THE PRINCIPLES OF CLASS TREATMENT AND
THEIR APPLICATION TO VARIOUS
CHRONIC DISEASES*

JOSEPH H. PRATT, M. D.

Ewmmanuel Church Tuberculosis Class, Boston, Mass.

The founder and organizer of modern hospital social service was
one of the first to perceive the value of the class method. In that first
annual report of “Social Work Permitted at the Massachusetts
General Hospital,” published in 1906, Dr. Cabot said that the class
method was “sure to be applied before long to every common
chronic disease, such as dyspepsia, neurasthenia, heart disease, etc.”
This was written a little more than a year after the formation of.the
first tuberculosis class. As a matter of fact Dr. Cabot in the fall of
1905, only a few weeks after the beginning of the social service work
at the hospital aided Dr. Hawes in organizing a tuberculosis class for
patients living outside of greater Boston. This tuberculosis class was
closely affiliated with the Social Service Department. Tuberculosis
was regarded as the entering wedge for social work in hospitals.

The original class was organized July 1, 1905. Financial support
was furnished by Dr. Elwood Worcester, the rector of the Emmanuel
Church. This was called the Emmanuel Church Tuberculosis Class.
It is still in existence and the organization and methods of conducting
the class have changed little in the past seventeen years. The word
class is defined in the Century Dictionary as “any body of persons
grouped together by particular circumstances for particular reasons.”
So far as I know the word was not used in connection with medical
treatment and supervision until the organization of our tuberculosis
class. Over a hundred years ago, however, the word was introduced
into religious terminology by the Methodists, The members of a local
church were divided into small groups usually numbering a dozen for
instruction and were called classes. A class leader was appointed
whose duty it was to take charge of the meetings, to obtain
reports from the members regarding their progress in the spiritual
life and to admonish or to comfort as the need arose. In a somewhat
similar sense we employ the word class today in medicine.

*Read before the Annunal Meeting of the American Association of Hospital
Social Workers, June 22, 1922, Providence, R. I
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402 Class Treatment of Chronic Diseases

The wordclass is much preferable to group for this particular
method of treating patients. Use of the word group in this .
connection leads to confusion. The patients in a special clinic for any
disease such as chronic joint disease would form a group, but not a
class in the sense in which the word has been used by me.

A class in this specific sense implies to my mind collective in-
struction of some sort. To avoid confusion let me suggest that we
attempt to distinguish between class, group, and special clinic. A
class may be defined as a number of patients affected with the same
disease and under the same plan of medical treatment and supervision
who are brought together for instruction. This definition would
include as classes the lay clinics that Dr. Joslin and his associates give
several times weekly to diabetic patients at the Deaconness Hospital
in Boston. On the other hand, if in a diabetic clinic the instruction
were entirely individual it would come in a different category. When
the number of patients is not limited, but the work of a clinic confined
to one disease let us term this a special clinic, for example a tuber-
culosis clinic, diabetic clinic, etc. If a group of selected patients meet
the physician, nurse or social worker at stated times but are seen
individually and do not have the opportunity except incidentaly to
gain from the experience of the other patients and receive no
instruction collectively it would be well to term such an organization a
group.

Much confusion is caused at the present time by applying to these
three different methods of handling cases of special diseases the
terms class, group and clinic indiscriminately.

Miss Combs in her study of Hospital Social Service in New York
City found special “classes” for patients were held in 15 dispensaries in
1917 on the following subjects: prenatal care, postpartum care,
cardiac disease, vaginitis, corrective exercises and mental diseases.
Probably most of these were not classes according to the definition I
have just submitted. It would be interesting to know in how many
the class method or the group method was employed and how many
were simply special clinics for different diseases.

I have described at different times and in different places the
organization of the original tuberculosis class. The patients all kept
their own records. We used the excellent individual record book
designed by Dr. Charles L. Minor. Supervision and detailed in-
struction in the methods of treatment were given by a trained
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tuberculosis worker in the homes of the patients and in the class room
at the weekly session.

1 originally brought the patients together as a group simply with
the idea that it would save my time, that of my associate and of the
social worker. It was planned as a labor-saving device. I did not
have the time to instruct or encourage the patients individually.
Advice, encouragement or admonition given to one I hoped would be
heeded by all. In the prospectus® that I issued the statement was
made that weekly meetings would be held as an aid in maintaining the
necessary supervision. In the first report® of our work which was
presented before the Johns Hopkins Hospital Medical Society a little
over six months after the formation of the Class, I devoted only a
short paragraph to the weekly meeting. When next I wrote a report
of the class work I had recognized more fully the value of the class
meeting. I will quote from a paper* read before the National
Tuberculosis Association in 1907. The weekly meeting “is the dis-
tinctive feature of the class system. It is held every Friday in a large
cheerful room at the Massachusetts General Hospital. The class
meeting is a pleasant social hour for the members. One confided to
the friendly visitor that the meeting was her weekly picnic. Made up
as our membership is of widely different races and different sects,
they have a common bond in a common disease. A fine spirit of
camaraderie has been developed. They never discuss their symptoms,
and are almost invariably in good spirits. Frequently our graduates
drop in at the meeting to get weighed and to greet their old associates.
The members are weighed each week and their pulse and temperature
taken by the friendly visitor, assisted by one of the senior members.
The greatest gains in weight are posted conspicuously each week on
the blackboard, and the member who remains out-of-doors the
greatest number of hours during the month has his record exhibited.
This stimulates a spirit of healthy emulation. One patient was out of
doors seven hundred and six hours in a month, an average of nearly
twenty-three out of the twenty-four. Some of the sickest members
gain this distinction. The favorable cases that are making rapid
progress toward recovery infuse a spirit of hope in all.”

In a paper® read a year later before the British Medical Associa-
tion I again emphasized the importance of the class meeting and gave
further details regarding it. “My associate and I plan to arrive half
an hour after the hour of meeting. Then the record books and the
list of gains in weight are ready for inspection. We sit at two small
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tables and see all the members in turn. The record books are ex-
amined, and the patient’s questions are answered and advice given.
A short note is also entered on the patient’s history-sheet. I usually
give the class as a whole, some advice or encouragement during the
meeting, but such a talk is always short, never more than two or three
minutes in length. Physical examinations are not made at the
weekly meeting, but each member is examined once a month in my
consulting room.” '

Still later speaking at a meeting of the New York Conference on
Hospital Social Service® I dwelt upon the value of the class meeting
in inducing patients to agree to follow the strict rest treatment that is
so essential in cases of active pulmonary tuberculosis. Let me repeat
what I said then. “If a candidate for membership is present, one of
the ‘star’ patients is frequently asked to tell what the rest treatment
has done for him, and usually he bears testimony to the value of rest
with an enthusiasm that exerts a powerful influence on the newcomer.
But the healthy appearance of most of the patients probably makes a
deeper impression than anything that is said. At least this was true
in the case of James M., who has often been requested to tell his ex-
perience at the class meeting.

“Soon after the death of his wife, James, who was a long-
shoreman of middle age, and a free user of alcohol, developed a
severe cough and rapidly lost weight and strength. At the dis-
pensary on Burrough’s Place tubercle bacilli were found in his
sputum. His lungs were extensively diseased and he was
advised to go to the city tuberculosis hospital for advanced cases
at Mattapan, but he refused. A nurse called several times, but
he remained obdurate and insisted on staying at home.

“His brother, in despair, brought him to me several weeks
later. I explained to him the seriousness of his condition and
the importance of taking the rest treatment. He remained taci-
turn and unmoved. On leaving my consulting room he told his
brother frankly that he did not think much of me. ‘More like
a Christian Scientist or a professor of physical culture than a
doctor,” was the way he put it. The idea of lying down all day
out of doors, just as if he were a ‘log of wood’ did not appeal to
him at all. He sought out a doctor that gave him medicine, but
he felt that it did him no good. Finally he heeded the
persuasion of my class visitor, herself a former member of the
class, and came rather reluctantly to one of the meetings. He
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saw there two or three men who had made good progress and
had followed the rest treatment faithfully for months. A great
change came over him, and a hope arose in his mind that he too
might recover. At the end of the meeting he accepted at once
the invitation to join the class, and a more faithful patient in
following out the rest treatment we have never had.

“To the question often asked: ‘How do you induce your patients
to take the strict rest treatment ?’ the answer is the class meeting.”

To my knowledge the first to employ the class method of
treatment in any condition other than tuberculosis was Dr. Wm.
R. P. Emerson of Boston.” His first class for under-nourished
children was formed at the Boston Dispensary in 1908. Two
years later he published a preliminary report of his experiment
under the title—"“The hygienic and dietetic treatment of delicate
children by the class method.” He asserted on the basis of his
experience that “the class method is practically well adapted to
the proper treatment of delicate children. The spirit of competi-
tion, the “game” in it has a powerful attraction to the child
aiding greatly in his management and control. * * * * Ip
giving instruction and directions to the parents and the children
assembled together there is an enormous saving of time.” Dr.
Emerson realized the value of the class method to the social
worker. “She can here learn what instructions are to be carried
out, what the object sought, she catches the spirit of the work
and is enabled to relieve the physician of a large mass of detail
for which he has neither the time nor the energy to perform, and
for which the social worker is the one person especially qualified
by sex and training to carry out.”

The first attempt to organize a group of diabetic patients for
instruction in regard to their diet was made I think by Dr. W.
G. Smillie at the Peter Bent Brigham Hospital in 1914. A real
diabetic class was started March 1, 1915 in that same institution
by Dr. C. K. Drinker and Mrs. Mark. Dr. H. A, Christian the
physician-in-chief of the hospital in his annual report for 1915
stated that “in developing our medical work in the Out-door De-
partment we have felt that an application of the class system of
managing groups of patients such as has proven so valuable in
tuberculosis was applicable to a number of chronic diseases.”
In July 1915 a cardiac class was organized in the Brigham
Hospital by Dr. George P. Denny and Miss Homans. Follow-



406 Class Treatment of Chronic Diseases

ing the detailed report of these two classes, Dr. Christian again
asserted his belief that the class method is a “simple and good way to
manage chronic cases of certain types. Dealing with groups,”
he added, “each individual gets much from what is told to the class
and from suggestions and criticisms made” * * * * ¥ The spirit
of competition enters as a stimulus towards having a good record
to present of oneself at the class meeting. The sociability en-
gendered in the group is a therapeutic benefit to these people.
From the medical side it seems that more people can be managed
well in groups than singly. There is also an interesting op-
portunity for investigation of certain chronic diseases offered by
the class of diabetic, cardiacs, etc.”

Group treatment in the sense I have defined it in this paper
in distinction from class treatment is largely used in the special
clinics held in the Out-Patient Department of the Massachusetts
General Hospital. These now deal with syphilis, diabetes, in-
fantile paralysis, nutritional disorders of children, heart disease,
chronic arthritis, scoliosis and asthma. Dr., Richard C. Cabot
stated in a recent report of the Social Service department that
“in every case this has worked improvement in the treatment of
patients and developed special skill in the physicians assigned
to the special tasks.” Some of the same beneficial effects of
bringing patients together in classes are seen in these groups.
In a recent report Mrs. Jacobson, the social worker assigned to
the diabetic clinic makes this interesting comment. “Obese
patients are difficult at first, but once interested many of them
enjoy watching their weight with other patients in their class—
the game being to lose a pound a week until normal weight is
reached. The social worker stimulates interest in this game.”

To those who are familiar with the many attempts made in
different parts of the country a decade ago in the treatment of
tuberculosis to use the class method the question must arise in
their minds,—“Why if the class method is so valuable did nearly
all the tuberculosis classes that were organized in many parts of the
country all the way from Portland to San Francisco succumb?”
This is a fair question. There is no doubt that the class idea
for treating tuberculosis made a strong appeal to physicians
interested in tuberculosis work as soon as they learned of the
success we were having with the class method in Boston.
And there is no doubt that very few tuberculosis classes are in
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existence today. It is safe to assert, however, that even ;he
poorly organized, short lived classes furnished better and more
individualized home treatment than the tuberculosis patients in
those localities were getting before or have received since. No
substitute plan of treating consumptives in their homes has
taken the place of the class method. The fate of most of the
classes was like that of the seed, in the parable of the sower,
that fell on stony places where they had not much earth. They
sprang up quickly for this reason, but when the sun was up they
were soon scorched and because they had no root they withered
away.

It was so easy to start a class. It would grow for a short
time on the thinnest soil. In some places an enthusiastic
physician would unselfishly give a good deal of his time to the
work., Without trained knowledge of the details on which
success depended he would without the aid of a social worker
and often without financial support select a group of consump-
tives from a dispensary and hold regular meetings, give inten-
sive instruction and try unaided to better their home conditions.
The work was too arduous for a physician in active practice and
in fact without the right sort of a social worker it could not be
done properly. These classes succumbed because they had no
root.

The chief reason for the collapse of classes was the failure to
count the cost in effort and dollars before the undertaking was
begun. I had by good fortune hit upon the things that were
necessary for success at the outset. It was Miss Isabel Strong,
a trained nurse with experience in social work, who made the
class. She gave all her time to the work and I may add took no
pay, until the success of the venture was assured. She did as
every tuberculosis worker should do fully nine-tenths of the
work. I gave only one or two hours a week. My medical
assistants made most of the examinations and did most of the
other strictly medical work.

Nearly all the classes were formed without asking advice or
assistance from me, and very, very few followed our method in
detail. Only four classes were organized by social workers who
had gained a first hand knowledge of our work by attending our
meetings, by visiting members in their homes with our worker
and by studying our system of records.



408 Class Treatment of Chronic Diseases

The reason for the permanence and continued success of the
original class, the Emmanuel Church Class, and its daughter the
Arlington St. Church Class which has completed its fifteenth
year, lies in the fact that we both possessed the five essentials
for conducting class work satisfactorily :—

(1) A physician who had a fair knowledge of tuberculosis
and who knew how to run a tuberculosis class.

(2) A tuberculosis worker well trained medically and
socially who could get results.

(3) A definite method of treating tuberculosis that would
vield results sufficiently good to encourage the patients
to perserve in the treatment. The tuberculosis worker
had to know the details of the treatment as thoroughly
as the physician.

(4) A certain irreducible minimum in the way of direct or
indirect financial support.

(5) A small number of cases at a time—not more than 15 or 20.

These are the five foundation pillars on which a class should
be formed if it is to endure. Let any one of them crumble and
disaster will occur. More upon the social worker than upon the
doctor should rest the responsibility for success or failure, if the
tuberculosis class work in this country is to be reorganized on
proper lines. Note, I said in enumerating the essentials of
success, a professional not a volunteer tuberculosis worker.
For four years the Christ Church Tuberculosis Class of New York,
established by Dr. W. L. Niles and Miss Stewart, had a remarka-
bly successful existence. From 1906 to 1910 it treated 42 cases
of pulmonary tuberculosis and up to 1917 only two had died.
Its members lived in the crowded tenements of lower Man-
hattan. Then Miss Stewart, the volunteer class worker, who
was the secret of the success of that class according to Dr. Niles,*
married and the class soon ceased to exist.

Although I may be accused of preparing this paper with
scissors and paste, I cannot forbear quoting the remarks made
by Dr. Landis® in 1911 at the meeting of the American Climato-
logical Association held in Montreal in opening the discussion of
my paper on the Class Method. “I have been interested in the
class method ever since it started, but it was not until a little
over a year ago that I began to be directly concerned. At that
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time I made a trip to Boston to see the work at first hand, and
left there with the impression that conducting a class was a very
simple and a very easy thing. I think I encountered the
difficulty that many have, that is, that the extreme simplicity of
the whole thing impresses one as easy. It was not very long,
however, before I found that it was one of the most difficult
things I know of, and I think failures have occurred largely be-
cause of the simplicity of the method. For instance, one class
I know of was started by a clergyman with no medical training
whatever, this was a failure. Another man started three classes
at once. He had absolutely no training, no experience what-
ever. These were also failures. Just because it sounds easy
does not mean that it does not require an infinite amount of work.
One’s enthusiasm has to be kept up, and kept up constantly, it must
never flag. While the doctor can furnish the enthusiasm to these
patients and can inspire them with confidence, I believe that the suc-
cess of the method depends largely on the tact, the perseverance and
the character of the woman who visits the patients in their
homes.”

Dr. C. L. Minor®® followed Dr. Landis in this discussion. He
insisted that in making a class successful the man is everything.
I am sure Dr. Landis and Dr. Niles who have had personal ex-
perience with the class method would agree with me that this is
not true. In the tuberculosis class it would be more nearly
correct to say that it is the woman who is everything.

If we confined our survey of the present situation to tubercu-
losis one would be compelled to admit that the class method had
not been a success except in a few isolated instances. To date
as critics have pointed out it has accomplished little in the
tuberculosis campaign. However, the success of the class
method in dealing with the problem of under-nutrition in chil-
dren fills me with hope that it will yet be found to have great
value in combatting tuberculosis. It cannot play an important
part in the tuberculosis campaign until the details of the method
are thoroughly understood and a comprehensive program for the
instruction of tuberculosis workers and doctors has been formed.

Under the able direction of Dr. W, R. P. Emerson of Boston,
nutrition classes have been established all over the country dur-
ing the past few years and have been carried on under his
general supervision. To meet the demands for trained workers
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in various parts of the country a national organization, the
Nutrition Clinics for Delicate Children, Inc., was formed in 1919
with Dr. Emerson as president. Institutes are regularly held in
different places for teaching in detail the methods used. Inten-
sive instruction is given for two weeks to physicians, nurses and
social workers. One institute in Atlanta in 1920 under the
auspices of the American Red Cross was attended by 50 persons
including representatives of the U. S. Department of Agriculture
from practically all the Southern States. In Rochester, N. Y.
Dr. Emerson held an institute composed of over a hundred mem-
Bers, including 22 physicians. Local clinics are formed for
diagnosis and classes for treatment. After classes are organized
their work is carefully supervised by Dr. Emerson and his
associate. Reports in regular form are sent in every two weeks
to the home office, giving the average gains in weight and other
information. From his experience Dr. Emerson asserts that “a
well organized nutrition class is the most effective agency in the
treatment of malnutrition. This is true, in the case of the rich
and well-to-do as well as among the poor, for children are alike
in their response to the stimulus of the class and the spirit of
competition.” Each class is limited to 20 children. Large
weight charts are made out and displayed on the wall at the class
meeting. FEach child brings a 48 hour diet list. This is ex-
amined carefully by the nutrition worker. The child who has
made the greatest gain for the week sits in the place of honor at
the head of the class and a gold star is placed on this child’s
chart. A blue star is given if rest periods have been taken faith-
fully, a red star indicates that the prescribed rule regarding
luncheons has been followed and a green star rewards the child
for having one or both parents present at the meeting. When a
member attains the proper weight for his height he is graduated
from the class and given a diploma. Dr. Emerson has described
most interestingly the organization of the nutrition classes and
the method of conducting them in his recent book.**

The later nutrition classes have succeeded as well as the
original ones because Dr. Emerson has personally instructed the
nutrition workers and the physicians in those details which his
experience has taught him are essential for success. When the
expected results were not obtained Dr. Emerson hastened to the
rescue of the sick class, diagnosed the trouble and brought it
back to a state of efficiency.
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I recognize that it is more difficult to organize a successful
tuberculosis class than a nutrition class, but I am convinced
that Dr. Emerson has shown us the way the class methdd may be
used on a large scale in the treatment of tuberculosis and of
other chronic diseases.
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BROADENING INTERNATIONAL CHILD
WELFARE

FRANCES B. TOPLITZ

The concern for childhood is no longer a matter of political or
geographical boundaries. It is a world-wide concern. There are
no enemy countries so far as involves the care and safety of little
children. This has been significantly exemplified in these last years.
The cries of children, hungry, cold, sick, from the countries of
Central, Southern and Southeastern Europe were made throughout
America, England and from that part of Continental Europe not in-
the world.

The response from America, England and from that part of Con-
tinental Europe not affected was immediate, generous and in a mark-
ed degree effective. Measured today in terms of money, in tons of
cocoa, sugar, fat, flour, etc., in gallons of milk, in bolts of flannel or
muslin, the figures are flattering. Measured in terms of disinterested
service, in good will, friendliness, quick and sympathetic response to
human suffering, expressed in a very human way, the net results are
incalculable. There is no doubt we all find this second interpretation
the more stimulating and it is one we shall all want to make the en-
during record of our foreign relief work in those unfortunate
countries.

A very natural thought is, what has been the effect of this dis-
interested service upon the people helped. It must be admitted that
much well-intentioned generosity has been sadly abused. Broadly
speaking, it was very new to the minds of many of the people, particu-
larly in those more oppressed countries of Southern and Southeastern
Europe, where for generations people, high and low, had been forced
to indirect methods, to subterfuge, intrigue to obtain what they
wanted. Voluntary gift, inspired by an altruistic desire to meet
human distress, they were strange and incomprehensible ideas. Add
a confusion of mind brought about by uprooting, shifting-by
hunger and cold, and too, by a very human desire to get something for
nothing, such abuse when it occurred could be understood and par-
doned. This must be said, that on the part of those who could
understand and grasp the meaning of disinterested service, much
honest and sincere effort was made to co-operate with the foreign
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missions and to interpret it rightly to their own compatriots. That in
itself should be counted a real gain.

And again, did all the foreign missions give the same broad
interpretation to their service. It would not be straining too much
to answer in the affirmative up to the point of a practical, co-operative
plan of distribution, a pooling of resources that would have netted
a maximum result with a minimum of personnel, of overlapping and
of underlapping. Relief work, like any other undertaking must have
money support. Publicity is a factor that looms up big and figures for
the purpose of campaigning for funds are essential. So long as money-
raising is a matter of group interest, it would be to much and perhaps
even impracticable to expect pooling of resources. Still it is some-
thing to hope for. The writer can speak with personal knowledge of
the Austrian and Polish fields and it is safe to presume that they are
indicative of the others. In Austria, there was a move in the direction
of co-ordinating the work, at least of devising a scheme to head off
the repetitive relief-seeker which was fairly successful. A larger
conception of clearing was earnestly talked of ; there was much get-
ting together of foreign and local welfare workers, and if nothing
better came of it than a clearer exposition of disinterested service and
of each other’s aims, that too, should be counted another step forward
to a better world understanding.

These gains, are they to be lost? It would indeed be regrettable.
Why should not that hunger-cry of the children of those stricken
countries, responded to so splendidly by the world, be the beginning of
a broader internationalism built on child-needs? The health and the
life of the child must always be a common concern. In the war days
and in these post-war days of famine, cold and disease, the safety
of the child has expanded from a national into an international
responsibility, beginning with the satisfying of those elemental needs,
food and covering, and growing into the larger concept of its moral
and spiritual well-being. Here we have an internationalism rooted
in a common humanity, based on universal interest in the child.
And from this interest in childhood, may grow an interest in the
parents, and that might eventually expand into a larger interest in the
countries themselves, and that again into a broader view of humanity,
and internationalism thus made more than a political or economic
phrase.

As often as one of those unhappy mothers has said to her child,
as she handed it a cup of cocoa, or bowl of rice and milk, “See,
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this is what the Americans have sent to you,” just so often there was
sure to be impressed into the young mind the thought, “They must
love me if they are so good to me.” There is hope in that too, for
“things not revealed to the wise and the prudent are frequently
revealed to babes.”

Taking international child welfare by itself, we must not allow this
world interest to stop at relief. We stand ready to help the suffering
but we know that relief is an impulse that is not long sustained. It
has too much of the emotional in it. A stronger plea must be made
for the world to unite, to prevent such unprecedented disaster as we
have witnessed in these last years and in the child world as it is today
we could find common cause. An outstanding gain in relief work is
that it teaches us to know better the countries we are helping. It also
awakens in the minds of the helped an interest in the outside coun-
tries. That paves the way, makes easier this next step,—this moral
appeal. As has been pointed out, the care and protection of the child
in these disturbed years, regardless of country, became a world
interest, 2 world responsibility. It was the binding link. And those
of us who have worked in those foreign fields have seen deep into
the hearts of the people, learned anew after blinding wartimes that
human sorrows, human joys, are for all of us, that mother-anxiety
is the same the world over, that life for most women and men, wher-
ever they be, is “a daily acceptance of duty, dutifully done.” These
contacts with fathers and mothers, with officials,~city and state,—
with welfare workers, with representatives of other foreign countries,
all have helped to strengthen and widen the interest in the welfare
of the child. It is now a question of passing from the stage of senti-
ment to that of education.

Already we have some indication of the transition. In those
years of relief work in the famine stricken countries we have had in
return for our generosity an invaluable opportunity to study nutrition
and its relation to rickets and tuberculosis, social and economic
conditions and its bearing on child life; child legislation ; systems and
standards of education. We have carried into those other countries
ideas of child-care new to them, and in some instances put them into
practical operation. In turn, we have carried away ideas new to us
and worth thinking about. This stupendous undertaking of the
feeding of millions of children in other countries, and the scientific
study of child care as part of the feeding program, have contributed
appreciably to a broadening of International Child Welfare. Inter-
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national child welfare is not a new thought, but it is an infant thought
in the family of internationalisms. Our concern is the broadening of
the thought, it is the most hopeful of all international expressions, it
is the one that will come more nearly to bringing unity into the world,
for it is the one upon which all countries can find common ground.
For us there would be an additional gain. If all the world joined
forces in producing the best thought on child welfare, if children in
less favored countries had the benefit of that best thinking; if these
higher standards could be made to bear on their lives; if, in short,
there was a more uniform conception and putting into practice of the
rights of childhood, would it not go a long way toward helping to
solve our own immigration problem? For then would not that
potential immigrant be better prepared for the citizenship we expect
from our foreign-born,—provided he would want to come at all with
equal opportunity for development in his own land.



THE RELATION OF FAMILY CASE WORK TO
MEDICAL SOCIAL WORK*

FRANK J. BRUNO

General Secretary, Associated Charities of Minneapolis,
Minneapolis, Minnesota

Our subject is complicated by the varying types of service given
under the general heading of medical social work. (Possibly the
same difficulty is presented to the medical social worker by family
case work).

Under the head of medical social work it is possible to distinguish
three types of service:

(1) The medical social worker who is considered the agent of
the physician to carry out his instructions in both medical and social
treatment and investigation and to protect him from social contacts.

(2) The medical social worker who is looked upon as an
adjunct of the administration of the hospital and her function defined
as making the exit of the patient from the hospital as socially safe
as possible. This has as a variation the investigation of financial
responsibility of the patient’s family and possibility of collecting for
the service given.

(3) The medical social service department of the hospital which
attempts to handle the social problems of the patients and which
works on a parity with the medical department. Under such a rela-
tionship the medical social worker would assume any social problem
presented by a patient; would carry out whatever is necessary to be
done throughout all its implications; and would assume responsibility
for investigation, for treatment, for relief and for a long continued
personal contact.

Obviously the relation of the family case working agency to the
medical social worker would be different under each one of these
conceptions of medical case work.

It would be impertinent for us to state which sort of service we
prefer or which sort we believe the better. It is, however, practical
to point out what the relation of the family case working agency

*Read at Joint Session of the American Association for Organizing Family
Social Work and American Association of Hospital Social Workers,
June, 1922.
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may be toward each of these three different types of medical social
work. It should be said parenthetically that these three different
types while they may be isolated for purposes of classification are
not mutually exclusive in experience. In point of fact probably any
medical social service department would show the predominance of
one and the presence of one or both of the other forms. This, how-
ever, does not complicate the problem as much as it may seem for if
the family case working agency and the medical social service depart-
ment can agree upon a relationship varying with the function, the
response of the family society would vary almost automaticaily with
a change in the type of service of the medical social service depart-
ment.

Possibly the most perplexing of all relationships results from the
first conception of medical social work. If the medical social worker
is only the social agent of the physician to execute his orders and to
interpret to him the social data either secured originally or available
from the records of other social agencies, the relationship of the
family agency to the medical social service department at once
assumes many and apparently insoluble difficulties.

To take the last point first; if the physician receives all social evi-
dence only through his social service worker it is readily seen how
handicapped the family social worker is in getting over to the physi-
cian the social evidence necessary for a full understanding of the case.
Under such an arrangement the physician’s instructions pass through
the medical social service department to the family agency in a man-
ner similarly denatured. It is almost the worst example of the weak-
ness of the refer arrangement in case work relationships which I
believe at the present time all agencies are attempting to minimize.

Mrs. K. was referred by the Family Welfare Society to a clinic.
On arriving Mrs. K. insisted that her husband was so cruel that she
did not dare go back home and must be admitted to hospital at once.

The facts were that her husband was not even at home ; that she
was on the waiting list for sanatorium treatment.

Could any amount of fullness of information passed on in the
transfer have equipped the medical social service worker to handle
such an unexpected situation which the Family Welfare visitor who
happened in on the scene cleared up by a few words?

A second difficulty arises from this first conception of the func-
tion of the medical social worker which is almost as baffling. When
the medical social worker is the social agent of the medical authorities ;
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when it is understood that she merely follows the physician’s instruc-
tions in social questions, and secures social data solely for its medical
significance, the medical social worker acts with limited authority and
responsibility. Her area of social work interests is determined by
considerations external to (although not necessarily at variance with)
social work considerations. Relationship between the family
case worker and medical social worker under such conditions
is the relationship between unlike quantities: on one side, a self-
defined authority assuming full responsibility; on the other side,
delegated or partial responsibility and function. This gives rise to
misunderstanding, is very often baffling and sometimes results in
unfortunate exclusiveness.

It seems to me if a hospital or dispensary takes a position that the
medical social service department exists for the purpose of protect-
ing its physicians against outside contacts the relation of such a hos-
pital or dispensary with the family case worker will be narrowed
to the treatment of the simpler forms of disease and that the family
case worker will be forced increasingly to other sources of medical
service with his more troublesome cases to secure in these other
sources the contact with medical authorities essential to intelligent
treatment.

I am not discussing at this point the reciprocal relationship of the
medical social worker to the family worker as that is taken up in
the other paper. It should be noted in passing, however, that in a
medical social service department in which this concept of service is
dominant there really is very little consciousness of a problem in
relationships. It has the merit of simple definition, easily adhered
to. It has many obvious disadvantages to the medical social worker,
however.

The second conception of medical social work, namely, that of
being an assistant to the administrative department of the hospital or
dispensary, an assistant to a department in contrast to an assistant
to the physician which is the first classification, opens up wider
avenues of co-operation. When a department is so organized there
seems to me to be every reason why the family case worker should
use such a department quite fully and place at the disposal of the
medical social worker material or the facts necessary for the social
worker to determine her problems. That is, the family case working
agency can easily ask such a department to accept for hospital or
dispensary care any of its clients; can give the department such of its
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records as the department wishes; can accept from the department
responsibility for the care of patients discharged from the hospital
or dispensary and can co-operate with the department in assuming
any financial obligation.

The third relationship, however, is the important one and on this
most of our time should be spent even though for various reasons it
is a concept but rarely realized as yet by medical social work depart-
ments. I believe it is the ideal of every medical social worker.

In this relationship the distinction between refer and transfer
can be made with value. Both the department and the family agency
are doing approximately the same type of work. Each decides to
assume complete responsibility for as many families or patients as its
resources permit. Each is anxious that it do not assume the responsi-
bility which another may take on or for which another is at the pres-
ent time responsible.

There are, however, differences in resources which justify the
different organizations. The medical department has in its hospital
or dispensary affiliated resources of medical diagnoses and treatment
not available to the family agency while the latter in its contact with
the community has social and economic resources, and possibly
technical, not as easily available to the medical department.

If there were a medical department conducted purely on this con-
ception and able to limit its intake to its capacity for doing adequate
work I should think the relationship would be somewhat as follows:

The family case working agency would offer to the medical
department to keep responsihility for the social work necessary on all
patients in the hospital or attending the dispensary already known to
the family agency or sent by the family welfare society to the hospital
or dispensary. In turn the family agency would expect the medical
department to assume full responsibility for all families not known
to the family agency or to other agencies similarly equipped to handle
family problems.

If the medical department wished to discharge its patients either
upon removal from the hospital or upon regaining a certain degree
of health the family agency ought to be willing within the limits of
its capacity to assume full responsibility for such transferred families.
I believe that the same willingness to transfer to the medical depart-
ment should characterize the relationship of the family agency toward
the medical department when the problem became one in which the
resources of the hospital or dispensary were more needed than the
resources available to the family agency.
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In other words the fundamental relationship would be that of
transfer, not of refer.

Even though we agree that the tendency should be to stress trans-
fers and minimize refers, the group of refers ought not be entirely
eliminated. Particularly valuable would be refers of definite prob-
lems by the family society to the medical department, such as nutri-
tion, medical treatment, instructions in rules of hygiene in certain
instances where the medical department could not or did not wish
to take entire responsibility or where it did not seem wise for it
to do so.

A reciprocal willingness on the part of the family agency to accept
on a refer for special services should be shown. Such refers would
particularly include personality difficulties in other members of the
family which might be retarding the patient’s recovery.

The above sounds simple enough but there are several complicat-
ing features which ought to be looked at squarely and an attempt made
to estimate their importance.

The first has to do with the capacity of the nonmedical social
case worker to follow up medical instructions. On a transfer may
the non-medical social worker accept responsibility for supervisory
attention in medical matters from the medical social service depart-
ment?

My own feeling is that she should; that she both should be willing
and should be competent to do so. Neither the medical social service
department nor the nurse is permitted by the physicians to give
medical instructions. Their function is to watch developments and
to report any variation in symptoms or in habits to the physician and
to follow acurately his instructions. These are not impossible tech-
niques for the non-medical case worker and until the family case
worker is competent to undertake them and until the medical social
service worker is willing to admit that such competency exists one
of the fundamentally irritating elements in the relationship will
persist.

Ideally this would mean that the case worker should have a cer-
tain amount of medical information. I think we are coming to
recognize that without regard to this subject and merely as a matter
of training for case work at least as much information as in Dr.
Cabot’s “A Layman’s Handbook of Medicine” brought down to
date should be in the hands of every social case worker. The non-
medical social case worker deals very largely with health matters.
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The treatment of health problems cannot be separated from the
social treatment of the family. As a matter of fact in a great majority
of cases it is not so separated. If the {family case worker recog-
nizes the authority of the medical experts in all cases of diagnosis
and treatment and is equally careful as the trained nurse and the
trained medical case worker to depend upon and follow his judg-
ment such a relationship it seems to me would be perfectly possible
and it has the value of offering a solution for this difficult element in
relationships. ,

The second complication is the overload of the medical agencies.
Whatever may be the theory of the department most social service
departments that I know are so badly swamped that they can under-
take but a small fraction of the task that is put up to them. As a
consequence some of the services which the family agency would
like to see the medical department assume cannot be undertaken and
the family agency is asked to do many things in the nature of refers
which the departments might not ask if it were adequately equipped.

It seems to me, however, the above points a way by which this
overload may be reduced. If the medical department would minimize
refers and emphasize transfers not only with family agencies but
with all other appropriate agencies there would be a real decrease in
the total load for which the medical social service department
primarily is responsible. It might be impertinent to suggest it but
at the risk of such impertinency may I point out that such transfer
does not mean that the social service department has no record or is
completely isolated from the patient. There is no reason why, for
instance, the family agency should not in any particular case act as
the social service department to all intents and purposes, accepting
instructions from the physicians, reporting to the physicians and
maintaining the medical connection between the family and the
medical agencies.

Co-operation much abused as a word and looked upon often as
a simple matter is really one of the most difficult tasks facing social
work. Only recently have we come to realize through studies such
as those of Graham Wallas, Miss Richmond and Miss Follette that
the relation of human beings in co-operative effort is an artificial one
in which instinct, previous experience and doing the apparently
obvious things do not help beyond a certain elementary point. So far
as any progress has been made in understanding such co-operative
effort it consists fundamentally of an attitude of mind in which will-
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ingness to recognize the validity of others’ contributions is acquired
and in the second place of a recognition of specialized capacities
giving rise to specialized services and specialized contributions to the
common problem. These two elements of competency and specializa-
tion are but the obverse and reverse of the same medal. If both of
these factors are recognized and a sincere effort made to work out
the problem using them as the foci of our action a solution of the
problems in relationships should not be impossible.

In the device of transfer and refer a real beginning is made along
the lines indicated above and in the emphasis which case workers
are placing today upon the importance of transfer full recognition
is given by such acts to our mutual confidence in each other’s work.

There is more in social work than co-operation and the pet-
plexing problems in social work are not all included in our relation-
ships. An honest and generous handling of the problem of co-
operation, however, would help some of these other problems such as
overload, the co-operation of the client and the confidence of
community.

‘Wallas, Graham. Yale Univer. Press. New Haven, Conn. 1921.
Richmond, M. L. Russell Sage Foundation. New York. 1917,
Follette, M. L. Longmans, Green & Co. London-New York. 1918.



RELATIONS BETWEEN FAMILY AGENCIES AND
HOSPITAL SOCIAL WORKERS*

ANNE L. ESTABROOK
Department of Social Work, Boston City Hospital

This paper attempts to suggest the lines along which relations be-
tween these two types of agency are being worked out in the section
of the country from which the New England Association of Hospital
Social Workers draws its members, It summarizes the answers to a
questionnaire ( appendix I) drawn up by a committee of both family
and hospital workers, and sent out, last winter, to the Head Workers
of Hospital Social Service Departments, and to Family Agencies in
communities where hospital social work existed. Replies were re-
ceived from twenty-two hospital head-workers and fourteen workers
in family agencies.

Exact numerical results we do not attempt to give. Some
questions cannot be answered by yes or no, some may be misunder-
stood, but answered by implication later. To get a conception of the
natural and inevitable variations and the general trend the question-
naire considered the case known to the family agency and coming to
the hospital, the case not known actively to any agency—therefore the
responsibility of the hospital worker—the custom as to relief giving
by hospital departments and finally any facts as to training, technique
and common meeting ground, that might explain the harmony already
existing, and suggest ways in which we might help each other and
therefore the patient more.

That both hospital departments and family agencies have faced
the need of clearly understood relations is shown by the general sense
of having reached some policy, usually traditional or understood,
sometimes formulated in writing, particularly as regards the so-called

*Read at the Joint Session of the Am. Ass’n for Org. Family Soc. Work and
Am. Ass'n of Hosp. Soc. Workers, Providence, 1922,

1The replies of the family agencies were first studied and arranged by the two
members of the committee who belonged to the Boston Family Welfare
Society, Miss Pearson and Miss Helen Warren, while the hospital answers
were classified and tabulated by Miss Powers of the Boston Dispensary
and Miss Kinney of the Children’s Hospital, members of the committee
who were also members of the New England Association of Hospital
Social Workers. In the light of these preliminary analyses, this report
was written.
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steering-case, defined by the Massachusetts General Hospital as one in
which “the social responsibility is being carried by another agency and
in whose plan we (the hospital department) are asked to co-operate by
interpreting to them the medical situation.” Both the latter hospital

and the Boston Dispensary sent copies of their written policies, which
" go explicitly into the details of these steering cases. The Boston
Family Welfare Society has evolved a policy, in co-operation with
certain hospital workers, taking up its proper field of work, its respon-
sibility in cases referred to the hospital worker for steering, investi-
gation by the hospital worker (before she calls in the family agency)
on hospital cases, and so forth.

The reasons for this development of policy were variously given—
need of each other’s services, of prompt information from doctor to
agency, of interpreting his directions to patient and agency, of inter-
preting the social situation to the hospital, and need of a method by
which the hospital worker may help the agency in its approach to a
complex institution, without becoming overwhelmed by this to the de-
triment of her other work. Essentially, all mean need of an effica-
cious method of linking hospital and community in the interest of
both and of the patient.

Considering first the patient known actively to the family agency,
we find it the common though not invariable custom to utilize the
hospital social worker as a means of approach to the patient’s own
doctor.

That she may receive adequate information from the agency which
refers the patient—which, that is, asks the hospital worker’s co-opera-
tion without relinquishing its own share of responsibility—four
hospitals issue refer blanks, on which the agency gives information
found on the face sheet of the ordinary case record—names of rela-
tives, financial status, employment, reasons for referring, significant
facts in family history, though the hospitals do not state exactly what
is meant by these. Those who do not issue blanks request identifying
information, a summary of the case, etc. One family agency states
that what the hospital wishes is given in the way of information, and
most hospitals wish more than a bare refer.

Half the hospitals answering described their method of reporting
back to the agency—five by telephone, five by letter, one by telephone
confirmed by letter. Several made clear that they gave early reports,
most vital to the waiting family agency, though not always possible,
in view of the inevitable delays in diagnosis and recommendation.
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The majority of hospital workers interpret the information that they
give, a point which should be emphasized, because of the great posei-
bilities in the adequate interpretation of medical information by the
social worker within the hospital to the social worker without.

Are diagnoses given the agency interested and with what re-
strictions? The replies to this brought out the vital point that the
hospital worker is a part of her institution, subject to its rules; and the
rules regarding the giving of medical information result from two
facts—one, the serious legal situation in which the hospital may find
itself by an unsupervised revelation of its patients’ medical condition
and history, the other the immemorial reticence of the physician re-
garding those whose secrets the helplessness of sickness exposes to
him. Balanced against these, is the importance to patient and com-
munity of an understanding of the medical situation by caseworkers
whose problems it complicates. On the whole, diagnoses are given,
though in certain hospitals there are restrictions regarding venereal
disease, requiring the superintendent’s consent, in others all diagnoses
must go out through his office or with his approval, in one the written
consent of the patient is required. The Massachusetts hospitals for
mental diseases prefer descriptive diagnoses, which go out through
the superintendent. Another hospital states that it withholds diag-
noses unless for the good of the patient, stress being laid on treatment
and hygiene. Another states that the commissioner of health has
given it permission to report syphilis to the family agency, but this
would not release the hospital workers whose trustees ruled otherwise.
‘We who are hospital workers, are limited then, by the rules of our
state and our institution, but so far as we of the committee could
judge from the replies of the family agencies, no serious failures to
get the necessary information exists.

When the family agency’s client becomes a hospital patient,
questions arise as to the expenses of clinic fees, x-ray, medicines, ap-
paratus, convalescent care—as to his instruction in hygiene and his
conformity to orders— and as to the medical follow-up, by which is
meant sufficient communication with him to keep him in proper con-
tact with the hospital, and which ensures his return. Which agency is
responsible, and does the hospital worker visit this patient referred by
the family worker in his home?

Several hospital workers make clear that financial arrangements
are in the hands, not of the social worker, but of the administration,
to whom application for free treatment, beds, etc., must be made.
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Without going into this question, dependent on the internal workings
of individual hospitals and unsuitable for discussion here, the situation
may be briefly summed up as follows: Certain hospitals have, irre-
spective of their social service departments, means of providing free

“beds, medicines, treatment, apparatus, convalescent care. From the

@

tenor of both family agency and hospital replies, it would appear that
where these hospitals were in the habit of giving such assistance at the
request of their own social workers, the latter would naturally ask it
for cases referred by a family agency and by the agency considered
suitable. Where, on the other hand, a hospital had no dispensary, no
funds for apparatus, no convalescent home or none that it could offer
{ree, where, in a word, money must be provided by one or the other
social worker, then it would appear from the answers that, though
several state that expense is sometimes shared, the family agency—the
agency which is retaining social responsibility—holds itself financially
responsible for this medical relief.

The instruction of the family agency’s patient, usually rests with
the hospital, while medical follow-up and his conformity to orders are
variously regarded. One family worker states that while “the initial
instruction” is given by the social worker at the hospital, the family
agency, receiving of course the same instructions, “emphasizes and
backs them up.” The influence of disease on the common practice is
indicated by the fact that from both family and hospital workers we
receive statements to the effect that in mental and certain other
diseases instruction and following up are especially valuable from the
hospital worker. It is interesting that in each type of agency we find
emphasis in certain instances on the fact that the other will be called
upon if the patient is unco-operative. May not many questions of
temperament and individuality combine to make this interrelation ex-
tremely flexible?

Closely connected with the questions of instruction and following,
is that of visiting in the home. Sixteen hospital workers reported
that they visited patients referred to them by the family agency, but
most of these explained that it was for medical reasons, or in some
special case, or when asked by the doctor or when asked by the family
agency or with its approval. Here, again, we find the emphasis of the
purely medical aspect, in the conviction of most workers with mental
patients that home visiting by the hospital worker is a most vital part
of the contact with the hospital. Family agencies in Boston feel that as
a rule it is unwise for the hospital worker to visit the patients they
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have referred to her, an opinion not evident in those replies received
from similar agencies in other communities ; but in Boston, as well as
elsewhere, is perfect readiness to adapt the general rule to the special
case; heartily agreeing, as I feel sure they do, that it is far better to
leave the visiting ordinarily to the agency already familiar with the
situation, certainly no hospital worker would be refused the most
cordial approval of a visit medically advisable, or make one for any
other purpose, or when it would be displeasing to the agency bearing
the social responsibility.

These, so far as we can judge, are the general outlines of the
practices grown up in the case of the hospital patient under a family
agency’s care. Not an absolutely uniform system, does it not re-
peatedly show one common characteristic, the development of the
hospital worker into that part of her institution which can so
personalize it for the outside agency, that the approach of the latter is
a little like the approach to the patient’s family doctor? And will not
this tend to mould the technique of these interrelations into a more or
less similar form?

Leaving the patients known to a family agency, the interrelations
arising outside the hospital and reaching in, we come to the very great
group under care of no agency, whose sickness uncovers, causes or
results from some social problem. What factors justify a request for
co-operation of the family agency?

The statement of the Boston Family Welfare Society as to its own
field of work may be taken as a sort of composite reply. It “exists to
help in the normal development of family life. Families in which
health, education, recreation, industry and character may be improved
through its work should be referred to the society. In some cases
there may be no financial problems. In others it may be the greatest
need.” How far does the common practice seem to accord with this?

Both family and hospital workers consider that inadequate income,
unemployment of a breadwinner, poor housing and housekeeping,
careless oversight of young people, lack of proper recreational facili-
ties are all suitable reasons for refer to a family agency. Need of
medical relief, glasses, apparatus, convalescence, etc., unless indicating
a deeper economic need in which lies a true family problem, is regard-
ed as the responsibility of the hospital worker, and so is medical
follow-up.

But the problem that on its face value seems suitable for the co-
operation of a family agency is of course not invariably referred as a
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routine. A preliminary analysis, even if necessarily rapid, may de-
termine that it can be met by a specialized agency, the patient’s own
resources or some resource in the community as accessible to the
hospital worker as to the family agency. The children’s society, em-
ployment agency, vocational training organizations, visiting house-
keeper are all mentioned as resources which the hospital worker will
sometimes use when even financial difficulties or poor home conditions
confront her.

If we had two Italians, each making an excellent recovery from
typhoid, each brought to the attention of the hospital worker because
of a financial and a legal difficulty, we would have types that were
medically and, superficially, socially identical. But one, with non-
Americanized wife, children beyond his control, an unhealthy tene-
ment, no credit, needs not only a lawyer but temporary aid, recrea-
tional and vocational guidance for his family, and, most of all, the
constant friendly touch of an experienced agency long after the sick-
ness is forgotten. The hospital worker asks the family agency to
accept the whole complicated problem, while she meets the need of the
Italian in the next bed by a letter to the Legal Aid Society and the
ready co-operation of his friends. The inadequate income which re-
sults in udernourishment of a pre-tubercular child may grow out of 2
true family problem in which a drinking father, an extravagant
mother, a brother with a court record are all factors; or it may result
from the attempt of the family to keep at home a member who re-
quires institutional care that the hospital worker can just as readily
provide.

If the hospital worker is to do selective work in referring to out-
side agencies, she must make a certain amount of investigation. The
dangers of this are recognized. The Boston family agencies feel
perhaps more strongly than those in other towns that there is a serious
risk of injuring the approach of the family worker and ask that inves-
tigation be confined within the hospital walls. No hospital worker
should fail to recognize the burden placed upon another society when
a situation is referred to it in which the freshness of first approach
has been rubbed off, yet there is a difference between attempting to
solve a problem and making enough investigation to state it intelligent-
ly and know to whom to turn. Most hospital workers will probably
feel—to judge from their answers—that they cannot always confine
their investigation within the hospital walls, though more than half
give it as their policy to refer the moment that the family problem
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appears. And if the hospital worker has in mind such refer in the
event of certain findings, will not her investigation be too lightly done,
her refer made too early, to hurt the approach of the co-operating
worker and her plan?

There will of course always be a group of cases in which the main
responsibility, social as well as medical, is carried by the hospital
worker. Both hospital and family workers, so far as the latter
answered this question, emphasized the fact that it is the overwhelm-
ing medical element, constantly influencing the social, that determines
this. May we not see here a very definite indication that it is not the
tendency in this section to carry the case merely because it arose in the
hospital, or, unless in the rarest instance, over a long period after the
medical need has ceased to exist?

Having very briefly suggested the relations that arise between the
hospital and family worker when the latter discovers a family prob-
lem in the clinics or on the wards, we come to the question of relief—
giving by hospital departments. With the exception of the Massa-
chusetts hospitals for mental diseases, which are opposed to it, the
majority give material relief in some form, but this is strictly medical
or emergency. Convalescent care, diet, a sanatorium outfit, appara-
tus, an accommodator for an expectant mother, a loan for a few weeks
after discharge to a patient known to no other agency, an emergency
night’s lodging or meal, transportation—these are mentioned. The
questionnaire was not phrased clearly enough to show by the answers
whether the hospital department had a fund of its own or whether the
money was raised outside on the responsibility of its workers. It was
evidently understood however to mean the passing of money through
the department as a part of hospital case work, and very clearly indi-
cates that hospital workers of this section would not except to under-
take material relief of any but this medical and emergency type.
These considerations throw further light on the financial factors
governing our refer to a family agency.

We come finally to the questions of common technique and back-
ground, the means of adjusting difficulties and exchanging ex-
periences.

Apparently neither hospital nor family workers are conscious of
any friction or any difficulties that cannot be adjusted by informal
conferences of case workers or executives. In Boston, a difficult case
may be brought by a district secretary of the Family Welfare Society
to the Difficult Case Committee of that society, and the hospital
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worker asked to be present—an invaluable experience as showing the
conflicting elements entering into a problem that, medically, may seem
to have but one aspect and one solution. But this is a problem shared
by two agencies, the conference is not necessarily over a conflicting
point of view. Difficulties of adjustment are rare.

It may seem a matter of course that both groups, with but one ex-
ception, register all social cases in a social service exchange. Both
have a fairly clear understanding of refer and transfer. This state-
ment is justified by many illustrations and definitions. Refer—one
hospital states—is understood as the calling in of another agency to
meet a special problem. The family agency is cited in.one reply as
accepting a family problem of poor housing, financial difficulty and
discouragement, and straightening that out while the hospital pro-
vided after-care on discharge for an acutely nephritic child. Trans-
fer is understood as a complete relinquishing of responsibility—as in
the case instanced of a child brought to the hospital for vaccination,
and transferred to the Family Welfare which accepted the problem,
because of “a history of desertion and non-support.” It is customary
to notify the co-operating agency on closing a referred case. The
finer points of referring and transferring must be individually worked
out, but it is something that the vocabulary is the same.

Both groups have a common background in that, practically with-
out exception, all workers considered have had social training.
Hospital workers have usually had at least some elementary experi-
ence in family case-work. Family workers have not as a rule had
hospital experience, although at one time the Massachusetts General
Hospital and Boston Dispensary gave the secretaries of the Boston
Family Welfare Society opportunity to learn something of a hospital’s
functioning by a week’s observation in the out-patient department.

The opportunities for a continued interchange of experiences are
slight. Some hospital workers regularly attend family agency con-
ferences, and one hospital welcomes social workers from outside to its
staff conferences. Usually, however, such meetings if taking place
are for discussion of a special problem, not the continued coming to-
gether by which knowledge of each other’s work is unconsciously
absorbed.

From these bare mechanical details of our interrelations, certain
principles seem to me to stand out.

First, although we ask different things of each other, what we ask
1s social in each case.
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We who are hospital workers, finding in the clinics or wards a
father worrying about the financial condition at home, if we use you
properly refer his difficulty to you not with a promise to him of your
financial aid, not even with a certainty that giving it is the solution,
but in order that you may accept and solve a family problem, the
symptom of which is financial need.

When, on the other hand, your client disappears into the hospital,
his life, his income, his family’s future complicated by his illness,
although you may rarely ask us to take the social responsibility, you do
wish a distinct social service, in that you wish some means of discuss-
ing the medical situation with the hospital, in the light of the social
implications. It is not enough to know that the patient has a mitral
regurgitation; does this heart lesion mean that he must move to the
first floor, change his work, or spend a month in bed? Such discuss-
ion with a worker who you feel knows haspital facilities better than
you and the social value of possible alternatives in treatment better
than the doctor, is very different from. turning to the hospital worker
as a mere clerical bureau of information—not her proper function at
all.

Questions will inevitably arise, in cases referred by one worker to
the other, or in those known to the family agency and referred to the
hospital worker by the doctor, as to the responsibility each shall re-
tain. Medical and social elements will here be closely interwoven.
The family worker must hold in balance family and community in-
terests. The hospital worker, a part of her institution and respon-
sible to it for what she does and leaves undone for its patients, must
concentrate on those social elements that are involved in the sickness
of the individual. Sometimes the need of the patient and the family
will be difficult to adjust.

But these difficulties lie in our problem, not our attitude to each
other. We are both social workers. Your work concerns the estab-
lishment and preservation of normal family life, ours the removal of
social obstacles from the hospital’s healing and preventive work. In
the nature of things our relations must be sympathetic and close, and
our differences helpful to each other and therefore to the patient for
whose sake your work and ours primarily exists. An understanding
of him, a thorough understanding, from the start, of each other’s
attitude in the individual case, will always I believe make policies that
are strong enough to fall back upon in the ordinary routine of our in-
terrelations, also flexible enough to adapt themselves to varying
individual needs.
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APPENDIX I

Interrelations between Family Case Work Agencies
and Hospital Social Workers.

An Answer is Urged in each Question.
A

Cases Active with Family Case Work Agencies, and coming to the hospital
for examination or treatment, for which the Family Agency asks co-operation.

1. Policies regarding such cases.

Have you any policy, whether traditional, understood or formulated in
writing for such cases? Through what need did it arise?

2. Procedure.

a. Is the approach of the social worker from the Family Agency
directly to the doctor, through an executive of the hospital or through
the hospital social worker?

b. Have you blanks which you use for refer from the family agency to
the hospital social service department? What information is given
the hospital regarding the patient? What is the routine of return
information? Does the hospital social worker interpret this?

¢. Are diagnoses given the agency interested? With what restrictions?

3. Responsibility for medical-social treatment recommended by the hospital.

a. In the case of a patient active with an agency for family case work,
which is responsible, this agency or the hospital social service depart-
ment, for the financial situation as represented in (1) clinic fees (2)
the cost of x-rays (3) of medicine (4) of apparatus (5) of convales-
cent care?

b. Which is responsible for (1) Instruction of such a patient as to
hygiene (2) his conformity to orders (3) the follow-up that assures
his return?
¢. Does the hospital social worker visit the home?

B

Cases not active with an Agency for Family Case Work, whether or not
‘previously active, coming to the attention of the Hospital Social Worker in
process of medical treatment.

1. Type of case for which the co-operation of a Family Case Work Agency
may properly be requested. How is this governed?

a. By the financial situation, as shown in (1) unemployment of a bread-
winner (2) inadequate income (3) the need of such medical relief as
apparatus or (4) need of convalescent care?

b. By family standards, as shown by poor housing and housekeeping,
lack of recreational facilities, careless oversight of young people, im-
moral conditions, etc.?

¢. By the need of medical follow-up, when no social need exists?
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2. Social investigation or action preceding such request.
a. Have you any policy that determines the point at which you refer to
an agency for family case work?
b. Do you find it an obstacle to good approach on the part of the family
agency if social investigation has been made or social action taken by
the hospital social worker before such refer?
3. In what type of case do you consider the hospital social worker should
bear continuously the main social responsibility ?

C

Does the Hospital Social Service Department give material relief under
any circumstances?
D

1. In making adjustments of problems of co-operation, how have the difficul-
ties been met?

2. Is registration of social cases in a social service exchange a routine proce-
dure in your agency or department?

3. What distinction do you make between “refer” and “transfer” of a case?
Explain by illustration.
Please give an example of refer and one of transfer from a family
agency to a hospital department, and one from a hospital department
to a family agency.
What is your procedure when closing your connection with a case that
has been (1) referred or (2) transferred to you?

4. (For family case work agencies.)
Have the workers on your staff, by lectures or by medical-social case
work, been given instruction in medical-social principles and the
functioning of a hospital?

5. (For hospital social service departments.)
Have the social workers in your hospital, by lectures, field work in a
family agency or training in a school for social work, acquired the
principles of family case work?

6. Have you any method. such as attendance at case conferences, for a con-
tinued interchange of experience?

7. Have all your staff had social training?
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After listening to these comprehensive papers, I have a real con-
viction, that workers in family agencies and hospital social service de-
partments have gone a long way on the road of co-operation in the last
ten years. Ten years ago, material relief occupied very largely the
mind of the family case worker. The present motto of the Boston
Family Welfare Society that, “it exists to help in the normal develop-
ment of family life, families in which health, education, recreation,
industry and character may be improved ; in some cases there may be
no financial problem, in others it may be the greatest need,” typifies our
growth in social work. The spirit of this motto was the vision of
great souls like Octavia Hill, Zilpha Smith and Mary Richmond, but
the every day case worker was immersed in the idea of material relief;
immersed in the egotistical idea that only “C. O. S.” workers could be
competent to make social re-adjustments for clients,

Ten years ago, the hospital social worker was also as “green as
grass” in her new field; “‘green as grass” as to its needs, its technique
and ideals. She was often superficial in social treatment ; seeing only
a particular patient, with a particular disease, in a particular situation
and letting it go at that. So after ten years, it is refreshing, stimulat-
ing to listen to these papers and know that it is all coming true, that
we are working together on this great problem of creating normal
family life; working to remove social obstacles which hinder its well
rounded-development.

I should like to speak briefly on three points:

1. On the “steering” problem. We have a so-called “background”
sheet as described by Miss Estabrook. We worked it out together
with our family agency. With the help of one of our doctors, we
suggested the headings for the social side of the sheet; what we

*Read before National Conference of Social Work, Providence, R. L., June,
1922.
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thought the doctor would like to know about the symptoms and social
mal-adjustments of the patient; the family agency suggested the head-
ings for the reverse, the medical, side of the sheet; what they would
want to know from the doctor about the physical and mental condition
of their patient. And this medico-social history worked out very
well, except in one spot. After reading over all the social data, our
doctor would often exclaim, “Now just what is this all about? Just
what is it they want to know?” So we added a last heading to the
social side of the sheet. “The primary reason for referring to the
Dispensary.” Now, if any of you haven’t such a pertinent, “winding
up” question, I am sure that you will find it very helpful to add one.

We found another need in this “steering” work. In departments
where the “steering” problem is heavy, as in ours, about 300 per
month, dissatisfactions arise on the part of the family agency, because
months after they instructed the patient to report to our medical
agency, they have received no report as to his condition. Now, many
times our reason for not so reporting was legitimate. For instance,
perhaps the patient didn’t come, or came to the wrong clinic or on the
wrong day; perhaps the doctor was observing the patient before
making a “ticklish” difficult diagnosis like pulmonary tuberculosis; or
he was waiting the result of tests. Of course, too, our worker might
well have been negligent once in awhile. However, we have evolved
a system, whereby we report once a month (ideally) on every patient
upon whom we have not made a report in the preceding four weeks.
Although a tremendous task, we have found that it makes for a much
happier and more constructive spirit of co-operation.

2. We also have a fund, for emergency and medical relief only.
It might be of interest to note the source of our fund, as in each of the
three institutions where I head up the social service work, it is raised
differently. In our Dispensary, the Superintendent allows our De-
partment a sum from the general budget; in another, men and women
interested in our work set apart contributions in memory of happy
days; we call it “The Happy Day Fund;” at our Hospital, the
Woman’s Auxillary Board, gives us $25.00 per month for such expen-
ditures.

3. Now, for the discussion of the last and most interesting point
of all, “the psychology of referring and transferring problems to the
family agency.”

Today, this question of just when we turn over our hospital patient
to the family agency is still a moot question. May I briefly illustrate.
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A mother and her new born infant dies at our hospital leaving a dis-
tracted father and four young children. OQur investigation proved
that conditions were quite deplorable. The home was inadequate in
number of rooms and space, the father was out of work, but was
hopeful of securing a job in the near future, his credit was good at a
neighborhood store. We wished to transfer him to a family agency for
social re-adjustment. Although an intelligent man, we could not per-
suade him to accept our point of view. His own plan was a day
nursery or home care for his children, and a new job self-secured.
Now, this was apparently second rate planning from our point of
view ; but since we were lacking in such persuasiveness as would in-
cline the father to our opinion and since it was his own problem and
since he was not asking anything of us, it seemed feasible for him to
try out his own way. We feel that if it did not work out, that the
father would then be in a receptive frame of mind and listen to our
advice. And so the matter stood with our worker visiting regularly.
However, a neighbor called up the family agency. Registration went
awry and the “Charity Organization Society” worker visited. We
objected and then ensued an argument as to why we were still holding
on to such a family problem. Now this is a situation and a common
one, where the emotional nature of the parent supercedes his intell-
igence. And what do we as social workers usually do in regard to
such conflicts of the intelligence and emotional nature? Generally
we argue or worse ‘‘nag” the poor patient about his lack of intell-
igence, not realizing perhaps that not only the patients, but all of us
are more largely swayed by our emotions, than by our intelligence.
We should have toleration, humility in face of this human nature; we
need to gain insight into the psychology of the emotional nature. We
need to make our work an art, this dealing with the complexities of
human souls. Can we turn such a father within the hospitals or at
any given moment, outside of the hospital to any agency? Absolutely
not! We may work for months on just such a situation which bears
all typical “earmarks” for turning over to the Associated Chari-
ties. But this matter of turning our patients to other agencies isn’t
a matter of technique; its a matter of psychology. We must create
a bridge for our patients in turning them over to outside agencies ; and
the length of that bridge must be our psychological decision. I want
to make a plea for all our workers to study more and more the
emotional nature of their patients, not forgetting of course, to reckon
also with their intelligence. May I quote as correctly as I can remem-
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ber a story I heard told by Dr. Salmon at a Mental Hygiene meeting in
Chicago only last month? He was speaking about the emotional
nature ; how it was brought to be only an asset of women and chil-
dren until the great war ; and how the great war proved that men and
women alike are mightily influenced by the emotions; more greatly
influenced even than by the intelligence. Dr. Salmon’s pleas was for
the recognition and study of this fundamental force in the lives
of people. This was one story he used to illustrate the power of
emotion even in the life of one of our greatest men. He said Herbert
Spencer was probably the master mind of the past centuries. He
prided himself on his intellectual decisions. Once he was confronted .
with the task of choosing whether to go to Australia or to stay in
London. Selecting this scientific method, he made two columns, in
one he enumerated the reasons for going to Australia and in the other
the reasons for staying in London. When he had finished, it didn’t
suit him because he felt that some reasons were weighter than others;
so evaluating reasons on each side from one to ten, he finally found
in adding the colums of 186 points for going to Australia and 338
points for staying in London. Whereupon, the great man tore the
paper to shreds and exclaimed, “I don’t care a damn what the figures
say, I’'m going to Australia.”



MEDICAL SOCIAL SERVICE*
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Medical Social Service is today applied to many phases of health
work. For the purpose of this discussion, medical social service will
be limited to social service in a hospital.

The meaning of this phrase, social service in a hospital, will de-
pend upon two things; first, one’s conception of the purpose of a
hospital ; and second, one’s conception of the purpose of social work.
After a careful analysis, it appears that their purposes are supplemen-
tary. A hospital aims to make patients well and keep them well.
Social work, with its constant aim of keeping people in the trend of a
normal life, concerns itself with health as an essential to a normal life;
the social worker aims to keep the patient from meeting the necessity
of going to a hospital, aims to remove him from the hospital as soon as
possible, and, after removal, aims to keep him from returning there.
In other words, the Social Service Department works with the
hospital in the attempt to make all of the treatment carried on within
the institution a permanent product. Those of clear vision who come
in contact with the sick are realizing the value of the truth in the state-
ment of Richmond that “socialized medicine begins to treat not only
the disease but the patient in his individual environment—a marriage,
as it were, of medicine and social work,””

Hospital social service is not a new discovery. As early as 1636
it was known in organized form in France, having been instituted
there by St. Vincent de Paul. Through the centuries since that time,
the Catholic Sisterhoods have been performing the essential duties
of hospital social service departments. Hospitals have increased
in numbers and in size out of all proportion to the number of women
entering the Sisterhoods. Consequently, some of the Sisters’ func-
tions have been, of necessity, transferred to lay workers.

The functions of a well developed social service department are
perhaps not, as yet, as clear cut as many would like to have them;
but those that know the possibility of a useful department insist

*Read before Symposium on Functions of the General Hospital at Annual
Meeting of Catholic Hospital Association, June, 1922, Washington, D. C.
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upon using their efforts in the performance of functions that are
distinctly pertinent to their goal.

The department reaches a development closest to ideal when it
serves as @ diagnostic and a therapeutic department. It can aid the
physician in making diagnoses by supplying information about a
patient’s home conditions and personal habits, when such information
could never be obtained by a hospital interview ; it can give details
of a patient’s family history; it can furnish the knowledge of what
factors in a patient’s environs were responsible for the present ill-
nesses. A social service department performs its therapeutic work
by attempting to remedy the social maladjustments that cause and
prolong illness, such as poverty, bad housing, poor sanitation, insuffi-
cient food, improper diet, or immoral surroundings.  These duties
are found to be most essential in cases of tuberculosis, syphilis,
nephritis, mental diseases, malnutrition, industrial diseases, and in
the obstetrical field.

The department can render a variety of services of varying im-
portance. Patients that logically belong to another institution can
be transferred. Those who have no desirable place to go upon dis-
charge are looked after. When necessary an interpreter, legal
assistance, reading material or employment can be furnished. If a
patient is permanently handicapped, provision for his future occupa-
tion and welfare can be made. To see that patients receive real
convalescent care when necessary, and to see that they understand
and carry out the advice given them in the hospital, and that they
return as frequently as ordered to dispensary or hospital, are im-
portant steps towards the securing of end results. The use of the
record department of the hospital is indispensable for this purpose.

Cabot? has stated that, in general, it is the function of the social
service department in the hospital “to focus upon each individual
patient all the forces of helpfulness existing in the charities, the
churches, the labor unions, lodges, and other voluntary associations,
as well as the opportunity for education and recreation of which the
patient may be especially in need.”

It is impossible, and impracticable for the social service depart-
ment of the hospital to do intensive work on a great number of cases;
it is possible, however, and wise, to direct to the other social agencies
in the community patients whose social needs cannot be relieved
while in the hospital, or through visits to the dispensary. It is
impracticable for the hospital social service department to attempt



440 Medical Social Service

to act as a specialist in child placing, relief, public health nursing, or
to perform any functions which existing agencies are already doing
well. In a few instances, intensive work is necessary with cases in
which the health problem is paramount; when the health situation
has been remedied, these cases, too, are referred to an outside agency.
The social service department uses and co-ordinates with the hospital
organization every resource in the community and especially those for
the improvement of public health.

The department has a profoundly important educational service
to render to the community, as well as to those within the hospital
walls. It can teach the patients to carry into their homes and into
their neighborhoods, the beneficent influences of the hospital and
so prevent the increase and the spread of disease. Miss Richmond?®
claims “that the trained case worker interprets the community to the
hospital and the hospital to the community.”

The social service department is the logical resting place for the
responsibility of instructing the nurses, medical students, and in-
ternes as to the necessity of understanding a patient’s social back-
ground and the relation between that background and his physical
and mental disabilities. This can be done through a series of lectures
and frequent interviews.

The administration of the hospital and the social service depart-
ment have a reciprocal duty towards each other. The department
owes a sterling loyalty to the administration ; it brings to the adminis-
tration the point of view of an unbiased outsider and is in a position
to offer friendly constructive criticism. It is able to counteract the
narrowing influences of routine work. By coming into contact daily
with numbers of sick people for whom there is no hospital bed avail-
able, the department is able to show the administration the need for
the extension of hospital service and of dispensary facilities. At
staff meetings complaints which are made frequently to the social
worker by patients can be cleared and their causes removed when
possible.

On the other hand, the administration owes the social service
department the opportunity to perform its own functions and not to
burden it with minor and unimportant duties which other depart-
ments of the hospital do not find it convenient or agreeable to assume.
The department operating under an understanding superintendent is
not called upon to make financial investigations; it has been found
a money economy for the administration to employ a financial investi-
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gator. In the absence of such a special agent, however, the social
service department is willing to determine as accurately as possible,
the individual patient’s responsibility to pay, in order to protect the
hospital and staff from impostors. It realizes, as keenly as do the
possible recipients of fees, that payment for service received enhances
the value of that service, as well as enabling the patient to retain
his self respect; however, it realizes, also, that there is a point at
which payment of hospital bills frequently means the dispensing
with actual necessities of life.

Valuable data for research along special lines can be obtained if #
records of a useful sort are kept by the social service department.
There is no reason for the limitation of the activities of this depart-
ment to the non-paying patients in a hospital. The wealthy, as
frequently as the poor, suffer social ills; many believe that the day
is within sight when physicians will use the department for all classes
of patients.

If the hospital social service department is to perform the essential
functions outlined here, the necessity of workers of a high type is ob-
vious. A social worker must be educated in a pure sense of the word;
she must have a knowledge of the history and tendencies of modern
society. She must know and be able to interpret the varying phases
of economic situations. She will be unable to perform the functions
of a social worker if she does not know case work,—its possibilities
and its limitations. The hospital social worker must know the
fundamental principles of hygiene, the causes and manifestations
of the important anti-social diseases, and, she must be able to work
intelligently with the members of the medical profession. A mere
acquaintance with psychology is not sufficient; human behavior is
a subject for prolonged and intensive study. Special training in one
of the hospital’s activities is inadequate for a social worker. Like-
wise, a kind heart is not sufficient. Dr. Michael Davis, Jr., remarks
that “Kind hearts in social workers are of just the same value as
honesty in bookkeepers. Honesty is essential, but does not teach a
clerk to keep books.”*

Nor can one person perform well the arduous tasks that come
to the social service department of a hospital; in order to function
well the social service department must be composed of well equipped
workers, in sufficient number to be able to carry out their aims,

Hospitals operating without a social service department of a high
type diminish in number every year. Those that are still without such
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a department, might do well to ask themselves if they are granting
to each patient what is universally agreed to be his right,—that is,
the right to adequate service.

Since the Catholic hospitals exist for one purpose alone,—service
guided by a spiritual motive—even the best that can be given in
service is inadequate.
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It is often said of persons interested in special subjects that they
use too many superlatives regarding them, therefore I will try to be
conservative and merely say that the subject of prenatal care is one
of the most important in the field of medical social service. The very
expression ‘‘Prenatal Care” brings to me a vision of mothers, chil-
dren and the whole great human race.

About sixteen thousand women die annually in the United States
from causes related to childbirth; except for tuberculosis, more
women between the ages of fifteen and forty-four die from these
causes than from any other. This statement so easily read is almost
too terrible to analyze. The several investigations made within the
past few years brought forth sufficient proof to show that most of
these deaths could have been prevented by the proper instruction of
the women in the hygiene of pregnancy, in the recognition of patho-
logical symptoms, in the need of prompt and efficient medical atten-
tion and in the proper preparation for confinement. Therefore, the
responsibility for these deaths is largely ours, it is theirs who should
support workers like ourselves, but mostly it rests upon the system
which makes such discussion as this necessary.

I will only briefly discuss the large and largely neglected rural
areas. It is difficult to say whether it is indifference, ignorance or
courage which enables women in these districts to be willing to bear
children, not knowing whether or not they will have anyone to attend
them at the time of their crisis. If it is ignorance, they are to be
pitied indeed, if courage, they are braver or as brave as the volunteer
facing fire in the front line trench. Surely the time will come when
the problem of the parturient woman in the rural districts will be
solved either by the State or the Federal Government.

Even as I was working on this paper I learned that a bill was
introduced into the House by Miss Jeanette Rankin of Montana, and

*Abstract of paper read before the National Conference of Jewish Charities,
Atlantic City, May 30, 1919,
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into the Senate by Mr. Joseph T. Robinson of Arkansas, “To encour-
age instruction in the hygiene of maternity and infancy; to provide
for co-operation with the states in the promotion for such instruc-
tion and care in rural districts; to appropriate money and regulate
its expenditure and for other purposes.” If this bill passes amended
or otherwise, an important step toward the solving of the rural prob-
lem will have been taken*

According to federal statistics in the year of 1916, 68,509 children
under one year died from prenatal causes such as premature birth,
congenital debility, malformations, injuries at birth and syphilis.
These statistics include only the death registration area, comprising
70.2% of the entire population, therefore the actual number of deaths
is even higher. As the total number of deaths under one year for
the same period is 164,660, it is evident that 41.6% or nearly half of
the deaths were due to prenatal causes.

In an investigation® which I made in St. Louis a few years ago it
was definitely proven that the children of instructed mothers have a
very much better chance to survive the prenatal period than the chil-
dren of those women who were not given prenatal care and instruc-
tion. As a matter of fact when the stillbirths and the death rate of
the babies of instructed mothers were compared with those of St.
Louis at large there was a definite gain of 22.3% among the children
of the instructed groups. This is all the more remarkable because
the St. Louis vital statistics include the whole city, while the investi-
gation covered only the poorest sections including many negroes,
among whom the infant mortality ordinarily was very high.

This is easily explained. We know that what the mother eats,
wears, does, etc., has a very definite effect upon the offspring. We
know that alcoholic mothers frequently miscarry or bear subnormal
children, that unfavorable conditions for the mother lessens the
child’s chances for life and health. There is no time to cite examples
though I could give many and thereby give to this paper the pathos
we sub-consciously desire, but speaking to social workers I take it
for granted that the strategy of the so-called “human interest story”
is unnecessary.

Assuming that we do know the causes of abortions, stillbirths and
infant deaths, I dare to throw the challenge: Have we done the best
we could to prevent them? I know two social workers, intelligent
and conscientious. One of them said to me in answer to a question,

*This bill was passed.—Editor.
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“Oh, Mrs. A. had a miscarriage which is a good thing as they have
enough children to support now.” The other social worker said with
reference to an unmarried girl: “Fortunately, her baby died.” Lin-
coln was born in ignorance and poverty, the legitimacy of Moses’ birth
is wery doubtful, but who would dare to say that it would have been
better had they never been born? And who knows but that those
two little souls taking premature flight were not another Moses and
Lincoln in potentiality? The race must be carried on indefinitely,
the heaviest burden of this function falls upon the middle and lower
classes, therefore we as a body of social workers must devise a plan
by which this function can be carried on with the least danger to the
woman and the most benefit to the child. Prenatal care and instruc-
tion should be given to every woman as soon as she becomes preg-
nant, the necessity of this should be taught to the adolescent girl
when the function of her sex is explained to her, so she will, when
the time comes demand this right of care and instruction. Hospitals
wherever they are should be equipped with clinics giving prenatal
care on the premises or at the patient’s home if necessary.

However, there are many women who do not register at any of
the hospitals and it is among these that the social worker can, if she
will, do the most good. Only too often these women wait until the
last moment, then call in a midwife or a general practitioner with
very little obstetrical experience and as a result, often when it is too
late, we are face to face with disaster. The social worker should
impress upon these women :

1. That while pregnancy is a normal condition and confinement
not a disease, good medical advice should be obtained at the earliest
possible moment. This is especially important if the woman has had
complications with previous pregnancies or if she has some organic
disease.

2. That the killing of a child before it is born is no less a crime
than killing it afterwards.

3. That swelling, headaches, disturbances of vision, dizziness,
suppression of urine, constipation, hemorrhage, fever, fainting spells,
extreme depression or nervousness, tender breasts, etc., may indicate
serious complications (such as: impending eclampsia, placenta
praevia, miscarriage, tuberculosis, heart trouble, syphilis, gonorrhea,
-insanity, etc.) and should be reported to the doctor at once.

4. That what the mother eats, what she wears, the kind and
amount of work she does, the surroundings and conditions under
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which she lives has a direct bearing on her own and on her child’s
well being.

5. That the accoucheur should be chosen with great care, as
much misfortune, among them nearly one-third of all blindness in
the world, are caused by careless and ignorant attendants at the time
of confinement.

Right here allow me to say a word about midwives. It seems that
economic conditions and tradition demand her existence and since
this is so, it is important that they should be safe and competent.
Training schools for midwives, with a high and definite standard
should be conducted and laws enacted and enforced barring from
practice all women who have not creditably completed a modern
course. A few years ago the National Organization for Public
Health Nursing advocated that some well-trained nurses qualify
themselves as midwives, thereby setting a high standard and making
the public dissatisfied with lesser efficiency.

There is no danger in the midwife who has sufficient education
and intelligence to realize the importance of prenatal care and is able
to give it; who has the ability to récognize the slightest unfavorable
symptom appearing at any time during pregnancy, labor and puer-
perium and will call in an obstetrician at once; who knows and
observes the laws of surgical cleanliness; who scorns criminal abor-
tions, who realizes the necessity of studying much and of keeping up
with all improvements in modern obstetrics and who obeys the regis-
tration laws.

I do believe that such midwife is much better than the narrow-
minded physician who thinks it undignified to call in a consultant
when complications arise with which he really cannot cope. He
rather sacrifices mother and child, and incidentally it is such physi-
cians who fail to remove the dirt from under their fingernails.

One of our most difficult and serious problems is that of the low
grade, mentally deficient and the syphilitic mother. A Wasserman
test should be made on all pregnant women who present the least
symptom indicating syphilis. Repeated abortions and stillbirths
should always make us suspicious as lues are largely responsible for
these reoccurrences. It has been demonstrated that luetic mothers
carefully watched and treated during pregnancy gave birth to appar-
ently normal children. No matter what the different opinions may
be with regard to the offspring of luetic or feeble-minded mothers,
the truth is surely this: that every child once conceived has a divine
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right to be born, moreover, it has a right to be born with a chance
to life, health and happiness. 1f we are to prevent the bearing of
syphilitic and feeble-minded children, we must prevent the causes,
not child-bearing ; we must prevent the marriage of the syphilitic and
feeble-minded and thus eliminate to a large extent the physical and
economical waste of abortions, stillbirths and abnormalities and the
bequeathing of these diseases from one generation to another. Unfor-
tunately we have the everpresent problem of the unmarried mother,
but while the social problem of solving these cases is different, the
viewpoint must remain the same.

In closing may I present to you briefly the duties of a lay social
worker with reference to prenatal care, as I see it? '

1. She herself should be well read on the subject. Literature
may be obtained from the Federal Children’s Bureau, from the Rus-
sell Sage Foundation and from time to time interesting articles are
published in the various medical and nursing journals.

2. She should lose no opportunity to advocate its necessity
among the pregnant women of her clientele.

3. She should insist upon the proper training and supervision of
midwives and should personally know those who attend her own
charges.

4. TFinally she should work to the end that prenatal care should
become a universally accepted necessity as care during confinement
is at present, as it is only thus that all mothers and babies will have a
fair chance, the rightful requisite of rich and poor alike.

As a postscript, I should like to add a few remarks, lest I be mis-
understood. It is not my intention to advocate large families regard-
less of the financial status of the parents or their physical condition,
I am only pleading for the pregnant woman and for the child before
and after its birth. Certainly, in thousands of instances it would be
better, from a moral and human standpoint, to prevent the calling of
children into being, if such act can lead only to squalor, invalidism,
miscarriage and infant death. But once the new life is there, it is
precious, as is the mother nurturing it.

REFERENCE
*Sheppard-Towner Bill.
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EXERCISE FOR THOSE WITH HEART DISEASE
ROBERT H. HALSEY, M. D.

Vice-President, Association for Prevention and Relief of Heart
Disease, New York

It is not a new discovery to assert; that “a heart may be damaged
by disease and yet be able to withstand prolonged and severe exertion.”
Many physicians have patients who, for years have continued to per-
form ardous labor ; often times, women patients who have successfully
passed repeated pregnancies; both types of patients, by the length of
their lives, often refuting declarations threatening death as the penalty
for doing that which was prohibited. Such patients often outlive the
physicians making the grave prognosis. Yet, because these are com-
mon facts, it must not be inferred that all damaged hearts are damaged
to the same degree, nor can they all indulge to the same degree in
physical exertion. Herein has been in the past, and even now, is
often the error in the logic of the discussion, the therapy and the prog-
nosis ; each case must be measured and estimated by itself. I shall re-
late briefly some of the subjects it is necessary to consider to arrive at
an intelligent estimate of the physical exercise which may be per-
mitted or prescribed, grouped under the various aspects of etiology,
structural change and functional defects.

It is important to know whether the heart defect was congenital, or
was acquired with an infection of rheumatism or syphilis; whether
there is present an accompanying hypertension; or whether the thy-
roid is, or has been, over-active; or whether there is evidence of a pro-
gressive arterio-sclerotic change in the circulatory system. It may re-
quire days, or even weeks, to be convinced that there is not an active
bacterial process ; that there is a latent infection or that the damage has
been completed and the condition is stationary. All will agree, I
think, that no physical strains should be placed upon a heart during the
existence of an active bacterial infection, even if it is of the mildest de-
gree. : _

Structural changes must be looked for, using all means at our dis-
posal—physical examination, fluoroscope, electrocardiograph, x-ray,
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etc., to determine whether enlargement, over expected size, is present,
its location and whether stationary or progessive.  Defects in the
valvular mechanism may be associated with definite etiological factors,
yet a damaged valve, in itself, does not determine the specific bacterial
infection. Neither does the loudness of the abnormal sound indicate
the degree of damage which has been done nor the degree of exertion
which the heart may undertake. Damage done the pericardium or the
aorta may suggest the type of infection which has wrought the change,
but will not determine for us how well the individual may perform
some remunerative work. That the heart is impaired is frequently
not recognized until other organs, such as lungs, liver, peritoneum and
subcutaneous tissue, show gross changes, and yet, before those changes
have occurred, there has been increasing, but often unnoticed or
ignored, evidence of heart failure.

Since the introduction of mechanical and electrical methods
of recording the position and action of the heart, there has been
a very great change in the point of view from which irregulari-
ties of rhythm are considered and the relation they may bear to
the pathological changes of structure in the heart. The recog-
nition of a sinus arrhythmia or of an occasional premature beat
does not, today, satisfy or convince us that the patient should
be put to bed and digitalized; we know these are incidental to
the normal heart action and not in themselves indicative of an
impared function; more evidence is required to persuade us of a
serious defect of prognosis. It is recognized as elementary that
the number of beats of the pulse should be checked with the
number of apex, or ventricular, thrusts, but it is not generally
practiced, and, because of the omission, a ventricular irregular-
ity, due to auricular fibrillation, is often overlooked because the
radial pulse rate is not high—the presence of a pulse deficit not
being recognized. Since the effect of the fibrillating auricle
upon the rhythm and rate of the ventricle is not understood, the
indications for digitalis are not clearly recognized and the results
of such therapy are not foreseen.

The intensive, careful, study of symptoms has led to the
belief that the onset of serious heart failure probably never
occurs without the previous manifestation of some evidence of
overtaxing of the heart, either dyspnoea or pain.

That there may be heard various unusual sounds and mur-
murs eminating from the heart, and yet it may be an efficient
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organ, is more widely recognized today than formerly, yet, fre-
quently, too great importance is assigned to such sounds and a
a serious prognoses foretold and unnecessary therapy instituted.

The response of the individual to the usual daily task affords
a valuable, though rough, method of classification, and depend-
ing upon that reaction, checked by observation of the reaction
to a given exertion, has come into use the classification adopted
in 1921 by the Association of Cardiac Clinics and approved by
the Association for the Prevention and Relief of Heart Disease.

Class I. Organic heart disease, able to carry on habitual
physical activity—without dyspnoea or pain.

Class I1. Organic heart disease, able to carry on diminished
physical activity:

(a) Slightly diminished (slightly restricted).
(b) Greatly diminished (moderately restricted).

Class TII. Organic heart disease, unequal to any physical
activity. (Markedly restricted); (severely restricted).

Class 1V. Patients with possible heart disease. Patients
who have abnormal physical signs in the heart, but in whom the
general picture, or the character of the physical signs leads us
to believe that they do not originate from cardiac disease.

Class V. Patients with potential heart disease. Patients
who do not have any suggestion of cardiac disease, but who are
suffering from an infectious condition which may be accom-
panied by such disease; e. g., rheumatic fever, tonsillitis, chorea,
syphilis, etc.

Usually the story, carefully elicited from the patient, gives
clear evidence of restriction of the cardiac response, but when
there is doubt, several methods have been devised which often
clarify certain phases of the picture—thus a test exercise of a
rather exact amount of work may be given and the reactions
observed—the degree of dyspnoea, tremor, cyanosis, vigor and
frequency of the heart action. It must not be forgotten that
any physical test is open to the objection that it is of relatively
short duration, requires only a few muscles and is performed
under a certain amount of emotional excitement; but a daily task
requires a longer period, frequently another or a different set of
muscles, and is usually performed under varying emotional
stresses. The variation in blood pressure readings and pulse
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rate, with length of period before return to normal in some
cases, are helpful. Another aid, when individual vital, or respira-
tory, capacity has been previously learned, is the change in that
capacity as indicative of an improvement or increasing failure.
Just as a photograph, may make it possible to recognize changes
in the individual, when we have previously obtained a similar
record, so changes in vital capacity may help in checking up the
functional status of the individual, if heart failure has begun.
Many individuals, having organic heart disease, when consid-
ered from these various viewpoints, may be found to have a
functional capacity quite capable of meeting, without detriment
the requirements of considerable exercise or work:

In children and adults, graduated exercises often improve
the rhythm, rate and vigor of the heart action, and may, very
definitely, increase the morale and better the general condition.
Segregation and grouping of children with heart disease does
not increase the “gloom” of heart disease, nor does it “frighten
them to death.” At Mineola and Eighth Street, during the past
three years, we have had over 600 children with organic heart
disease most of whom have had prescribed the simple exercises
which will be shown in the moving picture. In no instance have
any of these selected children shown damage resulting from the
exercises; for, they have been previously tested individually for
their functional capacity and classified accordingly. Children,
showing persistent reaction to test, indicating more than slightly
diminished exercise tolerance, are not permitted to take the exer-
cises, Many children who give moderate restriction at first
soon respond to gentle, brief exercises by increased endurance
and later enjoy, without undue reaction, more vigorous exercise
for a longer period. The functional classification is most im-
portant to the proper estimation of working capacity—vocation
or trade. Such estimates have a distinct value to the patient,
clinics, hospitals, convalescent homes and social workers.

Before prescribing or permitting exercise, the diagnosis of
the individual with heart disease is not complete without the
consideration of etiology, organic damage and functional capac-
ity.
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CO-OPERATION BY PRIVATE AGENCIES IN
REHABILITATION WORK*

W. F. SHAW

Supervisor Civilian Rehabilitation, Ohio

Private agencies are likely to be in existence as long as human
nature remains human. They afford a method of self-expression to
groups of people associated freely for the purposes of general welfare.
Never yet have they become obsolete. In this democracy of ours they
have always pioneered the way. They built our little red school-
houses, established our colleges, endowed our hospitals, homes for
orphans, and paid the bills. During the late war they were quick
to take advantage of the opportunity to meet emergencies for which
federal and state legislation was wholly lacking. They have always
had certain advantages over any federal or state method of meeting
religious, moral, and social needs. Very little progress could be
expected if the government were given the entire lead in any great
social movement. It is axiomatic to say that before any cause can go
forward it must win through merit the consent of a majority.

Any one of these conclusions is written large in the history of any
state. In the special field of rehabilitation we need to recognize the
value of these voluntary agencies which often in the minority, some-
times alone, and usually against some transient drift of popular
clamor have maintained in living power the high standards of com-
munity life which must obtain if civic virtues are to be perpetuated.
We are perfectly frank to say that we can see little hope either of
justifying our existence as rehabilitation agencies or of winning the
public support without which our work will be seriously retarded, if
we fail to emphasize the fact that the rehabilitation of disabled handi-
capped men and women is a community responsibility for which the
community must accept the largest share of social obligation.
Though all of us recognize our allegiance to the nation, and hold legal

*Read before National Conference on Vocational Rehabilitation of Persons
Disabled in Industry or otherwise, St. Louis, 1922,
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residence in a state, we find in the last analysis that we eat and
sleep in towns and townships. Our everyday living involves a
triangular co-operative relationship by which our lives in a great
measure are directed.

In the earlier group meeting, emphasis was directed to the benefi-
cial results attained by working with other State departments. The
writer would be remiss in duty if he failed to pay just tribute to other
state departments for services gladly and unselfishly given. Within
the last ten months in Ohio we have profited greatly by
having as helpers in our cause the trained workers of the Industrial
Commission with fifteen claims examiners, and forty field agents
from whom we have received approximately 1,600 new cases for
investigation; The Department of Industrial Relations with 12 state-
city employment offices strategically located in our largest employ-
ment centers; the State Department of Health with 88 County Health
Commissioners (one in every county ), 80 City Health Commissioners,
and 2,000 Public Health Nurses, all of whom have been- specifically
directed by department heads to help us all they can. On invita-
tion of the State Department of Health, co-operating with Rotary
Clubs, we have been permitted to attend 26 clinics for crippled
children since August first, making a total of 34, resulting in the
listing of more than 1,600 names of boys and girls now under sixteen
years of age—a part of our army of 15,000 crippled boys and girls
in Ohio all of whom sooner or later may need our help. For the
logical and consistent aid of state agencies we are grateful, but our
attention must be specifically directed to the still larger group of pri-
vate agencies who take pride in reflecting in terms of action the
highest levels of community aspirations and ideals.

If all of us were to list these agencies of a private character it is
believed that our lists would not differ greatly. They seem to vary
only with the different methods of community organization. In
Ohio we have received practical help from such private agencies as
the Ohio State Medical Association and the 88 affiliated county med-
ical societies, the Council for Social Agencies which are closely organ-
ized in our eight largest cities, the District Nurses, the Red Cross
working through 75 Home Service Secretaries, the Rotary, Kiwanis,
and Lions Clubs, the Newspaper Associations, the Ohio Society for
Crippled Children, Parent-Teacher Organizations, Y. W. C. A. and
Y. M. C. A, groups, Chambers of Commerce, the County Farm
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Agents, City and County Officials, various church brotherhoods,
fraternal orders, and the Federation of Women’s Clubs.  Ninety
cities have designated “Clearing Agencies” to which we may refer
for preliminary study, and recommendation.  The efforts of these
“Clearing Agencies” are supplemented by Advisory Committees
(usually of five members) selected by leaders of the different private
agencies. Almost without exception an Advisory Committee repre-
sents the local interests which have most knowledge of our problem
and greatest ability to meet our needs. In the largest cities we are
meeting regularly each month with this Advisory Committee. Such
an arrangement now obtains in ten cities,—Cleveland, Cincinnati,
Dayton, Middletown, Lima, Lorain, Canton, Akron, Youngstown,
and Toledo. Today in the City of Dayton this group is in
session with a representative from our office. Six people carefully
selected by the Bureau of Community Service because of what they
know and can do are sitting about the table discussing their own dis-
abled men and women. This group is representative enough to touch
every needed avenue of approach in their civic life. Here is the
head of the district nurses, the co-ordinator of vocational education,
the Executive Secretary of the Red Cross, the representative of the
employers’ association, a representative of the hospitals, and the
director of the state-city employment office. Back of them, and
ready to serve upon call, are the biggest and busiest people in this
manufacturing city whose products are known throughout the nation.
By faith they built a new Dayton which towers above the horrors of
a flood. With faith in their own people they now turn to the recon-
struction of human lives. One by one cases are considered, accepted,
rejected, referred for placement, or tabled for more personal inves-
tigation. Tomorrow a similar scene will be enacted in Cincinnati
with another committee of big, busy people who know intimately
their own city and its vocational passibilities, and who plan with us
to help their own people. From their Community Chest through the
Handicap Placement Bureau, we have been given free office rent,
free stenographic service, a paid full-time social worker, a placement
officer, to serve under the leadership of the director of the Handicap
Placement Bureau, who acts as the “Clearing Agency.”

Twice a year conferences of the Clearing Agency representatives
are called for the purpose of keeping communities in touch with the
work and developing new policies of local and state interest. Late
this month we expect to hold two such meetings, one for workers
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in the northern part of the state and one for those in the southern
part. We shall try to bring to these workers the high spots of this
convention and to discuss our plans for the coming year. Naturally
the discussions will center on our failures rather than on any measure
of success which may have been attained.

There are certain broad types of service which lie outside of the
field of work on individual cases which private agencies can do tc
make more secure the future of our work.

1. For instance, private agencies may undertake a State Census
of the Disabled. In Ohio the week of May eight was designated as
“Rehabilitation Week.” Two hundred and seventy newspapers,
through the Western Newspaper Union, carried a series of three
articles, asking the people of the state to report to their local physi-
cians the names, addresses, and nature of impairments of any legal
residents of the State of Ohio over sixteen years of age who might
reasonably be expected to profit from a training arrangement. The
State Medical Association with 5,000 members took this census and
reported to our office at the end of the week all the names secured.
The State Medical Journal carried two articles, the Ohio Manufac-
turers Bulletin endorsed the movement, the Better Schools Bulletin
supported it, a radiogram was broadcasted by the Director of Health,
moving picture houses carried slides, and many ministers gave space
in the church bulletins to this effort. Of course we secured the
names of many persons for whom nothing can be done. We did
secure a better view of State-wide needs, we took our proposals
right into the houses of the people. Now they know who we are,
why we are, and where we are. At the time this article is being
written approximately 550 names have been submitted and each mail
adds to the total. The private agencies join with the Civilian
Rehabilitation Service in saying that this kind of co-operation means
to so conduct yourself that others may work with you.

2. On March 3rd the City of Cleveland, which has been a real
pioneer in rehabilitation work, opened an Orthopaedic Center which is
designated to be the focal point for all work being done in the city for
the crippled, both children and adults. For this significant movement
the Civilian Rehabilitation Service does not claim any credit but it is
desired to point to this as an example of what may be accomplised by
a city whose people are interested in meeting the needs of their
handicapped men and women. Private agencies again score. The
activities which are centered here include (1) an information depart-
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ment, (2) a social service department which in. addition to doing
medical social service, furnishes transportation and administers a
loan fund for the purchase of artificial limbs, (3) a home industries
department which provides work and thus diversion and income to the
home-bound, (4) a home physiotherapy department which provides
treatment for those for whom no arrangement can be made through
the regular clinics, (5) the Sunbeam training school and work room
which offers training and work opportunities in the making of child-
ren’s clothes to girls and women who cannot be placed in regular in-
dustry, (6) an employment department closely affiliated with the Civi-
lian Rehabilitation Service, which is housed in this center and the
Sunbeam Shop which is the sales room for the products of the train-
ing school and work room, (7) the home industries department, and
(8) the occupational shop conducted by the Association in the wards
for the crippled at the City Infirmary. Such concentration of interest
and activities radiates an ever-deeping understanding of the problems
confronting those who work here with the handicapped. This Ortho-
paedic Center is certain to pull to higher levels the aims of other
cities, and thus to stimulate health activities in meeting local rehabili-
tation problems. Few cities, indeed, have made a more striking con-
tribution to rehabilitation work.

It is possible for an individual agency working alone to accomplish
great good. For instance, the Lions Club of Lima, the county seat
of Allen County, recently surveyed the county for the Civilian
Rehabilitation Service. Two members of the club were assigned to
have charge of each township, and through the citizens in these town-
ships the survey was completed. Slides were provided for use in every
moving picture theatre in the county, full newspaper publicity was
given to the work, every church co-operated either with announce-
ments from pulpits or in church bulletins, members of the club
were required to appear before various organizations during the
week preceding the taking of the census. Every doctor in the
county was advised that the Lions Club stood ready to support the
effort of the Allen County Medical Society on behalf of Allen
County handicapped men and women. Upon the completion of the
survey the ineligible cases were separated from the group and there
were submitted to the rehabilitation agent and the advisory committee
those cases for whom it was believed training was necessary and
feasible. Plans were initiated to bring an eminent orthopedist of
national reputation for a day’s clinic to determine if the crippled
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adults who were recommended for training could first be helped by
surgery. Those who can be helped are to be given assistance by the
Lions Club in arranging for hospital and surgical care. Following
this orthopaedic work the cases will be resurveyed with a view to de-
termining vocational training possibilities. = Undoubtedly in some
cases it will be found that physical rehabilitation is all that is necess-
ary to restore the particular individual to normal earning powers.

In a most excellent paper presented at the Kansas City meeting
early in January, Mr. Oscar M. Sullivan cited certain types of
rehabilitation. In his clear manner, step by step, he presented
different methods used to accomplish the desired results. The study
of this paper is commended to any of you who have not read it. To
me it has been interesting to check the work of private agencies in
accomplishing rehabilitations through the methods suggested by Mr.
Sullivan.

Physical restoration.  We are thinking of a young woman
nineteen years of age residing in a southern Ohio city who was
crippled by a fall received sixteen years ago. This young lady was
reported to us by the Red Cross Home Service Secretary and was
found to be in a Childrens’ Home where she was working for her
room and board. We found that she was interested in taking care
of little children, and wanted to qualify for a position as nursery
governess. An opportunity was found for her through the efforts
of the Association for the Crippled and Disabled in Cleveland where
she accepted a training and employment opportunity in Rainbow
Hospital. She worked five days; then an Orthopaedist told her that
an operation would make it possible for her to walk again almost as
well as any one could walk.. Both the operation and the necessary
hospital attention were given free of charge. The young lady is now
recuperating with the full expectation of resuming her place in
Rainbow Hospital about the first of June. Without the help of the
Red Cross, the Association for the Crippled and Disabled, and the
hospital authorities we could not have accomplished this rehabilitation.

Securing suitable prosthesis for Mr. K. of Sandusky is all that
is necessary to make it possible for him to carry on successfully in the
small store which he has purchased. Mr. K. is 54 years of age and
suffered a double leg amputation early in 1920. To quote his own
sentence, “Reading your letter of March 24th brought tears of joy
to my eyes. The darkest hour of my life has loomed to daylight.
When you come to Cedar Point on Lake Erie this summer be sure
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to walk in my store. 1 want you to see me walking on the legs and
feet you got for me to walk by.”

Sometimes upbuilding the morale will practically accomplish a
rehabilitation. We are thinking of a young man with a juvenile
court record who was picked up on the streets of Cleveland where he
was selling newspapers. He had a stiff knee which had resulted in a
shortening of the right leg. It was possible for him to walk only by
stooping down in a half-reclining posture. His parents reluctantly
gave their consent to have an operation performed. This young man
was operated on successfully and now walks with a slight limp. He
has entered upon a training program which will open for him entirely
new avenues of usefulness. Only a private agency able to secure
the necessary surgical care and hospital attention could have made
this result possible.

Placement training with an engraving company, 21 miles from his
home, plus the interest of a Kiwanis Club, is making possible the
rehabilitation of a man 32 years of age who must spend the rest of his
days in a wheel chair. The jewelers in his home town and in two
nearby towns have agreed to give him all of their engraving work
which previously was sent away. Four separate private agencies are
working harmoniously on behalf of this young man whose rehabilita-
tion now seems to be an assured fact.

Institutional training was secured through the efforts of a
Community Service Association for an eighteen year old lad with a
left hand amputation. Maintenance was secured locally. The train-
ing was given in a city seventy miles distant where the Council for
Social Agencies, through the Y. M. C. A. was interested in giving
this young man every possible opportunity to benefit by his training.
When his placement seemed impossible in the city where the train-
ing was given, the Rehabilitation Agent used a Social Service
Federation in still another city to help make the placement.

Tutorial instructions in poultry husbandry administered by the
County Farm Agent in a rural county is making possible the rehabili-
tation of a man who has both hands amputated at the wrist. Before
entering upon this training arrangement, however, through the Rotary
Club he was given an opportunity to spend ten days in the office of a
leading architect in Toledo. During this time he was also placed
in touch with the head of the best business college in that city. This
man convinced himself that he did not want to become a bookkeeper
or a draftsman. He is now satisfied that his training program is one
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suited to his particular personality and we believe he will succeed. It
required both city and county agencies working together to establish
this training program.

Correspondence training, supplemented by employment in a
power plant, has worked wonders in the case of a young married man
who has a right arm amputation just above the elbow. This man
may well look forward to the time when he will be a competent
electrical engineer. Only through the efforts of an interested em-
ployers association was this rehabilitation undertaken.

Establishment tn a business of his own, supplemented by the sym-
pathetic help of a wife and mother, is going far toward returning a
blind man to economic independence. .In this case it was necessary
for the Industrial Commission to grant a lump sum award following
an investigation made by the rehabilitation agent and representatives
of at least three private agencies.

Private agencies have many contributions to make to rehabilita-
tion work chief among which we list the following:

1. They serve to keep alive an intelligent interest in the commun-
ity problem of assuming responsibility for its own handicapped men
and women.

2. They center the efforts of individual groups representing
widely diversified interests so that an advisory committee may be
secured which will be representative of the highest levels of commun-
ity life, which will speak with authority for all, and with complete
knowledge of vocational possibilities within the community.

3. Upon request they are equipped to conduct initial investiga-
tions in the homes of disabled men and women through trained
workers, to make reports following such visits, to steady the morale
of the trainee in his home, to bring the rehabilitation agents quickly
into touch with training opportunities and placement possibilities,
and to make training inductions in the absence of the rehabilitation
agent when the training program has been approved.

4. They can readily eliminate ineligible cases through preliminary
studies, and thus save the time of the rehabilitation agent, who then
need consider only those cases deemed most worthy by the advisory
committee. For instance, at our request, a committee of ten seniors
in the Sociology class at the University of Cincinnati studying “Our
Community” recently made calls at the homes of 114 men and women
disabled in industry in their city and receiving compensation for
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these injuries from the State Industrial Commission. Western
Reserve Seniors in Sociology are doing the same thing with 268
Cleveland men and women, These preliminary visits give us definite
knowledge of the real problems concerned in what had been merely
lists of names. Effort then centered on getting help to the
right people in the best possible manner with the least possible
loss of time.

5. They keep on the alert for new cases, new training possibili-
ties, new employment opportunities, through constant contact with
ebbs and flows of local industrial tides. Any community may take
commendable pride in being able to carry forward to completion
training programs for their own disabled men and women.

6. They secure from the agency best prepared to meet a known
need such helpful services as the following:

(1) Maintenance during the training period if this is not
provided by law.

(2) Proper surgical care, necessary prosthetic appliances, and
hospital attention.

(3) Office space, equipment, stenographic help, placement
officers, social workers, and the like.

(4) Such gifts as the community may desire to make toward
meeting situations for which the law does not provide
but which the community recognizes as essential in the
development of the work. It is understood, of course,
that all such assistance will come from funds entirely
apart either from federal or state moneys.

7. They keep the home people advised of what is being done,
emphasizing the fact that achievements in individual rehabilitations
will not rise higher than community effort. To accomplish much these
private agencies must undertake much and then be content to let
results speak. Later on if votes are needed for additional legislation
found to be necessary, the proofs of the value of the work are matters
of common knowledge back home where the legislators live, and
where the votes are counted.

The other day a much-loved doctor, who is somewhat of a philoso-
pher, and who for years has worked in his home city to be ready to
greet the first rehabilitation agent, expressed in his gentle voice the es-
sence of what we are trying to do for each community. Perhaps his
quaint phraseology will bear repeating: “Start the work slowly, let it
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grow gradually, tell us all about it, and make us want to help you so
much that we come to look upon this work as a necessity. We feel
this way about it now because we have planned with you for things
which seemed to be best for some of our badly disabled people who
have been real problems with us.”



EDITORIAL

At the annual meeting in October of the American Child Hygiene
Association, a plan was unaminously adopted to combine the activities
of the Association and those of the American Child Health Associa-
tion. The method of working out this plan is to be arranged by a
joint committee early in the new year. There are many obvious
reasons why this action is sound, one of the most important of which
is that it will lead the way to similar combination of other existing
agencies. There are nearly 7,000 child welfare agencies in this
country of which about 1,000 are primarily for promotion of health.
The Federal Children’s Bureau of the Department of Labor is the first
in authority. It has been required to maintain advisory and executive
service for this nation on an annual maximum budget of $271,000,
an amount in striking contrast to the budget for armament. Among
other effective measures for child welfare, the child health clinics, the
workmen’s compensation laws, and protection of the health of women
have done more for the welfare of children than the distinctly child
caring agencies. We can but estimate the enduring results which may
follow a program of united service. Every organization which has a
welfare program has a section devoted to the interests of children. At
the National Conference of Social Work? this year Mr. Hoover, the
retiring president of the Child Hygiene Association made an appeal
on the urgency of further child labor regulation. “Neglected Funda-
mentals in Children’s Work” was the subject of a session which de-
noted a current spirit of self analysis among workers. The “Super-
ficial Character of Child Caring Work” was a vigorous paper by
Prentice Murphy, giving the candid findings of an executive of broad
and extended experience. He believes that many organizations
with diversity of leadership and method have failed to perceive the
crux of the problem which is preventive health education of the par-
ents and children. We need primarily a live and appealing method
of presenting this education to the children in the schools. Hereto-
fore the subject matter in such curricula has been too physiological
for immature minds to receive with clarity or to apply in their daily
lives. The work will react to such self analysis with an impetus which
no other effort can give.

In this spirit the Child Health Organization and the United
States Bureau of Education met in joint session this year and dis-
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cussed health education and the preparation of teachers. The children
in schools present every variety of physique and temperament. The
teacher is specially selected and may in a measure be adequately pre-
pared to meet the individualities.

Pediatricians who outline the normal life of children all find that
the crux of the matter rests in the responsibility of parents, teachers
and others who associate with these young plants at an impressionable
age. As Campbell® expresses it, *“The greatest contribution a parent
can make to the health of the child is to leave the child alone and put
his or her life on a sound basis.” The state and the medical pro-
fession have both become increasingly aware of the issues of the field
since the war when so much reaction was felt by the children.

The Modern Health Crusaders of the National Tuberculosis Asso-
ciation have made progress as an order created in memory of the
spirit of the children in the remarkable Children’s Crusade of the
Middle Ages. This Crusade had its inception in the unworthy
motives of a group who having failed to accomplish the efforts of the
Church to win liberation of the Holy Land from Moslem rule, were
willing to exploit the innocence and simplicity of children. One his-
torian calls the tragic story “‘one of the epidemics of the time,”® as
it was due to ignorance and social disorder. In 1212 the well known
adult Crusaders had for 200 years made a record of failure due to dis-
sension, avarice and jealousy of their leaders. Humanity has not de-
livered itself from such characteristics in its concentration upon
scientific and industrial evolution. The condition of the people of
Europe at the time of the Children’s Crusade bears comparison with
the present. All FEurope was disorganized, devastated and im-
poverished from prolonged war. The ribald celebrations of the
“Feast of the Fools, and Feast of Asses,” were of similar erotic
spirit to certain hysterical amusements of today. Stephen, a simple
boy of Cloys, France, and others were easily influenced through ap-
peals to their untried sense of romance and adventure in a holy
cause, to lead an army of 100,000 children, some of them “having no
baggage but a hymn,”* to final misery and death. Others were sold
into slavery to the Moslems through the connivance of the merchants
of Marseilles where the children embarked on the newly invented
sailing ships. They were unheard of by their people for eighteen
years. The spirit of these children lives in the work of the Modern

Health Crusaders.
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The medical social service group are in a peculiarly strategic
position to promote a unified movement. They connect the medical,
community and social welfare measures through rehabilitation work
which touches every phase of child care, from the prenatal care of the
mothers, to consideration of education of children in the hospital
ward or out-patient department, nutritional and follow-up service
from the hospital to the home, placement of the handicapped and labor
regulations which affect health. If the district groups of the Ameri-
can Association of Hospital Social Workers will co-ordinate their
plans for discussions and put their combined efforts behind an effort
to promote the movement for affiliation of effort, as begun by the two
large child welfare agencies, they will be able to make a contribution
toward the analysis of medical and social treatment of children which
will react equally upon their departments and the agencies who are
doing intensive child work.

The National Education Association at its annual meeting of this
year endorsed a strong program of child health care which includes
arrangements for an international conference on child welfare for
next year. Their interest is definitely for the co-ordination of differ-
ent elements in the work.

It is a truism to repeat that the child of today is the citizen of to-
morrow, and there will create the civilization of the coming generation.
The Crusade of today for affiliation of the many groups working for
a general result is significant and it will be sustained to ensure the
release of the children to cultivation of a finer civilization than the
present one. Progress in public health is growth in the abundance
and worthiness of life.
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CURRENT COMMENT

For some time it has been recognized that it is of real
advantage to have social workers who speak the language of
their clients, if for no other reason than to obviate the need of
a third person, the interpreter. But it is beginning to be
recognized that there is even more to the matter; that it is also
racial.

The Phipps Institute of Philadelphia is located in a part of
the city inhabited by many colored people, but in spite of the
high tuberculosis rate among them, few ever came for exam-
ination, and those who did were in the last stages of the disease.
Finally one colored nurse was added to the staff. She made a
house-to-house canvass and the attendance increased. Then
more colored nurses and colored doctors were added and with
each addition more colored patients, with an increased number
of incipient cases. The doctors gave publicity to the. work,
especially in their own city medical society with the result that
when private physicians learned the social aspects of the disease
they often referred their patients to the Institute as soon as
they were reasonably sure they had the disease.

Along the same line a colored volunteer has been working
since July with colored unmarried mothers in the Social Service
Department of the Woman’s Hospital and Infants’ Home of
Detroit. She has been so successful in the individual cases that
she will start as a full time salaried worker in January.

SOCIAL SERVICE CO-OPERATION WITH FAMILY
DOCTOR

Is it not true that the Family Doctor group should be one
of our largest public health agencies? We think so. Effort is
made to establish very close co-operation between the Social
Service Department of this Hospital and the family doctors in
the community.

In our routine follow-up system, we try to place all dis-
charged Diphtheria cases and all Scarlet Fever cases, who have
a complication, under medical supervision. We instruct the
parents in convalescent care and advise them to return to the
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family doctor if the patient was sent here by one. We then
phone the family doctor to notify him of his patient’s discharge,
and give him a report of the medical condition. At the same
time we secure a report from him of the family’s status, and
whether or not it is necessary for us to continue supervision.
If the patient is under his care and it is not necessary for us to
continue supervision, we ask him to report back to us within a
few weeks the patient’s condition so we can ascertain how
many of our cases develop later complications or do not fully
recover, and that we may help with their care if necessary.
We also consult the family doctor if we find social problems.
1t is pleasing and interesting to note their reaction. I am sure
many of them who may not be connected with a hospital having
a Social Service Department, and therefore do not know much
about our work, have learned something of what Social Service
is trying to do. Frequently in diagnosing and treating a social
problem, we have received valuable help from them, and I am
pleased to say they ask us many times for advice about social
treatment for patients who have come to their attention.

M. R. BUTLER,

Supervisor Social Service, Philadelphia Hospital for Contagious
Diseases.

AMERICAN CHILD HYGIENE ASSOCIATION

The thirteenth annual meeting of the American Child
Hygiene Association was held at Washington, D. C., on October
12th to 14.

Mr. Hoover announced the completion of arrangements to
consolidate the two great voluntary societies engaged in child
health work, The Child Hygiene Association and The Child
Health Organization. A board of directors was appointed to
consider the details of this consolidation, to fix upon a name,
national headquarters and other business. This board included
Dr. Allan Brown, of Toronto; Dr. Mary Bryden, Richmond;
Mr. Bailey Burrit, of New York; Dr. Merrill E. Champion, of
Boston; Clifford Grules, of Chicago; Miss Mary Gardner, of
Providence; Dr. Arnold Gesell, of New Haven; Dr. S. C. Hamill,
of Philadelphia; Dr. Anna Rude, of Washington; Dr. H. L. K.
Shaw, of Albany; Miss Margaret Stack, of Hartford; Dr. Philip
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Van Engen, of New York, and others who are active in child
welfare work. The more definite plans of the new organization
will probably be announced formally in January.

The first general session was devoted to some of the problems
in training nutrition workers. Miss Flora Rose, Associate
Director of the School of Economics, New York State Agricul-
tural College, emphasized that nutrition workers at present are
not properly trained, either as nutrition workers or as teachers,
both of which functions they necessarily assume. While a
nutrition worker may have a knowledge of nutrition, unless it
is a functioning knowledge, it does not avail. She must be able
to organize and administer, in other words, put people to work.
The measure of accomplishment of a nutrition worker is the
number of changes in practice that have taken place in the
families with whom she is working. Miss Rose advocates the
nutrition worker being given a chance to test herself with a
group before she actually goes out into the field. Adequate and
sympathetic supervision should be given her during the process
of her gaining experience.

Miss Edna White, Director of the Merrill-Palmer School,
Detroit, spoke on nutrition training for general field workers.
Miss White stated that social workers, visiting nurses, teachers,
and any worker who comes into contact intimately with families
in their homes should have a general course in nutrition, even
though their special work is not nutrition. The objects of these
courses should be: to give the student an intelligent knowledge
of the nutrition field, and to show her the limitations of her part
in it; to teach the student how to use a specialist (in nutrition)
and to carry on the follow-up work of the specialist; to give the
student the elementary principles underlying nutrition, with
stress on the feeding of a normal child. These proposed courses
should vary with different groups. Nurses, whose experiences
have been largely with abnormal children, should be given a
normal angle, both of the well child and of the family. Teachers
must be shown that it is they who will actually get the infor-
mation across to the child, and for this reason their information
must be adequate and their methods successful. Social workers
need especially to translate their knowledge of feeding from
technical terms of economics into actual diets, with thought of
proteins, protective foods, etc. Miss White feels that teachers
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and nurses are being reached indirectly, but that social workers
are in special need of courses of this sort.

Miss Emma Dolfinger, Associate Director of the Child Health
Organization of America, spoke on the training needed by
nutrition workers for public school service. The requirements
for an individual doing nutrition work in the school should be:
knowledge of school administration; knowledge of how courses
of study are constructed; child psychology; modern methods of
education; a personality that enables her to get on with people;
ability for story-telling; playground experience; statistical
methods.

Dr. Richard M. Smith, of Boston, stated that there had been
much discussion of the pre-school child, but that no program had
been formed. Communities need to be educated to the point
where they will be ready to bring their pre-schoo!l children to
the doctors at intervals. The essential things in the examination
of these children are: state of nutrition; posture; teeth;
obstructed nasal breathing; protection against infectious dis-
eases; instruction for the mother in the formation of personal
hygiene habits in the child, and attention to the formation of the
best habits of mind in the child. Smith believes that medical
and dental men should become interested in the well child, and
that workers should be trained in the knowledge of the well
child. Clinics should be organized, and the proper relation of
workers in the field be determined. Organizations should corre-
late more closely. Officials should be encouraged to control
infectious diseases. An educational campaign should be launched
to have the laity bring their children to clinics.

Dr. Albert G. Schlink, Medical Director of Day Nurseries,
Cleveland, divides the pre-school child into five groups: (1)
those receiving 24-hour care in some institutions; (2) those who
have lost one parent and who need day care; (3) those with hoth
parents living, but because of a small budget, both parents are
forced to work; (4) children of the middle class; (5) children of
the well-to-do. The need of medical observation is not confined
to any one class. Schlink outlined the methods of medical work
in the day nurseries in Cleveland. He made the point that chiefs
of clinics should be interested in and develop the men under him
in social and welfare work. Medical colleges should give courses
in the work, and it should be stressed at conventions and medical
meetings.
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Dr. Florence L. McKay, Director of the Division of Maternity,
Infancy and Child Hygiene, New York State Department of
Health, Albany, described the method by which the rural pre-
school child is reached in New York State. It is by means of a
traveling unit of doctors and nurses. It was begun in May,
1920, and its purpose is to stimulate local interest and to lead to
the establishment of permanent clinics; to educate the public in
child hygiene and health habits; to make the results of the phy-
sical examination available to the proper persons and to do
follow-up work. As New York State is divided into fifteen dis-
tricts, each with a health officer, the problem of reaching every
community is comparatively simple. The health officer selects
prominent women in the community to which the traveling unit
is going to pay a visit, and this committee reaches each mother
with a pre-school child and arranges the hour when she is to
bring the child for examination. Advance agents from the State
Department furnish publicity in the form of posters and moving
pictures. The sanitary supervisors or health officers visit the
doctors of the community and explain to them the purpose of
the examination, in order not to antagonize them. Twenty chil-
dren a day are usually examined in the temporary clinic, which
may be the town hall, or a church. A few weeks after the exam-
ination, a letter is sent from the State Department to the private
physician of each child, telling him the defects found (often the-
physicians of the towns are present at the examinations and are
undoubtedly impressed with the thoroughness with which these
well children are examined) and that the mother has been told of
the findings, and will come to him for their correction. A letter
is also sent to the mother, urging her to have the things done
which the doctor recommended at the time of the examination.
The mother is told that her private physician has a record of the
examination. After due allowance of time, a follow-up nurse
visits the mothers to find out how many recommendations have
been acted upon, and the mothers are again encouraged to have
the child’s defects corrected. This entire service costs the State
from $1.50 to $2.00 a consultation.

Sir Auckland Geddes, K. C. B., emphasized the fact that
health is internationally important, that malnutrition and disease
in one country reacts on other countries through the medium of
immigration and intermarriage.
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Dr. L. Emmett Holt spoke on the lines of future development
of child health work. Through research, knowledge will be
made available for application to urban and rural communities.
By co-ordination with the general health programs of school and
health authorities, child health organizations may be of great
value. The professional group, as well as the general public
must be educated in child health matters. A dignified campaign
for a health program must be made. The motion picture should
be used to reach the non-reading public.

Miss Elizabeth Fox, R. N., President of the National Organ-
ization for Public Health Nursing, spoke on the present training
of the public health nurse. Miss Fox feels that the training is
not adequate, and that superintendents of training schools, trus-
tees and pediatricians must unite in correcting the weaknesses
of the present system. The public health nurse should know
more of the growth and development of the normal child. She
should have a fuller knowledge of the sciences and of the funda-
mental value of nutrition and mental hygiene in public health.

Mr. Bailey Burritt, General Director of the A. 1. C. P., made
the statement that the leadership in health matters should rest
in the public authorities, and that private organizations should
adapt themselves to public facilities already in existence. Mr.
Burritt described the Mulberry Health Center in New York City,
and showed how existing facilities had been utilized.

Miss Nan L. Dorsey, R. N., Director of the Public Health
Nursing Association of Pittsburgh, outlined the growth of the
Pittsburgh Association.

Mr. Courtenay Dinwiddie, Executive Secretary of the Nation-
al Child Health Council, Washington, D. C., spoke on the organ-
ization and responsibilities of the executive staff. A worker in
health work should be a trained visitor, capable of promoting
the work in question, should be able to do research work, should
be a trained examiner, an efficient manager, a publicist, a lecturer
and an administrator. Mr. Dinwiddie acknowledge that persons
with all of these qualities were rare,

Mr. Raymond Clapp, Associate Director of the Welfare
Federation of Cleveland, outlined the methods that have proved
the best in obtaining the financial support of health activities in
Cleveland.
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Miss Gertrude Hodgeman, R. N., Educational Secretary of
the National Organization for Public Health Nursing, spoke on
the educational standards for child welfare nurses. The training
school gives a nurse the ability to use knowledge, the ability to
obey orders, neatness, action in emergencies, lack of fear, and
the knowledge that there is nothing menial in service. She must
be given, in addition, knowledge of social work. Normal chil-
dren should be studied, the best forms of pre-natal care, the
management of communicable diseases, and attention given to
mental hygiene.

Miss Winifred Rand, R. N., Director of the Boston Baby
Hygiene Association, described the behavior clinic for pre-school
children which has been recently inaugurated in Boston. The
slogan is a healthy mind in a healthy body.

Dr. Arthur H. Morse, of the Yale Medical School, read an
important paper in which he said that more and stronger service
in the care of mothers during the pre-natal period and afterwards
is urgently needed. The maternal mortality rate is decreasing
despite all efforts to correct the deficiencies in the system of
treatment. Clinics for all stages of maternity and child care are
needed in every district and small community, with equipment
and medical, nursing and social service of the highest type.
These should be affiliated with hospitals that the education of
the medical and nursing staffs may be thorough. The appoint-
ment system with patients has relieved the pressure upon the
nursing and social follow-up workers.

ANNUAL SOCIAL HYGIENE CONFERENCE

The Annual Social Hygiene Conference met in Cleveland,
October 19-20, immediately following the American Public
Health Association. At the opening meeting, Dr. Edward L.
Keyes, Jr., reviewed the history of the association. Dr. Haven
Emerson then told of Cleveland’s needs for adequate venereal
disease and tuberculosis control as outlined by him two years
ago in the Cleveland Survey. These recommendations have not
yet been followed and there is still very little provision for treat-
ment of venereal disease, especially the cases for hospitalization,
Dr. Emerson advocated that a plan be made to secure the co-
operation of the Academy of Medicine. Benjamin C. Gruenberg,
of the Federal Public Health Service, spoke on “Education as a
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Factor in the Community’s Health.” A book by him which has
recently been published, “High Schools and Sex Education,” is
designated as “the best of its kind” and “ an essential addition
to the libraries of all educators.”

On October 20th continuous sessions were held all day. The
first topic, “Protective Social Measures,” was considered first in
a local way, dealing with Ohio legislation and their application
in Cleveland. Dr. Valeria H. Parker, of the Women’s Christian
Temperance Union, took the national aspects of the subject, by
reporting investigations made in various localities. During the
next hour Dr. Katherine B. Davis brought up questions which
should be thought out in the next few years. At the luncheon
reports were given of the progress of the social hygiene move-
ment in Ohio and Dr. Max J. Exner, of the American Social
Hygiene Association outlined a general community plan for
carrying out the work.

The closing session was devoted to an analysis of the scope
of agencies in the field. First came reports of the voluntary
agencies which are doing pioneer work Jargely on educational
lines. Then came the reports of the development in various
States under public health departments which treat the problem
in a medical way to a large extent.

AMERICAN PUBLIC HEALTH ASSOCIATION

The fifty-first annual meeting of the American Public Health
Association was held in Cleveland, October 16-19. Dr. E. C.
Levy, Director of Public Welfare of Richmond, Va., was elected
president for 1922-23.

Every phase had points of interest for social workers, but
probably those of greatest value were contained in the following
papers: Dr. C. E. A. Winslow gave a report on Municipal Health
Department practice based upon findings in eighty-three city
departments studied. It is practical and represents best current
practice. Each phase is already existing somewhere, though the
combination of all has not yet been brought about. It is charac-
terized as “en ideal but not the ideal department.” The health
officer should be a trained sanitarian, appointed by the mayor
for a term of at least five years. Salary should not be less than
five thousand dollars. The Board of Health should be advisory
but not executive or administrative. The section covering
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public health nursing was given in detail by Margaret R.
Burkhardt of Bridgeport in the Public Health Nursing section
meeting. It advocates the small district with nurses giving
generalized service and special supervisors acting as advisors
and organizers. There should be fifty nurses per 100,000
population and one district supervisor for every six nurses.
School nurses are under the Department of Health, but a joint
committee between it and the Department of Education act in
advisory capacity. The whole report will be published later
as a bulletin of the Bureau of Health of the United States
Treasury Department. The nursing section appeared in the
October issue of the Public Health Nurse.

Three papers in the Child Hygiene section showed very
thoughtful preparation. Dr. Arnold Gessell, professor of Child
Hygiene of Yale University, outlined a program for mental
hygiene service to the pre-school child—a field in which little
effort has been expended thus far. Dr. Julius Levy of the
Bureau of Child Hygiene, Trenton, N. J., gave very convincing
statistics and stereopticon illustrations, showing the good work
done by trained midwives under state supervision. He threw
out the suggestion that there might be a racial explanation for
maternal mortality. Dr. Howard C. Carpenter of Children’s
Hospital, Philadelphia, discussed “Should the social service
departments in children’s hospitals be developed into depart-
ments for the prevention of disease?”’ He advocated that it
should be under control of the medical department and brought
out very clearly the public health aspects of its work.

Mary Laird, Director of the Public Health Nursing Asso-
ciation of Rochester, spoke on the importance of follow-up in
the home, emphasizing the need for securing the intelligent
cooperation of the mother. Health Education and Publicity
named its two sessions “clinic on printed matter” and “news-
paper publicity”. Of the former the Daily Bulletin said: “Vital
defects were found in many of the literary children brought by
their parents to the Frankel-Routzahn clinic. Few, if any of
the pamphlets and placards got by without some minor opera-
tion, and one booklet, whose parents were real proud of its vim
and vigor, turned pale when the examining specialist prescribed
the cutting out of its entire contents.”
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The discussion of the news value of the Public Health
movement led to these conclusions: that the material must be
true, interestingly statea and brief. There should be an appeal
to self interest. All facts should tie up closely with vital
statistics. The aim of leaflets is that they be read and under-
stood. They should be characterized by simplicity, with the
message, set forth in plain type, having precedence. Forty per
cent weight is given to typography. It is advised that a lesson
be taken from commercial advertising, recognizing the psycho-
logical value of the asthetic appeal and the proven value of the
economic.

In the discussion following the report of the Committee on
Venereal Disease Control by Dr. W. F. Snow, the plan of classifica-
tion in Detroit was given. Women suffering from venereal disease
are put into one of five groups and the treatment is administered ac-
cordingly. The first or neutrals are innocent victims whose treat-
ment is largely educational. The second are potentials who may be
. influenced for the better through girls’ protective societies. The
third are the amateurs who are best handled by the Y. W. C. A. The
semi-prostitutes are referred to the Women’s division of the Police
Department. The prostitutes who remain are in three grades.
Grade A. is made up of those who are in the life for financial gain
only. By directing a campaign toward taking away their money
through fines and court costs, they may be eliminated. Grade B. is
an unsolved problem as it is made up of women who cannot look
out for themselves and are always just entering or leaving jail.
The last group is composed of those for whom institutional care
alone is suitable. It was felt that this classification would be
valuable for all workers in the field of social hygiene.

Prof. C. E. Turner of the Massachusetts Institute of Technology
gave the report of the Committee on Standardization of Public
Health Training. He spoke not only of the courses which have re-
cently been started leading to the degree of Doctor of Public Health,
but mentioned also the shorter courses given to workers in the field.
New York is a pioneer in this work and has been conducting courses
quite extensively over several years. It was considered too early
however to attempt to standardize this work altho it was decided
that the branches to be emphasized are the medical, sanitary and
administrative.
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A paper on the control of diphtheria by Dr. W. H. Park, of
New York, provoked interesting discussion in which the value
of the Schick test and toxin anti-toxin were emphasized. A
symposium on the question, “What can we do to safeguard
public health from political influence?” brought forth the impor-
tance of educating the public. Dr. McLaughlin said: “The
condition of politicians is dependent upon public education,” and
he quoted Dr. Haven Emerson as defining politics thus: “The
application of public opinion to public administration.” Dr.
Hastings said that the public would back a program which had
for its slogan “If disease is preventable, why not prevent?” Dr.
Robertson, of Chicago, seconded Dr. Hastings in saying that
“no successful health department is not under politics.” He
stressed the need for the health officer to be a leader and a sales-
man of health.

The commercial exhibit, though not very large, was good.
Especially worthy of note was the co-operative book exhibit
which contained over five hundred books of value to sanitarians.
They came from practically all publishing houses and the booth
proved a very popular place, one doctor calling it the candle
attracting the moths. The animated cartoon film, “The Public
Health Twins at Work,” was shown through the courtesy of the
American Social Hygiene Association. Judging from its re-
action on the audience it has a promising future.

COMING MEETINGS

December 5-6 — Michigan Hospital Association at Harper
Hospital, Detroit, Michigan. The hospital social workers of
Michigan will meet at the same time.

NEWS NOTES
CONVALESCENT HOMES

The visit of the medical social workers and occupational
therapy workers to convalescent homes in the suburbs of New
York, following the semi-annual meeting at Atlantic City, gave
an opportunity to observe a unique convalescent system which
included one thousand bed service of different types. The trip
by motor busses from the central office of Burke Foundation in
New York City, occurred on Saturday; September 30th, in time



476 News Notes

for lunch at Burke Foundation in White Plains. The chief
activities of Saturday afternoon are recreational outdoor con-
valescence which affords the most healthful, physical and mental
stimulus. A variety of occupational therapy products were on
exhibition. From Burke the party next were taken to Blooming-
dale Hospital which receives mental cases. The Occupational
Therapy Department here is extensive and well equipped.
Sturgis Hall, a new woman’s building in this group, was inter-
esting, as it has unusual equipment for occupational work with
appropriate architecture. From here the party next visited
Campbell Cottages, the Convalescent Home for Children of the
New York Hospital. It is the oldest and rated the best of its
kind. Many children at the large Country Branch of the New
York Orthopedic Hospital, very lightly clad, were receiving
Rollier care, or sun therapy. The Mary Zinn Home for Cardiac
Children and the Convalescent Rest for Women, were also
visited. The lovely grounds about these homes, all in one sec-
tion of Westchester County, are an asset to the well-organized
work.

HOSPITAL SOCIAL SERVICE DEMONSTRATION

The A. Jacobi Social Service ‘of the Lenox Hill Hospital
arranged a practical and interesting demonstration of their
activities at the Lenox Hill Settlement for the period immedi-
ately following the American Hospital meeting in Atlantic City.
The work was made possible through the co-operation of the
workers in the Cardiopathic Classes in Public Schools, Emanuel
Sisterhood, Lenox Hill Settlement, and the Jones Memorial
School. The A. Jacobi Social Service Department has charge
of the clinics, cardiac classes and social care of the children of
these groups. The Board of Education of New York provides
the regular and recreational teachers, the school equipment and
the transportation. The Cardiac Association of Public Edu-
cation pays for the social service worker for the school classes
and provides convalescent care. The Lenox Hill Settlement
provides a large, well-lighted room with elevator service, a sub-
stantial lunch and extra milk for the children daily. In the
exhibit, the school with its adjacent fresh air roof, was shown in
working order, while another room was devoted to statistical

. exhibits and photos of the various convalescent homes and their
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activities, and all the co-operating agencies contributing to the
success of this class. Fifteen of the fifty-five children who have
attended this class since its foundation, in September, 1919, have
become sufficiently well to be transferred to regular school, three
have been discharged and placed in industry under supervision,
two, both of them congenital cases, have died, and three only
are unimproved. With their extra nourishment, their hour’s
sleep at noon, and their recreational period after school, they are
a happy and much improved little group of children, who,
because of the cardiac classes are able to get an education, other-
wise unobtainable, which fits them for a healthy and useful
after-life.

INDIANA STATE CONFERENCE

Indiana held an unusually interesting State Conference of
Charities and Corrections in South Bend, October 7-10, inclusive.
About a hundred delegates attended a joint luncheon of hospital
social workers and Charity Organization Society secretaries on
October 9th.

There were many features of this conference interesting to
hospital social workers. At the general session of October 8th,
Robert E. Neff, Administrator of the Robert W. Long Hospital,
and director of its social service department, spoke on “The
General Hospital as a Factor in Social Service,” in which he out-
lined the somewhat unique field and future plans for his insti-
tution, which is a State hospital for acute diseases. He was
followed by Mr. Curtis Hodges, who described the work for
crippled children which is to be done by the Riley Memorial
Hospital. In the Family Welfare Round Table it was learned
that the social service department of the Children's Dispensary
of South Bend is partially supported by the Community Chest.

As Indiana has very few hospitals with social service depart-

-ments, the hospital social workers had the value of this work
discussed at their luncheon, Mrs. R. S. Shanklin, of South Bend,
presiding. Dr. J. O. Ritchey, of Indianapolis, spoke of the value
of hospital social service to the community, while Dr. J. B. Birm-
ingham and Dr. M. K. Miller, of South Bend, considered it in
relation to the patient and physician. Miss Jessie Beard, of
Hospital Soctal Service, spoke on the need of social service in a
small hospital and some features in its establishment. Immedi-
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ately after the luncheon the Indiana District of the American
Association of Hospital Social Workers held a round table con-
ducted by its chairman, Mrs. J. O. Ritchey (formerly Miss Hare
of Robert W. Long S. S. D.). Papers were given which showed
the types of hospital social work throughout the State. Miss
Talitha Gerlach, State worker of the Long Hospital, showed by
maps the relative higher morbidity and mortality rates of rural
over urban districts in Indiana. Paul L. Benjamin, of the Family
Welfare Society of Indianapolis, spoke on the relation between
family case work agencies and hospital social service.

The Central Free Dispensary of Rush Medical College,
Chicago, has worked out an arrangement with the Visiting
Nurse Association so that the hospital may function to its full
capacity in tonsil and adenoid cases. Provision is made for five
tonsilectomies each day. Each day five names are taken from
the visiting list and sent to the Visiting Nurse Association. The
nurses then notify these people that they must be ready in five
days for the operation. If for any reason such as illness, or
wrong address a patient cannot come on that date, the hospital
is notified and the next on the list substituted. The patients are
then prepared and brought to the hospital on time. When they
return home the following day the nurse calls and gives instruc-
tion in after-care. The nurse also notifies the hospital if she
feels the patient is paying too much or too little or should not
be a dispensary case. Rules for the nurses have been made by
the doctor in charge and distributed in folder form among the
nurses.

HEART DISEASE IN CHILDREN

Ten clinics for prevention of heart disease among children
have been established in congested sections of the city by the
Health Department of Philadelphia. The work will be con-
ducted by physicians of the Division of Child Hygiene, under
the direction of Health Director Furbush. Children who, hav-
ing suffered from contagious diseases, are susceptible to heart
trouble will be examined, and an educational campaign among
school children and their parents will also be conducted.
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To show the far-reaching effects of professional articles, one
entitled, “The Detroit Bureau of Wet-Nurses,” by Eleandr Hut-
zel in Mother and Child, July, 1921, has caused inquiries to come
from New Zealand, Australia, Ireland, England and many parts
of the United States. Too often workers are too modest about
their own achievements in not giving them publicity. Such
modesty ceases to be a virtue. The worker is really shirking his
duty in not passing on accounts of experiments and experiences
which he thinks may be beneficial to others. Hospital social
service departments are sharing in the Community Chest in some
cities. This has brought about two very good results—raising
of standards within the department to meet the demands of the
Chest committee and freeing it from the fear of necessity of cur-
tailing work through lack of funds, provided the public approves
of its work.  South Bend, Indiana, has raised money for its
social work through the Community Chest plan since 1913. The
Children’s Dispensary and Hospital Association has had its
ghare of the funds and its growth and development of a social
service department are to some extent at least due to the endorse-
ment and assistance given by the Chest.

A NEW DISPENSARY

The Department of Public Welfare of New York, under the
direction of Bird S. Coler, Commissioner, opened a new dis-
pensary and Out-Patient Department in connection with the
City Hospital on Welfare Island, July 24th. The dispensary is
located at 220 East Fifty-ninth Street.

The Children’s Free Hospital, of Detroit, reports automati-
cally to the Board of Health the names of parents of babies
admitted to their opthalmia wards. They are given whatever
treatment is indicated and the family is thus “treated as a whole.”

The Visiting Nurse Association of Detroit, assigns a nurse
for service during the summer to Bay Court, a vacation home
for mothers with children. A thorough physical examination is
given to each person on admission. The average stay is about
three weeks. At the close of the summer all defects noted are
followed up in the city and treatment arranged for them. Follow-
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up for end results a year later has shown in the majority of
cases that the families as a whole are much improved.

COURSE IN SOCIAL SERVICE

A course in social service has been organized for the senior
nurses at St. Mary’s Hospital, Grand Rapids, Michigan, which
began October lst. Nurses who elected the course will visit
patients who have been treated in the hospital and intensive
medical social follow-up care will be carried on for a period of six
weeks. Miss Catherine Murray, a graduate of Trinity College
and of Columbia University, Department of Social Economy,
will direct the course.

The Psychiatric Section of the American Association of Hos-
pital Social Workers has elected the following officers: Mary C.
Jarrett, President; Mary Ferguson, Vice-President; Maida H.
Solomon, Secretary.

A psychiatric social worker has been engaged for the Asso-
ciation for Improving the Condition of the Poor of New York.
Mrs. Edith Clarke, formerly of the Psychopathic Hospital in
Winnipeg, has been engaged as consultant on problems of
mental hygiene which are found in families of the Association.

In a teaching clinic a social worker may be of great assistance
to the medical staff by having one or more cross-indices. These
may be: diagnosis, treatment (especially operations), positive
Wassermans, patients who have had hospital treatment, those
who have had preventive or curative convalescent care, those
referred to other clinics or hospitals, etc.

In one hospital for contagious diseases the superintendent
interviews each small-pox patient before discharge. He is told
that due to his criminal negligence in not being vaccinated he
has needlessly cost the city a large amount of money and that
his status is little above that of a thief.

Twenty-eight graduate nurses have already enrolled in the
School of Public Health Nursing which opened in Manila on
August 1, 1922, Miss Anastacia Giron has charge of the work
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and Miss Fitzgerald is her advisor. The school has an excellent
faculty composed of physicians, nurses and social workers.

Prophylactic dispensary is the term which Cleveland’s Health
Department applies to its Infant Hygiene Clinics, thus stressing
in one word the preventive purpose.

The Children’s Hospital of Buffalo has developed a Clinic
for Speech Defect. Cases are referred to it from schools, hos-
pital and dispensary.

Children suffering from malnutrition discovered in the dis-
pensaries in Toronto are not cared for in clinics, but are referred
for instruction to the school nurses by the Hospital Extension
Nurse, who is under the Municipal Department of Health, just
as is the school nurse.

Mt. Sinai Hospital, Cleveland, considers its work undone if
it does not supply false teeth when it is necessary to have whole-
sale extractions. For some time they contracted to have this
work done in a dental school but with unsatisfactory results.
Now skilled dentists give time mornings each week to fitting
plates and the cost has been decreased one-half.

Mt. Sinai, Cleveland, has taken the form used for registration
with the Social Service Clearing House and had it made into a
stiff card (4x6). These are mailed to the Social Service Clearing
House and returned with whatever references they may have.
The back of the card is used for short service notation. They
are also superceding the visible index for the card index system
in the Mt Sinai Dispensary. Slips indicate medical record
number, social service number and clinic number.

During July, 1922, the hospital social workers of Cleveland
sent steering blanks to various co-operating agencies. It came
as the result of conferences within their group and with their
co-operators who had been called together to consider the matter.
Financing for printing was given by the hospitals through the
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financial federation. The blanks are filled in duplicate, the
social service retaining one and returning the other to the agency
with a report.

Nutrition classes have been started in three of Cleveland’s
children’s institutions, under the supervision of the Cleveland
Nutrition Council. Responsibility for continuing the work is
put upon the institution.

Dr. Willard C. Rappleye has been appointed Professor of
Hospital Administration of Yale University, New Haven, Conn.,
and he has also been made Superintendent of New Haven Hos-
pital.

BOOK REVIEWS

“The Settlement Horizon,” Robert A. Woods and Albert J.
Kennedy, Russel Sage Foundation, New York, 1922. The scope of
settlement work as reviewed by these men who have given many years
in the work and therefore have written the Settlement Horizon from
direct knowledge of life in humble neighborhoods, gives in clear relief
the family relations of such life, legislation which is pertinent to its
betterment, industrial conditions in impact with families, and the uses
of other social agencies from the viewpoint of one of them. The
book provides a background which makes it the very best introduction
to an education in family work. It is rare indeed to have so well des-
cribed and so real a setting for family social activities. One feels in
reading it that settlement work has found the most genuine approach
to family rehabilitation.

Settlement work came as a response to the desire of high minded
men for a more equal division of material things, education, leisure
and physicial well being through neighborhood democracy. Labor
legislation has been developed during the same period as contributory
to this state. The settlements gave origin to the term socialism.
Robert Owen was the first to discern and demonstrate the good effects
of reasonable hours of labor under normal conditions. He demon-
strated community organization in the 19th Century. His greatest
service was in the influence of these efforts upon the national life
through the principle of a community spirit. The London Working-
men’s College where culture might be afforded working people was
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founded by Maurice and Ludlow in 1854. Ruskin, Burne-Jones,
Rosetti and Watts were among the teachers of a policy of the political
economy of art, that industry can only be worthy and crafts beautiful
when the workmen are happy and free. Ruskin discovered that this
spirit made possible the wonderful cathedrals of the medieval ages.
The settlement introduces the finer spiritual qualities of the better
educated people into the lives of the less fortunate. The history of
the early period of the work in England is invaluable.  Cambridge
and Oxford Universities opened through lectures a channel of com-
munication between the two elements,

The introduction of the plan of settlement life in America first
recognized its undemocratic admission of widely differing classes.
The enormous immigration which is present here however presents
a large field for the settlement activities. In the last twenty years of
the 19th Century, at least 9,000,000 immigrants arrived in America
bringing with them the nucleus of Revolutionary socialism. The
settlement movement has been able to safeguard some of the hazards
of this tide of immigration more effectively than other agencies, be-
cause of the factor of dwelling with the people.

The chapter on Health endorses the most recent theory of health
executives that individual work in the home is the crux of the measure
for education in hygiene in the community as the contacts in families
are closer than at any other point. It is in the family that the
technique of home nursing and hygiene must be established. It will
surprise medical social workers to learn how many important meas-
ures for health originated or were promoted in the settlements. In
1905, for example, the Northwestern University Settlement, the Relief
and Aged Society and the Visiting Nurse Association, all of Chicago,
located an out door educational clinic on the settlement roof as a dem-
onstration. The medical work by Dr. Richard Cabot at the Massa-
chusetts General Hospital was given much of its impetus through the
interest of settlement workers in Boston.

The Settlement Horizon covers the elements of Origins, Neigh-
borhood Guild, Culture and Reality, Next-Door To Labor, Common
Weal, Common Will, Grasp and Reach of the field in fine and sym-
pathetic spirit. It is an important contribution to literature on human
welfare because of its analysis of community life from competent
social workers living within the sphere of the common people.

N.F.C.
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“The Mental Hygiene of Childhood,” William A. White, M. D,,
Little, Brown and Company, Boston, 1920. This book of less than
two hundred pages is the sixth in the “Mind and Health” series—a
group of medical hand books designed to present the results of recent
research and clinical experience in a form intelligible to the lay public
and the medical profession. It is a study of the psychology of child-
hood, analyzing the mental life of the child and showing parents how
it may best be cultivated.

It shows that much which has heretofore been credited to heredity
is really dependent upon early influences, especially during the pre-
school period, thus placing the mental hygiene of childhood entirely
in the hands of the parents. Applied child psychology is of greatest
importance in the parent-child relation. Next to this is its value in
the field of education. As this branch of science has grown, we find
the earlier, more unsocial practices against childhood superceded by
protective legislation and opportunities for normal development, lead-
ing inevitably to the “century of the child.”

Psychological explanations, which can easily be abstruse, are made
so clear that one without previous knowledge of the subject can easily
grasp its main essentials. The motivation of all acts is shown as pro-
ceeding from the self and race preservative instincts. The abnormal
is not unduly stressed and deviations from the normal are shown to
arise often from causes usually considered unimportant.

This book is a valuable addition to that rapidly growing library
having to do with the care and training of children. As it is so readily
understood, it will be useful to all who deal with children,—
parents, teachers, nurses, doctors or social workers, J. L. B.

“Syphilis of the [nnocent,” Harry C. and M. H. Solomon, U. S.
Interdepartmental Hygiene Board, 1922, Washington, D. C. Dr. and
Mrs. Solomon are qualified through their association with the social
and out-patient service of the Boston Psychopathic Hospital to pre-
sent the community end results of Syphilis. The material is given
with brevity which emphasizes its value, and the conclusions of the
studies which relate to the individual and family relations as well as
the community are clear and practical. One hundred and fifty-two
cases were selected from the field experience of the authors were
chosen to illustrate the data of the publication. This volume of
medical-social findings will find an appropriate place on the book
shelf of the social service and public health worker and the specialist.
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“A Medical Sermon,” F. E. Jackson. Jour. Ind. State Md. Ass'n.
1922, XV, 163. Jackson has summoned up the elements which are con-
tributing to bring medical practice under the direction of social work-
ers. Among the elements are the indifference of the medical men
who are chiefly absorbed in their own scientific work, the enthusiasm
of laymen and social workers for the interests of an important and
newly appreciated field, the eagerness of public health workers to pro-
mote their activities without properly defining their own relations to
the medical profession. These interests have developed cross cur-
rents and confusion which make it imperative that the medical pro-
fession shall determine and protect its own responsibility in the
situation.  Jackson finds that great Foundations such as the Carnegie
and Rockefeller have created units of authority through education
and well equipped agencies which the medical profession must now
compete with or accept non-professional control. Large charitable
clinics have heen established in competition with medical practice.
The propaganda by social workers which secured the passage
of the Sheppard-Towner bill was either ‘uninformed or purposely
misrepresenting’— The system of state medicine in England has cost
$100,000,000 a year and is believed to be extremely faulty and un-
popular.” *While we sleep, or fume and fret with each other over
petty affairs, state medicine is insidiously creeping on, and some day
we shall awaken to find a new system with which we had nothing to
do with the making.” ‘The mixture of altruism and egotism which is
a common characteristic of humanity creates confusion of policy as
agencies fail to grasp the purposes of each other. Women have
acquired suffrage without full comprehension of its responsibility and
they use its prerogatives for special policies. Increased cost of sick-
ness to the people has given a measure of support to state medicine.
“Ten years of experience with social workers of every classification
has led me to believe that the social worker hopes sooner or later, in
a state system, to control and supervise a great part of the medical
profession.” This problem requires serious thought and prompt
action by the medical associations. Vital work through education in
all matters affecting the profession and the community health is the
business of the medical societies. The general practitioner is the most
telling factor in promoting and maintaining public health.

485
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“Department of Public Health, Toronto System of Follow-up
Work for Tuberculosis,” Z. H. Keefer. Clanada Lancet and Nat.
Hygiene, 1922, LIX, 108. The organization of the Division of Public
Health Nursing of Toronto is responsible for general public health
nursing in the City which is divided into districts. The district
nurses are doing general and not specialized nursing. Executives
are located at the City Hall. They regulate the policies of the depart-
ment and carry on the educational work of the staff nurses, which in-
cludes keeping them informed of general progress in the large issues.
The staff of hospital extension nurses who are carrying on the medi-
cal social work of the hospitals of Toronto, with one exception, are
detailed from the central office at City Hall. There are twelve in this
unit and they spend the day in the out-patient department of the hospi-
tal to which they are assigned. Naturally, they are able to unite the
service of the in-patient and out-patient and the individual home as
the system is under one organization. Over lapping is eliminated
and information from the homes which bears on the hospital care is
promptly available. The secretaries of the Neighborhood Workers
Association, a federation of municipal charitable and welfare agencies,
co-operate with the public health nurses on the case work side of the
problem and all relief is referred to them. Tuberculosis nursing work
of the Department of Public Health is under the supervision of the
same executive as the hospital extension work, as the tuberculosis
clinic work is a feature of the latter. All the clinics are of course
under the general direction of the Department of Public Health,
Patients are treated under the carefully prepared system which co-
ordinates the measures for diagnosis and care as outlined by the
author. It is evident from the nicely proportioned organization that
prevention, remedy and education in the tuberculosis field have pro-
gressed effectively.

“Applied Dietetics in the Out-Patient Department,” M. Ladd,
Awmer. Jour. Dis. Chil., 1922, XXIV, 211. The observation of such
departments as these for twenty years past finds great progress in
their organization and equipment, especially where hospitals are
associated with medical schools, and where the out-patient Clinic has
been the field for medical instruction. The well organized clinics now
have a staff of graduate medical men, internes, clinic clerks and social
workers, with social service, provision for sub-clinics for cardiac
patients, tuberculosis, infant feeding, posture and nutrition classes, in
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fact the extreme means of organization. The food clinic is a recent
development. The one at the Boston Dispensary was started in 1918,
partly due to the war measures consistent with food conservation.
It consists of a demonstration of applied dietetics and dietotherapy.
Unlike diet kitchen service food is not distributed from food clinics.
Nutrition classes are of course a part of the routine. Each patient
must have individual nutritional care under medical direction. In
order to operate to best advantage the limits and responsibilities of
the work are fixed very definitely. Social investigation of patients
is made under the charge of the chief executive who for obvious
reasons given by the author, is the medical consultant. The organiza-
tion is described in this paper in full. Classes for obesity, malnutri-
tion, diabetes, etc., are a natural outgrowth. The educational func-
tion of the clinic comprises field experience for students in medicine,
public health, child welfare, nursing, dietetics and social service.
When it is well operated the Food Clinic is a good medium of co-
ordination of the services of public health, and medical and social
measures.

“Squandering Childhood’s Heritage of Health,” Prentice Murphy,
Survey, 1922, XL.IX, 102. The children in the United States who
are under foster care annually number a quarter of a million. They
are gathered in from all classes of society, often of good parentage
on at least one side. It is essential to provide for them a wholesome,
normal life. The average person of real success and full stature in
life is one who has grown from childhood under favorable conditions.
Therefore we must estimate the status of the guardians of the foster
children. Certain states as Pennsylvania have a large number of
child welfare agencies of varying standards. In some measure they
are seriously lacking often in the field of health. There are instances
on record of grave neglect of the heart hazards in foster homes.
Often the children are subject to arduous labor on farms without a
medical examination. This is directly chargeable to the responsible
social agencies and partly to indifference of physicians. The social
agencies are over taxed and also the physicians. Good medical work
however, is essential and a stimulus to all the other work as physical
factors bear on all the functions of life. Its end results yield educa-
tion to the agencies and the foster parents. It is apparent that com-
petent medical service should be paid for. The total medical expen-
ditures from Philadelphia’s budget of $6,000,000 for ill child-caring
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agencies is not known but in proportion is certainly too small. No
service to the foster child is as fundamental as health examination and
supervision. It is far more important than the organization with
abundant endowment.

“Between the Hospital and the Doctor,” T. Gerlach, Hosp.
Manag., 1922, XIV, 60. The social service department was created
to supply such needs in the medical treatment of patients as the inten-
sive medical service is not equipped to give. The doctor is unable to
visit the home and determine what conditions there affect the patient’s
health. Follow-up care is essential for the conclusion of health res-
toration which is begun in the institution. In the Robert W. Long
Hospital the social worker visits the wards in order to select the cases
whose social need is apparent. After which the home visit and ad-
justment is arranged. No action is taken except after conference
with the physician. Not only is the physician interviewed but the re-
quired service in the care often means a conference with an allied
social service agent that relief, re-employment or similar step may be
arranged. Formerly the workers in this hospital were nurses but at
present it is believed that college graduates who have studied socio-
logy, political economy and biology are more conversant with the
function of medical social work. The ideal worker with both nurses
and social training is rare. In summing up the values in the depart-
ment emphasis is placed upon hospital efficiency and economy, reha-
bilitation of the handicapped, material for research and community
health education.

“Problem of the Mental Misfit in Industry,” G. K. Pratt.
Nation’s Health, 1922, IV, 557. The majority of industrial organi-
zations still think of their employees as ‘hands’ rather than as human
beings. Mechanical forces have developed rapidly and been the object
of scientific care and high standards. The human worker is subject to
variations of character and personality which require special study,
analysis and subsequent adaptation in occupation. The workers
spend a large part of their lives in the same environment as do other
members of the community and therefore are subject to the factors
which create mental disorder. The extreme types of personality cause
disorder in the factory, such as a high labor turnover, friction, num-
erous accidents, all of which increase costs and lower production, as
well as the general morale. One mentally abnormal foreman may
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cause serious trouble in the shop. On the other hand certain occupa-
tions are suitable for sub-normal individuals when carefully adapted.
There is a group of complex industrial misfits who can only be diag-
nosed by a specialist. Stewart Paton uses the term ‘defense reactions
of inadequates.” The man of real superiority who, through no fault
is placed on a mediocre job is another industrial misfit. The entire
group may be classified in general as mental defectives, psychoneu-
rotics or psychopaths. Mental hygiene as it has been organized for
preventive measures in the courts, schools and the army will serve
as the correctional element.

“Social Measures in Venereal Disease Control,” V. H. Parker.
Natiow’s Health, 1922, TV, 531. Preventive measures in the pro-
gram for control of venereal disease have been carried on under the
name of Social Hygiene. Frank recognition of the conditions which
require this treatment have corrected evasive methods of approach to
the work and direct action has been efficacious. Especially so through
the education as to the consequences of the disease in family life,
The social hygiene movement was begun by the National Women’s
Christian Temperance Union and other far sighted groups of fearless
moral fibre. Dr. Prince Morrow was the first medical man to face
the problems openly through his book on Social Diseases and Mar-
riage. He founded the American Association for Social Hygiene.
Imperative need of health protection for service men gave impetus to
the program in general. Stringent but effective measures were
created for the army and then the task of the problems in civilian life
were obvious. It was apparent that there was a responsibility to face
the civilian conditions with equal force. The United States Inter-
departmental Hygiene Board has organized a nation wide program for
provisions of education of adults, material in the school curricula,
satisfactory terminology, and wholesome recreational measures which
will meet the needs of community social Hygiene. The budget for
this work has been plated with that of the Department of Justice and
is before Congress. A review of the past four years in this field
shows competent progress in venereal disease control.

“Lessons of the Past,” F, R. Green, Ohio State Med. Jour., 1922,
XVIII, 695. The organization of medical activities in the United
States exceeds that of any other country. There are 240 medical
journals. Dr. Green discussed the element of synthesis of compon-
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ent factors as contrasted in value to a policy of analysis. The know-
ledge of medical science has been accumulated to an extensive degree
but there is a minimum of co-ordination. The increased knowledge
implies great changes in medical service to the public. The present
period presents the urgent need of applying efficiently the social and
medical factors. It is pertinent to this measure to recall the fact that
to practice medicine requires the most expensive professional educa-
tion known. “Many of the economic problems of the profession to-
day are due to the fact that physicians are giving away the most
valuable part of their knowledge and skill and are endeavoring to live
on the remainder.” This is as bad economics as similar sacrifice
would be in any field. All medical service should be paid for at fair
cost whether in an institution or in general community practice with
the indigent. This will eliminate the undesirable feature of a type of
men who work free to gain some ulterior advantage. Public health is a
great field of recent development. The principle that it must be con-
trolled by physicians because they alone understand disease has been
challenged by the trained public health executive. Health laws and
their enforcement has been chiefly due to the interest of the medical
profession, who however are not fitted to organize and direct complete
public health functions without special training. The problem of
meeting the issue created by the demands of the non-medical pro-
fession in public health and the determination of the medical organi-
zations to maintain their position has created friction and confusion.
The only way in which medical men can meet the challenge of non-
medical health officers is by competent social and economic education
in public health. The functions and policy of each group require
definition. The past fifty years has been a period of accumulation
of knowledge, the next half century will no doubt witness the appli-
cation of this knowledge to practical community affairs with modifi-
cation of medical practice.

“The Social Worker’s Opportunity,” J. Taft, Family, 1922, 111,
149. The elements of biology, physiology, psychology and chemis-
try are all essential to the study of human behavior as they comprise
the mental and organic life of human beings. Human behavior is
subject to analysis of the laboratory type in increasing measure. As
memory, the reactions of sense organs and even temperament are
studied through conduct problems. The social case worker meets
these in direct action and her job calls for influence upon energies in
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motion with conflicting currents. The advance in psychiatric know-
ledge have been of important service in case work treatment.
Psychiatry however needs to appreciate the normal factors of en-
vironment more fully in order to clearly appraise the abnormal which
he studies constantly. The social case worker adds psychology to her
complete observation of environment and her function of readjusting
it. The case worker is unwilling to meet the full responsibility of the
psychiatric service in her work and the psychiatrist too becomes
alarmed when he realizes how much is being left to the case worker
and how little equipped she is scientifically to do the conscious job
that psychiatry is putting on her. The two factors in the field will
ultimately know each other’s function better.



DIRECTORY
Corrections and Additions Hospital Social Service Departments

CONNECTICUT
Nrw Havex

New Haven Hospital & Dispensary
Social Service Department K. E. Salkald, Head Worker

INDIANA
SoutrH BEND

Children’s Dispensary and Hospital

Association 1040 W. Division Street
Social Service Department Gertrude M. Smith, Head Worker
MICHIGAN
ANN ARBOR

State Psychopathic Hospital
University of Michigan

Social Service Department Mrs. H. S. Mallory Head Worker
DeTrOIT
Osteopathic Hospital
Social Service Department Emily Daniel, Head Worker
Psychopathic Clinic of Recorder’s
Court Municipal Court Building
Psychiatric Department June F. Lyday, Head Worker
U. S. Marine Hospital, No. 7 3770 E. Jefferson
Red Cross Social Service Mrs. Roy M. Kerr, Head Worker
NEW JERSEY
NeEwWARK

45 Clinton Street
Sadie K. Doranz

TRENTON
New Jersey State Department of
Health State House
Social Service Department Lucy A. Bassett, Head Worker
NEW YORK
BroorrLyn
Long Island College Hospital
Social Service Department Florence Totman, Director
St. Mary’s General Hospital St. Mark's and Buffalo Avenues
Social Service Department Marcella Phillips, Head Worker
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Hospital Social Service Directory

BburraLo

Buffalo City Hospitals and Dis-
pensaries

OHIO

CLEVELAND

Babies’ Dispensary and Hospital
Social Service Department

Fairview Park Hospital
Social Service Department

Huron Road Hospital
Social Service Department
Maternity Hospital
Dispensary of Maternity Hospital
and Western Reserve University

Mt. Sinai Hospital
Social Service Department

St. Alexis Hospital
Social Service Department

St. Luke’s Hospital
Social Service Department

U. S. Marine Hospital, No. 6
Social Service and Dispensary
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462 Grider Street

Natalie Ryan, Director

Mrs. H. F. Bachmann, Assistant
Director

Mrs. Aurilla Storey, Head Worker

Miss Gertrude Martiensen, Head
Worker

Miss Sarah James, Head Worker

Jean Anderson, Head Worker

Gertrude Steuer, Head Worker

Broadway and McBride
Katherine Gallagher, Head Work-
er

Pauline Marshall, Head Worker
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