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during the year, the proportion of home to hospital confinements
being approximately 3 : 1 and of home to nursing home con-
finements approxiately 4 : 1. Although it is true to say that
delivery in the home 1s suitable for the majority of confinements,
the proportion of hospital to home confinements increases
proportionately with the number of available beds. The fact
that hospital beds are not readily available in the Rural District
has probably determined this high proportion of home confine-
ments, for in the adjoining Rural District of Meriden, having
institutional beds available within its confines, the proportion
of home to hospital deliveries is approximately 4 : 7 and the
percentage of home confinements only 34% of the total confine-
ments. It is difficult to believe that there are twice as many
abnormal pregnancies, or that home conditions are twice as bad,
in the Meriden Rural District, and I feel that were there
adequate available beds in the Tamworth Rural District the
proportion of home confinements would materially fall, for
hospital confinements are popular with the public both for
convenience and financial reasons. Where confinements are
undertaken in the home, Domestic Help is made available under
the County Council's Domestic Help Service Scheme. Only
seven applications were made during the yvear for Domestic Help
during a home confinement, i.e., only 4% of mothers delivered
in their own homes required this type of assistance and it has
been obvious to the organiser of this service that a greater
tendency exists in the Rural areas for relatives and friends to
assist the patient in times of stress than exists in the more
urbanised areas, and is to be encouraged. Where confinement
occurs in the patient’s own home the midwife in attendance can
evoke the aid of the general practitioner medical service when
any abnormality is suspected. During the year, 45 requests for
medical aid were made, 11 for suspected abnormality during the
ante-natal period, 18 during labour, g during the puerperium
and 7 for suspected abnormality of the infant. This total
represents an attendance by a general practitioner at a midwife's
request in 38% of home confinements where the midwife is to
superintend the delivery, and is a fair indication of the cover
provided by the County Council’s Midwifery Service for
emergencies in the home during pregnancy and labour.

The District Nurse/Midwives remain in attendance at the
patient’s home until 14 days following delivery, after which the
Health Visitor assumes the role of advisor to the family on the
care and management of the infant. In some instances this is
one and the same person undertaking both types of duty. Two
full-time Health Visitors, in addition to the one District Nurse
Midwife/Health Visitor were employved during the year 1952
for duties in the Tamworth Rural District.
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The incidence of this disease has shown an increase in
this country in recent years and outbreaks are tending to occur
much earlier in the year than formerly, when the peak period
could be expected in the late summer and autumn. As both
cases and carriers carry the virus in their excreta and in the
secretions of the nasopharynx, control measures are difficult to
apply although certain preventive measures are of value when
the disease is epidemic. In such areas all suffering from vague
pyrexial illnesses should be immediately confined to bed until
the diagnosis can be confirmed by the family doctor. Research
has shown that excessive physical exercise and muscle fatigue
whilst incubating the disease, may accentuate its severity, so
that rest during this phase can be expected to play some part
in mitigating the degree and extent of paralysis. Similarly, the
postponement of nose and throat operations in an epidemic area
is advisable, as is the postponement of innoculations against
diphtheria and whooping cough. This latter measure, however,
should be treated with common sense. No useful purpose is
served by postponing diphtheria innoculations umnless there is a
higher than normal number of cases recorded in that area and
the routine cessation of immunisations during the season when
poliomyelitis is expected, irrespective of whether cases have been
recorded, is dangerous and is to be condemned. If both
poliomyelitis and diphtheria outbreaks occur simultaneously in
any area, prophylactic innoculations should be continued, using
a purified toxoid available at the mnearest Public Health
Laboratory, and should be given subcutaneously. Quarantine
of contacts plays little part in preventing the spread of the
disease and should be limited to food-handlers, those whose
occupation brings them into close and intimate contact with
children, and children themselves who should be excluded from
school or employment for three weeks following isolation of
the case. Quarantine of other family contacts is of little value.

Although wvarious theories have been postulated on the
mode of spread of this disease, the evidence available would
suggest that personal contact is an essential factor, although this
by no means excludes the possibility of food-borne spread or
spread via flies.

Typhoid and Paratyphoid Fever.

There were no cases of typhoid during the year, the last
case having been recorded in the area in 1948. There were,
however, two isolated cases of paratyphoid (B) fever reported,
both of whom recovered after hospital treatment. A com-
prehensive investigation was undertaken in an attempt to
discover the source of infection in both instances, but without
success. No association was discovered between the two cases
and the origin of infection was unknown. Both cases were
children, a male aged 11 vears and a female aged four years,
and both were notified in May, 1952, within nine days of each
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