—Number of Cottage Hospitals now in existence—
Growth from Cottage to General Hospitals—Failures and their
causes—How to found a Cottage Hospital—Progressj of move-
ment—Causes of fluctuations in different years.

HE time has long since gone by for an elabor-

ate exposition of what the Cottage Hospital
proper was intended to do for the poor, the country
practitioners, and the county magnates. It is not
now necessary to defend the system, to enlarge
upon its merits, or to disarm opposition by show-
ing what it will probably do for the three great
interests more nearly concerned in its working. Mr
Napper* of Cranleigh, the author of the first work
on the subject, and the founder of the first village
hospital, a hospital which, after a personal inspec-
tion of many of the principal cottage hospitals, we
still feel justified in placing at the head of the list
for good management, simplicity, and work; Dr

* On the Advantages Derivable to the Medical Profession and the
Public from Village Hospitals, 3d ed., 1866.

. ;



2 Cottage Hospitals.

Waring,* in his excellent pamphlet; Dr Swete,} in that
popular little work of his which is still prized by
many cottage hospital managers; Dr Wynter,} in his
paper in Good Words; Mr F. H. Harris§ of Milden-
hall ; and lastly, the Editor of the Builder, have all
entered fully into the reasons for the establishment
of these hospitals, and have justly estimated the
success which was likely to attend the spread of the
movement in rural districts. We feel, therefore, the
time has now arrived to submit to the public a state-
ment of the work thus far accomplished, and to leave
them to judge the system on its merits, and on these
alone. Of the early promoters and authors let it suffice
us to say here, what will become more and more evident
as we proceed, that the wisdom and foresight they dis-
played in selecting a system for general adoption are
beyond all praise. Itssimplicity, its ready adaptability
to the requirements of country districts, and its success-
ful working everywhere, have raised this system high
in public esteem. This result is but common justice ;
for, without exception, the cottage hospitals which
have proved the most successful are those where the
managers have had the wisdom to profit by the experi-
ence of the fathers of the movement, and to adopt
the system elaborated at Cranleigh and elsewhere.

* Cottage Hospitals: their Objects, Advantages, and Management.
By Edward J. Waring, M.D., 1867.

+ Handy Book of Cottage Hospitals. By Horace Swete, M.D., 1870.

+ Dr Wynter Good Words, May 1, 1866.

§ Remarks on the Establishment of Cottage Hospitals, By F. H.
Harris, M.R.C.S., 1866.
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Cottage hospitals have now become so general,
that there are only five counties in England which do
not possess at least one of these useful institutions.
These counties are Cumberland, Huntingdon, Leices- ,
ter,* Monmouth, and Rutland; and, if we look a
little below the surface, it is not difficult to account
for the isolated position in which they stand with
respect to cottage hospitals. In all these counties,
which collectively have a population of some 800,000,
the hospital accommodation is very limited (on the
::ﬁrerage only 1 bed to every 2000 inhabitants). Thus,
including general, fever, and convalescent institutions,
Cumberland, with a population of 220,000, has 222
beds; Leicester, with a population of 270,000, has
226 beds ; Monmouth, with 196,000 inhabitants, has
but 20 beds ; whilst Westmoreland, with a population
of 65,000, Huntingdon, with 64,000, and Rutland,
with 22,000, have but 54 beds amongst them, the
county of Rutland having no hospital accommoda-
tion whatever. It is evident, therefore, that where
the inhabitants are so little sensible of the benefits
to be derived from general hospitals, it would be
quite unreasonable to hope that they should dis-
play any interest in the progress of these humbler
institutions,

Doubtless this quite explains the absence of any
cottage hospitals in the three smaller counties. But
in Leicestershire and Cumberland, both in the main

* One was opened, in 1879, at Mountsorrel by the Granite Company
for their men, but this does not affect the argument,
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agricultural, it is somewhat surprising to find that
no single member of the medical profession has been
able to establish one in any part of the county.
Surely the need of such an institution must have been
felt in these counties equally with other places. The
probable explanation is to be found in the fact, that
the county infirmary has such a widespread and over-
shadowing influence here, that it would be thought
treason indeed to encourage, much less to foster, a
movement which might at first sight appear hostile
to the interests of the older hospital. That this is
the case seems to be proved by the fact, that in the
whole county of Leicester there is only one small
dispensary (Loughborough), with 16 beds, in addition
to the county infirmary at Leicester, with 210 ; whilst
in Cumberland, if we except the Convalescent Insti-
tution at Silloth (40 beds), and the fever hospitals at
Carlisle (26 beds), and Whitehaven (56 beds), there
is no hospital accommodation left, except that pro-
vided by the Cumberland Infirmary with its 100
beds. It is time that the medical profession be-
stirred themselves in these five counties, for their
death-rate is not so exceptionally low as to war-
rant any longer delay in the thorough ventilation of
a subject which has already been too long retarded.
On the other hand, in some counties where the
movement took root at once, cottage hospitals are
spreading with a rapidity which bids fair to soon
bring the hospital accommodation up to the standard
laid down by the best authorities, viz., I bed for every




Cottage Hospitals. 5

1000 inhabitants in rural districts. There 1s, indeed,
good reason to declare, in spite of the lukewarm-
ness above referred to, that the cottage hospital move-
ment has taken its place as one of the permanent
charitable agencies of this country.

The actual position and proportions of the existing
cottage hospitals must now be considered. It is pro-
bable that there are at the present time something
like 250 cottage hospitals in the United Kingdom,
but our utmost endeavours have only brought to light
something like 200. This number will be reduced to
about 180, when we have deducted those institutions
which were originally started on the Cranleigh model,
but which have been so far enlarged as to place
them far above the scope of Mr Napper’s scheme, and
to render them in fact small general hospitals for
accidents. To these must be added the few hospitals
which for various reasons have been discontinued as
failures. No better example of the first class—some
ten in number—can be selected than the Middles-
borough hospital, Yorkshire. Originally started in 1859
with some 28 beds, it has been gradually increased
until it has now accommodation for 60 patients,—the
in-patients amounting to 358 in 1878. The majority
of the patients are admitted upon the recommen-
dation of subscribers and governors; but one ward
is set apart for special cases, for whom the patients’
friends defray the cost of medical attendance while in
the hospital. It is gratifying to find the requirements
of the district in which a cottage hospital is com-
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menced have only to become known, to ensure that
the requisite hospital accommodation will be forth-
coming. We find many cottage hospitals have been
enlarged more than once. Walsall may be taken as
a striking instance of this instructive fact.

Let us now turn to the list of failures, and examine
into the causes of such a result. They are not
numerous, viz., East Rudham, Stapleford, Southam,
East Grinstead, King’s Sutton, Wrington, Great
Bookham, Dinorvic, and, we believe, Yate, Newing-
ton, and Newmarket, or eleven in all.

FEast Rudham was closed “not from want of
funds, but really because the poor thought that
the medical man, whose services were gratuitous,
derived some unknown benefit from the hospital.”

Stapleford —This hospital is still open, and is
occasionally used, but the resident surgeon reports
that it is “now discontinued,” owing to the fact of
Mr G. Bosquet, the founder, being disappointed in
not securing the assistance of his nephew as surgeon
to the hospital, and of his own advanced years.

Southam has been closed for some years. It
seems that the patients were not numerous enough
to warrant its continuance. It has been, or is about
to be, we believe, converted into a convalescent
hospital. It is situated in a beautiful neighbour-
hood, and ought, when thus altered, to be a success.
It has undergone many changes,—was first established
in 1818 as an eye and ear infirmary, and has some

endowment,
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East Grinstead—This is a sad exception, and it
will be well to allow the medical officer to speak
from his own experience. We quote from his letter :
“In the completion of its eleventh year, after having
had over 300 cases under my care, I closed the
hospital in October 1874. I did so for the following
reasons :—In this district there are many very wealthy
resident and landed proprietors, but scarcely any
volunteered to help me. I got what money I required
for furnishing it by writing direct appeals to indi-
viduals, and afterwards to meet the current expendi-
ture. I dare say I could have done so up to the
present year, but after a time I became weary of
making these appeals to people who seemed to con-
sider that, by contributing to the support of the
hospital, they were conferring a favour upon me.
This was especially annoying, as I was not only
giving my daily professional services, but was also
the greatest pecuniary contributor, In addition to
this, there were frequent attempts on the part of
wealthy people to get their servants or dependants
into the hospital, so as to avoid paying towards their
support. At length, after having experienced for
some years the meanness of the wealthy, and too often
the ingratitude of the poor, I closed the hospital, and
by the sale of the furniture raised a sufficient sum to
pay off the outstanding debts without any further
appeal to the charitable feelings of my wealthy
neighbours. I allowed the furniture and fittings to
remain in my cottage for upwards of two months
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after I closed it as a hospital, and then, as no one
offered to do anything to resuscitate it, I sent for an
auctioneer. Some time after, a few persons, who had
occasionally contributed to the hospital, met together,
and passed a vote of censure on me—the founder and
chief supporter of the hospital—for having closed it
without obtaining their consent.,” While hoping with
Dr Rogers that in few places we shall find wealthy
people so mean, we cannot but express our regret that
he did not at the commencement obtain the services
of a layman as manager and honorary secretary, and
also appoint a committee of management. Had this
been done, Dr Rogers would have been left to perform
the duties of medical officer—duties which in them-
selves are quite arduous enough for a busy country
doctor. It is probable that any misunderstanding
would have been thus avoided, and success secured.
Is it too late for an attempt to resuscitate the hos-
pital upon some such basis?

King's Sutton—This hospital was opened in 1866
with 6 beds. It had 46 patients in its first year, and
seemed to flourish at first. A letter addressed to the
manager has been returned, marked “No Cottage
Hospital now at King’s Sutton.” After every effort
on our part, it has been found impossible to obtain
further particulars.

Wrington—This hospital was opened in July
1864. It had a very prosperous career for about
five years, when it was closed for the following
reasons :—It adjoined the grounds of the secretary—
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a dissenter. A discussion arose as to the patients
attending his chapel. The surgeon in attendance
mafntained they should be allowed to go to church.
To gain his point, the secretary bought the cottage
hospital, and it was soon after closed, on the ground
that there was no medical officer to attend to the
patients. This is the only case of anything approach-
ing a religious difficulty.

Great Bookhkam, opened in 1866, closed in 1868 as
a hospital, and used for other purposes, such as pro-
viding nurses, monthly nurse, wine, brandy, &c., for
the sick poor, at the discretion of the medical officer.
Dr Swete says—“ For fear this should again enlarge
to a cottage hospital, it is expressly laid down by the
rules, that it shall be previously shown by the said
medical man that the patient cannot, from the nature
of the case, receive the necessary medical attendance
at his or her own house, or that the patient’s restora-
tion to health is imperilled or impeded by the circum-
stances with which he or she is surrounded,” He
adds—and we heartily agree with him in this,—
“Although numerous intended cottage hospitals
have been strangled at birth, by opposition, this is
the only case I have found in which a hospital once
started has been put down. The animus against
it must indeed be strong when the rules are framed
so as to prevent the institution, which has risen from
the ashes of the defunct hospital, ever again reverting
to its original use.”

Yaite hospital has, unfortunately, been closed for
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three years, “though from no cause suggestive of
failure of similar schemes.”

It will be seen from the above instances that misun-
derstanding has in the main been the cause of failure
everywhere. When it is considered that the failures
do not amount to 4 per cent. of the whole num-
ber of institutions founded and opened, it will surely
be admitted that the movement has been a great
success. Wherever there has been a cottage hos-
pital founded upon a broad unsectarian basis, with
the requisite number of properly appointed officers,
both lay and medical, to carry out the work tho-
roughly, there a success has been recorded. It will
perhaps be well to give here a few hints for the
guidance of those who may wish to found a cottage
hospital. These suggestions will prove of service to
the charitably disposed, who, having experienced the
want of such an institution, may be anxious to open
one in their immediate neighbourhood.

We are convinced that the first step to take is to
call a public meeting, and to invite the attendance of
every one in the district who is likely to take an
interest in the movement, whether they may be
favourable to the scheme or not. In a word, let the
meeting be public, not only in name, but in fact. A
little opposition at first is a positive advantage in the
end, as it causes a wide-spread interest to be excited,
and the cottage hospital will thus become generally
known. If possible, the squire, or the rector of the
parish in which the hospital will be situated, should
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be induced to take the chair. Two resolutions will
be quite sufficient for all practical purposes. These
should in effect be—(a) “That it is desirable that a
cottage hospital should be started in this district,” and
(6) “That some five gentlemen, with the rector and
the medical officer of the parish, be appointed to
carry out the necessary details.” If this step be
taken at the outset, it will disarm all suspicion of
interested or personal motives on the part of any one,
and, with ordinary tact in the conduct of the meeting
by its promoters, its happy conclusion may be hailed
with certainty as the commencement of a successful
cottage hospital. Much responsibility will devolve
upon the medical officer, to whose tact and good
judgment the professional details must be left. Upon
the exercise of these qualities the co-operation or
hostility of the neighbouring practitioners will mainly
depend. We shall treat of the medical administration
of these hospitals elsewhere, and we merely refer to it
here as one point of importance not to be overlooked
at the outset. In another chapter will be found a list
of the rules we recommend to the managers for adop-
tion. They are drawn up after a consideration not only
of what is requisite to good management, but what
it is necessary to avoid. They are submitted with
confidence in their success, because they are the
outcome of much experience in the working of these
institutions.

We now come to consider the gradual increase of
the movement, to mark its progress, and to ascertain



12 Cottage Hospitals.

if any and what circumstances have caused an in-
creased interest in its prosperity.

It appears that of the whole number of cottage
hospitals extant, so far as we have been yet able to
ascertain, only seventeen were opened during the ten
years immediately following that (1855) in which
Mr Napper commenced the movement at Cranleigh.
So that, if we say the average number of new hospitals
opened from 1855 to 1865 did not exceed two per
annum, we shall be well within the facts. In the year
1866, however, no less than fifteen were opened, and
the interest shown went on increasing steadily until
1870, when it reached its climax, and twenty-three new
hospitals were started. The average annual number
opened during the thirteen years 1866-1878, both in-
clusive, is from thirteen to fourteen, the actual num-
bers being, we believe,—

1866 : . : . ; 15
1807 * - . ; - 16
1868 : ! . . ; 16
1869 13
1870 23
1871 : ! 18
1872 - ; : ; ; 10
1873 20
1874 6
1875 II
1876 5
1877 . 4
1878 - i 2
1879, part only, 7

Total, 166

Yearly average for thirteen years, twelve.
What was it that acted as a stimulus, and caused

- -




Cottage Hospitals. 13

so great a difference in the number opened in one
year as compared with another? Take, for instance,
two opened in 1865, and fifteen in 1866 ; or thirteen
opened in 1869, and twenty-three in 1870; or the
gradual decrease from twenty-three in 1870 to six in
1874. We think the explanation is simple. In 1866
no less than three works were published on the
subject of cottage hospital management, viz., one by
Mr Hartris, a third edition of Mr Napper’s pamphlet,
and finally Dr Waring’s excellent little brochure, than
which we have seen nothing more practical, or better
suited to the requirements of the movement. In the
same year Dr Swete brought the subject before the
British Medical Association at Bristol, and a paper read
by him was afterwards printed in the Britisk Medical
Sournal. From this date the movement came increas-
ingly into notice, and Dr Wynter's paper in Good
Words soon followed.* In 1869, when the interest
again seems to have flagged, for only thirteen hospitals
were opened in that year, it was again excited by
the announcement of Dr Swete’s book, which enjoyed
a large circulation, and in a few years was out of print.
Since that date little public notice had been excited,
and hence it is not surprising that the movement
so flagged, that only six hospitals were opened in
1874. Some may suppose that the requirements of
the country in respect to hospital accommodation are

* During the whole of this period the Editor of the Builder, and

other influential papers, rendered good service by the support they
extended to the movement.
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nearly met at the present time, but, if the views of the
best authorities are to be trusted, many more beds are
still needed in rural districts. We feel, therefore, that
if any justification or excuse was necessary for the
publication of this little work, both may be found
in the eloquent testimony of the above figures. If
the attention which was drawn to this subject by the
gentlemen who first advocated its cause in the press,
was so greatly blessed, surely it was not presumptuous
on our part to express a hope, in the first edition of
this book, that, as we were able to write by the light of
an experience of nearly twenty years, this work might
be the means, under Prnvidencé, of extending the use-
fulness of these institutions, and of thereby hastening
the complete accomplishment of the objects laid down
by Mr Napper and Dr Waring in the earliest works on
the subject. These objects were to endeavour to unite
all the individual members of the medical profession
throughout the United Kingdom into one great brother-
hood, and to bring the advantages of hospital treat-
ment within the reach of the poorer classes of the
community, without exception, in rural districts and
in small county and seaport towns. The first edition
was published in April 1877, and up to October in 1879,
seven new cottage hospitals were started in different
parts of the country, although only two hospitals
were opened in the previous year. The knowledge of
this fact emboldens us to add that if these objects are
yet further advanced by the second edition of this work,
the author will have more than gained his reward.




CHAPTER LI

COMPARATIVE SUCCESS OF TREATMENT IN LARGE
AND SMALL HOSPITALS.

Controversy as to comparatively successful treatment of cases in General
and Cottage Hospitals—Mortality in Cottage Hospitals—Statis-
tical tables of diseases treated therein—Advantages of Cottage
Hospital treatment—Relative success of graver surgical opera-
tions in Town and Cottage Hospitals—DMortality after amputa-
tions in latter—Examination of criticisms on the author's figures
and deductions — Tabular statements of results of amputa-
tions for injury and disease in Cottage Hospitals—Occurrence
of septic disease— Surgical boldness in Cottage Hospitals—
‘Tables as to sanitary condition and prevalence of Pyzmia and
Erysipelas in Cottage Hospitals—Importance of giving an accurate
account of cases treated.

UCH controversy has hitherto existed as to

the comparatively successful treatment of

cases in large general hospitals, notably in the
metropolis, and in cottage hospitals. Through the
courtesy of Dr J. C. Steele* of Guy’s Hospital, we
are enabled to give the following table, showing
the mortality at all the London hospitals of im-
portance, general and special, during the years 1872,

1873, and 1874. The absolute accuracy of this table
is guaranteed :— |

* Dr Steele was presented, in 1876, with the ‘‘ Howard Medal,”

{u;'{ his Paper on Hospital Mortality, from which these figures are
aken,
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Rate of Mortality at the following London H ospitals Sfor
the years 1872, 1873, and 1874.

Per -
General. i Special. Czﬁl';+
St Bartholomew's . 9°3 | Lock Hospital, Male "46
St Thomas' . . I1°73 5 ys Female ‘g7
Guy's . g : 1026 | British Lying-in . I'I1
Westminster . ; &'50 | City of ondon :
St George's . : 882 ying-in : 86
London - : 11°34 | Queen Charlotte's . 2'85
Middlesex . - 12°32 | Consumption Hos- :
Charing Cross . 10°03 pital, Brompton . % 9'99
Royal Free . : 720 | Victoria Park - 9°49
University College. 11°46 | Cancer Hospital . 13°60
King's College . 12'72 | Fever Hospital . 11'89
St Mary's . ; 10°9g2 | Royal Ophthalmic ‘05
German Hospital . 7°24 | Sick Children, Or- G
Seamen’s Hospital 468 mond Street . % 34
General Lying-in . 70
Homeceopathic Hos- t 128
pital .
Death-rate in 40 Cottage Hospitals in 1874 and 1875 54

In order that a fair relative estimate may be formed
of the respective value of large and small hospitals
for the treatment of various diseases, we have with
considerable difficulty compiled the following table,
showing the death-rate at 40 cottage hospitals, having
collectively 350 beds, or an average of 875 beds each,
where 1813 in-patients were under treatment in one
year. We have thought it best to print this table at
length, as anybody can then easily test its accuracy
for himself. It will be seen that the average death-
rate in the general hospitals in the metropolis was 10°21,
if we exclude the Seamen’s Hospital (which for pur-
poses of comparison ought not to be included, because
so many cases are admitted which are not, in the

|
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HosPITAL. Year. | Cured. | {:{;'d‘ Died. | Total Beds.

Boston ’ 1875 32 24 6 62 12
Bovey Tracey o 14 10 2 26 6
Bromley . 1874 | 2I 17 3 41 8
CELPE]. . 53 25 7 3 35 10
Chalfont St Peter’s 1875 | I4 20 34 6
Epsom and Ewell = 35 10 3 48 8
Ealing . . T 53 | =25 I 79 | 8
Enfieid . pis 1 5 6 7
Guisboro’ 93 32 6 2 40 | 20
Harrow . 1874 | 29 8 37 8
Hatfield Broad Dak o 24 16 I 41 8
Hayes 1875 | 13 I 1 15 5
Iver . 1874 | 10 7 I 18 7
Luton X 1875 | 27 20 4 51 8
Ledbury . 1874 | 12 7 2 21 4
Market Rasen . e 13 3 I 17 6
Mansfield Wood-

house . i o 2 57 2 61 6
Malvern . . e 31 13 2 46 | §
Mildenhall . | 18751 34 19 2 55 8
Newick . | ‘1874 6 14 1 21 6
Oswestry . 1875 | 38 ; 3 46 | 12andacot
Reigate and Redhill Ve 59 39 4 102 | 12 to I4
Scarboro’ . s 10 (o] 4
Trowbridge - 12 II I 24 | 12
Tewkesbury 1874 | 51 19 4 74 7 (7
Tetbury ? 29 9 1 39 | 8
Walsall . i 151 35 II 197 | 30 (%)
Wallasey . 1875 6 17 5 38 (1o
Warminster 1874 | 27 17 3 47 7
Wirksworth 1875 | 16 25 6 47 7
Burford = 24 12 o 36 7
Wadington : 5 24 15 2 41 8
Erith, Crayford, &c.| ,, 33 15 7 105 7
Ulverston . . 33 17 6 23 | 12
Holmesdale " 33 17 3 53 8 to 10
Leek . 2 16 14 3 33 | 9andz2cots
%pien " 23 25 S 48 6

055 i 6
Stony Stratford . | o | 32 :i sl 2
Dunster s 13 16 I 30 "

Total Cured A ity Lol (81D . ;
s Relieved . i 608 e 3 s
y» Died SR

— | Total No. of Beds . 350
1813 —
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ordinary hospital sense of the word, “severe” in
character, owing to the special purpose for which it
has been established), whereas the death-rate in the
cottage hospitals was only 5'4. This is a very great
difference, and worthy of a strict comparison of the
results of the treatment and the class of cases, We
regret that it has been impossible to group together a
greater number of cottage hospitals ; but owing to the
incomplete returns in the reports, it would have been
unfair to classify the cases at any other cottage hospitals
except the 40 given in the foregoing table. With the
view of affording all possible information on which to
found a correct judgment in this matter, we have
analysed and placed under their proper sections and
sub-sections, the diseases for which the 1813 patients
included in the foregoing table were admitted to
hospital treatment. The tables of diseases are prepared
in accordance with the nomenclature recommended by
the Royal College of Physicians, London, in the year
1869, and officially recognised by the medical officer of
the Privy Council. Incommending these tables to the
careful attention of the individual members of the
honorary medical staff throughout the country, it is
hoped no offence will be given to any one, if we point
out the difficulties with which we have had to contend
in the course of their preparation. These have been
owing, more often than not, to the want of exactness in
stating the particular diseases for which the patients
were treated. It may be mentioned, in the first place,
that it has been found impossible to give the ages of
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the patients, as these are usually omitted from the
table of cases given. In many instances the sex of
the patient is not stated, and the cause of death is
omitted.

On this latter point it is fair to state, that pro-
bably the difficulty of getting a post-mortem may
in some measure account for the omission. Still we
cannot too strongly impress upon each medical man
that the immediate cause of death should always
be clearly ascertained and recorded. The following
tables are prepared from data found in the Cottage
Hospital Reports for the years 1874 and 1875. It was
the author’s original intention to have brought up to
the present date the table on page 17 and those on
the following pages. When, however, the more recent
reports were examined, it was found that, although
the best managed cottage hospitals had already pub-
lished the returns of the diseases treated upon the
plan recommended in this book, the majority had
not made any attempt to do so. The author could
not, therefore, rearrange the figures as he desired, but
he ventures to hope this will be practicable in his next
edition. It seems to be the exception to state the
number of beds, either in the report or in the tables.
This should always be given, and might be printed
upon the cover of the annual report. Thus—

COTTAGE HOSPITAL,
No. of beds, 8. Average number occupied, 6.
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Tabular Statement of the cases under treatment at Forty Coltage*
Hospitals, having 350 beds, or an average of 875 each, dur-

ing one of the years 1874 or 1875, and comprising 1813 cases,
with an average mortality of 5°4 per cent.

The Nomenclature of Disease in these Statistical Tables is that
prepared by the Royal College of Physicians in 1869, and
officially recognised by the Medical Officer of the Privy

Council.
I. GENERAL DISEASES.
Sex Cured
M. ¥, not || or Re- | Died. || Total.
stated. || lieved.
SECTION A,
Scarlet Fever . . I I I
Enteric Fever . : 2 2 4 4
Erysipelas . . 5 2 6 I 7
Febricula : 3 - 2 5 ko 5
SecTION B,
Acute Rheumatism 54 37 9 99 I 100
Sub-acute do. I I o I
Chronic do. 6 3 I 10 i 10
Acute Gout g 8 8 8
Syphilis—Primary | A X 1 I I
) Congenital I b 5 f I I
Cancer—Scirrhus I 4 - 4 I 5
" Medullary . 1 I I
20 Epithelial 2 I 3 6 6
Tumours . 5 4 I 10 10
Scrofula . 6 8 I 15 15
Phthisis . 28 36 25 78 11 89
Rickets . 2 2 2
Anzmia . 16 54 28 98 98

* For Names of Hospitals see page 17.
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II. LOCAL DISEASES,

Sex || Cured
M. F. not || or Re- | Died. || Total.
stated. || lieved.
Of Nervows System.
Apoplexy : 1 I I I 2
Hemiplegia : I I I 3 )
Paraplegia ‘ ' 2 I 3 - 3
Epilepsy . . . 3 I 4 4
Hysteria . - ; 16 16 16
Neuralgia ; 2 2 4 4
Paralysis . 5 6 10 1 II
Tetanus . 2 I I 2
Chorea . . 3 II 14 14
Dementia . . 2 I 3 7 3
Of the Eye.
Amaurosis . : 3 I 4
Iritis : 6 8 3 17 l;
Scrofulous Ophthahnm 8 9 4 21 21
Cataract . 2 2 3 5 5
Of the Nose,
Epistaxis . : i 1 I 1
Of the Ear.
Otorrheea . . I | I
Absorbent System.
Inflamed Glands . 2 I I 2
Of the Nails.
Onychia ., . 7 1 8 8
Of the Urinary System.
Bright’s Disease 2 2 :
Cystitis . i 5 1 I g g
Caleulus in Bladd&r ‘ 4 3 2 9 0 0
Retention of Urine I I 3 4 I 5
Stricture of Urethra . 4 4 8 8
Heematuria 2 3 I 6 6
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LOCAL DISEASES—Continued,

Sex || Cured |
M. F. not || or Re- | Died. || Total
stated. || lieved.
||
Generative System. "
Hydrocele . . 8 il 8 8
Varicocele : i I 5 1 I
Orchitis . . : I v I 1
Ergzs:ed .Drcr[:u'sg.r of' o 6 A 5
Menorrhagia 6 6 6
Ovaritis : 2 3 3
Congestion of Uterus z 2 2
Retroflexion of ,, 5 5 5
Prolapsus Uteri . 3 3 3
Polypus Uteri . 2 2 2
Amenorrheea . . 15 15 “ 15
Dysmenorrhcea . 2 2 2
Endometritis 2 2 2
Paraphymosis . I 5 | I I
Diseased Testicles 5 5 5
Sloughing of Scrotum I 1 I‘ 1
Qf the Organs of Loco-
motion.
Ostitis . : - a5 16 21 71 3 74
Periostitis i I 2 I 4 sae 4
Necrosis . . 1 3 2 5 5
Synovilis . . . 3 I 4 4
Caries . ; ¢ 7 6 1 13 I T4
Talipes . \ I 1 - I
Bursal Tumours 5 2 7 7
Diseased Spine . I 7 1 3 I 9
Gangrene . i : 2 2 2
Of the Culancous System.
Psoriasis . A 1 I 2 2
Eczema . . 10 7 % 2; 2‘;
arbuncle : . I I

ngCEﬁﬁ L B 17 27 11 53 2 55
Ulcers . ; ; 26 33 20 79 i ?'5;
Lupus T 5 I : 2
Purpura . . I 3 =
Epithelioma . ; I I

o e b i
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L.LOCAL DISEASES—Continued.
Sex Cured
M. F. not or Re-| Died. || Total.
stated, || lieved.
Of the Circulatory
System.
Mitral Regurgitation. 1 1 I
Aneurism : : 15 6 6 21 6 .|| 27
Phlebitis . I I 2 2
Pericarditis 1 1 ot 2 2
Varicose Veins : I I I
Digestive System.
Tonsillitis . 2 3 2 7 V.. 7
| Enlarged Tonsils . I Xé I
Dyspepsia : 4 6 I 11 I
Dysentery ; I 2 3 3
Diarrheea 5 2 5 2 7
Fistula in Ano . 4 2 2 3 8
Haemorrhoids . 3 I 4 4
Cirrhosis of Liver . 6 2 6 2 8
Lardaceous Liver 3 1 1 4 I 5
Jaundice . 3 7 3 12 I 13
Peritonitis 2 i IS 4 4
Gastritis . i 6 3 15 I 16
Cancer of Stomach 2 I 2 I 3
Stricture of Rectum . I I || I
Respiratory System.
Aty oS " I 8 e 8
Diphtheria : 2 2 2
Bronchitis, Acute . 16 5 2 22 I 23
3 Chronic . 2 I 2 1 3
Pneumonia 2 2 12 10 5 26 I 27
Emphysema . : 3 I 4 T | P
Pleurisy . ; : 4 9 3 16 16
Pneumothorax . ; 3 3 3
IT1I. ACCIDENTS.

Poisoning by Lead 3 2 4 1 5
Submersion : i I oo Jit I s I
Burns and Scalds 42 14 23 | 70 9 79
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ACCIDENTS—Contined.

Sex Cured
M. F. not or Re- | Died. | Total.
stated. || lieved. !
|
|
Concussion of Brain . 6 2 4 4 8
Contusions - ; 32 23 45 97 3 100
Minor Casualties p 30 7 34 71 71
Scalp Wounds . a 12 I 16 28 I 29
Wounds . - : 45 11 27 81 2 83
Fracture of Thigh . 23 2 17 " 40 2 42
7y b B s 4 | 30 || 85 3 88
i ,, Compound| 9 1 6 13 3 16
e Arm . g 15 2 6 22 I 23
- Forearm . 8 I 9 9
= Ribs . ; 13 I 5 18 I 19
- Skull ; 6 4 1) 3 10
e Clavicle . 2 3 5 5
= Patella . 4 I I 6 6
= Spine ! I 2 3 3
= FPelvis . I 3 3 I 4
<, Scapula . I I I
I + Elbow : 1 ot I I
Dislocation of Shoulder | 10 2 12 e 12
¥ Elbow . 2 2 " 4 : 4
= Hip . - 3 I 4 4
7 Ankle i I 4 5 5
33 Knee . I i I i I
i Wrist 3 || 3 3
= Neck I i I I
IV. OPERATIONS.
Amputation of Thigh I I I
I:, Leg . . 3 4 5 2 7
23, BHoot 2 I 3 3
S I . I 2 3 3
,» Shoulder Joint I =5 I I
yy  Arm - 2 2 4 4
,, Fingers 5 1 5 11 I
,, Hand . I I I
Excision of Elbow I I L
¥ Knee I I I
53 Breast . I I I
i Tonsil . 1 I I
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OPERATIONS— Continued.

Sex Cured
M. F. not | or Re-| Died. || Total.
stated. || lieved.
|
Herniotomy . 8 I I 6 4 10
Lithotomy 3 3 3 3
Removal of Necmsed 2 . 6 - =
bone ‘

Talipes 2 2 2
Excision of Tumours. i 12 9 26 2 28
Vesico-vaginal Fistula 2 2 2
Heamorrhoids . 2 2 4 4
Tapping Ovarian Cyst I I
Removal of Naevus 2 2 2
Hare Lip 5 I 6 6
Fistula in Ano , I I I

But the great difficulty has been the want of preci-
sion in diagnosis. As instances of this, it may be
mentioned that over and over again a patient is put
down as suffering from “an accident,” or from “rheu-
matism,” &c. Several instances of “internal diseases ”
and “spinal complaints” occur, whilst “run over,”
“railway accident,” “injured,” “bad cough,” and the
like, are terms frequently used, without further ex-
planation or details. Apart from their value for sta-
tistical purposes, if the nomenclature and classifica-
tion of diseases here given be found of use by the
various medical men concerned, the tables in ques-
tion will have a special value of their own. We
would venture to suggest that each cottage hospital
should publish, on the basis of these tables, a statistical
return of all the cases which have been under treat-
ment during each decade. If those cottage hospitals,
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which have been established ten years and upwards,
will adopt this suggestion in their report for the next
year, they will give much valuable information to the
profession at large.*

To return to the tables themselves, we think it will
be admitted on the whole that the cases which have
been treated are legitimate, and may be regarded
as a just basis on which to found a fair conclusion
concerning the respective death-rates and their causes
in the different classes of hospitals. The number of
severe accidents is a specially noteworthy feature,
and the great number of cases of rheumatic fever
is remarkable. The proportion of severe accidents
is above the average in general hospitals. We think
the tables show conclusively the great advantages
offered to the profession and the public by cottage
hospital treatment. If these tables themselves are
found of value by the managers of cottage hospitals,
the author will be more than repaid for the great trouble
and care he has lavished on their accurate preparation.

The accuracy of Sir James Simpson’s statistics of the
results of amputations in country and private practice
has been seriously impugned by Callender, Holmes,and
other authorities, owing to the impossibility of proving
the reliability of the sources from which they were de-
rived, and because no details of the cases were given.t

Feeling deeply the importance of the subject,
it seemed to us of interest to collect actual figures,

* Pide remarks on pages 19, 27, and 74.
¥ Vide remarks on pages 34 &f seq.
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which could be definitely verified from the books
kept by the medical staff of the different hospitals,
and with this view a circular was despatched to 160
cottage hospitals, in the following terms :—

“The relative success of the graver operations in
surgery as performed, first, in large town hospitals,
and, secondly, in country cottage hospitals, has for
years attracted much attention, and there is reason to
believe that the mortality in cottage hospitals in the
major operations is much less than in the London
hospitals. With a view of setting this question at
rest, and of proving the truth or fallacy of Sir James
Simpson’s theory, I shall feel deeply obliged if you
will fill up the enclosed form with the results of all the
amputations which you may have had in connection
with your cottage hospital since it was first opened.

“ However few may be the amputations of the limbs,
an exact return from every cottage hospital will be
regarded as a very valuable contribution to surgical
statistics.”

Will every medical reader of this page consider that
he has received this circular ; and should he be in a
position to do so, will he be kind enough to send to the
author, on a form similar to that printed on page 28,
an account of all the cases of graver operations which
have been performed at any cottage hospital with
which he has been or may be connected ? If he will
do this, much additional information of great value will
be placed at the disposal of the profession at large.

The following is a copy of the form we refer to i—
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Answers were received in reply from 92 cottage
hospitals, into 31 of which no cases requiring amputa-
tions . had been received, although severe fractures,
cases of herniotomy, lithotomy, extirpation of eyeball,
removal of bone for necrosis, ovariotomy, excisions of
knee, ankle, shoulder and breast, had been treated.

It may be desirable to state here, in answer to
some criticisms which were made in reviews of the
first edition, that our sole object in collecting these
statistics has been to endeavour to procure reliable
data on which to form an impartial conclusion as to the
relative hygienic advantages of large and small hos-
pitals. It seems to have been inferred that our wish
was solely to attempt to show that the cottage hospitals
are more successful in the treatment of the cases they
undertake than the larger hospitals are. On the con-
trary, ours is an honest attempt to place such definite
and reliable information before the profession that the
truth may be ascertained. We hope, therefore, that all
cottage hospital managers will combine to help us to
successfully carry out so desirable an undertaking.

The cases of amputation in the 61 hospitals, which are
given inalphabetical orderin the following table,amount
to 326, or nineteen more than the number given by
Mr Erichsen in his book, as “all the amputations
which have been performed in his wards at University
College Hospital from the foundation of the hospital,—
a period of thirty-eight years.” The average mortality
in Mr Erichsen’s cases was 25 per cent., while it
amounted to a little over 17 at these cottage hospitals.
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To facilitate comparison, the following summary
of the above table, has been prepared on the plan
adopted by Sir James Simpson :—

1. Total mortality of all amputations in 61 cottage hospitals,
having a total of 551 beds.

Total number of cases 326.

Total number of deaths 58,
Or 1 in every 5'6 died ; or 17 in every 100.

2. Mortality of the individual amputations.
When we include all the amputations of the thigh, leg, arm, and fore-
arm, the results are :—
Thigh cases go; deaths30; orrin 3 ; or33'3 per cent.
Leg s 1143 y . 183 orrin @'3;orisy
Am ,, 66; s 73 oriin 94;oriod
Forearm 56; o 3; orIin 186; 0or 54

3. Mortality from the amputations that were primary or for
injury,
Thigh cases 36 ; deaths21; orrin 1'7; or 58°3 per cent,
Leg y 823 j» 153 orrin 5'5;or 183
Ann - oy BHs el JEsioradn 768 or 129, 5
Foarearmi 475 4y "33 orrinasdsor 004 -,

4. Mortality from the amputations that were secondary or for
disease.
Thigh cases 54 ; deaths g9; orrin 6 ; or 16 per cent.
Leg 4, 32; 5, 3; orrinio'7;or 94
Arm ,, II; 45 —mily
Forearm 9; .y il

These tables will be incomplete unless the cause of
death in each case is recorded. Thus, in the primary

amputations for injury—
Qf the thigh cases—16 died from shock.

I o py®mia.

I T enteritis,

I i inflammation of lungs.
I o delirium tremens.

In the remaining case, a compound fracture just
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above the knee, with destruction of the femoral artery
not detected at the time of reduction, mortification of
the limb set in, and amputation was performed as the

last resource.
Of the leg cases—6 died from shock.

] » py&mia,

b | 5 tetanus.

I - delirium tremens.,
I ) pneumonia.

3 5 not stated.

Of the arm cases—4 died from shock.
I i3 pneumonia,
I 55 tetanus.
I i3 not stated.
Of the fore-arm cases—2 died from shock.
I » tetanus,

In the secondary amputations for disease,—
Qf the thigh cases—3 died from exhaustion.

2 - secondary heemorrhage.
I 3 shock.
I i pyzmia,
2 o not stated.
Of the leg cases—2 died from exhaustion.
I %2 not stated.

The cases in which the cause of death is not
stated were treated at the Stockton Hospital, the
books of which give no information on that point.
Of the five cases of py®mia, two occurred at Stock-
ton, one at Crewkerne, one at Ashford, and one at
Lloyd Cottage Hospitals.

It will be observed that the great mortality in the
primary amputation of the thigh is due to the fact that
four-fifths (16) of the deaths were caused by shock,

consequent upon the severe injuries which the patients
had sustained.

C
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We purposely refrain from giving any other statistics
than those obtained from the cottage hospitals, as
‘those prepared by the late Sir James Simpson,
Mr J. Erichsen, and other authorities, are well
known to the profession, and can easily be referred
to. It will suffice for our present purpose to point
out, that, according to the most recent authorities,
the mortality in general hospital practice after
the major operations averages—In England, 41°6
per cent.; in Paris, 588 per cent.; in Glasgow, 39'1 *
per cent.; in Edinburgh, 43'3 per cent.; giving an
average mortality of 45°7.

The preceding remarks and tables were published
in the first edition of this work. No material altera-
tions have been made in the letterpress, but some
additional cases have been added to the tables.
They are retained in this edition in this form because
the classification adopted allows an easy and exact
comparison of the results with those shown in the
late Sir James Simpson’s works. With this ex-
planation we proceed to deal with the objections
raised by certain reviewers to the value of the above
tables on the ground that they are figures and figures
only. These critics declare that the question at

* Since this appeared in print, I have received from Dr Moses
Thomas, Medical Superintendent of the Glasgow Royal Infirmary, a
copy of an interesting paper read by him in 1875 before the :‘S]asgmr
Medico-Chirurgical ‘Society, from which it appears that since the
opening of the Infirmary in 1794 the average rate of mortality after all
amputations has been 34°I per cent.; and for twenty-five years ended
the 31st December 1873, 32°1 per cent. H. C. B.,.1880.
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issue is misstated by the author. They object to
his figures as they object to Simpson’s, because they
are unaccompanied by “any facts, any particulars of
the cases, and are, therefore, susceptible of any num-
ber of different interpretations besides the one which
Simpson chose to select, viz,, that there is an in-
herent unhealthiness in large hospitals, which he
described by the term ‘ Hospitalism.” The author
having followed the lines laid down by Simpson is
soundly rated, and the reviewer declares that the
difference in favour of cottage hospitals of seven per
cent. in the number of deaths after amputations of
the limbs, “ may as easily have depended upon differ-
ence in the surgical practice, in the vitality (from
age, state of health, &c.) of the patients, or on the
previous conditions of disease or injury; or in fact,
on any conceivable combination of these, and very
possibly of other causes, as on a difference in the
healthiness of the hospitals.” The author’s figures
’ and finally, the chapter
is altogether a mistake, and is quite out of place in
the book. Not content with this scathing criticism,
one reviewer congratulated the large hospitals on
the fact that a difference in mortality of seven per
cent. “ proves that the intrinsic danger of operations
in cottage or in large hospitals cannot be great.” As
to this, it is only to be observed that a death rate of 70
per 1000 in any community would hardly be regarded
as a trifle even by the most indifferent of sanitarians.
After regretting “the absence of any attempt to

are therefore  useless;’
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estimate the real sanitary condition of cottage hospitals
as tested by the prevalence and spread of erysipelas
in these institutions,” the reviewer proceeds :—

“Every one knows by this time how inferior the
arrangements for nursing, cleanliness, and ventilation
in cottage hospitals are to those of our great city
hospitals.” This last statement is made by a gentle-
man who holds a deservedly high place amongst
metropolitan surgeons. It is so entirely imaginary
and contrary to the fact, that we ask him to unre-
servedly withdraw it. Before doing so we should
wish him to visit such hospitals as Cranleigh,
Boston, Grantham, Petersfield, Reigate, Savernake,
situated as they are in different parts of the country,
and ministering as they do to the wants of agricultural
and urban populations. He will then feel compelled
to admit he has inadvertently been led to make a
charge of bad management against these crisply
conducted little hospitals which has no foundation in
fact. Whatever sins may be laid to the charge of
cottage hospitals they are certainly not filthy, badly
nursed, or ill ventilated. Taking the average, in all
these respects the arrangements are, if anything,
more perfect than in the majority of the larger
hospitals throughout the country.

We are not disposed to quarrel with the reviewers
for taking us to task because we gave figures
and not a history of all the cases contained in the
tables. But any experienced reader will readily
realise that in this, as in other things, it is easier to
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criticise than to remedy the omissions complained of.
The labour of abstracting some 400 cases from the hos-
pital books, of condensing and codifying the facts, and
of classifying the information so as to reduce it to rea-
sonable but intelligible limits is not inconsiderable.
Add to the foregoing the knowledge that the facts have
to be collected from at least 60 different places scattered
all over the kingdom, and even the most exacting of
reviewers will see cause to be lenient in his judgment.
However, the aim of this book has always been to
supply reliable and exact information upon all points of
interest in connection with the cottage hospital move-
ment. Hence, the above task has been performed so
far as it is at present possible, and the following facts
and figures supply all the information demanded by
the statisticians we have quoted. Every case given
in these tables has been accurately recorded, the
author has the full notes of these cases in his posses-
sion, and the detailed information there given is at
the disposal of any one who may care to study it.
It will be seen that the results are more favourable
to the cottage hospitals than those given in the
original tables, and that the charge of “want of
surgical boldness” (z.e, refraining from amputation
in cases which would not be allowed to die in metro-
politan hospitals without amputation) is not borne
out by the facts, This is creditable to all concerned
and adds weight to the conviction—a conviction
which is spreading amongst the well-to-do classes in
country districts,—that if they have to undergo an
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operation it is safe and on the whole more desirable
to have it performed at their own houses by the
cottage hospital surgeon, than to submit to the dis-
comforts and risks of a London lodging-house where
the case can be placed in charge of one of the more
notable surgeons of a large hospital. In this con-
nection the writer has made it his business to visit
many of the newly erected cottage hospitals before
issuing this edition of his work. It is nearly a quarter
of a century since the first cottage hospital was opened,
and the older hospitals are beginning to desire to
‘“ dabble in bricks and mortar.” The observations of
the writer lead him to fear that at present these new
hospitals are worse for the patients than the old cot-
tages. The former had no system of direct drainage;
the latter have a system of their own. So far as his
observations have gone, the author has found #ie sani-
tary arrangements of every new cottage hospital faulty,
with one solitary exception. The exception is the
Grantham District Hospital, a description and plan of
which will be found further on. As a matter of fact,
the change from the old to the new buildings consti-
tutes a danger to the health of the patients, for sewer
gas is directly laid on to the latter, whereas earth closets
or the old fashioned outside privy were generally used
at the former. Architects, almost without exception,
display a fatal ignorance of the most rudimentary
principles of sanitary construction. Only recently a
new cottage hospital has been built and the patients
have been transferred from the old cottage, which
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has done good service for nearly twenty years. In
this case, as usual, the closets are placed inside and

in the centre of the hospital, the soil pipes are un-
ventilated, and are directly connected with the cess-
pool, and many of the drains run beneath instead of
outside the hospital. No care in dressings, and no
amount of watchfulness on the part of the medical
attendant or the nurse, will prevent an outbreak of
erysipelas or of something worse if the sanitary
arrangements remain as they are. The history of the
new St Thomas’s Hospital and of the Leeds In-
firmary proves how soon structural defects will produce
septic mischief. The new clinic of Professor Volk-
man of Halle, in Germany, though built with the
utmost care, had cases of cellulitis within six months
of the day on which it was opened. Structurally
perfect, it was hygienically incomplete and unsatis-
factory. Unless the cottage hospital managers set
themselves steadily to work to stop this grave
danger, they had best rest content with the old
cottage as it is. If many fresh hospitals are built on
the present bad system of construction, the mortality
of cottage hospitals will, in the writer's opinion, very
soon exceed that of the larger general hospitals.
Before any more new cottage hospitals are built, the
staff should insist upon the plans being submitted to
some competent sanitarian for his advice and counsel,

The following tables are compiled from informa-
tion supplied by 44 cottage hospitals, At very many
(some 60) others no cases of amputation had occurred.
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Cottage Hospitals.

TABLE I.—PRIMARY AMPUTATIONS

1]
Nam ; = |Sex and | Previous state s
¢ of Hospital. é Age. of Health, Nature of Injury.
St Leonard's, Sudbury 2 [ M. 30 Good. Compound fracture of thigh.
I | M. =6 Good. Railway accident. Com-
gound fracture of leg just |

Crewkerne . c o el lme?:""

Malvern r | M. 39 Railway accident. Right leg
torn off above knee: frac-| |
ture of left leg; severe
scalp wound.

Fowey - % 1 | No par|tic ;

Jarrow Memorial 3 .P u_]am

...... Double amputation, leg and
thigh,

Melksham . I | No parfticulars, ™ | 00 i

Grantham |, MEes 1T s Compound comminuted frac-
ture of leg,

M. 19 Triple fracture, both bones of
leg, crushing of soft parts.

Etﬂckmn_nn'TEEs ® . I Nﬂ P!H' tiﬂl.llﬂ.l"ﬂ. wemaas

Oswestry . . . .| 1 | No parjticulars, _

South Lincolnghire . 3 M- ... Railway accident. Com-
pound commin, fracture of |
leg ; ampnutation of knee.

F, — Thrashing machine accident.
Compound commin, frac-
ture of leg,implicating knee.

No parjieulars. @ | = L.

8t Alban's . g 1 | o parjficulars. @ | @00 ...

K—End'&]- & & = £l I :FI- 35 ------ EEERaE

Bourton-on-the-Water 1 | M. 19 | Healthy and of | Leg caught and retained in a

temperate | water-wheelfor=zominutes.
habits. Unchecked hemorrhage for
2 or 3 hours.

Ulverston . i 1 | Mo parjfliculars. @ || . @200 ...

Mildenhall - || B T RS 3 Compound fracture of leg,
much hemorrhage.

Aghford . . 1 | M. 22 Healthy. Crush, compound fracture.

Cranleigh . . r | M. 33 L 18 Crush of leg by steam thrash-
ing machine.

Remarks.—24 cases.

excessive heemorrhage.,

14 deaths = 58°3 per cent.
g resulted from shock, the most common cause of death in these cases. In all,
Two deaths resulted from septic diseases,

accident, and in two cases the cause of death is unreturned.

Shock, ¢ ; septic

One patient
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F THIGH FOR INJURY.

Seat of
Amputation. Course of Case. Result. Cause of Death.
highc.s v — = v D. Shock.
:j ARREER R’r AT T LY}
5 AEREEEE D... P]"IEI.'I.':i.H..
3 Diﬁd immediately after opera- D. Shock.
o,
| R . TTT 1T | R'n. R
ET ] EREEE ]}-. shﬂﬂk.
23 - D. Shock.
i D, shock.
= Collapse; much hmmorrhage;| D. Shock.
lived some days.
% D. Septiceemia.
i1 PPTTT R.
55 CCEEE] R- iiiii -
LT ] BEEE R+ TTIT]
1 . Shock
2 D. Shock
By R‘ ------
5 :R No particulars.
Chee crushed | Patient was ocollapsed, and| D. | On <th day. foem
to a pulp. stimulants were administered €x uatigh. TR R
for 30 hours previous to am-
putation.
1) FRdnam R, TILLL
s Patient died soon after opera-| D. Shock
tion.
23 B LLL D"‘ ......
s e ammeaw R_

‘sease,_z; shock fnz.u;l exhaustion, I; no particulars, 2. Of these 14 deaths,
€ accidents requiring the operation were very severe, and in two there was
ed on the sth day, of exhaustion, never having recovered the shock of the
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TABLE II.—PRIMARY AMPUTATIONS

R
A -

Name of Hospital. E gasnd Prf;‘ﬁ’g:ﬁfﬁte Nature of Injury.
Charlwood . . I oo Railway accident. Componnd
e T . h i o fracture of Eut-h legs.
Malvern . ., . 2 M. 1} Good. Compound fracture of leg,

M. 46 Thrashing machine. Crush
Bromley . 1 | M. 5o Fa?lf Eaergt:ruck 1
Dorking 2 S o DAl s
Eﬂgﬂ s BETRNG ;;u par|ticulars.

s U - M . 12 Good. Tractionengine. Crush
Burford, Tenbury ARG ek R s Machine. E'::n;h uﬁeﬁd focl
Jarrow Memorial . .| - |3l ... i

M. 34 Good. others without partic a
Ottery 8t Mary . . Cif (IR 28] 81, ) = ilﬂil‘-'a"ﬂ.j'. Crush EI leg.mam
Nopartioulars. | = = ...
Stockton , . . .| 23| Allrailjway and iron|work accidents,
The|twoamputations/fatal from shock were double,
Osweslry . < . .| « Compound fracture,
Beccles = . : 5 | e Double amputation.
Erith . . - : ] Amputation of foot.
Bournemouth . . «| =M, 30 Navvy. Rm} way truck passed over
both legs ; commin. fracture
of front row of tarsus on left
gide; compound commin,
fracture of leftleg ; stripping
f i ®
Et‘ .ﬂlhﬂ.ﬂﬂ- - - - - z SRR T g E‘km bbbbbb
BReigate . - - . | 1| M. 5o [Prematurelyaged| Railway smash of leg.
Edhurtg : . . | x| M. 12 Crushed foot and ankle. :
lverstone . . . w T AR R Railway crush of foot and leg,
Mildenhall : F 0 (R < [ s | SRS Thrashing machine amldeneg
r].acat rated wound of leg and
oot.
Kendal . . . | R 5 8! T [ e ; Railway injury to leg.
Ashford . F F il e ;E :g ..... 2 Crush—Compound fracture.
. =5 | I = 0.

M. 66 Healthy. ERun over—crushed leg,

M. 40 Healthy. Compound fracture. Tibia
and fibula.

M. 33 Healthy. Crushed leg. . Machinery,

Remarks.—62 cases. 13 deaths = 20'9 per cent. Shock, 4 ; exhaustion
to the cases of death from shock the accidents were very severe. In one, ther
were performed. In the case in which acute bronchitis is given as the cause o
of a similar nature. Of the three cases of pysemia, two occurred in one hospita
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)F LEG FOR INJURY.

jnifﬂuﬂuu. Course of Case. Result. Cause of Death.
...... Collapse ; died in 6 hours. D. Shock.
...... D, Tetanus
llllll R- TEEANEw
llllll FRErES Rp LT
Upper 1. Somesloughing, butstumpgood., R. | ... -
............ 3 R. ]
............ R. i
Lower Perfect. K. S Ties
----- . Shock, anmmia, bronchitis,| D. Acute attack of bronchitis.
stump healed.

Delirinm tremens, D. In r7 days, exhaustion.
............ 6 R.
............ R.
............ K.
............ 16 K. aa

= Pymmia
...... 7 D, { 2 Shock.
3 Unreturned
nnnnn . P 4 R. Ty
B | X, i
chopart, Fa ble, e TR T e s
left mirldl.]le, i g &
...... raie s R.
------ Bgﬂck, no reaction, death next D Shock
ay.
""" Di{-i-.-“--“ R- EEETET]
senies well, THH (o SR o =
Upper } 2
------ B Eak R\. AR
...... & E.. e
Cor T ] Ly T i Pymmia.
.. medE e R\. EEEEE
----- BEaEaw R- BEREEE
RSN B g = e R.. LELTTT]
------ Eamaw R... FEEE .

il 1 tetanus, 1 ; acute bronchiti i
5 13 chitis, 1 ; pyzmia, 3 ; cause unreturned, 3. As
? ﬂftﬁgﬂiﬁgi :mﬁtgedﬂf hgﬂil-, legs, and in two others, double amﬁﬁatinns
5 healed, and the patient had been accust
BEIGS). and the ot ;1;; Ashfnrr]? omed to have attacks
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TABLE III.—PRIMARY AMPUTATIONS

% |Sex and | Previous State
Name of Hospital. § Age. of Health. Nature of Injury. |

St Leonard's, Sudbury .| 2 | M. g Good. Hand and forearm crushed.

M. =0 Good. Both arms crushed by
machinery, required ampu-
tation.

Crewkerne., . . .| 3 | No parfticulars. e,

Malvern . : i Sl (] [ ey Machinery accident. Com-
pound Iuxation and com-
min ; fracture of humerns;
fracture of femur; severe
scalp wound.

Bromley . - : o 2 o | | L ISR T B .

M, 28 Thrashing-machine crush.

Dorkin . ; : o [ [ L (e Thrashing-machine crush.

Buriurﬁ, Oxon, . . .| 1 | No pariticulars.

Jarrow Memorial . 2. | Noparjticulars. | i

Hatfield, Broad Oak . | M. 44 Good. Avulsion of arm by rope of
steam plough.

Ottery 8t Mary I | MMoza | e Avulsion of arm by thrashing- }
machine,

Stockton . - - « | 7 | Noparjtienlars. | = e

Oswestry . ~ - o [ s Compound fractures. f

ngdon. . . | x| M 4o Machinery ernsh of forearm;
png " elhuw-jglnt implicated.
- g : . | T | Mo parjticulars.

ﬁiﬁﬁ; Abbot . r | M. Eg ...... Chaff-cutter accident. Crush |
of forearm and elbow-.
joint.

Bournemouth . - o (RS P Ul@h thnd o | 0 s

chetic,
Reig . . - Healthy. Chaff-cutter injuries to fore- -
ae - 0 y arm and elbow.
M. 55 Healthy. 0.
PBourton-on-the-Water . | r | M. 16 | Healthy, tein- Do.
perate.

Ledbury . S 5 Y S O ., [T, | Crushed arm 1::mmu?l elbow.

M : :

Buckhurst MEl. . .| 1 42 Arm severed by railwayp

R:Euidcnt. g
S8 i Moz | e ilway injury to arm.
o O sl e Do.

Remarks.—37 cases. 5 deaths = 13°5 per cent. Shock, 2; dcmhtfulz Il
tation, was at the shoulder-joint, and in the other there was a cnncam:ta.n1
the cause of death being doubtful ; in the case in which the cause of death
also a fracture of femur and a scalp wound due to the same accident.
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Seat of
B eation: Course of Case. Result. Cause of Death.
------------ Rl- CTTEEEY
Nearshoulder.}] = ... B | e
Shoulder-joint. Death on 1cth day. D. Exhaustion.
..... - T R.
Middle. Satisfactory. R. oy
High, Recovery uninterrupted. % e
e e 2 R. S
ghoulder-joint. | = ..... R.
Close to B, AL = e
shonlder.
llllll L1 5 Rl LT TR T
i ] (R 1 RD No particulars.
L [ T Ty 3 In. T
shoulder-joint. | Death occurred 40 minutes | 1 D. Entry of air in large veins. (?)
after operation, suddenly,
while patient was conversing.
...... ell in zo R. EaTe
............ R.
Lower } 12 LT
..... . Flugged femoral wein after .
leaving hospital.
........... 3 R.
CEY aw R\,
...... e R.
............ R. :
............ ER. s
..... : Injury to chest. D. Shock, &e.
surgical neck.
Shoulder-joint, D, Shock

thaustion, 1 ; no particulars, 1.
ljury to the chest,
|given as exhaustion, the amput

In one case

In the two deaths from shock, one, ampu-
the patient died suddenly after the operation,
ation was at the shoulder-joint, and there was
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TABLE IV.—AMPUTATIONS!

=]
N o @ (Sex and| Previous state :
ame of Hospital. ugg Ape. of Health Nature of Injury.
St Leonard’s, Sudbury 2 | AL s3 Good. Hand torn off by machinery.
M. 12 Good, Hand crushed by machinery.
(rewkerne . ; > 2 | Noparjtiecolars,. | ...
Bromley . . - 1 | M. — Avulsion of llaml by rollers
: : of chaff-cutter.
Durkmg 2 : 1 | No particulars.
Burford, Tenbury . R e Steam saw accident.
No par|ticulars. b
Jarrow . 1 | M, 28 Good.
Melksham . 1 | No par|ticulars.
Hatfield, Broadoak r | M. 28 Good. Ehlgtt&hmglo;f}mnau of wrist,
¢., by chafi-cutter.
Ottery 8t Mary . 2z | M. 7 Machine crush of hand.
- T | [P P Machine ::rus‘n of hand.
Grantham . . 5 | Nopanticulars. | . ...
Stockton . : 5 | No parjticulars.
Oswestry . - 2 | Noparjticalars, @ | = ...
Louth . G 1 | Noparjticulars. | @ 0000 ..
Beccles . g r | Mo parjticulars. @ | = ...
St Alban's . 3. Moparticolarm: o 0, o g SEiEs
Reigate . I | M. 35 Good. Chaff-cutter smash of hand,
Bourton . r | M. 16 | Good health; | Compound fracture.
temperate.
Ulverstone . 2 | M. 22 Crushed hand.
WeaaRal 0 Ries Do.
Ashford . 2 | M. 13 | Good health. | Machine crush.
M. :8 |Good, but much| Gunshot injury fo bones
exhausted by| and arteries.
heemorrhage. E
Cranleigh . 1 | M. 25 Navvy. Compound commin; fracture,
with dislocation of ]e-fﬁ i
wrist ; compound commin;
fracture of left ankle;
laceration of lung.
Kendal A T e = | R e e | s e

Remarks.—38 cases.
of the lung in the same accident.

I death = 2°6 per cent.

The only death in this tabl
At the time of death the amputation w
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TABLE V.—SECONDARY"

Nania of 3 3 Sexand| Previous state N
e of Hospital é e of Health. Nature of Injury.
Bromley 1 i Stout, pale,| = ..
flabby, a noto-
rious drinker,

Oswestry . . °, r | M. 40 n:ut.iam consti- | Fracture of leg.

ution.

Burford, Tenbury 1 | M. — | Unhealthy. |Simple fracture lower half of
tibia, upper one-third fibula.

Ulverstone . r | M. 23 P?t];iaical sub- | Compound fracture of thigh.

ect.
IJEE'I

Ottery 8t Mary . r | M. 5o SeeE Compound fracture of tibia
and fibula from upsetting
of waggon, uncontrollable

ARM. hemorrhage for many days.

Bourton t | M. 17 |Irregular habits) Compound fracture of humer-

us, caused by bursting of
FORE-ARM. steam engine.

Newton Abbot 1 | M. 30 | Good health. | Gunshot wound of hand,
thumb, forefinger, and meta-
carpal bones of two middle
fingers removed same day.

St Leonaxd’s, Sudbury 1 | M. 46 | Always good. | Part of hand crushed by ma-
chinery, one finger ampu-

LEG. tated.
Erith 1 | M. 50 Sivis Compound fracture of tibia

and fibula, implicated ankle
and much laceration of soft

parts

Remarks. — 9 cases. 3 deaths =

33'3 per cent

Of the two dea

subject, and the other from exhaustion, in a stout, pale, feeble man—a notoriou

secondary amputation of leg, the cause of death was gangrene, following unj
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AMPUTATIONS FOR INJURY.
Nature of Disease eas of Course of Case, |Result.| Cause of Death

- - Amputation. : - :
i.Traumntiu gangrene. Thigh. D. Shock.
|
{Gangrene of leg. Thigh. Healed 1'a.§id1y. R.

about in r4 days. ]

Phlegmonous  erysi- Thigh, Slow repeaﬁed at- R.

pelas, sloughing of Lower 4. tacks of second

intermuscular septa, hemorrhage, dis-

as high as knee. charged in five

h months,

{Amputated many weeks Thigh. Attack of pneu-| D, Pneumonia.

after. monis.

Leg. Ganprene of the D. Gangrene.
stump occurred.

(Gangrene of wholearm |  Shoulder. |Some sloughing, | R.
| appeared on fourth but patient made
| day. a good recovery.
‘Acute cellulitis extend- Middled. [ <.

ing two inches above 2 SO e

‘wristjoint, amputated

on r4th day.

Abscesses and inflam- | Lower } fore- | ... 14

-mﬂﬂﬂu_ mnnL . FREEES
Surgical fever inflam- | Upper} of leg. | Satisfactory. B atlbgdar 5

mation.

in' secondary arr}putatinn of thigh, one was from pneumonia in a phthisical
drinker, the subject of traumatic gangrene. In the one fatal case following
sontrollable hemorrhage, lasting many days.
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TABLE VI—AMPUTATIONSS

Name of Hospital. :é% Ei‘é’é‘?d ﬁgfﬁg&ﬂﬁm Nature of Disease.

&t Leonard's, Sudbury 2 | M. 12 |For years a |Necrosis of tibiaextending trnl
succession of | knee. |
strumous ab-

BCEESES.
M. 74 Good. TUnunited fracture of tibia and |
fibula.

Malvern ., - - 8| F.36 Good. Strumons disease of knee-join

F. 24 Fair. Strumous disease of knee-join
M e Debilitated | Strumousdisease of knee-join
health.
M. 31 | Health much |Strumousdisease of knee, old..
brokemn.
F. 23 Good. Strumous disease of knee.
F. 53 Fair. Gelatinous degree of synovitis
membrane of knee. '
M. 15 | Very reduced | Strumousdisease of knee, old.|
and emaciated.
M. 14 Good. Strumous disease of knee.
; M. Delicate, badly | Abscess, necrosis of internal
Rl g i nourished. 4 condyle of femur, disorgani-;
sation of knee-joint.
M. Chronic eczema.| Necrosis of tibia, implicati

Dorking I 10 o krige: it "

! M. Veryemaciated,| Osteo sarcoma of fenmr =z

IRSIEHC 0N ok 3 i h?d health. | years, refused earlier opera

tion.

Ottery, St Mary . 2 |Ch, 11 Debilitated. Iﬁ?a?gies of tibia, profuse

F. 50 Anchylosis of knee, and con:
stantly recurring abscess
in calf. '
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OF THIGH FOR DISEASE.
(Continued over leaf.)

Seat of
B tstion Course of Case. Result. Cause of Death.
e Rﬁ' LT TR

:. HaEuEa sEmEE R"

- ol R. :
:Ii: ........... R- &
1

| ||||| - - RI IIIIII
1

e ] I O R e s
19

t

;;I EEEE - R+

:‘ llllll R. LR LN ]
I"I

L e Patient died on sth day. . Exhaustion and diarrhoea.

----------- Rl WREEE
Amputation of | Continuation of necrosis until| R.
middle and | disarticulation, erysipelas of
- lower § dis-| head.
artic hip.

i o ] [ T R. A
!

Secondary hsemorrh 14 da I dary
after operation, ]?E‘Etu}e ﬂ EE0RMIAR: BTNk
common femoral, recurrence
of hemorrhage in 16 days,

E?a{._lure of tla]xtema;.l iliac, {uilied
emorrhage in
o g 14 days
Ll 1 B 1 v oy Rl -

BEETEE R1

------

Pilbeilof
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TABLE VI.—AMPUTATIONS

o .
Name of Hospital. % sei;:ﬂ H&“ﬁ&fﬁ:‘m Nature of Disease. -
=
Grantham . I | Noparjilonlars,. @ | 00 .
Stl}ﬂktnﬂﬂ 2 Hﬂ par tiﬂmm sEEEEE
South Lincolnshire 3 | No par ticulars
Hillingdon . 1 | F.17 |Bad, since ex-|Sinuses, no bony union, un-
cision twelve | promising excision of knee,
months pre-
vious. g
Erith . 1 | M. g |Serofulous, de- | Acute periostitis, knee-joint
3 licate. implicated.
Reigate - 1 | M. 23 | Strumous. Strumons disease of knee,
: previous excision.
St Albans . | | MR |
Ledbury 1 | F. 38 Medullary cancer of knee.
Ulverstone . =l W Medullary cancer of lower
end of femur,
Poagr|h s Chronic disease uf knee-joint.
AMildenhall 1 | M. 50 G:pat. emacia- | Synovial disease of knee-joint. |
ion.
Chesham r | M. 21 |Goodpreviousto| Cancerous tumour of internal
development | condyle of femur,
of cancer. j
Ashford 2 | F.3g | Verycachectic. | Fungus needematodes.
M. 36 | Veryunhealthy,| Disease of knee-joint.
strumous, i
Cranleigh . 4 | Moo | e Scrofulous disease of knee.
M. 15 | Very reduced | Scrofulous disease of knee
and feeble. and femur,
M. 26 | External stru- | Scrofulous disease of knee, 6
mous, angemia.| months.
M. g Carcinoma of femur.
Kendal 4 | M. 36 Disease of knee.
M. 10 111 : 5 months, disease of knee.
M. 2] . 0 iasss Disease of knee.
M. 14 |I1l1 two years. | Disease of knee.

Remarks.—a0 cases. 6 deaths
6 amputations for malignant disease,
where resection is more common.” O

15 per cenL

5 of which recovered. *
f the deaths, the one following an'n_puta.ticr_
after successive ligature of the common femoral and external iliac arteries ; thi

3, exhaustion; 2, second
““ Many of the
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9F THIGH FOR DISEASE—Continued.

9

Seat of Case. Result. Cause of Death.
Amputation. Course of
semniE LEREER] EI llllll
llllll Rl LT LR
: :::::- ERREITT] Dl
. aseass 3 R.
rEe Guud Rl ------
Amputation of other leg, good. g 6 ARG
...... Secondary hmmorrhage on 3d| D. | Exhaustion, secondary hee-
day. morrhage.
weees . @nEmaw El L1 L)
ﬂ Ll LLLLE] R‘f llllll
j L L T | [, L L LL L R' e
LELEE R Rq ------
| an®ss 1  uamssas Rh llllll
| T LT
I
- . LLLEEE Rl EEE
" [TEET R Ri L L
. Ty R- ++++++
EREE R RS Rl L
...... Died in 6 weeks. D. Exhaustion
]i:guw trochan- R. Living many years after.
I.
...... R.
Lower 1, after- D. Exhaustion, suppuration.
wards higher
llllllllllll R\I ITERRT
'y EEREES Ri- LLEE R L]

ary hemorrhage and exhaustion; 1, no particulars, This table contains
amputations for knee disease would probably not have been done in London,

for malignant disease was from exhaustion following secondary hzmorrhage,
Patient refused an earlier operation.
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TABLE VII.—AMPUTATIONS

- o

Hex or | Previous state p
Name of Hospital. E Ao, of Health. Nature of Disease.

8t Leonard's, Sudbury 1 |F sy Mﬁvnxﬁhm bad | Extensive caries of tarsus.

ealth.

Market Rasen 1 | M. 4o | Thin, anemic. | Periostitis, followed by nec-
rosis of tibia. Spontane-
ons fracture,

Malvern . 3 | M. 65| e Recurrent necrosis of tarsal
and metatarsal bones.

we | M., 2z | Good health. Painful pirogoff, stump.

Fowey - 3 | No parjticulars. | = ...

Ottery, 8t Mary . i r | M. 28| . Senile gangrene.

Stockton 2z | No parjticnlars. | = ...

Erith-. . r | M. g |Scrofulous,deli- Acute periostitis of tibia.

cate. One knee and one ankle
implicated.
M. 1= Strumous. | Necrosis of tibia, and sup-

Eelnie - puration of ankle following,
wound of joint.

M. zeill G Compound fracture into
ankle. Necrosis of tibia.

i T, ] (e FPeriostitis, reaulting in dis-
Frplsn . ’ ﬂl‘ﬂ'ﬂ.ﬂiﬂ-ﬂliﬂn of right foot.
Kendal . s - 3 |F. g prs Disease of ankle-joint.

Ty i [ Disease of ankle-joint.
ol K Dl e Dizsease of ankle and ulcer of
leg.

Erith . r | M. 76 Declining | Senile gangrene of great toe.

strength.

Remarks.—10 cases.

3 deaths = 15°7.

In

successful, since the patient recovered from it and

one case no particulars o
lived five weeks, then dyi
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OF LEG FOR DISEASE.

ﬁ;ﬁﬁé i Course of Case, Results. Cause of Death.
i Died four years after of cancery R. | ...
of liver.
...... Up and poaching in one month.| R.
[ ]
\[Since amputa-| ... 170 o N
tion of great
toe, foot, and
! lower & leg.
i TRy ol (SN S ey
LT LR LEELT N Rﬁ- L
‘l ERETTT ] 3 R' llllll
...... Operationrecovered from. No| D. |Died suddenly five weeks
further gangrene, after operation.
s No particulars,
Upper 1. Other thigh amputated. Good| R.
recovery.
Gﬂﬂd- Ru CLELET ]
Sharp attack of idiopathi
Pl pathic .
Upper 1. Good. 1SR R EREOTN pf roea
Lower faecale. | ... E.
IlD'WBI' i EC“IB- |||||| R- BEREEE
Upper 1. A e e -
EHODET | E s T D, Exhaustion.

the cau: i i ' '
e é::;l{a; of death are given, 1In the first case the operation might claim to be



Cottage Hospitals.

TABLE VIIIL.—AMPUTATIONS

Name of Hospital.

Milton Abbas .

Jarrow . ; =
Ottery, 5t Mary .
Grantham . F
Hillingdon .
Mildenhall .

Cranleigh . . 5

2 |Sex and| Previou
g Age. of Hﬁgﬁﬁt& Nature of Disease.

1 | F.40 | Always deli- | Aneurismal varix following
cate. Health wound over wrist, gangrene
much under- of twoflugers, Veins much
mined. enlarged up to shoulder,

2 | No par|ticulars. =

1 | No par|ticulars.

1 | No par{ticulars.

1 | M 1o | Hectic, ema- | Elbow disease. Excision
ciated. two months previously.

r | M. 17 Synovial diseaze of elbow.

£ | F. 23 | Feeble. Seven | Scrofulous disease of elbow.
monthspreg-
nant,

Remarks.—8 cases,

TABLE IX.—AMPUTATIONS

o %
Ageand| Previous state ;
Name of Hospital. é e of Health. Nature of Disease,
Bromley . : . 1| F.q0 Necrosis of carpus.  Suppu-
ration, numerous fistuls.
Bourton . 1| F. 17 = Malignant disease of hand
and wrist.
Ledbury . 1 | M. 6s Strumons disease of hand
and wrist.
Cranleigh. o e 1 | M. 57 . Epithelioma of back of hand.

Remarks.—4 cases.
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7 ARM FOR DISEASE.

JE—

Seat of Result. Cause of Death.
imputation. Course of Case. 3
Good. R.
z R.
R.
R.
Good. E.
E.
Good. Child born alive at R.
full time.
3 Deaths.
F FORE-ARM FOR DISEASE.
.lm?;t?a‘;;nn. Course of Case. Result. Cause of Death.
Upper 1. Satisfactory. R.
R... LL}
R.
Rl

L Deaths,
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With regard to the occurrence of septic disease,
the statistics given in the above tables are very
favourable to cottage hospitals, Mr Bryant states
that in Guy’s Hospital 10 per cent. of all amputations
die from pyamia, and that 42 per cent. of the fatal
cases may be traced to this cause. Now, on examin-
ing these 24T cases, we find 5 cases of septic disease,
4 of pyamia (2 of these occurring in one hospital),
and I case of septiceemia, against a total of 45 deaths;
so that the percentage of deaths from septic dis-
ease to the total number of cases reaches only 21,
and the percentage of deaths from this cause to the
fatal cases is only 11'1. These cases of septic dis-
ease all occurred after amputations of the lower
extremity. The cases of inflammation of the lungs,
referred to by a reviewer of the first edition, were one
of pneumonia in a man the subject of phthisis, and
another of acute bronchitis in a woman subject to
the affection. In neither case was there any septic
element. In no case of amputation for disease did
py®mia or septicemia occur. Of the 2 deaths in
the 8 cases of secondary amputation for injury,
neither was due to septic poisoning. (In Mr Erich-
sen’s cases, as many cases of pyamia occurred after
amputation for disease as in primary amputations
for injury.) May not this fact be taken as conclusive
evidence in favour of the healthiness of small as com-
pared with large hospitals ?

The facts contained in the foregoing tables reflect
upon the justice of the assertion that there is greater
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surgical boldness displayed by the London surgeons,
as some of the operations point to a surgical skill
and boldness which leave nothing to be desired.
For instance, a case of amputation of thigh was per-
formed in the Hatfield Hospital for malignant disease
of femur, in which both the common femoral and the
external iliac arteries were successively ligatured for
secondary hzemorrhage ; and an amputation of thigh
followed by exarticulation of hip was successfully
carried out at Enfield.

Again, as to the undertaking of operations, the am-
putations of thigh for ununited fracture of leg in a
patient of 74 successfully performed at St Leonard’s,
Sudbury, and that for senile gangrene planned and
successfully carried out at Ottery St Mary, are
favourable specimens of surgical boldness combined
with judgment.

The case of amputation of arm at Milton Abbas,
performed after the case had been rejected at the
County Hospital, also speaks well for the surgical
staff there.

On this subject the following letters from three
cottage hospital surgeons will prove of interest :—

Mr Thomas Moore, F.R.C.S, San. Sc. Certf,
Cantab., writes:—

“ As regards the comparative influence of the air c?f large and
small hospitals on the healing of wounds, about w!mlch you ask
my opinion, I do not hesitate to say that I believe they do
better as a rule in the smaller institutions. :

“1 have unfortunately not had the immense experience of
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operations which falls to the lot of some surgeons in large
towns, but I have had considerable opportunities of studying
the vexed question on both sides. First, for five years (during
eighteen months of which time I was surgeon’s dresser) at
St Bartholomew’s Hospital, and for one year at the Queen’s
Hospital at Birmingham; then as surgeon for six years to
two of the largest iron works in Staffordshire ; and lastly, for
between eight and nine years as surgeon and Hon. Secretary
to the Petersfield Cottage Hospital, and in a large private
practice.

“ Ceteris paribus, 1 found that the very numerous cases of
compound fracture and severe wounds I was called upon to
treat in the iron works, and their attached collieries, did
better, as a rule, when treated isolated in the patients’ own
cottages than when removed to a hospital, in spite of inferior
nursing and poor feeding, That was, however, I am bound to
say, when I looked after them daily or more frequently, mzyself;
for the old saying, ‘cleanliness is next to godliness,” is more
than true when applied to surgical dressings.

“ The way in which wounds heal in the pure air of this cottage
hospital (Petersfield), where there are good nursing, and every
available creature comfort, and where no ward contains more
than 2 beds, is beautiful. And I think I could persuade even
Mr Lister himself that antiseptic precautions are not necessary
under all circumstances, if I could get him to spend twelve
months in the unexciting but germless atmosphere of our
cottage hospital. Out of 272 surgical cases, many of them of
a serious nature, only one has been attacked by erysipelas, and
that occurred when there were several cases of puerpural fever
in the neighbourhood, and could thus probably be accounted
for. It is only right to mention that some of the healthiness of
this hospital Mgy be attributed to the fact that we have no
sewer gas laid on, as is too frequently the case, I fear, even in
the best drained towns. The closets are on the earth principle,
and the drain from the kitchen sink is made to open well into
the outer air.

“It has been urged against the statistics which have been
brought forward to prove the superior suitability of cottage
hospitals for the treatment of severe surgical cases, that the
more severe ones are rejected in them, and are sent to the
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larger hospitals, This has certainly not been the case here.
Two or three cases of a chronic nature, where the advisability
of an operation was doubtful, have been sent away, but every
case of accident has been taken in without inquiry, and some
were of a most severe and unpromising nature. On the other
hand, it is well known to the initiated that some of the great
London operators are very careful to select their cases, and
this they can easily do without its being known; whereas if a
country surgeon declines to operate, all the neighbourhood likes
to know the ‘ why and wherefore,” and is apt to make invidious
comparisons.

“It has been urged against the establishment of cottage
hospitals that the same amount of surgical skill cannot be
brought to bear upon the cases as in larger ones. That may
be, and it would savour of egotism on my part to deny it. Still
if statistics prove that cases (of amputation for example) get on
better in the former than in the latter, is it not better for the
patients to have pure air and less skill brought to bear upon
their ailments ? ‘

“ Moreover, this state of things will tend to mend itself year by
year, as severe cases are more and more treated by the local
surgeon, and are not sent off to the County Infirmary, as was
formerly the rule. I lose no opportunity of urging on the
numerous rich residents of this neighbourhood the fact, that in
supporting the cottage hospital, they are but ¢ casting their bread
upon the waters’ For the more practice the local medical
men get in bad accidents and operations among the poor
people, the better will they be able to treat emergencies among
the rich, and the less necessity will there be for the ‘ eminent
consultant’ and his 5o guineas' fee,—and theyare I believe
beginning to see the truth of the remark.

“A well known gentleman, and an enthusiastic supporter of
medical institutions, argued with me a short time ago against the
institution of cottage hospitals, and, as a kind of °clencher,
averred, that theyare damaging the countyinfirmaries. I fear that
may be so, but in this matter the greatest good of the greatest
number’ must be considered. The latter have had their day,
and /%ave done much good, but if the former are calculated to
do more still, surely no sentimental idea of that kind should be
allowed to stand in their way. The larger institutions will still
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be very useful to receive the chronic and incurable cases, even
if they do not attract the accidents and operations so much.”

Mr Thomas H. Cheatle of Burford writes:—

“ As to the necessity for an operation, the case and the
common sense of the surgeon determine the question. Of
course in any difficult case further advice and assistance would
be obtained. In a purely agricultural district like this, with
little machinery, and the people becoming more used to what
there is, there is little surgery in the way of operations to be
had, and it is quite possible that the country surgeon, while he
is careful to avoid temerity, may seem to lack the ‘boldness’
which is assumed to be the characteristic of the urban operator.”

Mr W. Berkeley Murray of Tenbury writes:—

“ My general rule has always been to ask the advice of my
colleagues, and upon a conviction that an attempt to save the
limb would be attended by danger to life of the patient, I have
operated without unnecessary delay. I think there can be no
doubt that there is greater surgical boldness shown by surgeons
of large hospitals, and reasons for this are not far to seek. The
authority of the man with a name, and the authority of the large
and old established institution cover all ill success, and it is
responsibility which produces caution, not to mention the
boldness given by constant practice. Nevertheless, we un-
doubtedly possess greaf advantages in the pure country air and
quiet, and in the concentrated care we are able to bestow on
any bad case.”

The above remarks are forcible and convincing.
They will certainly carry weight, and will popularise
cottage hospitals greatly.

Two points may be referred to in this connection.
It must not be overlooked in considering the question
of surgical boldness, that a surgeon to a large clinical
hospital is under the necessity of remembering that
he has as far as possible to cure the greatest number
of patients in the shortest possible time. Hence a
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surgeon so situated is under the necessity of operat-
ing frequently because of the crowded state of the
hospital and the great demands upon its available
space. Such circumstances render speedy results an
absolute necessity.

Again, the long distance which patients have to be
carried to reach the cottage hospital, as compared with
that traversed by accident cases in large towns, may
reasonably be considered to increase the deaths from
shock, and to add to the severity of the conditions
which render recovery improbable. In large towns
not only is the distance shorter, but the patients are
more accustomed to think at once of the hospital,
and there conveyances are always to be had. These
are, therefore, not unimportant considerations. In-
deed, on a consideration of the facts and figures here
adduced, the charge of less surgical boldness cannot
be maintained.

Finally, the real sanitary condition of cottage hos-
pitals, and the average prevalence and spread of
erysipelas, may be gathered from the following
tabular statement. It shows that erysipelas is rarely
to be met with, and that the general sanitary condi-
tion of these hospitals is exemplary. The constant
personal care and direct supervision of the cottage
hospital surgeons do much to bring about these
results. The interest and enthusiasm we have found
expressed amongst the members of the medical staff
is most noteworthy. We therefore leave the tables
for the frank consideration of all thoughtful observers.
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While on the subject of tables and statistics, it may
be well to impress upon the staff of cottage hospitals
the advisability of keeping an accurate account of each
case treated, and of carefully recording in a medical
casebook specially kept for that purpose the condition
of the patient when admitted, the progress made, the
treatment adopted, and the result. In addition to
this, it will be necessary to publish annually a list of
cases, with full particulars of the patients’ age, sex,
dates of admission and discharge, the injury or disease,
and result, giving in the case of a death the immediate
cause, and the number of days in hospital. For the
sake of simplicity, and as a guide to those who may
desire to follow this plan, we append a form which we
recommend for general adoption. It would be an
additional advantage to give a short summary of
all the cases under treatment, thus :—

During the year in-patients have been admitted, of which
remained under treatment on 31st December 188 |, with the
Jollowing resulls, wis. ;

Cured, .
Relieved, .
Tncurable, .
Died, - ; - . :
Remaining in Hospital, ; .

Tolal

The average cost of eack bed has been £ ; the average
cost of eack patient was £ ; and the average number of
days each patient vemained under Ireatment was . The m.frr!
available beds have been + and the average number occupied
throughout the year was :
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In giving a list of the patients, it is very desirable
that a short account of each case should be given in
the column headed “Remarks.” This course has
been carried out with excellent method by Dr
Beeby, the medical officer of the Bromley Cottage
Hospital. We extract three of his cases as examples
of the kind of history we think it most desirable to
give :—

M. Aged 6. Son of mill-hand, St Mary's, Cray.
Admitted July s5th, suffering from injuries caused by
carriage accident. Discharged on 24th August in a
very improved condition. Was sent to the Royal
Sea Bathing Infirmary, Eastbourne.

R.C.L. Aged 45. Trowbridge. Admitted on 16th
Sept., suffering from injuries received in fall from
dog-cart. Concussion of brain—probable fracture of
base of skull. Died on Sept. 17. Inquest,—verdict,
accidental death.

J. W. D. Aged 23. Labourer, Farnborough.
Admitted on 26th Sept. with severe compound frac-
ture of humerus. Amputation. Discharged cured on
Nov. 7.

A short history of each case, thus given in the
annual report, causes much interest to be excited
in the work of the cottage hospital, and proves alike
interesting to the subscribers and beneficial to the
institution. We hope to see the example set by
Dr Beeby widely followed.




CHAPTER LI
FINANCE.

Examination of present financial condition of Cottage Hospitals—Ex-
penditure—Comparison with expenditure in general hospitals—
Income—PFallacy of arguments against Cottage Hospitals—
Provident nature of such hospitals — Sources of income—
Annual subscriptions—Advantages over donations—Large propor-
tion of income derived from subscriptions—Funded interest—
Limitation of reserve fund—Donations—Collections in churches
and chapels—Patients’ payments and their importance—Payments
for medical attendance—Evils of indiscriminate free medical relief
—Payments for pauper patients—Objections to ticket system—
Good results of the free system—Form of recommendation—
Desirability of extension of system of patients’ patients to general
hospitals.

N judging the influence and position of a country,

it 1s usual to obtain, if possible, an account of its
revenues, together with its liabilities and financial
prosperity, and these may fairly be taken as an index
of its right to rank as a first or second rate power.
This is equally true of systems and of institutions.
We therefore propose to examine the present finan-
cial condition of all those cottage hospitals which
have been established a sufficient time to enable
them to publish a statement of income and expen-
diture for at least twelve months. By this (the
details can be seen on reference to the tables at the
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end of the book) it will be an easy matter to judge
from actual results how far the cottage hospital proper
is entitled to be considered as one of the established
institutions of this country.

First, then, to consider the expenditure. It has been
found impossible to analyse this in detail, as nearly
every hospital keeps a different kind of account ; and
unless the heads of expenditure, and indeed the sub-
heads also, have the same general details in every case,
and bear some resemblance to each other, it is quite im-
possible to obtain any really reliable and comparative
statisticsc. 'We consider it most important that the
accounts of all cottage hospitals should be kept
upon the same general principles as to heads and
sub-heads of income and expenditure, in order that
a fair working average of the maximum and minimum
cost per bed may be obtained. We have thought it
best, with this view, to propose a simple outline for
an account of the income and expenditure of a cot-
tage hospital for twelve months* which we hope
will be generally adopted, not only because it con-
tains all the detailed information which ought to be
given, but because the managers, by its adoption,
will secure an element which is much wanted at
present,—uniformity of account. We may add
further, that uniformity of account alone will not
suffice; but, in addition, the accounts of all the
hospitals must be made up to the same date, viz.,

* See Appendix.
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31st December in each year, or, for comparative
and statistical purposes, they will be useless.

The average annual expenditure in 174 cottage
hospitals, having an average number c-f_ from g to 10
beds, and in 93 of which the average number of beds
occupied was 7, was £464, 10s. This gives the cost per
bed as £46, 9s. on the whole number, or £66, 7s. per
bed occupied. When it is considered that the average
cost per bed at a hospital like the London was £52
in 1879, being £69 per bed actually occupied, while
at Charing Cross the cost was respectively £68 and
£77,and at the Middlesex Hospital £71, 12s. in the
one case and £92, gs. in the other, it will be seen
that, on the score of economy alone, the cottage
hospital has much in its favour. Nor must it be
thought that it is only the London hospitals which
cost so much more per bed; for we find that at the
General Hospital, Birmingham, each bed occupied
cost, in 1879, £61, and at the Royal Hospital,
Belfast, £64 per bed occupied—the cost per bed
being £53 and £48 respectively. We have selected
the Birmingham Hospital, because Dr Steele,* in
his report on Hospital Dietaries, says that it is the
most cheaply conducted and the most economically
managed hospital in the United Kingdom. The
Belfast Hospital is taken as an example of the Irish
hospitals, and is, we have reason to believe, well
managed on the whole, although the dietary scale is

# Vide Guy's Hospital Reports, 3d series, vol. xviii. PP- 339, 356.
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somewhat scanty, according to English ideas, and the
stimulants administered are reduced to an absolute
minimum. The five hospitals selected may be fairly
considered as types of the different kinds of manage-
ment now in force at the general hospitals in the
country, and if we compare the average cost per bed
in each case, we find that the cottage hospitals cost,
in the same year, £8 per bed and £4 per bed
occupied, /ess than the general hospitals in the United
Kingdom.

Tuable showing the relative cost per bed in 174 Coltage Hospitals and in
certain Metropolitan and Provincial Hospitals, compared—

Number of| Actual No.
1 ; Cost Bed
s B Gou goma [ Euell | S n
& & b L
174 Cottage Hospitals | 1682 46° g ol G4* |66 7 o
London Hospital . 780 g2 0 D 500 6g° 0 O
Middlesex . . | 3t0 |71 12 o| 233 [92 9 o
L sl 26 (15e e o o N oe
Belfast Royal Hospital 160 (48 o o| 120 |64 0 o
726 Iz 12 O ‘ 576 (217 9 o©
Average . el o i R

Mr G. S. Dowson of Goldeston, Beccles, who takes
much interest in the progress and welfare of cottage
hospitals, has prepared some elaborate and detailed
comparative tables, showing the expenditure in 45
cottage hospitals which admit in-patients only. A
two years average gives the following cost per head
per patient i—

* Only 93 hospitals give the number of beds occupied.
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Provisions, ’ s ' . ! Ly w6
Milk, . : : : : : o 6 6
Ale and stout, . : ’ g T =
Wine and spirits, o 8

L0 TS ] ESR |

Ale, or wine and spirits, where the items
are not separated in the accounts, Zo 11 8

Provisions, including stimulants, 3 5 I

Salaries and wages, D' 8

Drugs and appliances, : 0 711
Sundries—Printing, rent, domestlc expenses,

and repairs, - - . . I 4 I

Total cost per in-patient, ! £5 19 7%

The average number of patients treated at each of
these hospitals each year was 47 ; the average resi-
dence of each patient in the hospital was 36 days, and
the average amount contributed by each patient was
17s. 7d.

At 29 hospitals having out-patient departments,
the cost of each in-patient for provisions, including
ale, milk, wine, and spirits, was £2, 3s. 6d. only, the
average number of days each patient was resident
being 34. Each in-patient paid on an average 10s. 3d.,
and each out-patient 2s. 1d. The average number of
in-patients was 68, and that of out-patients 603,
annually. At the metropolitan hospitals the average
cost of each in-patient is £6, and the average residence
28 days.

When the difficulties which surround the cottage
hospitals are considered,—the necessity of buying in
small quantities, and the consequent loss of trade

discount, the cost of carriage, the difficulties with
. F



82 Cottage Hospitals.

respect to water, drainage, and many other matters,
the result, as shown by the figures, must be grati-
fying to the original promoters of these institutions,
and will cause some surprise to hospital managers
generally.

Let us now turn to the income of these hospitals, and
we shall find the result still more satisfactory. The
average income of each of the 212 cottage hospitals
above alluded to is annually £500, in round numbers,
or £ 36 per annum more than the average expenditure.
This seems to point to thrift and good business man-
agement. Thus whereas the average annual expendi-
ture at 212 cottage hospitals was £98,474, the average
income was not less than £107,896, leaving an ample
margin in each case for emergencies. Considering the
cottage hospital proper has only had an active exist-
ence of some twenty-five years, it becomes evident that
the movement has already secured the interest and
support of very many people throughout the country,
or individual efforts in country districts would never
have been able to raise a collective annual income
of more than £107,000. Here, then, is unmistak-
able proof that in spite of hostile criticisms and
innumerable difficulties, the cottage hospital has
quietly but surely pushed its way onwards, until
it is fairly entitled to hearty recognition at the
hands of the profession and the public everywhere.
The time has evidently gone by when it could be
said :—Is it wise to encourage the growth of these
little hospitals? Will they not interfere with the work
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of the great hospitals in our county and manufactur-
ing towns ? By doing the work at greater expense, but
with less efficiency, will they not leave us eventually
with little reliable or efficient hospital accommodation
anywhere ? There were many people who did not
scruple to say this and much more fifteen years ago,
and we shall like to see what they will urge now that
their prophecies have ended in nothing. Was there
ever a time when more anxious consideration was being
given to the subject of hospital accommodation and
hospital efficiency than the present? We have been
surprised to find how many thousands of pounds
have been spent throughout England in the last ten
or twelve years on hospital extension, Has any
single county infirmary or large general hospital
suffered any loss of income by the cottage hospital
movement ? Few will maintain such to be the case.
Yet some £100,000 a year has been raised, in
addition to the sums spent on the large hospitals, by a
new agency, but for somewhat similar purposes. This
simple statement of facts is unassailable, except from
one point of view,—the provident. We have no doubt
many people will feel inclined to argue somewhat
thus :—Surely, if the poor of this country got on fairly
well in sickness before the origin of this movement,
and if there was always room and to spare in the large
general hospitals, you have tended by this additional
relief to pauperise, rather than to benefit the masses.
We propose to meet this view with further facts
in reference to the income of cottage hospitals, and,
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to show from them, that, as a system, this move-
ment has done more good in a provident sense
than the general hospitals have ever thought of
attempting. What are the sources from which
the cottage hospitals derive their income? They
are chiefly five, viz.,, annual subscriptions, donations,
Hospital Sunday, patients’ payments, and interest
on funded property. The proportion per cent. of
each source of income in the foregoing order is 54,
11, 17, 12, and 6. We think this fact shows clearli/
that from the first this movement has been guided
and advanced with a regard for sound management
which is truly remarkable. Every one versed in
hospital management knows that the secret of
financial soundness in things charitable is summed up
in the successful attainment of a large proportion
of the income from annual subscriptions. If a man
gives a donation, he gives it in a comparatively
thoughtless way, with the feeling that he has done a
good act, and, in doing his duty thus, has done all
that is necessary, so far as the particular institution
is concerned. He does not, as a rule, care to see a
report, or to hear anything more about it. He has
given a good round sum—the actual amount, whether
small or great, does not make a material difference
in this feeling—and he does not wish to be bothered
further in the matter. If you ask such an one, some
five years later, if *he will attend a meeting of gover-
nors, and vote for some particular person or thing in
which you happen to be interested, he will probably
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express surprise that he is a governor, and will can-
didly confess that he had forgotten alike his donation
and the institution, until your request put him in
mind of both. On the other hand, if a person becomes
an annual subscriber, he hears of the charity at least
once a year, and probably, before paying his subscrip-
tion, he will turn to the annual report, which had
doubtless been thrown aside with many other similar
documents, and will mentally decide, from what he
reads, whether he is satisfied with the management of
the charity or not. If not, he will in most cases,
whilst giving his subscription, either express his
views to the person. who calls for it, with a request
that they may be brought to the notice of the
managers, or he will bear it in mind, until he has an
opportunity of calling at the institution itself. Ex-
perience has shown, that as a rule, legacies are given
to charities by the annual subscribers rather than
by the life governors or donors. This is a striking
fact, and one well worthy the attention of all who
have the management of these institutions. Itis much
better policy to try and obtain an annual subscrip-
tion of one guinea, than to accept a proffered donation
of zen. The donor, as a rule, patronises all charities
alike, and you find the same names occurring over
and over again for the same sum in very many
reports. The annual subscriber, on the other hand,
gives a smaller sum to some three or four charities, but
he gives it after a due consideration of the respective
merits of each individual claim, and, having once given
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his adhesion to the management of a charity, he
not only pays his subscription with the regularity of
the dividends, but he reads the annual report, and
wisses 1¢ if he does not receive it at the usual time.
He attends meetings of the governors at least once
in the year ; he recommends the charity to his friends;
and, when he dies, the names of all the institutions he
has thus loyally supported during his lifetime will
be remembered without fail in his will. There is
nothing the class from which donors are drawn
dread so much as the thought of being “bothered,” as
they call it. That is to say, they decline to carefully
weigh the respective merits of particular charities.
Hence it is no uncommon occurrence, in London at
any rate, for small charities to be started by venture-
some persons who have a knowledge of this fact. Itis
well known to many people behind the scenes, that not
only are such charities maintained by these thought-
less donors, but that their originators not infre-
quently reap large benefits personally from the con-
tributions of the same misguided, but charitable (?)
persons.

Bearing these facts in mind,—facts which we hope
may be brought home to the charitably disposed as
well as to hospital managers,—it is very gratifying to
find that more than half the annual income of the
cottage hospitals is derived from annual subscriptions,
so that at least £60,000 every year is raised by this
means. It is probably not known that this sum
exceeds the amount of the subscription lists of all the



88 Cottage Hospitals.

London hospitals put together. In fact, it represents
a sum equal to at least twice the total income from
annual subscriptions of the whole of the important
general hospitals in the metropolis which are sup-
ported by voluntary contributions, although they have
collectively upwards of 2000 beds to maintain, or one-
third more than those at the disposal of all the cottage
hospital managers put together. The importance
of this item in the income has been recognised by
the authorities at St George’s Hospital ; and if we
deduct the £10,000 raised there in annual subscrip-
tions, it will not leave a sum for the remaining charities
of much more than one fifth of the income of the cot-
tage hospitals from the same source. It is argued, no
doubt, that it is impossible to get annual subscriptions
for London charities, because people now-a-days posi-
tively refuse to pledge themselves to give a fixed sum
annually to any object. Besides, the cottage hospital
supporters are all familiar with its object, its manage-
ment, and its work. They live close toit, or frequently
pass it in their daily rambles, and so it is easy to
pursuade them to show a permanent interest in its
welfare by becoming annual subscribers. The answer
to these objections is simple. The experience of
some of the London hospitals, where special attention
has been given to this subject, proves unanswerably
that it is quite possible to get annual subscriptions
if sufficient labour be expended. This must be con-
ceded, because one charity has tripled its subscription-
list in five years, and the managers of St George's




Cottage H ospitals. 89

have increased the income thus derived from £5200
in 1864, to nearly £10,000in 1879. How much longer
will all the other hospitals consent to remain at a
standstill in this respect? No doubt the cottage
hospital is a centre of interest to those who live near
it. But without continuous and well-directed efforts
it would not have been possible to raise such an un-
usual sum as the managers have done, and are still
doing. Besides, do not these facts confirm our previous
remarks, as to the importance of getting annual sub-
scribers to attach themselves to the various charities, on
account of the active interest they would then take in
their welfare ? Surely it is worth while to use every
legitimate means for securing annual subscriptions,
and let all honour be paid to the promoters of cottage
hospitals for the wisdom and business acumen they
display in raising the necessary income for their work.

Let us next take the funded interest as a source of
income, and we shall find that this item, with legacies
—which, of course, do not yet figure largely in cottage
hospital accounts—make up more than half the whole
income at such hospitals as the London and the
Middlesex ; whereas something like 6 per cent. only
of the income of 121 cottage hospitals from which
returns have been sent is derived from these sources.
We shall reserve our remarks on the proper disposal of
surplus income where the system of patients’ payments
is in force, in preference to investing it as an endow-
ment fund, until we treat of the relation of the medical
profession to these little hospitals. Meanwhile we may
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express our regret that so much gratuitous work is
done by the medical staff, when 121 cottage hospitals
have a total average income from invested savings of
£4947. It is surprising to us that any person should
ever give anything to a charity, without first ascertain-
ing its exact financial position, and still more surprising
that ladies and gentlemen, when they find a charity
has a large endowment fund, should consent neverthe-
less to give considerable donations towards its mainten-
ance, not nominally indeed, but virtually, to enable
the managers to accumulate a large surplus property,
which will probably one day be diverted to some
other object by the “charity commissioners” of
another generation. Is it, or is it not the fact, that
where there are large invested funds at the disposal
of a charity, far in excess of the necessities of the case,
there, sooner or later, bad management and reckless
expenditure will probably find a home ? ILong experi-
ence has taught us that the best managed charities
are those that are not overburdened with invested
capital. Of course there are exceptional reasons,
in isolated cases, where it is necessary for the
managers to secure a considerable reserve fund, to
meet the possible exigencies of their particular case.
It may, however, be calculated roughly, if a charity
has a reserve in the way of capital to the amount of
two years’ expenditure, it has quite as much as it is
wise for the charitably disposed to allow it to pos-
sess, . There is something almost grotesque about a
request for a donation, which follows the statement
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“that by careful management we have been able to
invest £100,000,” and yet this is said of many of our
noblest charities over and over again. We earnestly
hope that the managers of cottage hospitals will not
attempt to accumulate any capital. Let them pur-
chase the freehold of their land and buildings, and
having done this, and having provided every necessary
appliance and comfort for the patients, let them con-
sider the suggestions made elsewhere as to the remuner-
ation of the medical staff, and let them act upon them.
We look upon the fact that in eighteen years less than
121 cottage hospitals have secured a capital amongst
them of something like £ 125,000 with great apprehen-
sion for the future economical management of these
charities. This item has doubled in five years, a
conclusive proof of the necessity of cautioning the
managers against so baneful a practice. If the
cottage hospitals are to maintain their character for
inculcating provident habits amongst the labouring
classes by means of small payments, the system of
endowments must find no permanent home amongst
them,

Donations are, of course, a very useful source of
income, and are not by any means to be discouraged or
despised. They must be regarded, however, as the
means by which a certain elasticity of income can be
secured, and not as a reliable basis for judging of
prosperity or soundness. Under these circumstances,
it is pleasing to find that cottage hospitals derive
about 10} per cent. only, or a tenth of their income,
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from this source, whereas general hospitals depend
upon donations for about 21 per cent. of their total
expenditure. :

The next important item of income is that derived
from collections in churches and chapels. It isgreatly
to the credit of all classes of the community, that a
movement which had its origin some twenty years
ago in the pressing necessities of the largest general
hospital in Birmingham, should have gained so strong
a hold upon the religious communities throughout the
country. Not only in the large towns, from London
downwards, but in almost every village and hamlet,
wherever there is a place of worship, there “ Hospital
Sunday” has grown to be recognised as a great annual
festival for the relief of the sick. This system has
been introduced into America, and the first Hospital
Sunday in that country will be instituted in New York
city in a few months’ time. Rather more than one-
sixth of the income, or 17 per cent, has been
procured by this means for 169 cottage hospitals from
which returns have been received. The actual annual
sum thus raised is about £14,000. At the five general
hospitals (London and provincial) to which we have
referred before, 21 per cent., or more than one-fifth of
their income, comes from this source—on an average
£14,000 being annually divided amongst them. The
early leaders of the movement urged upon the pro-
moters of cottage hospitals the importance of securing
the co-operation of the clergy in the management of
these institutions, but, we will venture to say, they

-— =
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never thought of the large sums of money these
gentlemen would be the means of bringing into the
hospital coffers. Indeed, when Cranleigh Hospital
was opened in 1855, “Hospital Sunday” had never
been thought of anywhere, the first collection being
made at Birmingham in the latter part of 1850.

We may perhaps be allowed to point out here that
“Hospital Sunday” is a great power for good, apart
from actual monetary considerations, The secret of
its increasing success in Birmingham has been the
simultaneousness of the collections on a given day in
all places of worship throughout the district. When
this is secured, a concentrated and unanimous interest
is evoked in hospitals and their work, and if advantage
be taken of the occasion, both by the ministers and
the hospital managers, a widespread feeling of sym-
pathy is sure to be excited. The ministers can
specially draw the attention of their congregations to
the work of the particular institution of which they
are advocating the claims. The managers can make
them still more widely known, by placing a short
statement setting forth the scope and objects of the
hospital in all the pews of every place of worship
which has a collection. If these two objects are
assured, the amount of benefit which will thus be
secured is practically inestimable.

We have only one other source of income to refer
to, and our list is exhausted. We allude to patients’
payments* The actual sum derived from this source

* See also Chapter on ** Remunerative Paying Patients.”
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by the 186 cottage hospitals on our list is no less than
£9000, or about twelve per cent. of the total income.
Patients’ payments are a special feature of the cottage
hospital system, as they are practically unknown to
the managers of general hospitals in this country.
It is true that there are one or two exceptions to the
rule of gratuitous relief, which prevails at most hospi-
tals, but their number is so limited as to be unappreci-
able. Cottage hospital managers from the first have
recognised the importance of encouraging feelings of
self-help and independence amongst their patients.
Hence, without exception, the system of patients’ pay-
ments is to be found in force at all true cottage
hospitals. We use the word “true” because in a few
instances some have tried to abolish the system. In
future no hospital so managed should be regarded as
a cottage hospital, and for this reason. The original
promoters of this system of relief desired to help the
poor and not to pauperize them. Any institution
therefore which fails to carry out the plan of patients’
payments forfeits its right to be considered a cottage
hospital. It may be a private charity of a few
wealthy personages, or an almshouse, or a sort of
private poorhouse, but as its principles of manage-
ment are diametrically opposed to those which have
made these small hospirtals thrifty and popular, it cer-
tainly cannot claim the proud title of “Cottage Hos-
pital.” If ever these small hospitals become free to
any large extent, from the trouble which is caused by
receiving or collecting the patients’ payments, or be-
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cause the committee have a considerable endowment,
from that day they will prove a curse rather than a
blessing to the labouring poor. This is one of the
rocks ahead. Those then who really have the wel-
fare of the cottage hospital at heart, will take care
that the love of patronage which has so strong a hold
upon some otherwise worthy people, shall not be
allowed to ruin so beneficent a system of medical
relief as that of patients’ payments, which originated
with the cottage hospital, and which forms the
brightest jewel in its crown. The sums paid are very
varied in amount, and they range from 2s. 6d. to 21Is.
per week for ordinary patients; domestic servants,
when admitted on the recommendation of their masters,
being charged a higher sum, varying from 5s. upwards.
It is clear that at a cottage hospital, where the patients
come from the immediate neighbourhood, no difficulty
can exist in assessing the ability of the applicant to
pay for hospital relief. Where each person is known to
the medical officer, or the vicar of the parish in which
he or she may reside, a tolerably correct estimate of
their means is easily arrived at. Under these circum-
stances, imposition, if attempted, is soon detected, and
the would-be improvident are made to pay according
to their means. We believe that the introduction of
this system will eventually lead to important results.
Experience, backed by the above figures, will sooner
or later compel the managers of the large general
hospitals to consider seriously, whether th ey are justi-
fied in continuing to administer so great an amount of
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eleemosynary charity as they do at present. Amongst
the artizans and the working classes generally, at the
present day, admission to the hospitals for their wives,
families, and themselves is looked upon as a right.
Free medical relief is not regarded by these classes
as in any sense a degradation. On the contrary,
although they would feel insulted if it were suggested
that they ought by right to be regarded as belonging
to the poorer classes, free medical relief has of late
years been so rashly dispensed, irrespective of the
ability of the patients to pay at any rate something
towards their maintenance when in a hospital, that
many of the lower middle class and well-to-do shop-
keepers avail themselves of it, without a blush or any
sense of shame. The classes relieved are not alone to
blame for this demoralising state of affairs, for surely
the competition between rival institutions to relieve
the greatest number, and indeed an increasing num-
ber of patients every year, has had much to do
with it.

Payments for medical attendance, on the provident
dispensary principle, may be fairly regarded as likely
to grow out of the system of patients’ payments. For
if the balance of income over expenditure continues
steadily to increase, or at any rate to remain con-
siderable, year by year, at a cottage hospital, we must
express our strong opposition to the system of invest-
ing such balance as an ““ endowment fund.” We ven-
ture to believe that the managers will see the desir-
ability of still further fostering the feeling of self-help
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and independence amongst the patients, by giving a
portion of their payments when in hospital to the
medical staff. At Northampton nearly all the pay-
ments made to the Victoria Dispensary are divided
amongst the medical men, with the best results, the
expenses of managing the charity being defrayed by
voluntary subscriptions.

At Manchester, where theoretically the most perfect
system of provident medical relief ever tried in this
country has been attempted, about one-half of the
patients’ payments are divided amongst the medical
staff. As a consequence of the provident system of
medical relief, the patients are much more independent
and self-reliant, pauperism is greatly diminished, and
great public good is accomplished. Every man is
taught under these systems, from childhood upwards,
that it is his duty to lay by something weekly against
the day of sickness, in order that he may choose his
own medical attendant, and pay him, like the best
of his neighbours, a fair fee for his attendance. We
should not be doing justice to the liberal spirit in
which the members of the medical profession have
from the earliest times given their services to the sick
and necessitous poor, who find their way into our hos-
pitals, if we did not state here that we are not advo-
cating a system of small medical payments, at the
expense of the cottage hospital or its patients, for the
advantage of the doctor. Far from it. Before any
Payment is made to the doctor, let every requisite be

obtained for making the hospital as complete and
G
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efficient as possible; but, when once this desirable
end is accomplished, let not its managers set them-
selves to accumulate invested . property. Rather let
them remember that “the labourer is worthy of his
hire,” and that it is a plain duty they owe to the public
to take care that the institutions under their manage-
ment are not only made available for curing the sick,
but that they are in addition fields of responsibility,
which should be cultivated assiduously in the interests
of the public weal. If the cottage hospital is made a
place to which the sick but thrifty poor can resort in
the hour of sickness, ought not every means to be
taken to ensure during their residence there, that the
feeling of self-respect which has led them to lay by
something to pay for their treatment in hospital, shall
be encouraged rather than effaced? The answer
must necessarily be in the affirmative. Let the
managers of many medical charities ask themselves
whether the indiscriminate free relief which they often
give at the large hospitals of this country does not
prove them to be “unfaithful stewards”? We do not try
to palliate, we desire to call attention to a plain truth.
Let not cottage hospital managers follow so baneful
an example, or the improvidence, dissipation, and
disease, which are the disgrace of the poor in our
large towns, will surely be extended eventually to
country districts also. ILet them rather endeavour,
whenever the time arrives in the career of the
institution under their management in which a con-
tinuous yearly surplus exists, that the provident
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principle may be further extended from patients’
payments to the hospital, to patients’ payments to
the medical attendant. This can easily be done by
setting aside a portion of those payments for dis-
tribution amongst the members of the medical staff.
As a layman, we argue from sad experience in the past
that this subject must not be allowed to be passed
over in silence, but must be boldly faced whenever an
opportunity is afforded in the history of a cottage
hospital. The medical profession has given its ser-
vices gratuitously to the cottage hospital managers
without hesitation, and in not a few instances members
of the profession have been the originators and are still
the chief supporters of many a cottage hospital. Let
the managers show, by their adoption of the plan we so
strongly urge upon them in preference to that of
hoarding up surplus funds, that they are not unmind-
ful of the principle on which we advocate this great
change. As forerunners in the march of hospital re-
form, by the institution of the system of patients’ pay-
ments as a special feature of their management, they
have earned and will obtain the gratitude of all the more
discriminating amongst the charitably disposed. Now,
if they gradually introduce the payment of a fee, how-
ever small, to the medical attendant, in the interest of
the public and not of the profession, they will still
further increase this feeling of gratitude and admira-
tion. The funds available will never be very consider-
able, nor in one sense adequate, for the average of
patients’ payments yearly at 186 hospitals was less
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than £50. Still the principle is important; and as
the medical staff is usually limited to two or three
members, if half the patients’ payments were given in
fees, it would exceed the usual rate of payments made
to the parish doctor under the poor-law. At any rate
the system of provident cottage hospitals here sug-
gested is worthy of a trial. It will lead to the
universal adoption of some such system, not only at
cottage hospitals, but elsewhere. The cottage hos-
pital managers have been the pioneers in the move-
ment of payments by patients for their attendance.
Let them push their ambition further, and aspire to the
proud position of proving to the managers of general
hospitals, that eleemosynary charity is dangerous to
the poor, the public weal, and the public health.
Apropos to the foregoing remarks is a case quoted by
“a local practitioner” in the British Medical fournal
of March 4th, 1876. He states his case as follows :—

“For three years the town of B has had a
cottage hospital ; for each patient admitted 3s. a week
had to be paid, either by the patient himself, by some
kind friend, or by the parish. The grievance is this:
that poor people with broken and smashed limbs, who
would under ordinary circumstances come under the
care of the parish medical officer, are now taken to
the cottage hospital, to which the parish pays 3s. a
week for their maintenance; and the result is (the
medical attendance being obtained for nothing) the
parish medical officer is ‘done’ (sic) out of the fees
connected with such cases, which we know range from
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£1 to £35, and which are the proper perquisites of the
medical officer,—and indeed these cases are the only
ones for which he receives anything like a sufficient
payment.”

We are sure that cottage hospital managers will
bear us out in stating that this was happily an isolated
case of hardship to the poor-law medical officer. The
system complained of is now abolished, but we retain
the paragraph for the guidance of others elsewhere.

In the number of the same journal of March 11,
1876, Mr Richard Gravely, medical superintendent of
the Lerwick Cottage Hospital, gives conclusive proof
of this, and quotes the following extract from Mr
Napper's original pamphlet on the subject :—* Of the
seventy-seven paupers, ten were cases of accidents and
operation, for which the board of guardians paid the
usual extra fees, amounting to £36. It is made a
condition of admission, fully acquiesced in by the
board of guardians, that the extra fee due for any
such case of a pauper admitted, skall be paid to the
surgeon who would otherwise have attended it.” This
is the usual rule at all the best managed cottage hos-
pitals, and it has worked well and been almost uni-
versally acquiesced in by the boards of guardians
throughout the country. It was clearly an oversight
that a similar rule had not been enforced at B——.
This was conclusively proved by the fact, that the
otherwise excellent rules and regulations of this par-
ticular hospital contained no allusion to pauper cases,
We only allude to this case here to show how
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necessary it is at the outset to study the rules of other
institutions, and to profit by their experience, It is
clearly wrong, and quite foreign to the object for
which cottage hospitals have been established, that
pauper cases should be admitted, unless this excellent
and necessary rule is strictly enforced.

It is customary, although the system of patients’
payments has nearly everywhere been adopted, that
each patient, except in cases of serious accident re-
quiring instant admission, should produce a letter of
recommendation or a ticket from one of the sub-
scribers. 'We would here say that we are opposed to
the system of tickets, on the grounds that they act as
no practical check to abuse. They often necessitate
much suffering to a patient, who, having no friends, is
obliged to canvass amongst his wealthy neighbours
until he can obtain a ticket ; they add to the expenses
of management by increasing the outlay for printing ;
and they tend rather to destroy than to foster that feel-
ing of independence and self-help which, we take it,
the cottage hospital, with its patients’ payments, was
specially fitted to promote. Surely the actual bodily
condition of the applicant ought to be the sole pass-
port for his admission to treatment. In considering
this, the so-called “Free system,” it should be remem-
bered that nearly half the funds are derived from
voluntary sources, which do not carry tickets or any
privileges with them. Of this class are “ Hospital
Sunday,” donations, and patients’ payments, making
altogether 40 per cent. of the whole income available
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for cottage hospital purposes. There can be no fear
of imposition, if the patients’ payments are enforced.
The more this question is examined, the more popular
does it become. The governors, who now have the
privilege of recommending a patient for treatment
will lose nothing by its adoption, for they will still
have the assurance that any patient sent to the hospi-
tal will, as under the existing rules, be instantly ad-
mitted to treatment, should his case require it. In all
hospitals it must not be forgotten, that the managers
have to rely entirely upon the free gifts of “ Hospital
Sunday” and other casual sources to meet the cost of
treating accidents and urgent cases, now admitted
without ticket. The ordinary subscriber gets his
equivalent in tickets for any subscription he may give,
and if he avails himself of this guid pro quo to the
fullest extent possible, there is of course no balance
left for the extraordinary cases. There is something
almost humiliating to the charitable mind in this reflec-
tion :—Although I nominally give a free-will offering
to the hospital when I subscribe a guinea or so a year
to its funds, yet when I take tickets for my contri-
bution, and thus purchase privileges for myself or
my dependants, I to that extent lose the pleasure
and moral personal benefit attending the contribu-
tion of him “that giveth and asketh not again.”
Then, if a subscriber gives away a ticket to an un-
worthy object, without inquiry, he takes upon him-
self a grievous moral responsibility, which cannot
be too highly estimated. On the other hand, if he
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subscribes to the hospital, and leaves the responsibility
of rejection in the hands of the managers, whose duty
it is to prevent abuse, he will relieve himself from the
trouble of personal inquiry into the circumstances of
the applicants, and will have at the same time the
satisfaction of knowing that the necessary relief is
administered to the really deserving without excep-
tion, and to the really deserving only. We can well
understand that before adopting any such radical
change in their system of management as is here advo-
cated, the managers of hospitals will ask themselves
—How will this affect our income? We find from
experience that if a few subscribers have withdrawn
from a charity when this system has been adopted,
their loss has not been materially felt. The fact is,
the change attracts a large number of small subscrip-
tions, which were withheld under the ticket system,
because the amounts were not large enough to entitle
the donors to receive tickets for their money, and so
they felt their support to be incompatible with the old
system. When we consider the advantage the cottage
hospitals have over the large general hospitals, where
the free system has been adopted with success, the
ease with which inquiry can be made into the real
circumstances of the case, and abuse at once detected,
and the large proportion of the annual income which
is derived from contributors who give freely and with-
out any condition whatever, we arrive at this conclu-
sion. An earnest consideration of this subject in all its
bearings must lead to the almost universal adoption of
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the free system, in conjunction with a graduated scale
of payments for all who are able and who desire to
pay something for the relief they receive. So far ex-
perience proves that such a system has not led in
a single instance to any but good results, and we fail,
therefore, to see why all hospital managers should
not adopt it. At Alton, no case can be admitted
unless, in the opinion of the medical officer, speedy
benefit is likely to be derived from treatment in a hos-
pital. This is undoubtedly a good rule, and although
it throws additional responsibilities on the medical
staff, chronic and incurable cases being thus rejected,
we hope it may be more generally adopted.

It may be well to give here the form of recommen-
dation most commonly adopted by cottage hospital
managers. The following is the one issued by the
committee of the Alton Cottage Hospital. Of
course it would require slight modification, if the free
system were to be universally enforced, although for
all practical purposes, it would stand whether the
patient is introduced by a subscriber, or brought to
the hospital by his friends. We have made a few
suggested alterations to meet the altered circum-
stances, which are placed in a parenthesis in italics :—

LETTER OF RECOMMENDATION [/ntroduction), with which

all fﬁpplicants must be provided, except in cases of severe
accidents or sudden emergencies.

hereby recommend y aged by occupation a
y YeSiding s @S a proper person to be
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admitted into the Hospital, and T consider h capable of con-
tributing per week towards k- maintenance.

(Signed)
Dated Subscriber,

The recommender is particularly requested to state the sum
which he considers the patient or friends are capable of paying.
The amount will vary, according to their circumstances, from
2s. 6d. to 8s. per week.

I hereby undertake to ensure the payment of the above-named
sum of per week during the time s under
medical treatment in the hospital; and I further underiake to
remove b when requirved to do so by the Dirvectors, and, in the
event of death, to defray all funeral charges,

(Siegned)

Dated

The above must be signed by some responsible person.

Subscribers [persons wishing a patient to be admitied) are
requested to communicate with one of the Directors, defore send-
ing a patient to the hospital, and, when practicable, to forward
a statement of the case from the previous Medical Attendant.

No case can be admitted unless, in the opinion of the Medical
Officer, speedy benefit is likely to be derived from treatment.
Patients afflicted with mania, epilepsy, infectious or incurable
diseases, are inadmissible.

It is requested that subscribers [#2e persons sending the case]
will direct the patients to be sent as clean as possible, and with

a sufficient change of linen.

The time has now arrived when it will be well for
the general hospitals to take a leaf out of the book of
their humbler brethren, and to begin at once to set
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their house in order with regard to the subject of
patients’ payments. There can surely be no objection
raised by any one to the man who is unable to pay a
heavy doctor’'s bill, with the necessary additional
expenses of sickness, or to engage the services of a
competent nurse, being admitted into the wards of a
general hospital, the sole condition of his admission
being that he contributes towards the expenses
of his treatment according to his means. It is
scarcely reasonable to condemn the philanthropist,
who, moved by the pleading of an itinerant mendi-
cant, puts his hand into his pocket, and gives him
a trifle, when the great charities, with all the means
at their disposal for easily checking imposition,
calmly allow their funds to be annually spent upon
the undeserving. Of course, the direct result is that
hundreds, nay thousands, of people are annually
pauperised by such a system of free medical relief,
which any person can obtain by applying for it.
Such, however, is the practical result of the present
system of in- and out-patient relief in our large
towns. Many years’ experience of its working com-
pels us to boldly state our belief that it is far too
serious an evil to be allowed to exist longer without a
strong protest on the part of the press and the public.
The cottage hospital managers, under great disad-
vantages, have shown clearly enough how all abuse
can be avoided with a little judicious care. When the
cottage hospital system is more fully understood, we
hope to see some means adopted by which the general
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and cottage hospitals may work together hand in
hand, with the twofold object of checking abuse,
and affording the best relief to the really deserv-
ing. It would surely not be difficult for the county
hospitals to make arrangements with the man-
agers of the cottage hospitals in their district, from
whom all necessary information as to the circum-
stances of the patients sent to them from the country,
could easily be obtained, and a system of patients’
payments thus established. We unhesitatingly assert
from actual experience, and we appeal to cottage hos-
pital authorities in general to confirm the statement,
that the really deserving are only too glad to show
their gratitude, by contributing something to the
funds of the charity to which they owe so much.
Where the patients themselves are not able to pay,
their friends would, more often than not, be willing to
pay for them. Under the present system, patients do
actually pay almost, if not quite, as much for their
treatment as they would do under this new system,
The black mail levied by the nurses and other
officials from patients and their friends, in spite of all
possible precautions to the contrary, amounts to no
inconsiderable sum per head, per week. If the
patients paid for their treatment, they would refuse
to give these “tips” to the petty officials, as the poor
are keenly alive to the value of money. If once they
paid for their treatment, they would soon refuse to
pay indirectly twice for the same article. We can go
no further here into this question of payments by
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patients in general hospitals.* It may, however, be
added that the system of payment by the guardians
for paupers when admitted to cottage hospitals is
an excellent one, and ought to ensure the universal
adoption of a similar rule by all the general
hospitals in the country. At any rate we are con-
vinced that the evidence we have adduced will suffice
for the purpose of proving to the satisfaction of all
impartial observers, that the thanks of the whole
country are due to the originators and founders of the
cottage hospital movement, for having initiated a
basis, upon which it will be possible to erect a system
of universal provident medical relief to the exclusion
of eleemosynary charity.

* In ““ Pay Hospitals and Paying Wards throughout the World," just
published by Messrs J. & A. Churchill, the subject has been treated at
length by the author,



CHAFPTER" 1V,

COTTAGE HOSPITAL CONSTRUCTION AND SANITARY
ARRANGEMENTS.

Size—Considerations to be had in view—Site—Construction—Number
of wards—Height—Plan—Preparation of walls, &c.—Day-room
for convalescents—Operating-room—Mortuary—Laundry— Venti-
lation and warming—Water supply—Disposal of excreta—Earth-
and water-closets—Drainage—Disposal of sewage—Admission of
enteric fever cases into wards—Urinals—Disposal of slops and
kitchen refuse.

T is not intended in this chapter to enter fully
into all the apparatus necessary for the proper
sanitary arrangements of a cottage hospital. Such
an undertaking would require a volume of itself. We
shall only aim at placing before the reader the differ-
ent plans that may be useful in different cases, pointing
out the ideal towards which he should work, and the
faults to be avoided, while the details themselves must
be left in the hands of the architect and builder.
Every case also must be treated on its own merits.
The circumstances under which it may be advisable to
erect a cottage hospital are so various, that no special
rules can be laid down for universal adoption. We
must be content, therefore, with a review of the differ-
ent questions that may present themselves, and with
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pointing out means by which any obstacles may be
surmounted.

The first question that arises is as to the size of the
hospital. Hitherto it seems to us that this question
has been treated on much too limited a scale. In
most works on the subject it is stated that this class
of hospital, to act essentially up to its character, must
not accommodate more than six patients. Practi-
cally, the question assumes a different aspect, for we
find cottage hospitals now in existence with beds for
15, 20, and even 40 patients. It must be admitted,
that a hospital to accommodate 40 patients can scarcely
be called a cottage hospital in the true acceptation
of that term, and it will perhaps be convenient to
limit the term to a hospital of from 3 to 20 or 25
beds, according to the requirements of the district.
The smaller sized hospitals, of from 3 to 6 or § beds,
will be found, as a rule, more suitable for agricultural
districts, where the villages are small or scattered, and
amongst. the population of which accidents are com-
paratively rare. But when we come to the large
mining districts, the state of affairs will be very
different, and such a hospital would be of scarcely any
assistance. There, village has grown upon village in
quick succession, to keep pace with the growth of
works, and in almost all such cases there is dense
overcrowding of the population. The villages are
often at a great distance from the county hospital,
severe accidents are of frequent occurrence, and a
considerable proportion of the inhabitants is composed
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of young men from a distance, who occupy the posi-
tion simply of lodgers, and who, when prostrated by
severe illness, are dependent on the variable charity
of those with whom they reside. To this latter class
especially, the establishment of a cottage hospital is
an inestimable boon.

What considerations must guide us as to the size of
hospital required for a given district? Most authors
on the subject try to lay down a definite rule, based
on the ratio of beds to population, but the conclusions
at which they arrive are so various as to be practi-
cally worthless. Thus one author advises 5 beds for
each 1000 inhabitants in an agricultural district,
whilst others estimate the ratio as low as I bed
for each 1000 population. But it is a mistake to
look only at the number of inhabitants. We ought
also to take into consideration the vicinity of large
works, mines, or factories, the nature of the works, the
ventilation and quality of the air in mines (often very
varying), the usual number (or perhaps rather the
greatest number) of accidents under treatment at
any one time, and the liability of those employed to
acute diseases from the nature of their work. More-
over, should it be decided to take in cases of enteric
fever (as for reasons to be presently stated it might
be advisable), we ought also to consider some of the
sanitary aspects of the neighbourhood, especially the
water-supply and the means for the disposal of excreta,
both of which in most villages will be found to be simply
abominable, while cases of enteric fever always prevail.
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From experience gained in a large mining district
the proportion of 3 to 4 beds for each 1000 workmen
or miners, and then a calculation for their wives
and persons employed in other ways, at the rate of
I bed for each 1000 persons, does not seem at all too
high. In an agricultural district the calculation of 1
bed to each 1000 persons will probably be suffi-
cient.*

As regards nursing arrangements also, we shall find
a hospital of 20 or 25 beds to be a very convenient
size. Each ward of 10 beds would thus require the
services of one day-nurse, who would also have charge
of the single bedded ward on the same side, while the
night duty could easily be undertaken by one night-
nurse. This would be much more convenient and
satisfactory than several small wards of 2 to 3 beds,
as in the smaller hospitals of perhaps 8 beds, with, as
is often the case, no person on duty at night, and only
a sort of combined nurse and cook in charge during
the day. Yet such is the arrangement that admirers
of the cottage system pure and simple have advocated.
To our mind this would be nothing but a hopeless
conglomeration of nursing and cooking, the nursing

* A surgeon to some extensive iron works in the North writes :—¢ 1
have mines here in which about 1500 men are employed ; there are
numerous other mines round about. Four bad accidents at a time are
not at all a rarity, and they often come in runs, besides which there
must be an allowance of 1 bed per 1000 at least for medical cases. At
one mine, during the last month, employing only 200 men, there have
been a case of depressed fracture of skull—one of fractured thigh—also
a badly comminuted fracture of humerus—all which would have been
more advantageously treated in a cottage hospital,”

H
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being probably in charge of a convalescent while the
cooking proceeds, or the cook, in the midst of her work,
being liable to be suddenly called upon to attend to
an open wound. Evils enough, to say nothing of the
disagreeable idea to an invalid of having the con-
stant smell of cooking before him, which would cer-
tainly destroy the little appetite he may possess.
In our opinion this attempt to establish at all hazards
the homeliness of the cottage, as a substitute for the
order and regularity of a hospital, would be a very dear
purchase. Besides, this homeliness may be attained
by other means. The numberless essential details
connected with the proper working of a hospital can-
not be carried out with due benefit to the patients
without the observance of the strictest order and
method. Let us inquire what is the peculiar charm
of home life to these people? Every one having any
acquaintance with the cottage life of the miner class,
will understand that its charm consists in its indepen-
dence,—that is, in each member of the household
doing what seems right in his own eyes, and acting
separately from the others. It is certain that the most
extreme advocate of the cottage system would not
advise the introduction of these customs into a
hospital. Nor do we find the labouring classes them-
selves object to the appearance and order of a
hospital, though they certainly do object to removal
to the county infirmary, where they would get the
best medical advice. We must therefore look further
for the charms to them of a cottage hospital, and




Cottage Hosprtals. 115

 shall always find these to consist in the hospital being
placed near at hand in the midst of their friends and
relatives, without such restrictions as to the visits of
their friends as may be necessary in a larger hospital ;
in the nurses being better known to them, at any rate
by repute, than would be the case in a large hospital ;
and in their being allowed to have the attendance of
their own medical man, who has probably attended
them for years. These are home advantages which
would counterbalance the appearance of the wards,
and we may dismiss this strange bugbear of many
minds, whilst at the same time we apply all the prin-
ciples of hospital construction and good order (that
have been worked out so much of late years) to the
erection of our building. By these means we shall
ensure much better hygienic arrangements than would
be possible if we listened to the advocates of the so-
called simple system *

Site—The rules which follow will apply to most
other hospitals, ¢f we are able to select our site. (1.)
It should be dry, on a deep bed of sand or gravel if
possible, otherwise well drained. (2.) The aspect
should be south or south-west, and protected from

* The surgeon quoted before writes on this point :—¢¢ About here
I generally find there are no regular meal times, the different mem-
bers of the family rising, and coming in for meals, as suits best each
individual member., So, too, there is no regular place for things—on
coming in, boots and clothes are taken off and thrown anywhere—
method and order is detested. It will be objected that this ought not

to be the case in a properly-managed cottage, but I find it is the case

in 9o out of 100, and these are just the people who would object to
hospitals,”
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the north and east* (3.) It should not be too near
large buildings, nor so surrounded by trees as to in-
terfere with the free movement of the air. (4.) It
should not be on low marshy ground, but, if possible,
on sloping ground. (5.) The ground underneath
should not be made up with filth and rubbish. These
rules apply to all hospitals ; but in erecting a cottage
hospital, other considerations must also have their
weight with us. (1.) We should try to get an easy
means of excrement disposal. (2.) We should try to
ensure a good supply of water. This will often be a
very difficult matter, and no light consideration in
any locality. (3.) The hospital should be placed in
the centre of the district from which its patients will

® Tt is of course the aspect of the wards that claims the greatest atten-
tion, The best is north-west and south-east, the maximum of sunlight
without excess of heat being thus obtained, the windows on one side
getting the morning sun, the mid-day or hottest sun striking the ward

obliquely, and the windows on the opposite side getting the afternoon
sun. We have seen plans thus :—

ADMINISTRATION

In this plan, if A and B wards are best as regards aspect, C and D
must evidently be worst,
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be drawn. (4.) It should be near the residence of
some medical man who could take chief medical
charge, and who could easily be called in cases of
emergency. (5.) We must also try to place it in its
own grounds, which should be cheerfully laid out for
the exercise of convalescents.

Construction—It will be convenient to divide this
branch of the subject into two heads. (1.) Construc-
tion of the smaller hospitals of less than 10 beds.
(2.) Construction of the larger hospitals of 20 to
25 beds.*

The first class of hospital will probably be situated in
an agricultural district, with pure, good, and wholesome
air, where few serious accidents occur. Thus such
great attention to the necessities of ventilation will
not be altogether so essential as in the case of the
larger hospitals. Here the cottage character may be
strictly carried out in building a new hospital, as is
always advisable, if funds will permit. Or, if a suit-
able farmhouse or cottage can be obtained, it may be
made available for the purpose, provided it be entirely
refitted, according to the plans hereafter to be dis-
cussed under their different headings. From a con-
sideration of the arrangements existing at cottage
hospitals of this class, we propose the following plan,
which, modified according to -circumstances, will
generally be found a suitable one :—

* (1.) Petersfield (see plan) may be taken as an example of the

first class of hospital. (2.) Reigate (as shown on the plan) for the
second.
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Ground Floov.—Kitchen, scullery, geneval sttting-
room, Stove-room, small dispensary, operation voom,
closets and urinals for staff.

Upstairs—Male ward (3 o 4 beds), female ward (2
0 3 beds), single-bedded ward, nurse's sleeping rooms,
batli-room, closet, &,

In the basement, there must be a cellar for wood and
coal, beer, wines, &c., and there should also be a small
detached mortuary, with conveniences for ma.%mg post-
Mmortenn examinations.

In a new building the closets, urinals, and bath-room
must be placed within easy access of the wards, but
they should be carefully isolated from them by a
cross-ventilated lobby or some other arrangement.
If we decide to transform an old farmhouse, we shall
in almost all cases find that the only closet consists of
a cesspit situated at the bottom of the garden. This
must be thoroughly and carefully emptied, disinfected,
and filled up, and fresh arrangements substituted. The
best and cheapest plan will usually be to build out a
tower from the wards, with which it may communicate
by a short cross-ventilated passage. Upstairs in the
tower may be placed the bath-room and closets, while
on the ground floor will be the scullery and nurses’
closets.

We would also urge the propriety of isolating the
kitchen, if possible, from the wards. This will not
perhaps be practicable in cases where a farmhouse or
other building is altered for the purpose, but the point
should be borne in mind if a new hospital is to be
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erected, for nothing is so nauseous to a sick person as
the constant smell of cooking.

In any case, more attention than is usual should be
paid to the ventilation of the kitchen and kitchener.
It will be observed that in our model plan there
are no rooms over the kitchen, so that it may be
ventilated in the roof. Mr Lanyon of Belfast has
patented an excellent apparatus for ventilating ranges
and kitcheners, which by means of a canopy, rare-
fying chambers, and gratings, carries off the steam
and smell of cooking.

In an old building also we shall be almost sure to
find some of the walls damp and mouldy, due either
to the attraction of water from the ground upwards,
or to the use of soft, porous bricks. In the first case,
we ought to construct a well-drained dry area round
the bottom of the house, and put in a proper course
of damp-proof bricks or slate. In the latter case, we
might use some of the patent compositions prepared
for the purpose.

Next, as to the construction of the larger sized
hospital, taking as an example one with about 20 beds.

The first question that arises is the size of the
wards. Shall there be two wards, each containing
about 10 beds, or shall there be several smaller wards
of 4 to 5 beds each? Let us first insist that, in every
hospital of this size, there must be at least one (per-
haps two) single-bedded wards for isolating doubtful
cases, or for treating serious cases of operation. Small
wards for 3 to 5 patients each are to be found at
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Lytham and Bromley, but the only argument in their
favour is that they carry out the idea of the home cot-
tage hospital system, as we think, to excess. They are
certainly not so conveniently arranged for nursing,
ventilation,supervision,and other hospital and adminis-
trative purposes. We have assumed that a hospital of
this size will only be required in a place where bad
accidents are of frequent occurrence. Moreover, in the
cottage hospital there will mainly be cases of acute
disease, while in the county hospitals many chronic
cases are mixed with the acute ones. Here, then, all
the arguments for the proper ventilation of a hospital
press with double force, and all the latest improve-
ments for carrying them into effect should be utilised.
Now, what are these improvements? Applied to
this class of hospital, we may probably say that there
are two essential objects to be kept in view. (1.) The
nursing. (2.) The ventilation. The nursing should
be so arranged that one nurse may easily and con-
stantly overlook all the beds under her charge. If we
allot a ward of 10 beds, and a single-bedded ward,
to a nurse on each side, we shall provide sufficient
nursing for one person to thoroughly carry out. As
regards ventilation, all authorities agree now that the
most useful plan is the pavilion system, and some
modification of this, according to circumstances, must
be advised.

Another consideration that arises is the height
of the hospital,—shall it be of one or two stories ?
Where practicable, a central building for administra-
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tion of two stories, with wards of only a single story,
must be advised : (1.) For conveniently separating the
sexes and nurses, so that one does not interfere with
the other. (2.) For purposes of ventilation. (3.) For

increased roof space, thus ensuring a larger supply of
rain water. It must be admitted, however, that two

wards, one above the other, will be much cheaper, and
as a rule will be preferred, especially as the single
story may entail the cost of an extra nurse. Nor do
we think the arguments for a single story are so
forcible as to make us insist on this plan being abso-
lutely essential to perfect sanitary requirements. We
shall probably be told that the erection of a hospital of
this class on the pavilion plan is quite impracticable on
account of the expense. If, however, the advantages
of such a plan are so great, let us consider whether
this objection will not disappear. This class of hos-
pital will be required mostly in those districts where
there are large works or mines, the owners of which
are, as a rule, wealthy, and only require to be shown
the necessity of the undertaking to contribute gener-
ously to its success. We must bear in mind, also, that
all fatal mining accidents are carefully investigated by
the Government inspectors, and every mining pro-
prietor is exceedingly anxious to contribute in any
way to the successful issue of these accidents, Many
of them also will give in kind as well as money.
Thus one, perhaps, will give the land, another, the
bricks, and a third will find the labour. By these
means a hospital may often be erected at compara-
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tively little cost, and we venture to think that the
cases are few indeed where this plan will not be found
practicable, if only it is sufficiently urged.

Let us now map out a plan of the rooms that will
be required in our miniature pavilion hospital . *

Central Administrative Block (Two S tories).

Cellars for wood and coal, beer, wine, &e.

Ground Floor—Kitchen, scullery, matron's or nurses'
sitting-voom, mess-room, stove-room, dispensary, opera-
tion room, closets, urinals, &e.

First Floov—DBedrooms for matron, cook, nigfit-
nurse, under niurse—(staff).

Cross-ventilated lobby leading from central block on
eack side if wards are of a single story, or from one
side or centre, with staivcase, if of two stories.

Wards.
Male ward (10 to 12 beds). Female ward (8 to 10
beds). Two single-bedded wards.

It will be useful now to take the rooms separately
as far as necessary, and note the chief requirements
for each. The wards will have a nurse’s room at one
side of the entrance, and a scullery on the other side,
while at the opposite end will be the bath-room and

* The Ross Memorial Hospital, though only for 8 beds, is a creditable
example of the pavilion system. The wards contain only 2 beds each,
otherwise with larger wards it would strictly answer this description. A
plan of it will be found on another page. It cost £2500 to erect, and no
expense was spared in any way. The furniture and fittings entailed an
extra expenditure of £300, and at the present time it may be regarded
as a very complete little hospital.
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closets. The walls must be of some non-absorbent
material. The best Portland cement should be used,
Parian being expensive, absorbent, and unsuitable. It
is a very good plan to paint the walls as soon as dry
(four coats), and afterwards to give them two coats of
varnish (best copal). This will be more expensive at
first ; but the primary outlay will be repaid over and
over again, for when this plan is thoroughly carried
out, a perfectly smooth, hard, impervious and non-
absorbent surface is presented, which can easily be
washed down, and the wards are thus capable of being
readily and completely disinfected. Where this plan
has been tried py=mia has disappeared, and the most
satisfactory results have been obtained. Walls thus
prepared will remain perfectly clean in appearance,
being at the same time very generally safe for from
10 to 20 years. The ceiling should be lime-washed, a
process which must be renewed at least once a year.
In transforming an old farmhouse or other building,
the ceiling and walls must be first well scraped, and
then one of these methods applied.* In a new build-
ing great attention should be paid to the floors, which
are best made of oak with perfectly tongued joints. In
our opinion they ought to be neither waxed nor dry

* In the out-patients’ department of the Central London Throat and
Ear Hospital, one of the most recent of the special hospitals, a process
has been adopted by the architect of mixing Portland and Parian
cements with a dull red colouring matter. This is well trowelled to a
smooth face, and thus a hard permanently coloured surface is obtained,
which can be washed down without detriment to the material. The

effect of this, divided as it is by a narrow black fillet from a dado of
blue tiles, is not unpleasing.
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rubbed. Scrubbing is far preferable, and must not
be despised or discarded, on the ground that polished
floors present a more pleasing and satisfactory ap-
pearance.

If of a single story, the flooring must be raised
above the ground and the space below well ventilated.*
If the soil be clay, a layer of concrete or asphalte
should extend over the whole area of the building.
The finishing of the interior should be as plain as
possible—cornices and other embellishments only
afford lodgment for dust and dirt,—and all the cor-
ners should be rounded.

A day-room for convalescents will be a most useful
adjunct, and this should be finished off and fitted
more in the cottage style, thus realising the object
which most writers think so important : for here both
sexes might take their meals, work, read, and amuse
themselves. The walls should be hung with cheerful
pictures, and books and book-shelves provided. Out-
side the day-room could be erected an open verandabh,
in which patients might take exercise during bad
weather. Surely this plan of thus separating the con-
valescents from the sick, and giving them recreation
and routine as in their own homes, is more to be com-
mended, on the score both of hygiene and comfort,
than the cottage system indiscriminately applied to
the wards. The beer and wine must be kept in a

* Dr Swete advises that it should be raised on arches with a platform
covered in like a railway platform, to form a terrace walk for conva-

lescents, This seems a good idea.
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separate cellar from the wood and coal. There should
also be close at hand a light place from which it may
be given out, while the key should always be in charge
of some responsible person. The kitchen should be
fitted with a window or wooden frame to open at will,
whence the diets may be distributed and inquiries
answered without persons continually intruding into
the kitchen itself. Some source of hot water supply
in connection with the grate will also be needed, and,
if necessary, an earth drying arrangement for the earth
closet. Convenient cupboards, shelves, hooks, &c., for
kitchen furniture and utensils are also requisite.

The scullery should be furnished with a supply
of hot and cold water, sink, plate-drainer, arrange-
ments for cleaning knives, boots, &c. It should also
be within easy access of the kitchen. The matron’s
sitting-room should adjoin the store-room, or be
situate in its immediate vicinity.

The ground-floor is the best for the operating room,
but it may be placed on the first floor, if the staircase
is of sufficient width to admit of the easy carriage of
patients. If placed upstairs it can be lighted from
the roof by a sky-light, and there should be lamps,
conveniently arranged, in case of an operation at
night being necessary. There must also be an operat-
ing table, either one of those sold for such a purpose,
or, as we strongly recommend, a narrow table with
movable head-rest and slides for the feet, which could
easily be made by the village carpenter. The instru-
ments can be kept ready at hand in a proper cupboard.
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Should this arrangement of placing the operation
room upstairs not be deemed convenient, a room
leading out from the corridor, with a glass roof, might
be erected. In practice it is found that an operating
theatre should always be placed on the ground floor,
This can easily be arranged with a little trouble, and it
will often prevent accidents to patients in their transit
to and from the rooms. The operating theatre at
Petersfield is an excellent model to follow.

The mortuary should be detached from the main
building, out of sight from windows of rooms occu-
pied by patients, and should be provided with a
table, good supply of water, skylight, drawers, &ec.
In one cottage hospital the mortuary is public, Ze.,
for the use of the village. This is a very good plan,
and is highly to be commended for general adoption
(vide Chapter oan Mortuaries).

Laundry—A separate out-building should be used
as a wash-house, great care being taken to place all
infected linen in the disinfecting tank, tub, or trough,
which will, of course, be provided for this purpose.
Where practicable, a constant flow of water should be
directed on to all the linen in this receptacle.®

Ventilation and Warming—QOur wards must be of
such a size as to allow 100 square feet of floor space
and 1500 cubic feet of air to each bed. These con-
ditions in a ward of 10 beds will be fulfilled by the
following dimensions :—length 4o feet, width 25 feet,

* The best cottage hospital laundry we have seen is that at the

Grantham Cottage Hospital (zide plan on another page).
i
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and height 15 feet. The same scale should be used
for smaller wards, and also in allotting the number
of beds, for rooms transformed into wards. Since
these wards will be used only for cases of acute dis-
ease, accident, or operation, we must hold it to be
extremely important that this, the usual scale for
hospitals, should not be lowered.®

For ventilation purposes we shall want a simple
system for use in the summer, but, during the winter,
arrangements must be made by which the air is
warmed before entering the wards.

The windows should be opposite each other, and
should open at the top and bottom ; at the top there
should be a rope and pulley for convenience in
opening.

Slanting valves, over the windows, somewhat like
Sheringham valves, as in the London fever hospitals,
are very useful. They open inwards, thus throwing
the air towards the ceiling before it mixes with that
in the ward; they should be protected externally
with a hood, and internally there should be a hinged
flap to let down on them from above at will. Sher-
ingham valves in the walls will often be of service.
In a one-storied building, Mr McKennell's system
by two hollow cylinders could very easily and
cheaply be applied, and the openings are not so
easily closed by the nurses as in the former systems.

* Dr Swete considers that on account of the pure state of the air in
country districts, 800 to 1000 cubic feet to each bed will be sufficient,
Probably 1000 would be enough to allow,
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Mr W. Eassie, C.E., gives the following description of this
system :—Mr McKennell’s system of ventilation, upon the prin-
ciple of the double current, was invented by him in 1855, and
consisted of an automatic apparatus, to be fixed in the ceiling
and roof, which not only provided a steady influx of fresh air,
but discharged the air vitiated by respiration or combustion.
The apparatus consists essentially of
two tubes, concentrically arranged,
and opening at their lower ends into
the apartment to be ventilated. These
tubes communicate with the outer air
at different levels, the respired air
rising up the central tube, and passing
off at the higher level, and the fresh
air entering the annular passages be-
tween the inner and outer tube at a
lower level, and descending into the
room below. The inner tube projects
a short distance above the outer tube,
and is capped by an ornamental cover,
from beneath the edges of which the
foul air escapes.

A screen of perforated material
covers the escape opening, and pre-
vents the inroad of foreign matters into
McKennell’s Double Tube Ven- the tube. Both of the tubes are so

tilator. A, outer tube; c, inner : :
tube; B, ceiling; 1, valve-plate; proportioned, that the sectional area

b throttle-valve for inner tube. o the centre tube is about equal to the
sectional area of the annular passage comprehended between
the two tubes.

Mr McKennell, in this invention, arranged for a partial or
total closing of the inner tube by means of a kind of th_mttle-
valve, set upon a transverse spindle inside the tube, and we:gh_ted
on one side, so as to have a tendency to maintain a vertical
position, and leave the passage full open. The valve was, how-
ever, under control by means of a cord and pulleys. When the
valve appertaining to the outer air passage was drawn up as
high as possible, it completely closed the down draught passage ;
whilst, by letting it down more or less, tl}e passage was corres-
pondingly opened, and the current of air impinging upon the

- =
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valve plate became deflected, and spread out horizontally, and
so became more uniformly dispersed over the room.

The McKennell system of ventilation has been largely patron-
ised, with the best results, and it is applicable to almost every
kind of work. Several examples of its adaptation to rooms can
be noticed in the Practical Hygiene of Drs Parkes and De
Chaumont. (See Sanitary Record for September 15, 1879.)

In transforming a farmhouse, the vertical system of
ventilation would be found useful. This has been
tried with satisfactory results at the Central Throat
and Ear Hospital before alluded to, where the system
of carrying off the products of combustion from the
gas burners by bell glasses with tubes in the flues
also struck us as simple and inexpensive. These
are the most simple ways of ventilating without
warm air, and it is needless to enter fully into the
subject of cowls, Arnott’s valves, &c., as they can
casily be read up in Mr Eassie’s very useful little
work., One warning is perhaps necessary,—never to
use any perforated zinc, fine wire-work, &c., materials
often used to finely divide the entering air, but which
soon get clogged with dirt, and so become useless;
for there is no subject on which nurses are more
ignorant and careless than that of ventilation.

The next aim must be to ensure a good supply of
WAt air to the wards in winter, at as cheap a rate as
1s compatible with efficiency. In this there is no need
to consider other arrangements for ventilation that
can possibly be blocked up, for we may be sure that
such will be the supreme object with the nurse, as

soon as there is the least sign of cold weather, or the
I
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arrangements will only be in use during the short visit
of the surgeon., Heating by hot-water pipes will be
too cumbersome an arrangement for hospitals of this
size, and in reality the question is narrowed down to
the kind of stove or fire-place most efficient for the
purpose. No English labouring man’s mind will be
content without seeing a cheerful stove or fire-place
in the ward. It is not that it gives off more heat
than could be obtained by other arrangements, but
in England its use is so common as to be indispens-
able, without totally obliterating all idea of homely
arrangements. Luckily there are several very effi-
cient stoves now. in common use, by which the
entering air can be warmed; and we may instance
the mode of operation in three of them as examples
of their class.

Captain Galton's Vertical Stove. 4, plan; B, elevation; C, section,
(1.) In Captain Galton’s stove * the air is warmed
in chambers behind the grate. The point of dis-

* This stove seems to be in use in several cottage hospitals,
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charge for the warmed air is below at various ori-
fices, while the outlets are usually provided above
by foul air shafts (with Arnott’s valves) round the
chimney. Galton’s is the best-known grate of a de-
scription uniting both iron and fire-lumps. Copious
supplies of fresh air pass through the grating at the
back of the chamber, and when warmed in the latter
it rises up the hot-air flue leading out of the top of
the chamber, and is delivered into the room near the
ceiling-line, or elsewhere as may be desired.

The smoke flue has no connection with the hot-air
flue, and if the grate has been properly fixed, nothing
can work better. It has stood endless tests, and will
perform the hardest work with a minimum of atten-
tion. Its performances have been carefully summed
up by General Morin.

The bulk of the ventilating grates of the present
day deliver the warmed air either under the mantel
or in the space formed around the grate itself. In the
Thermoson grate, which Mr Eassie has largely used,
the fire-basket, lined with fire-brick, is made to project,
and is provided with a movable iron canopy, having
gills upon it. The back of the fire-basket has the
arch of the stove cast upon it, and has also projecting
gills behind. By this arrangement an increased
heating surface is secured, thus warming the air
coming in contact therewith. Apertures in the arch
and front, communicating with an air-chamber formed
of brick-work behind the stove, provide for the free
circulation of heat, and for the necessary supply of
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cold air. A valve is provided, by which the draft can
be regulated at pleasure, either to the air-

chamber or
to the fire,

2 L
b 8 - L
" i » T
o T ' .
L 5 Lt . , i1 it =
# A oy A |
y N LR 3
] i ¥,
i ]
L | ol

1]
i
Il
in
i
[}
i
]

i
]

E, E, E, air chamber formed of brickwork ; F, covering-in plate,
resting on bar G to render the joint air-tight,
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There are several peculiarities in the Thermoson
which can be sufficiently understood by a study of the
large-sized section on the previous page.

(2.) In the Calorigen the air is warmed by passing
through a spiral tube placed within the stove, and com-
municating with the outer air; there is a constant
stream of warm air intothe room,and the other openings
are probably all converted into outlets. The Calorigen
burns very little fuel, and its price is about six guineas.
We take the following from Mr Eassie’s admirably
" exhaustive Dictionary of Sanitary Appliances : *—

WARMED AIR FROM WITHOUT.—To stoves of a description,
which effect all the purposes of the Galton and other succeed-
ing grates, it has been common of late to apply the name calo-
rigen, or calorifére, the former word being of English and the
latter of French origin.

= |44 The best examples, and indeed
the only ones much in use, are
the calorigens invented by Mr
Richard George, whose earliest
experiments I witnessed with
great interest. In 1867 Mr
George introduced the calo-
rigen in which coal was used,
and which I will now proceed
to describe.

The coal calorigen consists
of a chamber of thin sheet
iron, the proportions of such
chamber being large relatively
to the dimensions of the fire-
place or grate in which the fuel
1s burnt, in order that the pro-
ducts of combustion may circulate within such chamber some

George's Coal-burning Calorigen.

* Vide Sanitary Record from July 1879,
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time before passing into the chimney or flue. The grate or fire-
place is arranged near the bottom of the chamber, which is sup-
ported upon legs, and the stove or fireplace is so arranged that
fuel can be readily supplied to the grate, under which a pan is
placed to receive the ashes. The products of combustion from
the fire-box or grate, after circulating within the chamber, to-
gether with the impure air drawn from the apartment, pass away
through a pipe or flue at the back of the chamber of the stove,
such outlet pipe being provided with a damper. A coil of pipe
1s arranged within the interior of the chamber above the grate or
fire-box—the lower end of this pipe passing out through the
lower part of the case—and it is so arranged as to be in com-
munication with the atmosphere exterior to the room or building
to be heated. The upper end of this coil of pipe passes out at
the top or upper part of the outer case of the stove, where it is
in open communication with the interior of the room or building.
The heat from the fire-grate portion of the stove is transmitted
through the surface of the coil of pipe, and causes a current of
air to circulate through the pipe from the exterior of the room
into the interior, and this current of air has sufficient heat im-
parted to it without injury to its respiratory qualities by contact
with the surface of the pipe, the thinness of the metal of which
the pipe is formed causing it to transmit the heat rapidly with-
out itself attaining a high temperature. A deposit of carbon is
also formed upon the exterior of the pipe and upon the inner
surface of the chamber, which assists in preventing the inlet pipe
and the chamber from becoming overheated.

The success of the coal calorigen was so pronounced for use
in rooms adapted for them, that in the year following,
Mr George gave his attention to the matter of gas stoves, and
succeeded in producing what is called the gas calorigen.

In this contrivance, which is, like the coal stove, perfectly
portable, the outer case is formed of thin sheet iron or copper,
supported on legs ; and a gasburner of the ordinary ring form
is fitted inside. The air for supporting combustion enters the
chamber of the stove by the lower inlet pipe from the flue in
communication with the chimney, and the products of combus-
tion pass out of the chamber into the flue by the upper or out-
let pipe—an upward and downward current being thus estab-
lished in the flue. There is also a door furnished with a panel
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of glass or mica, which is closed when the gas is bur'ning, S0 as
to exclude the passage of air through the opening of the
door. There is also a diaphragm, it

for distributing the air for sup- o
porting combustion, and another
diaphragm for causing the heated
products to circulate within the
chamber of the stove. It will
thus be seen that the heat from
the heated products of combus-
tion of gas burning within a
chamber of metal is transmitted
through and radiated from the
sides of the chamber—a current
of air passing at the same time
from the exterior to the interior -
of the apartment—through a pipe
of thin iron, arranged in such a &
manner within the chamber of  George's Gas-buming Calorigen.
the stove as to warm the air passing through it.

In 1879, Messrs Farwig of London, who manufacture these
calorigens, introduced a slow combustion calorigen, which is
much approved in fever wards of hospitals, and for use at board
schools. It i$ also well adapted for use in halls and vestibules
where there is a changing atmosphere.

This stove, like others, is lighted in the usual manner upon
a foundation of paper, small pieces of wood, and small coke,
the ash door being removed to create a draught. When the
coke is well alight, the stove is filled up with small coke and the
ash door replaced. There is also a sliding or dropping valve
introduced above the ash door so as to regulate the draught
necessary for combustion.

As in the case of the coal and gas calorigens, these slow
combustion calorigens are fitted up with a pipe, one end of
which is in communication with the external atmosphere, and
the other extremity terminating in the crescent-shaped warmed
fresh-air chamber, the outlets of which are pierced in the sur-
mounting of the stove. There is no escape of fumes when
feeding, and at a cost of less than fourpence, the stove will burn,
if properly alight and charged, without attention, for about
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twelve hours. It is therefore admirably adapted for keeping up
a circulation of warm air in an inner hall or staircase during
the night,
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Fig. 1 Fig. 2

X _ Slow Combustion Calorigen.
Fig. 1. Vertical Section. z. Elevation. 3. Plan through I. I

A, fire chamber ; B, ash-pit; c, fresh-air inlet ; D, air space ;
X, fresh-air chamber; g, warm fresh-air outlets; r, smoke
outlet; G, feeding door ; H, regulator.

Fig. 3

There are numerous other stoves on much the same
principle. In using these stoves care must be taken
that the air to be warmed is drawn from a pure
source, and any openings should be guarded from
the entrance of vermin, &c., by double air bricks or
other means.

Water Supply—In a village this will often be found
a subject of no mean consideration. Should the hos-
pital be near a small town which has a good water
supply, and be so placed as to be easily connected
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with its mains, our difficulties will at once vanish, but
in many villages the supply is #zz/ or very bad.

The Rivers Pollution Commissioners class the waters
most fit for drinking and cooking purposes in the
following order—(1) spring water, (2) deep well water,
(3) upland surface water ; while they condemn the use
of shallow well water, water from cultivated ground,
and rain water for the same purposes. It must always,
therefore, be our aim to get one of the three classes
first mentioned, treating, of course, each case on its
own merits. If the hospital can be placed in such a
position as to be able to utilise a good spring, such
a course must be adopted. Otherwise we must take
into consideration the geological features of the dis-
trict, and the supply of water to places near at hand,
and then consider the propriety of sinking a well.
Dr George Wilson, in his book on “ Sanitary Depots
in Villages,” says on the subject of water supply :—
“ Specially suited for use in rural districts are the wells
known as Norton’s Abyssinian tube wells. They con-
sist of narrow iron tubes driven or screwed into the
ground in lengths, and with the lowest length pointed
and perforated at the end.