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MODERN VIEWS ON DENTAL HYGIENE IN 
CHILDHOOD*

G U Y  S. M IL L B E R R Y

Dean, College of Dentistry, University of California,
San Francisco, California

The general concept o f dentistry today is that it is a modern sci
ence. In a sense, this is erroneous, for the practice of dentistry as a 
specialty dates back to at least 2000 B. C. Dependable evidence has 
been found by Egyptologists proving that there were doctors for 
the teeth as well as for other parts o f the human economy at that 
time.

It may be called modern in the sense that it is more universally 
understood and its service more generally utilized, and perhaps it is 
more modern in its tendencies towards prevention; for our more re
cent concept of the practice o f dentistry is that every effort shall be 
made, first to prevent dental disorders and, second, to render our 
service so that a repetition of that same service will not be necessary 
for a long period o f time, if at all.

W e are particularly concerned with dental hygiene in childhood, 
because dental caries, or tooth decay, is virtually a children’s disease 
and is preventable. The causes o f dental caries are now quite gener
ally recognized as being two-fold in character, first, deficiencies in diet 
with the resultant degenerative changes in bone and teeth, and, sec
ond, the fermentation of carbo-hydrate food debris in the mouth, 
forming acids which cause a disintegration of the tooth substance with 
the formation of cavities. Vilhjalmur Stefansson, in his recent book, 
“ The Friendly Arctic,”  has commented on the absence of tooth de
cay in natives in the far North where our civilized diet has not been 
acquired. He believes that it is due, perhaps, to the high percentage 
of vitamines or some similar factor and the absence of fermentable 
carbohydrates in the native diet.

The teeth, like all other parts of the body, depend upon the food 
we eat and the liquids we drink for their nutrient elements, which 
are carried by the blood stream to the cells that need them. When 
these nutrient elements are lacking in the food supply, the organs or

*Read at Stanford University Medical School, San Francisco, California,
March, 1923.
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tissues that require them and are deprived o f them naturally suffer, 
and we have, as a result, malnutrition or deficiency diseases.

People have been accustomed to look upon the teeth as being sep
arate entities in the body and not subject to its physiologic and path
ologic laws. Perhaps this is due to the fact that the mouth and 
teeth are the only parts o f the body not cared for by the physician 
and therefore are thus segregated. It has only been within the last 
decade that physicians have been insisting on a complete oral examin
ation when making a general physical examination of a patient, and 
while many of them are prepared to accept oral sepsis as a very im
portant factor in systemic disease, but few are willing to acknowledge 
that oral health is one of the most important factors in preventive 
medicine. W e know, o f course, that the same blood, lymph, and 
nerve supply in their particular distribution to the mouth and teeth 
are parts of the general systems and therefore any condition which 
affects the body through such channels may affect the teeth, and any 
condition affecting the teeth may affect the body.

Recent experimental work has shown that the absence o f certain 
vitamines in the food will produce a disease simulating rickets and 
that the teeth become involved to the extent of almost complete de
calcification. If the absence of certain elements in the food will 
prevent the proper calcification of the teeth or remove the calcium 
from them through the circulatory fluids of the body, such teeth are 
much less resistant to the action of the acids of the mouth and we 
have evidence of a condition known as rampant caries. This almost 
invariably occurs in childhood, when the teeth are forming and the 
calcium requirements o f the body are greater than at any other time.

Experiments on animals have verified what I have just said and 
we have found that these deficiencies in bone and tooth development 
can be corrected within a brief time by adding the elements lacking in 
the diet that caused the disease. With a diet of soy bean, rolled oats, 
butter, dried whole milk, yeast, agar, carbonate o f lime, and common 
salt, the pathologic changes were produced and then corrected merely 
by adding orange juice to this same diet. New bone was formed 
and new dentine in the teeth was laid down with the correction o f the 
diet. Some of this work has been done by Dr. Howe, at the Forsyth 
Dental Infirmary, Boston, corroborating and supplementing similar 
experiments at Yale and Johns Hopkins Universities. Thus we must 
recognize the effect of diet upon the teeth, especially during the de
velopmental stage.

When we realize that mineral salts are necessary to tooth and
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bone growth and that many of our foods are deprived o f them in the 
refining processes, we must insist either on adding these essentials in 
other forms to our diet or eating the foods in their unrefined state, 
such as whole grain, fruit sugars, etc. Imagine a diet for a young 
and growing girl consisting almost exclusively o f bread and tea, noth
ing else, three times a day. Such cases are a matter of medical rec
ord and we see before us an anemic, pale girl, with crooked spine, 
flat feet, defective teeth, low grade intellect; a charge upon the com
munity, who has become so purely through starvation of the tissues 
in a faulty diet.

Diet serves a two-fold purpose in preventing dental disorders. 
First:, the hard and fibrous foods have a stimulating and cleansing ef
fect upon the teeth. The exercise o f the jaws in chewing hard foods 
brings an increased flow of blood to the part and muscular activity 
stimulates the growth of the jaws. Fibrous foods, like meat, fish, 
celery, oranges, cleanse the teeth as they pass down over the surfaces 
in mastication. Soft, sticky and starchy foods, on the contrary, re
quire no mastication and adhere to all surfaces o f the teeth. They 
are more susceptible to fermentation and the production of acid and, 
therefore, aid in tooth decay.

Knowing that we can prevent dental caries by the regulation of 
the diet and careful mouth hygiene in the majority of cases, and 
knowing that we can prevent all the systemic disorders that develop 
later in life which are attributed to decayed teeth and a septic mouth, 
what procedure shall we follow to accomplish this ?

It is primarily an educational problem and the agencies we can 
utilize most advantageously are the home and the school. The home 
is the most desirable, because the educational effort should be under
taken with the beginning of family life so far as food and nutrition 
is concerned and between the first and third year of age so far as 
mouth hygiene is concerned. I have stated that this education should 
be undertaken with the beginning o f family life. Not infrequently 
mothers by preference take on child-bearing responsibilities very early 
in their home life, and since the health o f the mother bears a direct 
relation to the developing foetus, and since all o f the baby teeth and 
the first permanent molars are partially formed at birth, receiving 
their necessary nutrient elements through the mother’s circulatory 
system, it follows that a proper diet must be eaten by the mother if 
the developing teeth are to be normal. Due to innate modesty or ig
norance, the young mother hesitates to consult her medical advisor or 
other sufficiently well-informed person until the period o f gestation is
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well advanced, and incipient dental disorders arising from ignorance 
o f  their causes may produce a serious impairment later in life. While 
the child is dependent chiefly on human milk for its nutrition, the 
mother’s diet must again be considered as a source of the nutrient 
elements for the teeth. Deficiencies during either o f these periods 
may produce defective teeth.

Rypins1 has shown that the percentage o f decayed teeth in children 
from one to two years o f age is but two to three percent, while the 
percentage in children from three to six years is forty-four percent.

The home is also the least accessible place to carry oruthis educa
tional work for the reason that the fear of encroaching on personal 
rights and liberties is very prevalent. Perhaps no place is more 
sacred to the American family than the home, and any interference 
with established customs or habits is considered an intrusion. There 
is perhaps still another uncontrollable factor and that is that most 
people eat the food they want when they want it, regardless o f the 
character, quantity or quality. From the economic standpoint, it is 
advisable to undertake this educational work in the home during the 
pre-school age, for the child’s time is of no consequence then. A fter 
he enters school, his absence is an intellectual handicap to him and a 
financial loss to the community for the retardations due to illness, the 
largest part of which are due to infections and diseases o f the mouth, 
nose and throat, cause a tremendous loss to the tax payers.

Estimating the cost to the people of San Francisco by comparison 
with other cities in the United States, there is an enrollment of ap
proximately 58,400 pupils in the public schools of this city this 
year. About 47,000 o f these pupils .are enrolled in the primary and 
grammar grades, where retardations chiefly occur. It has been re
ported generally that about 20 percent of the pupils enrolled in these 
grades in the public schools in most American cities are retarded in 
each grade semi-annually. The cost o f educating these pupils in the 
primary and grammar schools in California is approximately $40.00 
per pupil per half year. Therefore, their re-education costs the city, 
county and state, on the above general estimates, approximately 
$376,000 per half year. Doubt may be cast upon this statement, 
and perhaps justly; so far there are no correlated statistics to prove 
it. It has been said that the actual number o f retardations is much 
lower than the above figure and that the cost per pupil varies. These 
deductions were reached from figures received from the educational 
authorities of the state. Another doubt may be injected into the dis
cussion by quoting the rising costs o f our public educational system.
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This can be attributed to the constantly increasing numbers receiving 
education through this system and to the introduction of new elements 
o f teaching especially in laboratory sciences, hence there is a con
stantly increasing cost o f education. Very little data resulting from 
improved health and corresponding reduction in retardation is avail
able because no surveys have been made generally throughout our 
public school system. Isolated reports, however, bear out these state
ments.

It has been shown by Fones that the introduction o f instruction 
in mouth hygiene and a correct diet for the growing school child, in 
the schools in Bridgeport, Connecticut, has reduced the number of 
retardations 50 percent, a ratio which if applied to San Francisco 
on the above basis would mean a saving to the school department o f 
$188,000 per half year. Quoting from a recent educational survey 
made in Oakland, the reduction in retardations in the public schools 
from 40 percent to 37 percent effected a saving of over $20,000 in a 
half year. This was attributed to causes other than the introduction 
o f any health activity in the school. These matters are really trivial 
when compared with the more serious physical defects such as heart 
disease, maldevelopment, and general physical debility that a child 
may acquire as a result o f dental abscesses and carious teeth.

The school offers the next best opportunity and our work is being 
carried on in all grades, because we wish to train the children of to
day as well as the parents o f tomorrow in hygiene and health. Most 
parents would prefer to have their children well and strong at ten 
years of age, with a normal mental development, rather than have 
them intellectual prodigies and physical wrecks. The school pro
gram includes the practice of cleaning teeth, or mouth hygiene, by 
dental hygienists, who during the sitting instruct the child in the 
daily care o f his mouth and teeth, the care o f his hands, most potent 
carriers o f infection, the care o f the body, recreation, rest, exercise, 
and the simple fundamentals of diet and nutrition. Supervisors give 
class instruction in these same fields, introducing methodical drills, 
competitive contests, and recitation work. Reparative work is done 
by dentists or physicians, where indicated either privately or at 
public clinics. Some school authorities are very receptive to the 
health program, while others are decidedly opposed to the introduc
tion of anything that appears to them to be a fad or an innovation. 
Modern dental hygiene is not a fad or an innovation. It is a simple 
fundamental principle o f good health builded on a foundation of
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cleanliness. It is universally practiced by all people who understand 
its value and it is most important in early childhood.

Is health education a proper subject for school authorities to in
clude in the curriculum? Is it more desirable to teach our children 
typewriting or French than to teach them the elements o f personal 
hygiene and what to eat and why? Should we instruct the mothers 
and fathers o f tomorrow in the principles of trigometry and the 
virtues and vices o f a few personalities in medieval history or the 
necessities o f modern sanitation and the problem of proper metabol
ism? Shall we cling to the educational traditions o f the past or es
tablish a new concept o f the education of the future ? While we are 
developing our courses in home economics, manual training, physical 
education, may we not with due propriety and commendable effort 
introduce a new and almost universally recognized necessity, personal 
hygiene or cleanliness?

Modern mouth hygiene has made its impress on the civilized 
world. In its public effort it has expanded to include all phases of 
personal hygiene. It is accomplishing what it set out to do, namely, to 
prevent and inhibit the prevalence o f dental caries in childhood.

The Mouth Hygiene program is sold to the public today. It 
needs only the guidance and support of those most familiar with its 
values to make it universally useful where it is most needed, namely, 
with the children.

REFERENCE
aRypins, Russell F., “The Incidence of Dental Caries in the Pre-School Age.” 

Jour. Dent. Res., 1922, IV, 369.



HOW TO REDUCE THE MORTALITY RATE IN 
EARLY INFANCY*

E D W A R D  L Y M A N  CO R N E LL, M. D.

Chicago, Illinois.

The general public has not demanded that fetal mortality be re
duced. This may sound like a startling statement, but it is true, 
nevertheless. People have not been aroused sufficiently. A  small 
percentage o f the public— physicians and welfare workers— are awake 
to the situation. Schultze, in 1877, estimated that 5% o f children 
are stillborn and 1.5% die very shortly after birth, the result of 
trauma of labor. Holt and Babbitt found 4.4% stillbirths in 9747 
viable children at Sloan Hospital, New York (1915.) In forty 
years the mortality rate has not been reduced appreciably. I repeat, 
the fault lies primarily with the general public; the remedy lies with 
it. As soon as there is an awakening, the mortality rate will drop. 
I will endeavor to lay before you the causes o f the high mortality 
and outline a method to combat them.

Venereal disease is probably the largest single factor in producing 
still-births, miscarriages and weaklings. This cause is receiving at
tention now since the world at large was aroused to the dangers of 
venereal disease during the war. It is too early to note much im
provement from this source, but inside of ten years we should see 
good results.

The second largest factor is found in women physically unfit to 
bear children. Is it surprising that the underfed or diseased woman 
should have a miscarriage or still-birth? W omen suffering from 
kidney trouble, heart disease, alcoholism, tuberculosis, etc., should 
not become pregnant. The problem is how to prevent it. Again, 
if they do become pregnant, how can we control them so as to insure 
a living offspring and a healthy mother? Not infrequently I have 
patients in the first pregnancy with high blood pressure or infection 
in some part o f the body. The fetal mortality in this group is large. 
The maternal mortality, fortunately, is not so large, but large enough. 
These women respond readily to the suggestion that they put them

*Read before American Child Health Association, Detroit, Michigan, 
October, 1923.
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selves in good physical condition, with the result that a future preg
nancy ends successfully.

The lack o f prenatal care is another important factor in the high 
mortality rate. The average woman does not report to her physic
ian until she is well advanced in pregnancy; in fact, many do not 
report until a week or two before delivery. If asked why they did 
not report early, the usual response is that they did not know it was 
essential or that some older woman had told them it was not neces
sary as pregnancy and labor were normal functions and nature 
would take care o f them. It seems to be an inborn habit with 
women, especially of foreign extraction, to consult a physician at 
the last moment.

By many, labor has been considered a normal process for many 
years. Most obstetricians realize that such is not the case. As a 
matter o f fact, most labors are abnormal. Intermarriage o f races, 
in this country at least, seems to produce more pathology. In most 
maternity hospitals abnormal labors are on the increase. Failure on 
the part o f the midwife or attending physician to recognize impend
ing dystocia early accounts for many fetal deaths. Failure on the 
part o f the pregnant woman to seek prenatal care and to have pelvic 
measurements taken is in part responsible.

Another factor in raising the infant mortality rate is lack o f in
struction in the breast feeding o f babies. Many women feel that 
social obligations (card parties, teas, dances, etc.,) are more import
ant than nursing a baby, hence they insist on feeding the baby artifi
cially almost from birth. Then, again, many mothers lose their milk 
from over-work, under-feeding or improper instruction.

A  few cities are awake to the importance o f instructing women 
in breast feeding. Minneapolis, perhaps, is foremost in this respect. 
This city, by the way, has next to the lowest infant mortality rate 
(56) among twenty-five cities with a population over 250,000. They 
have an organized campaign to increase breast feeding, and it works 
too.

The importance o f breast feeding may be realized when The 
Children’s Bureau states that “ of the 192,212 months lived by in
fants, studied in the first nine months o f life, 57% were lived b)r 
those breast fed, 18% by partly breast fed and 25%  by artifi
cially fed. In other words, during the first nine months 870 deaths 
o f artificially fed infants occurred as compared with 181 that would

200 Infant Mortality
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have been expected at the rate o f mortality prevailing among breast 
fed infants.” 1

Lack o f preparation by midwives and the medical profession is 
a factor in the rate o f infant mortality. Just how much this enters 
into the subject is hard to estimate. The public has not demanded 
many specialists in obstetrics. The American Medical Association’s 
Directory lists 146 purely obstetic specialists in the entire United 
States while 1,659 include obstetrics in their practice. This means 
that only 146 men were available to take care o f 2,500,000 births, or 
one expert to 17,000 deliveries. This would not be so terrible if 
the men were equally distributed, but more than two-thirds o f the 
obstetricians are east o f the Mississippi River. Hence the women 
in the vast western country are without expert advice, except in the 
larger cities. In the field o f  surgery 3,177 physicians limit their 
practice entirely to this branch, while 6,810 practice surgery. In 
the latter field the public has demanded service and gets it. The 
inevitable result o f the lack o f demand is that few physicians will 
devote themselves to the arduous tasks imposed by obstetrics, and con
sequently they pay little attention to the study o f the intricate sub
ject.

From a purely commercial standpoint one could expect as much. 
The average fee paid by women today for a confinement case is 
around $50.00. This includes pre-natal calls, laboratory work, deliv
ery o f the child and more or less post-natal care. This hardly covers 
the “ over-head”  on a case, let alone a profit. The family physician 
does obstetrics, not because o f the immediate profit, but to “ hold” 
his patients. For such fees few men can put their heart and soul 
into the work, especially in view of the fact that the average fee for 
an appendectomy is over $100. In appendicitis, the diagnosis, opera
tion and after-care do not extend over a period o f a month; in ob
stetrics, the case may be under observation for six or seven months. 
No merchant will continue to sell an article on which there is no profit 
and no demand. No laborer will work long at a job where he can
not make a living and a profit. Educate the public to pay surgical 
fees for obstetrics and to demand expert service. The physicians 
will respond quickly, much in the same manner as they have follow
ing the tuberculosis campaign or the introduction o f the X-ray.

Social and economic conditions of the parents play a part in in
fant mortality. Dresel and Fries find “ When there is a high birth 
rate, there is often a heavy child mortality. The mode o f living
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exerts a marked effect on child mortality. The income, housing 
conditions, disturbed social relations between mother and child, 
owing to the necessity o f mothers seeking industrial employment, 
along with the resulting undeveloped sense o f responsibility and sup
pressed desire for a more normal, healthy existence, with consequent 
careless modes o f living, exert a harmful effect on conditions o f 
growth as affecting children.”  Forbes2 states that the infant mor
tality among the rich is less than half that o f the very poor.

The medical profession needs little to stimulate it. The ob
stetric specialists have been awake to the high fetal and maternal 
mortality for centuries. Various attempts have been made by men 
to raise the standard o f obstetric care and obstetric teaching. It has 
been a long, up-hill fight. Boards o f trustees appropriate less for 
the obstetric department than they do for any other department; in 
fact, many times it is less than the money appropriated for maid 
service. The delivery room is in a dark, out-of-the-way spot in the 
hospital. Instruments discarded by the surgical division are rel
egated to the maternity service. The nursing service is inadequate 
or wholly lacking. Obstetric cases are interspersed with medical and 
surgical cases. The nursery is crowded, improperly manned and 
many times lacking altogether. This is not the fault of the medical 
men. It is the fault o f the boards of trustees and the public behind 
them. Educate them both.

It is gratifying to find that many hospitals are awakening to the 
importance o f the obstetrical department and are slowly improving 
it. Along with this improvement they are asking for better ob
stetricians. It is noteworthy that physicians are taking post-grad
uate courses in obstetrics. These men are not all located in the 
larger cities. Medical schools have made many improvements in their 
obstetric teaching, with the result that recent graduates are much bet
ter grounded in this subject. Sippy3 has aptly stated the situation 
when he says: “ Doubtlessly, careless obstetrical method plays its 
part, and a not unimportant one, in deaths o f both mothers and in
fants; but no amount o f faultless technique can repair or anticipate 
organic defects and damage wrought by months o f neglect. The 
problem confronting the medical profession is not only that o f re
ducing the number in its own ranks o f those who are incompetent, 
unfitted, careless, or criminal in the care and treatment o f mother
hood, but in being able to teach, through social agencies, the duty 
imposed upon the expectant mother, o f  making a scientific prep
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aration for the ordeal— an ordeal which involves not only life for 
herself and her infant, but the welfare o f the family. Communities 
and hospitals boards must be brought to realize their responsibility 
in providing lying-in facilities such that no mother, in whatever 
social condition, need suffer for lack of them.”

Social agencies are doing splendid work among the poor in rais
ing the standard o f obstetric care and decreasing the infant mortality 
rate. The only trouble is that they do not reach all the public. The 
great middle class and the rich, both o f which are ignorant o f proper 
prenatal and postnatal care, are not touched. These more than out
number the poor. I have always felt that these classes needed as 
much if not more instruction than the poor. These people form 
the great mass called the general public and are the ones we should 
endeavor to reach. The problem is how to do it. W e have the 
means at hand. All we need is co-ordination and co-operation.

W e have the social agencies, the boards of health, the infant 
welfare societies, the newspapers and magazines and the expert ob
stetricians. W hy not start a campaign like that waged against 
tuberculosis and now against cancer and venereal disease? W hy 
not issue a small booklet with each marriage license? Issue instruc
tions both to prospective husband and wife relative to the import
ance o f the care needed in obstetrical cases.

It is estimated by Rude4 that there are 45,000 midwives in the 
United States. The number of births attended by them varies from 
48 in Mississippi to 2 in Nebraska. Undoubtedly a large percentage 
o f stillbirths and fetal deaths occurring shortly after delivery could 
have been prevented if proper medical aid had been secured early.

It is impossible to do away with the midwives entirely at present. 
W e should however, control them by licensing them and following 
up the cases they deliver. If it is found that any midwife is having 
a high puerperal ^morbidity or high fetal mortality or morbidity, 
the license should be revoked. Courses o f instruction should be 
provided so that their knowledge o f obstetrics could be improved. 
The establishment o f prenatal clinics in foreign settlements should 
be encouraged. The confidence o f the people should be gained 
through their ministers and priests.

This plan has worked successfully with the Chicago Lying-In 
Hospital and Dispensary. In the Stock Yard district of Chicago 
the Poles, Bohemians, Italians, etc., are having prenatal care in 
greater numbers than when the clinics first started. It was an up
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hill fight at first. Some o f the women attend the clinic and have a 
midwife deliver them. W e do not encourage this arrangement, 
however, but we do not refuse to take care o f them. The competi
tion thus developed between the clinic and the midwife has had an 
encouraging effect on the efficiency o f the latter. The methods in
troduced by the clinic are talked about by the patients and at times 
quite heated discussions result. This is what we need to arouse the 
foreign public to the necessity o f better obstetrics.

Prenatal care is gradually coming into its own. Recently this 
department o f medicine has received added impetus due to the wide 
discussion o f the Sheppard-Towner bill. Prenatal care is worthy 
o f greater publicity, as a large number o f babies are lost by failure 
to evaluate properly pathological conditions present in mothers previ
ous to labor.

When one speaks o f prenatal care the thought of a free clinic 
immediately comes to mind. This should not be. It is a fact, how
ever, that the free patient in an obstetrical clinic receives better pre
natal care than does her paying sister in the hands o f the average 
physician. It is to be regretted that the average pregnant woman 
is left to shift for herself, the result being that she obtains a great 
deal o f misinformation from solicitous neighbors. Verbal instruc
tions given in the form of a lecture at the first visit are practically 
useless because so much information is crowded into a short con
versation that the patient becomes confused." Written or printed 
instructions are preferable. It is true that the printed rules involve 
expense but the saving o f the physician’s time more than makes up 
the initial expense.

The Chicago Community Trust in 1922 published the results o f 
its survey of conditions in Chicago. I quote from the report as 
fo llow s:

“ In view of Chicago’s losses o f mothers and infants by death 
and disease, from causes connected with child birth, and in view o f 
the saving results o f prenatal care, it is recommended:

1. That prenatal care be extended to all prospective mothers 
whom at present it does not reach b y :

1. Education o f the public to the perils o f childbirth, and their 
easy avoidance through proper foresight and care; such 
methods as proved effective in the campaign against tu
berculosis being used: magazines, the press, pulpit, paid
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public lectures, propaganda by health officials, personal con
tacts o f home visitors, etc.;

2. A  direct educational campaign among the physicians, 
through a series o f papers on prenatal care and obstetric 
subjects, in medical circles;

3. Persuasion o f the hospitals to insist upon adequate pre
natal care o f all patients enrolled on their books for future 
confinement;

4. The endowment of chairs o f obstetrics and of free materni
ty beds;

5. Establishment o f many more prenatal centers, through 
existing as well as new channels, paying particular regard 
to such neglected groups as colored patients;

6. The adequate material equipment o f all such centers;
7. Maintenance o f staffs, nursing, social service, and clerical, 

sufficient in size to administer the centers.
II. That the prenatal care afforded by Chicago agencies and insti

tutions be co-ordinated and standardized through a permanent pre
natal or maternity council, to consist o f obstetricians, pediatricians, 
social service workers, nurses, and other public-spirited citizens.

Standards— A  minimum standard for prenatal work has been 
drafted by a local committee representing physicians and nurses, and 
is here presented for discussion and possible adoption by all persons 
or groups concerned in this field:

(1 )  As soon as pregnancy is suspected, every woman should 
place herself under competent care.

(2 )  Monthly visits should be made at the clinic up to the 
seventh month, then every two weeks.

(3 )  Bi-monthly visits should be made by the trained nurse 
or social worker, at which time the social conditions and 
hygiene of the patient are studied.

(4 )  A t the clinic the examination should comprise:
(a ) General physical.
(b ) Local.
( c )  History o f previous diseases, operations, etc. s
(d )  History o f previous labors, etc.
(e ) Blood pressure.
( f )  Urinalysis for sugar and albumin, complete if suspi

cious.
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(g )  Pelvic measurements, as complete as possible.
(h ) Wassermann, if possible.

(5 )  After the delivery the mother and child should report 
for postnatal supervision.

It is to be hoped that all private physicians will recognize the 
benefits resulting from this careful work, and will in time adopt 
similar standards. They may be regarded as a guide to the time 
when, in the words o f Sir George Newman of the British Ministry 
o f Health, civilization shall mean ‘that no child-bearing woman is 
without adequate and skilled assistance, and no infant without a 
birthright to health.’ ”

I am heartily in accord with these recommendations.
The ideal prenatal care system, either free or private, includes 

the following points, which for lack of space are only briefly dis
cussed.

Good Service. Every effort should be made to systematize the 
work so as to avoid wasting the time of the patient, nurse or physi
cian. Too often there is a lack o f  consideration of the patient’s 
time. Courteous and dignified, not haughty, demeanor in conduct
ing all examinations is essential.

Social Service. This is very important in the free clinic. In 
a restricted sense, social service methods should be used in private 
cases. If this were done in private practice the busy physician 
would save himself by eliminating many undesirable patients and 
much unnecessary work.

Examinations. At the patient’s first visit a thorough history 
should be taken, a complete physical examination made and her con
fidence and co-operation gained. Each o f these is o f equal im
portance and each is essential to the proper conduct of the case. 
Even the ignorant patient appreciates and knows good work. The 
day o f just “ engaging the doctor”  is rapidly passing. Physical ex
amination includes observations made on the head, neck, lungs, heart, 
abdomen and extremities. It is quite surprising how many defects 
are noted if looked for. The number o f heart lesions is remarkable. 
Thyroid affections, tumors of the genito-urinary organs and lung 
pathology are not far behind in frequency.

Laboratory work is equally essential. Blood Wassermans are 
important, as last year at Northwestern University Medical School 
Prenatal Clinic we found 10% positive Wassermans. In private 
practice it runs much less— 2 to 4% . All o f these patients, with
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few exceptions, were put under appropriate treatment. Urinary ex
aminations and blood pressure readings made at frequent intervals 
are essential.

While many of the principals of the Sheppard-Towner bill are 
wrong, it cannot be said that the bill is without merit. During its 
discussion, it was brought to the attention o f thousands o f women 
through their clubs. This, in a way, was an educational campaign. 
I f  some such method could be employed by the medical profession 
to preach the importance o f prenatal care, we would have less fetal 
and maternal deaths. Both nurses and physicians have a tremend
ous influence with the laity. It is to be hoped they use it to further 
prenatal work.
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THE NEED OF SOCIAL SERVICE IN THE 
COMMUNICABLE DISEASE HOSPITAL

E T H E L  FR A N C E S M U R R A Y , R. N.

The telephone rang late one afternoon. It was a worried child
ish voice that came to me over the wires.

“ Please, is that the social service nurse ? My mamma wants you 
right away in a hurry. I ’m Pansy.”

I made my promise as reassuring as possible, and while pre
paring to go out, turned over the record files to Pansy’s card. The 
first visit had been made two weeks earlier. Pansy, a post-scarlatinal 
child, had been the object o f the call. On the card I read— “ Child 
fairly satisfactory. Other nine children appear undernourished. 
Mother pregnant. Rooms bare and cold. Call again.” I recalled 
thinking at the time that Pansy was probably still plump from good 
hospital diet.

Several pairs of eyes were watching for me through the cracks in 
the storm door, when I reached the house, and I was not kept wait
ing. The mother apologized for calling me, but hadn’t I said during 
my first visit that she was to let me know if all did not go well 
with them ? Pansy had been sure her nurse could help. Hadn’t she 
found her a dolly in the hospital ? The new baby was five days old. 
The father had not worked that week, and the twelve dollars earned 
the week before was all gone, as were also the coal and food. These 
facts were just mentioned in passing, for apparently cold and hunger 
were old experiences. The reason for my summons was a new ex
perience. The rates had not been paid, and the water supply had 
been cut off.

That family’s only point o f contact with social agencies was 
through the little child, who had had a mild case of scarlet fever, 
and who was paid a routine visit ten days after her discharge from 
hospital.

Tim was ten, and he cried when his father came to get him from 
the hospital. Even the promise of a visit, soon, did not dry his eyes, 
and he was led howling up the street. For some reason, he stayed on 
my mind as well as on my visiting list, and a week later, as I passed 
near his street, I was minded to make a detour, and an earlier call. 
Tim was glad to see me, and so was his sister, Olive, who had been
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discharged when he was, but she had not cried. In the four rooms 
o f  the house I found three other small children, and a wee new one.
Tim and Olive had returned to school that day, although Olive had 
cried nearly all night with a pain in her ear. The father had put hot 
camphorated oil in it, and she had at last gone off to sleep. I found a 
purulent discharge from both her ears, and an active case o f rhinor- 
rhea in young Tim. Recall that they had been out o f the hospital sev
en days, after scarlet fever. Careful questioning revealed that nose 
and ears had been discharging for five o f the seven days. The read
mission o f  the children to a convalescent ward, probably averted an 
epidemic o f scarlet fever in the school and neighborhood. Although 
hot camphorated oil was not the approved treatment for otorrhea, 
Olive’s hearing was intact on second discharge.

George told his mother that his throat felt funny, and she called 
a doctor at once. An early and sufficient dose o f anti diphtheretic 
serum was administered. The result was a mild straightforward 
case o f diphtheria, with condition satisfactory on discharge. If George 
were to develop any sequellae, his watchful mother would again call 
a doctor. So in the press o f an unusually busy week, George’s name 
was moved on in the visiting book, and nearly three weeks had passed 
before I called. W hile listening to his chatter about school, and 
telling him o f his hospital pals, I asked a few questions— was he eat
ing well, sleeping long hours, getting a rest during the day, drinking 
lots o f water, having a daily bath?

“ A  B A T H — and him just out o f  the fever hospital? I ’ve just 
been wiping him off, nurse— just his hands and face.”

I recall with pride the families to whom I introduced the bath tub 
and its daily use as not being incompatible with convalescence from 
a communicable disease.

When a small tired looking little mother travels a long distance 
with a large family o f children it seems inevitable that one or more 
should develop something infectious, usually measles, en route. I 
doubt if there is a Communicable Disease Hospital in existence which 
has not been harrassed by this problem. There will be any number 
o f organizations in the city to help that family, but unless there is 
a department at the hospital which directs the mother, they cannot 
function to her advantage.

One seldom finds either medical or social problems of themselves 
purely medical or social. In Communicable Disease Hospitals there 
is the opportunity o f stressing the medical end, from a standpoint that



is beyond the reach of general hospital departments. The average 
patient in a Communicable Disease Hospital is an average normal 
child, and he may never again come in contact with the medical 
world, though this does not mean that he is physically perfect.

Let us take a hospital o f one hundred beds and say that it has 
eight hundred cases yearly. Legitimately arising from the hospital’s 
interest in the child which it has had within its doors, is the visit of 
the Social Service Nurse, with her word of advice concerning diet and 
daily routine. The nurse is greeted as a friend by the child, and that 
point o f contact makes the way easy. There follows a chance to know 
something o f the general health o f the child, and to suggest medi
cal care if obvious defects appear. H ow can any community with a 
Communicable Disease Hospital in its midst fail to see the possi
bilities! Four thousand children visited in five years— compound 
interest in the Community Bank of Health— these visits, and there 
is seldom only one child in a family, and seldom are they all perfect, 
if only the omnipresent adenoid be the defect.

Any one who works with Communicable Diseases must be contin
ually impressed with the criminal wrong o f their being. W e laugh 
at the Middle Ages, when epidemics were accepted as sent by the 
Lord. W e have stopped blaming the Lord for them now, but are still 
doing too little to check them, after putting the blame on man’s ig
norance and indifference. What vital statistics can a Communicable 
Disease Hospital have concerning the thoroughness of its treatment, 
from the individual standpoint as well as from the epidemiological, 
unless some record o f the post-discharge period o f its patients is kept ? 
The refrain of “ cure, cure, cure,”  should be changed to that o f  “ pre
vent.”  Our medical men learn preventive medicine out o f books and 
practise it on patients who should never be in hospital. Our nurses 
have lectures on prevention of disease, on prophylaxis o f scarlet fever, 
measles, diptheria, and they work for their years o f training in an 
institution filled with sick people who are discharged as soon as they 
are no longer considered a direct menace to the public. Their sub
sequent health record is a closed book. Is it to be wondered at then, 
that few doctors and fewer nurses get the vision— the preventive pos
sibilities that lead out from a Communicable Disease Hospital ?

There is a human side to this Social Service work. Wholesale, 
during epidemics, we gather in the little children. W e, within the in
stitution, know they are comfortable, happy after the first tears of 
strangeness are shed, and well cared for. But the anxious mother
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does not know these things, “ When I phone, they always tell me the 
same thing— doing well,”  says one mother. A  few words will make 
her understand the office records, and that if all were not well with 
her Annie she would be called. W e find the second generation of 
hospital children given up to the ambulance nurse with much less 
reluctance than the first. But easily and profitably, reckoning in 
anxious hours, can the parents’ peace of mind be made the business 
of the Social Service Department.

The Hospital itself needs Social Service. T o function fully it 
must be understood. A  real missionary is she who is able to disasso
ciate the term “ Pest House” from the Communicable Disease Hos
pital ; bringing light to the heathen could be a no more difficult under
taking. Bearing this always in mind, think what a leaven of under
standing the Social Service nurse carries with her into the homes of 
the eight hundred children she visits yearly. There again compound 
interest may be expected, for the physical misfortune of one family 
is a fruitful topic for neighborhood talk. The friends o f each of 
these children will discuss everything that concerns the child and the 
hospital, both during and after the disease. Cannot we imagine their 
comments to be something like this ?— “ Did you know that the Hospit
al sent out a nurse to see how Betty was getting on? Yes, every pa
tient is visited and the nurse says often she calls at the homes before 
the children go home. She was the one Betty told us had given her 
a doll and had told her stories one night, and I think it must have 
been the same one who met her father that day in the corridor when 
the doctor was too busy to see him, and told him how well Betty 
So the leaven acts.

T o function fully, the Hospital needs to work co-operatively with 
the medical men of the community. Cases are usually lost to the out
side doctor once they are sent in to hospital. T o establish a real basis 
for co-operative preventive work, the outside doctor must be con
sidered. The Social Service Department can become the link. Weekly 
reports o f the patient’s condition, notification o f discharge, and the 
careful insistence that the family doctor be called when post-discharge 
complications are discovered, will do much toward creating and main
taining professional unity in the community.

The organization of a Department need not be elaborate. Record 
cards o f this type are sufficient:

Name.................................. A g e .....................................  Hosp. N o............
Address ............................................................................................................



Doctor .....................................................................................
Date o f admission............................Date o f discharge..
Hospital record (from  resident doctor’s case report). 
Visitation record ...................................................................

212 The Communicable Disease Hospital

W here the ambulance nurse reports a home condition, visits pri
or to discharge should be made. Otherwise, every case should be 
visited within ten days after discharge. Subsequent visits will depend 
on that first call. Twice a year, routinely, all old cases should be re
visited.

W ard rounds to learn the child’s condition for report to the out
side doctor give opportunity for winning the child, and thus making 
one’s entry into the home later, a welcome visit. A t this time too, 
the child’s convalescent amusement can be attended to. The hour a 
week spent in giving out books and toys to ward patients will ever re
main among my most happy memories.

When the community’s Social Agencies are well organized, there 
need be no overlapping o f activities. The initial call is for the H os
pital. The need o f further active interest in the case can be deter
mined by reference to the Confidential Exchange.

A  hospital which averages twelve hundred cases yearly, could be 
handled for the first year, and possibly for the second by one worker. 
O f course the size o f the community and the means of covering the 
territory would modify this statement.

Tk^ annual report should give the following details:
Cases visited within ten days after discharge 
Cases visited two or more times within three months after 

discharge
Visits made prior to discharge— on recommendation of Ambu

lance nurse
Cases referred to other Social Agencies 
Cases lost because of change o f address 
Cases showing following which may have resulted from com

municable disease: rhinorrhea, otorrhea, cervical adenitis, 
nocturnal frequency, palatal paresis, eye complications, 
symptoms o f cardiac weakness;

Cases showing other defects: dental, diseased tonsils and 
adenoids, faulty posture, malnutrition;

Cases advised to call family physician;



E. F. Murray 213

f  Cases referred to other hospital clinics;
Cases readmitted.

These records o f the children of the community which might not 
otherwise come to the attention of the health organizations cannot 
but add to the health census of the community, and to its ability to 
cope with its problems.

T o summarize, briefly, Social Service in the Communicable Dis
ease Hospital is able to do the following:

1. Record the condition o f every patient after discharge.
2. Introduce patients to Social Agencies in the community. \
3. Interpret the Hospital to the community.
4. Further a spirit of co-operation between the Hospital and the 

medical profession o f the community.
5. Interest the nursing profession in follow up and preventive 

work.
I have spoken throughout of the Director o f Social Service in a 

Communicable Disease Hospital as a nurse. The medical follow up 
work which is probably the largest field, calls for the special training 
o f the nurse. Assistants may or may not be nurses, but while within 
the profession, the fear o f communicable diseases remains, can we 
expect its absence among the laity? T o  Social Service workers who 
may feel that many o f the duties outlined above are not strictly 
speaking, within the scope of Social Service, may I say that as the 
General Hospital differs from the Communicable Disease Hospital, 
just so do their respective Social Service Departments need to d if
fer. The department which I have tried to describe was organized 
and conducted for nine months by the writer, and is still functioning 
satisfactorily. These duties were assumed by it to fill definite needs, 
and insofar as they contributed to the end in view, service to the 
community and the individual, I feel they should be granted as vital 
to Social Service in the Communicable Disease Hospital.



MEDICAL SOCIAL SERVICE AND OUTSIDE 
AGENCIES*

LO U ISE  STE V E N S B R Y A N T , Ph. D.

Committee on Dispensary Development of the United Hospital Fund,
New York City.

One of the direct results o f public health propaganda, with its 
emphasis on preventive medicine, is that case work agencies are 
referring their clients in increasing numbers to dispensaries for 
examination and treatment, as a matter o f  routine procedure. So 
long as clients were referred only occasionally, or as emergency arose, 
their handling by the dispensary presented no difficulties or differ
ences as compared with that o f others. When, however, the agencies 
began to refer sizable groups and sometimes whole families, for 
general examination, and the discovery o f latent defects and dis
abilities, this made a distinct difference in the character o f the treat
ment needed. The most obvious difference is in the matter o f 
numbers— dispensaries already overcrowded with patients whose 
needs are acute, cannot easily assimilate additional ones, especially if 
the latter are not actively sick, or do not present emergency problems.

But a more important difference lies in the character o f exam
ination required and the subsequent recording, reporting, and follow
up. Each patient brought in by a social agency is potentially a long 
time case. The social agency is concerned not alone with getting an 
acute ailment cured, but in finding out its significance in relation to 
the patient’s whole life, and what the other conditions affecting his 
health are and how these may be adjusted to secure for the patient 
the best possible physical basis for his social and economic life. 
Obviously this makes quite a different demand on the time and 
energy o f the dispensary doctor than that made by the patient who 
comes with a specific complaint that may be relieved without neces
sarily going into the past or considering the future.

Social Service in hospitals has arisen because doctors have 
realized that the patient as a whole is more important than any o f 
his “ symptoms” and that even curing the obvious physical trouble

♦Report made to the Executive Committee of the Hospital Social Serv
ice Section of the Associated Out-Patient Clinics, October 16, 1923.
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is often impossible without knowing him as a human being, and if 
not impossible, o f little use if he is likely to fall ill again the next 
day. The patient referred by the dispensary doctor to social service 
differs from the client o f the social agency only in the circumstance 
o f falling ill before, instead o f after, inquiry is made into his con
dition o f living. The case work agency knows the general condition 
o f the patient and finds something wrong which the dispensary can 
help.

It would seem natural, therefore, for social agencies to refer 
their cases to dispensaries via the medical social service departments, 
as this is the department having presumably the same point o f view 
and the nearest resemblance in working method to that o f the social 
service agency. In order to find out to what extent social agencies 
avail themselves of the services o f the departments, and how the 
co-ordination is effected, the questionnaire on page 226 was ad
dressed to the social service departments in the city. Seventy-six 
departments were listed in June 1923 with the Hospital Social 
Service Association, not all members o f the New York body. A  
total o f fifty-eight, or seventy-four per cent replied, in spite o f the 
fact that a bare ten days was allowed. O f these, fifty-one answered 
fully, the rest having no out-patient department, or no active social 
service at the time, and one reply was anonymous. The fifty-one 
dispensaries replying in full included all o f the larger institutions in 
the city, public and private, and all types, as follows :

General ...........................................................................  35
W omen ...........................................................................  4
Eye and Ear ................................................................... 3
Orthopedic ..................................................................... 3
Babies and children ...................................................... 2
Neurological ................................................................... 2
Cancer .............................................................................  1
Cardiac .............................................................................  1

Answers to specific questions were as follows :
Proportion of Cases Referred by Social Agencies 

In all but three hospitals it was reported that large numbers of 
clients were referred by social agencies o f  the districts. No less than 
fifty-two separate organizations were mentioned, o f which the most 
frequent were the Association for Improving the Condition o f the 
Poor, 33; the Charity Organization Society, 30; and the United 
Hebrew Charities, 16. Other organizations assuming responsibility
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for medical care o f  their clients, and using a large number o f 
hospitals were: the Henry Street Settlement, the Public Schools, the 
Brooklyn Bureau o f Charities, and the Red Cross.

Admission Desk Record of Social Agencies 
In twenty-four cases, about one-half, it was reported that the 

admission desk “ regularly finds out whether patients come from 
social agencies.”  This question was evidently not understood, as 
other studies o f admission systems do not show any such proportion 
providing for this item. In twenty-seven cases this question was 
answered negatively.

Reference o f Cases via Social Service Departments 
In twenty-nine hospitals, cases from social agencies are always 

referred via the social service departments; in sixteen, they are in 
certain circumstances, such of those requiring cardiac care, nutri
tional supervision, or those which are tuberculous, syphilitic or 
nervous. In only six hospitals, the clients o f social agencies are not, 
as a matter o f  course, handled via the social service departments. 
This indicates that in the majority o f cases the social service depart
ments are already assuming the major responsibility in regard to 
these cases. The extent and nature o f this is shown in the answers 
to the subsequent questions.

Responsibility Assumed by Social Service Departments 
Securing Social Histories from Agencies in Charge. One 

obvious point o f economy for the social service departments is the 
securing o f the history o f  the patient from the agency already in 
charge. O f course this may have to be supplemented in many 
instances, as the agencies differ so greatly in the type o f case records 
kept. However, only twenty departments regularly secure the 
reports from the referring agencies. In sixteen others, preliminary 
records are secured only for cases to be taken over by the department. 
In twelve hospitals no report is secured, and in three this question 
was not answered.

Transmitting Reports of Diagnosis and Medical Plan. So far as 
social agencies are concerned, the most important function that the 
social service department can perform is to transmit the medical 
report and plan, interpreting where necessary. Nearly all o f the 
departments reported that they furnished medical reports, diagnoses, 
and plans to social agencies on request. In fact, only two o f the 
fifty reported that they did not. In two cases, such reports were not
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transmitted in the case o f certain diseases, and in three others, 
requests for reports were referred to the superintendent and dis
pensary clerk.

Securing Patient’s Consent. The New York State law requires 
that a physician shall “ not be allowed to disclose information acquired 
in attendance unless the patient be under sixteen,”  or unless the testi
mony is required in connection with legal proceedings following a 
crime. (Civil Practice Act, Section 352).

The literal observation of this law, would preclude the trans
mission o f any medical diagnosis without the consent of the patient. 
In practice this has been almost ignored except in cases where there 
is some obvious danger o f injuring a person’s reputation, or economic 
placement, or in cases where the physician for any reason does not 
choose to divulge the information. For example, it is conceivable 
that a man might lose his job if it became known that he had a 
venereal disease, was tubercular, or possibly mentally aberrant. Or 
the fact o f  maternity might be something which the woman con
cerned might wish to have concealed, or in any case not published 
generally, whether legitimate or otherwise. In such cases as these, 
the physician in * dispensary may refuse to give out a diagnosis, 
acting quite within his legal rights, or to put it more strongly, simply 
obeying the law.

Social agencies have a somewhat anomalous position in relation 
to their clients. They are not employers, they are not legal guardians, 
they are not legally responsible for them in the sense that a parent is 
for his child, or even as a probation officer might be. A t the same 
time they are morally responsible, having undertaken for whatever 
reason to reconstruct the family’s life, or in some instance to furnish 
economic support. Now, if a client o f  a social agency is referred 
by it to a hospital for medical examination and treatment, it is 
probable that he would not have sought this treatment independently, 
and even more probable that he would be quite unable to carry out 
the doctor’s plan unaided. To carry out most plans requires some 
understanding as to the nature o f the case, that is, the diagnosis, and 
in the majority o f cases it is ridiculous to insist on the letter o f  the 
law. However, in the cases enumerated, because o f the social 
implications, doctors have sometimes objected to giving the diagnosis 
to a social agency, for various stated reasons, such a s :

(1 )  The patient may bring suit against the hospital;
(2 )  The social agency may use the information as a reason for
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withholding relief, or may insist on a course of treatment which the 
hospital may not approve;

(3 )  The hospital may fear creating a precedent, and being 
swamped with applications for diagnosis.

Discussion with several departments o f social service, and with 
dispensary physicians has disclosed the fact that one underlying 
reason for not giving out diagnosis is because o f the approach fre
quently made by the social agencies. For example, they may send 
patients with peremptory demands for special tests, for example, 
asking for “ Wassermanns” , “ X -Rays” , or “ Von Pirquet tests” , 
sometimes giving no reason, rather than asking for an examination 
because o f existing symptoms, and leaving to the doctor the tentative 
diagnosis of “ suspected syphilis” , “ tuberculosis” , or what not, and 
the suggestion o f the appropriate test. Social workers having read 
a certain amount o f popular medical literature and being familiar 
with medical terms and procedures, confuse the facts, and regard the 
test, whose name they know, as all important, being ignorant o f other 
conditions and factors of diagnosis. While in some institutions and 
in the case of certain zealous agencies, the matter has become so 
acute that co-operation between social agency and hospital is nearly 
impossible, in the great majority this is not so, as is reflected hy the 
answers to that point in the questionnaire. In only eleven cases do 
the social service departments regularly secure the patient’s consent 
before transmitting a diagnosis. In nine others they stated that 
they did “ sometimes” — usually in cases o f venereal diseases, tuber
culosis, or mental abnormality. In twenty-eight cases the consent 
is not obtained, and in three cases the question was not answered.

Follow-Up

One source o f difficulty between social agencies and hospitals 
relates to the follow-up o f cases referred for examination and treat
ment. Where there is a social service department the securing o f the 
patient’s return and carrying out o f the doctor’s plan of treatment 
usually rests with the department. Where the patient is already in 
the charge o f an organization the question arises o f duplication o f 
effort. Certain social case workers feel that they should handle all 
the follow-up; some even to the exclusion o f the medical social 
service department.

Where cases are referred to hospitals by social agencies follow
up may be done in any one o f several w ays:
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1. The case may be transferred to the social service department 
o f the hospital; the transfer may be temporary or permanent.

2. The social agency may get its instructions direct from the 
examining physican and assume entire responsibility for the carrying 
out o f the plan.

3. The social service department may act as a go-between, 
translating and interpreting the order o f the physician to the social 
agency, as it would to a parent o f a child patient, the two then 
co-operating in the following out o f the plan.

These three methods are followed today in New York City but 
the third method is the most frequent. In only ten instances did the 
department report that it assumed entire responsibility for follow -up; 
in twenty this was laid upon the agency and in twenty-one it was 
undertaken jointly and the degree o f responsibility determined by 
conference.

This is such an important feature o f dispensary care that it would 
seem well to agree through conference upon some regular policy of 
procedure. Opinions on both sides are marked and various. Some 
social service departments wish to carry all the follow-up o f all 
cases, as they feel that only then can the work be assured to cor
respond with the policies and traditions of the dispensary. In other 
places, the departments consider that the agencies should assume 
entire responsibility for the follow-up and that their work is ended 
when they have “ steered”  the cases and rendered the report. On the 
other hand, similar differences o f opinion are found among the out
side agencies, and even as between workers in different districts of 
the same agency; some contend that they must have entire charge 
o f all the progress o f a case if the medical work is to be articulated 
with the social adjustments, and that there is danger to the client in 
having more than one sort o f visitor at the same time in the home. 
Other social workers feel just as strongly that the dispensary should 
assume responsibility for the details o f carrying out the medical plan, 
and that so far as this particular phase o f the case is concerned, the 
work o f  the social agency is over when the client is brought to the 
dispensary.

As a result o f these conflicting opinions, we find a variety o f 
complaints from both sides, as, for example:

1. Social service departments carry cases far beyond the need 
for medical social service, doing long time adjustment and family 
rehabilitation, and furnishing material relief.
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2. Social agencies attempt to do work properly belonging to the 
medical agencies, such as dietetic control or securing examinations 
for whole families with tuberculous or syphilitic members.

3. Social agencies are not able in many instances to secure and 
present medical histories o f patients in a form suitable for physicans’ 
use. Consequently social service departments must be asked to make 
family visits in cases referred by agencies, which the latter may 
resent.

4. Social agencies disregard requests o f social service depart
ments with respect to return of their clients, or they take them to 
other hospitals without notifying the first one, so that the cases are 
carried and plans are made fruitlessly.

5. Hospital social service departments frequently object to plans
already in process o f being carried out by social agencies on the 
ground that the medical needs o f the case are not being met. One 
instance o f this was cited where a family with tubercular parents had 
the mother referred to a hospital for an operation at the same time 
that the father was at a sanitorium. The social agency in charge 
wished to break up the family and place the children out. The 
hospital social service department thought the family should be kept 
together for the sake o f the mother who already upset and worried 
by her impending operation agreed only to enter the hospital if her 
children were to be kept at home for her. A  temporary caretaker 
was secured and the mother entered the hospital. In the meantime 
the father left the sanitorium against the advice o f the doctors, and 
returned home because he didn’t like the food. The social agency 
then, without notifying the hospital, took steps to remove the children 
on the ground that the father’s presence was a menace to them. The 
mother learned of this and became wildly excited immediately after 
the operation. In this instance the social service department con
sidered that it should have had complete jurisdiction over the social 
case work so long as the woman was in the hospital, or under their 
supervision. .

6. Social agencies complain that the hospital social service depart
ments, concerned as they are with large numbers o f cases, rapidly 
changing, cannot take the individual care o f clients that they require 
and which is furnished by the case working agencies. The social 
service work in a large hospital tends to become perfunctory and 
routine under pressure, and while the large majority of patients may 
not suffer, patients under the care o f social agencies are frequently
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not in a mental or psychological condition to respond to anything 
but the most minute sort o f individual attention. For this reason 
social agencies request that their representatives be allowed to be 
present at examinations and get the reports and recommendations 
direct from the physician, so these need not be filtered through 
another person’s mind. It seems probable that there are certain types 
o f cases where this would be true, and where a reciprocal benefit to 
the hospital would be attained through the social worker being able 
to give details o f personal history to the physician as he might ask 
for it. Types of cases where this would be expected are:

(a ) Neurological or mental cases.
(b ) Children’s cases.
(c )  Cases where there is language difficulty or where the 

patient belongs to a particular national group with customs which 
may be well known to the agency working with him.

Admission Fees and other Expenses
One of the frequent tasks o f social service departments is the 

investigation o f the ability o f the patient to pay admission fees and 
other charges, such as for appliances, laboratory tests, and special 
treatment. In thirty-three departments the matter is regularly re
ferred to them in the case o f clients o f social agencies and in seven
teen this is not done. Some departments report that they 
automatically secure free admission and routine car^ for such clients 
without further investigation. But there is considerable disagreement 
about the relative responsibility for other charges. Some hospitals 
consider that these should be paid for by the agency, just as food or 
clothing would be paid for. However, the social agencies are not at 
all willing to accept this analogy and say that hospitals are in a 
position to secure funds for this type o f relief, especially since they 
have discouraged the social agencies from using medical relief as a 
propaganda motive, on the ground that this conflicts with the appeals 
for hospital funds. Even where the agencies are willing to pay in 
whole or in part for these charges they complain that hospitals have 
no announced policy about this and that the same hospital will insist 
for example, on payment for x-rays, at one time and not at another.

Light on the matter o f the charges is given by recent report from 
the Lakeside Hospital (Cleveland), where there is a Community 
Fund and where “ in the long run it makes no difference whether the 
hospital pays for a brace for a child unable to pay for it, or another 
agency does so....................... Sometimes questions do arise with
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regard to whether or not a patient himself can pay for things and the 
matter is settled by a conference between the two workers.”

Emergency Relief. While this was mentioned only once in 
answers to the questionnaire, this point should be taken up in any con
ference between agences and hospital social service departments. 
The agencies object to emergency relief being given to their clients 
without their consent, and on the other hand the social service depart
ments frequently consider that emergency relief is necessary as a 
first step in treatment and that the elaborate investigations o f the 
social agency need not always be made before giving this relief.

Closely associated with this is the whole question o f relief and 
social treatment other than medical that may be needed for patients 
under the care o f the medical social service departments. Any ade
quate plan for co-operation between medical and non medical 
agencies must include this.

Policies Already Formulated. Under point 7, social service 
departments were invited to make suggestions about the general 
question o f the responsibility they thought they should assume for 
clients o f social agencies: and under point 8, to make other related 
comments. In all, thirty-one departments had suggestions to make 
in reply to No. 7, and twenty in regard to No. 8. Many o f these 
suggestions showed that considerable attention had been given to 
this responsibility for clients o f social agencies, and altogether enough 
material was presented to make at least a beginning in formulation 
o f policies.

The special hospitals had the best plans, as might be expected, 
because their problems are more homogeneous and clear cut, as for 
example, children’s, maternity, eye and ear, or neurological hospitals.

General hospitals had not worked out so definitely their plans of 
co-operation, and still it is with the general hospital that social 
agencies naturally have most to do. This is particularly the case 
when the problem is one o f determining the physical factors in the 
economic life o f a family, and where general examinations are 
required for the detection o f defects and latent diseases as a matter 
o f routine case treatment and plan. Following are summaries of 
statements made by various social service departments:

1. “The social service department should be the intermediary 
between the hospital and other welfare organizations. In every 
case it should steer the patient through the various clinics. Where 
the referring organization is assuming care of the patient the 
department should report the diagnosis and plan of treatment, 
and where advisable, assist in carrying out the plan.
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“ In turn, the interested organization should supply the physi
cal and social data necessary to the physician in diagnosing and 

. formulating a plan of treatment; and to the hospital for the record 
of the patient. The outside agency should be responsible for 
securing the co-operation of the patient and for reporting the 
progress of treatment, saving unnecessary interviews and avoid
ing duplication.”

2. “The social service department should save time for 
workers accompanying patients, assisting them in understanding 
directions and diagnoses of patients, when possible to do so with
out disrupting the clinic. The social service should interest itself 
in seeing that such information is obtained from the doctor as 
will serve the ends of the social agency and that the patient thor
oughly understands directions for medication and return.”

3. “The social agency sending foreign speaking patients to a 
clinic should see that they are accompanied by an interpreter; also 
that patients requiring personal guidance through the clinic should be 
accompanied by a worker, as it is hardly'fair to expect the medical 
social worker to spend too much time with one patient. The so
cial agency should consider itself responsible for the patient’s re
turn and the proper carrying out of directions, so far as possible, 
as there is only help enough in the social service department to 
follow up those who are in critical condition. It seems to this 
department that if a social organization is interested enough in 
a patient to refer him to the hospital, it should be interested 
enough to secure his co-operation, although the social service 
department will do everything possible to assist in this work. 
Patients referred by social organizations should be instructed to 
keep in touch with the social service department on each visit 
to the hospital.”

4. “Other than for medical co-operation, we think the case 
ought to remain with the referring agency, except in cases for 
convalescent care which might go through the hospital social 
service, provided the co-worker wishes it. We think otherwise 
it would be a duplication of work. Most of the cases which have 
come to our notice have been families who are relief cases of 
long standing.

We think there should be full co-operation with the hos
pital social service—agencies to give the relief and hospitals the 
medical care and occasionally some emergency relief through hos
pital social service.” _

5. “ It is our principle to co-operate with all agencies on medi
cal problems. W e believe that any case referred to us should re
main under the supervision of the agency originally handling it, 
first of all to maintain the proper morale among the clients, sec
ondly to promote a more complete type of work, and thirdly, to 
conserve time in order to gain a quicker result.

In transferring a case from one agency to another, repeated 
investigations are necessary: these frequently destroy the privacy 
of the home, and tend to reduce the pride of the patient: much 
time is also lost before results can be accomplished, and the same 
amount of interest cannot be felt by the worker and be provided 
as in a case where she had handled the problems from beginning 
to end, and could see the result of her efforts.”

The Present Load
It appears that a large proportion of the cases now being handled 

by social service departments are referred from social agencies, if the 
conditions reported by the hospitals giving detailed information can
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be taken as typical. For example, one worker in a large general 
hospital said that in June 1923, her cases had bpen distributed as 
follows: 196 new cases were taken on; o f these 20 were referred by 
social agencies. In addition, however, 236 cases were handled for 
social agencies but were not taken on and no record was kept except 
numerically each day. This indicated that o f 432 cases handled in 
some way, at least 256 or 60 per cent were clients o f social agencies, 
but only a relatively small proportion o f these needed to be carried 
as permanent cases by the social service department. The actual 
amount o f work done for the 236 cases was considerable, and it 
would probably be more satisfactory if a record could be kept and 
if a regular procedure could be allowed for securing reports from 
agencies as to what was desired in each case. It is probable that 
all cases referred by outside agencies could be steered by the social 
service department, and that it would prove helpful to record these 
at least as “ slight service” cases.

Light is thrown on the probable proportion o f dispensary cases 
now being referred from social agencies by a study made in Boston 
several years ago. According to Miss Janet Thornton, a careful use 
o f the social service exchange over a long period, showed that only 
five per cent o f all the cases coming to a representative dispensary 
were known to any other social agency; whereas eighty per cent o f 
all cases handled by the social service department were so known.

This would indicate that the assumption o f responsibility for 
clients o f  social agencies as a matter o f routine would not make a 
great difference in the numbers already handled by the medical social 
service departments, nor in the amount o f work, particularly if some 
form of steering blank were to be utilized.

The foregoing applies to the care o f such cases as are now being 
brought to the dispensaries by social agencies, which means for the 
most part cases for emergency medical care or contact cases in 
families where tuberculosis or other contagious diseases are known 
to exist. Social agencies, particularly those devoted to family wel
fare, are, however, undertaking increasingly to secure medical exam
inations for all o f their clients as a preparatory step in planning case 
treatment. Such examinations are time consuming in themselves and 
inevitably disclose the need for treatment and further examination 
in the vast majority o f cases. For these reasons those concerned 
with the administration o f dispensaries are convinced that if they 
are to supply this type o f service, it will necessitate substantial



additions to their present resources, both o f personnel and the time 
devoted to clinic sessions.

Co-operative Plans in Other Cities
In several other cities this problem has been met with programs 

for the co-operative handling of cases which have proved satisfactory 
to both the case working agencies and the hospitals. The most 
notable examples are Boston, Philadelphia, Chicago, St. Louis, and 
Cleveland. The experience and resulting plan in Cleveland have 
the most to offer to New York because the agreement with the social 
agencies was made by eight large hospitals acting together. In the 
other cities agreements have only been between one hospital and one 
agency or between agencies of one special kind and one hospital. All 
the plans so far developed, however, agree in general method and 
include the following features:

Social agencies refer their clients to the dispensary via the social 
service departments.

Standard forms for recording and reciprocal reporting are used.
Problems in case management and in finance are solved by con

ference.
In Cleveland the blanks for reports are furnished by the co

operating hospitals to all agencies accepting responsibility for social 
treatment. The use o f blanks for non-case working agencies such as 
visiting and school nurses, settlements and church clubs, is now under 
consideration. Careful instruction sheets in the use o f blanks are 
furnished and considerable personal instruction is given as well. 
In addition, statements are provided describing exactly what sort o f 
reports may be expected by agencies on the special types of cases, as 
for example, syphilitic.

Specimen report forms in use are given in the appendix to the 
1922 edition o f “ Social W ork in Hospitals”  by Ida M. Cannon.

Summary and Conclusions
(1 )  Clients o f social agencies, particularly those doing family 

case work, are being referred to dispensaries in increasing numbers.
(2 ) Their problems so far as the dispensary is concerned, differ 

from that o f the ordinary patient coming alone: first, because o f the 
need for special and detailed reports relating the particular ill for 
which treatment is sought to the entire life o f the individual, and 
second, because the follow-up must be effected through a third 
person, and third, because medical aid is sought frequently not be
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cause of acute illness but as a preventive measure and a preliminary 
step in making a general plan for social treatment.

(3 )  A  questionnaire addressed to medical social service depart
ments in seventy-six institutions and answered in full by fifty-one, 
showed that:

Departments as a matter of practice already assume responsibility 
for the clients of social agencies. While varying in detail, this 
responsibility in general includes: (a ) “ steering the patients” ; (b ) 
transmitting reports to the referring agency; (c )  securing the previ
ous social and medical history from the agency in certain cases; (d )  
assisting in follow-up, interpretation of the physician’s findings and 
plan to the agency, and giving exact information as to clinic hours 
and resources; (e ) securing remission o f fees.

(4 ) While responsibility is generally assumed by medical social 
service departments, they have as yet no consistent policy affecting 
the practice in different places or with all agencies. Difficulties and 
differences of opinion disclosed by answers to the questionnaire and 
by subsequent conferences with both sides, related to such matters as 
character and extent of reports on individual cases, relative responsi
bility of the referring agency and the medical social service depart
ments for carrying out plans, relative financial responsibility for 
medical service, and access o f outside social workers to examining 
physicians.

(5 )  Satisfactory plans for handling clients of social agencies 
have been developed in certain hospitals, notably those dealing with 
specialties. The experience of these hospitals should be made avail
able for others, particularly for the general hospitals. Reports from 
other cities, notably, Boston, Chicago, Cleveland, Philadelphia and 
St. Louis, show that non-medical social agencies and medical social 
service departments have been able to discuss and to a large extent 
solve their mutual problems.*

*Since this report was written, a conference has been formed of rep
resentatives of medical social service departments and of family case-work
ing agencies. After several meetings, a plan for a co-operative experiment 
has been devised which it is hoped will be set under way in the near future.

Date....................................
Hospital............................  Director o f Social Service............................

H O S P IT A L  SO C IA L SE R V IC E  D E P A R T M E N T S  
A N D  O U TSID E  SO C IA L A G EN CIES 

T o Director: Please fill out and return one copy to the Associated
Out-Patient Clinics, 17 West 43rd Street, New York. Questions
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may be answered by “ yes” or “ no” , except last two. It will save 
time if the questionnaire as a whole is read through before any 
questions are answered.

Yes No
1. Do the out-patient clinics of your institution receive

many patients referred by social agencies? ------- -------
2. Which social agencies make most frequent use of

your clinics?
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3. Does the admission desk regularly find out whether
patients come from social agencies? ------- -----—

4. Do patients referred by social agencies come through
your department :
All such cases? ------- -------
Selected cases ? ------- -------
Which cases?—------------------------------------------------- ------------------ ---

5. What responsibility do you accept for these cases:
(a ) Do you secure a social history from the

agency ? ------- -------
(b ) Do you furnish or transmit medical reports 

and diagnoses and plans when requested by
the agency? ------- —-—

(c )  Is there provision for securing consent o f the 
patient before transmitting the diagnosis to
the social agency ? —----- -------

(d )  Do you do follow-up of these cases? -------  -------
Or, is this the responsibility o f the referring
agency ? ------- ———

A7. B. Please attach any forms used in connection with these cases
6. Is any responsibility taken by your department with

respect to fees and other charges in connection 
with the examination and treatment o f patients 
referred by social agencies? ------- -------

7. Have you any suggestions as to what responsibilty,
if any, the social service departments should take 
in regard to patients referred by social agencies?
(use reverse o f this sheet for comments)

8. Any other comments? (use reverse o f this sheet)



THE RELATION OF THE SOCIAL SERVICE EX
CHANGE TO HOSPITAL SOCIAL SERVICE*

L E O N O R A  M O R S E  RO SIN G ,

General Secretary, Central Council o f Social Agencies, 
Milwaukee, Wisconsin

In the attempt to secure standardized terminology Social Service 
Exchanges have defined themselves as “ Central Clearing Houses 
which exist for the purpose o f co-ordinating the work o f  the case 
working agencies o f a local community, usually a city or county. 
An Exchange maintains a central card index o f families known to 
social, medical, and religious agencies. Any o f  these agencies may 
inquire o f the Exchange about a family in which the agency is in
terested. The Exchange will report the names o f other agencies 
which have inquired about the same family. Agencies are thus en
abled to get in touch with each other, share their record informa
tion, and co-operate in their treatment. The Exchange catalog is 
merely the index to case histories which are to be found in the offices 
o f the social agencies o f a community.”

What, then, may a social service worker expect from the use o f 
the Exchange? She may expect: First, to be directed to places 
where social information about a family or individual may be se
cured. Second, to get from these sources information that will en
large her knowledge o f the family’s needs and the services given 
the family by other agencies.

A s a consequence, she may expect to make her own work more 
intelligent and to contribute needed information to the social work
ers o f other agencies. Every social worker should be thoroughly 
grounded in the fundamental principle that inquiry at the Exchange 
begins but does not finish anything. It is only the first step in inves
tigation. A  social worker o f  wide experience recently said: “ Where 
a few years ago initial investigations were necessary, today the 
significant part in investigation is not the visit to the family but con
sultation o f other agencies reported through the Social Service E x

*Read before The American Association of Hospital Social Workers, Milwau
kee, Wisconsin, October 31st, 1923.
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change. These agencies which are not cognizant o f this fact are 
wasting enormous amounts o f time and money in unnecessary and 
useless calls on families, securing facts which are already recorded 
in other agencies.”

Another worker adds, “ I feel the greatest benefit goes to the 
families we are working with, for it enables the agencies to give 
more sympathetic understanding and effective service to the client, 
and of course that is what we all want.”  A  service worker in 
a hospital states, “ The Exchange serves the hospital social service 
department by making it more efficient and enabling it to avoid 
over-lapping and duplication especially in investigation. It relieves 
the social service worker o f many unnecessary visits, hence decreasing 
the cost o f operation o f the Social Service Department.”

In a recent paper Cosgrove1 describes a hospital’s social service 
department as a diagnostic and therapeutic department. She says it 
can aid a physician in making diagnosis by supplying information 
about a patient’s home conditions and personal habits; can furnish 
him details o f family history and environmental factors affecting ill
ness; can attempt to remedy social mal-adjustment in the family. 
It can be the medium for the follow-up care which in many cases 
must be responsible for the attainment o f  results in physical better
ment. Dr. Cabot2 states that it is the function o f  the Social Service 
Department “ to focus upon each individual patient all the forces o f 
helpfulness existing in the charities, the churches, the labor unions, 
lodges, and other voluntary associations as well as the opportunity 
for education and recreation o f  which the patient may be especially 
in need.”  In view o f this, the Social Service Exchange would seem 
to be a useful tool for a hospital social service worker.

The report o f the Milwaukee Social Service Exchange for the 
year ending September 30, 1923, showed the number o f inquiries 
received from 6 public and 6 private medical agencies to be 47.6 
per cent o f the total number of inquiries, and of this number 54 per 
cent were identified, meaning that more than one-half o f those seek
ing medical care of these various institutions were known to other 
medical or social service agencies whose records without a doubt 
furnish a vast store o f helpful information. There is no reason to 
believe that Milwaukee’s figures are unique.

There is almost daily testimony from hospital social service 
workers that the Exchange assists them in locating “ lost”  patients 
and in securing information, especially in mental cases, o f family,
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industrial and social histories which would be difficult to obtain 
otherwise; it helps if there is need of referring to other organiza
tions. The exchange also makes possible closer co-operation with 
medical agencies which may be rendering similar or related service.

The valuable assistance which a hospital social service depart
ment often renders to. social agencies is illustrated in the case o f a 
young man twenty-two years o f age who applied for service at a 
dispensary. Diagnosis showed an open syphilitic lesion in the throat 
and a secondary rash. Inquiry at the Exchange showed that the young 
man was known to a child caring agency. In consultation with this 
agency it was learned that the young man was the father of two 
illegitimate children and that an attempt was being made to have him 
marry the mother o f these children. Needless to say the closest 
co-operation followed as a result o f this conference.

Another instance where the use of social history as a governing 
factor in diagnosis and treatment has been noted. A  child eight 
years o f age was taken to a mental clinic for examination. It was 
reported that she was listless, disinterested in school, frequently 

, engaged in fights, subject to moments of depression followed by 
extreme hilarity, had an ugly disposition, hated her father and 
sisters but loved her mother. A t the close of the school year she was 
able to recognize one word only and was unable to write.

Through the family history secured from a relief agency it was 
learned that at the age o f three the'child developed a serious nervous 
condition, accompanied by vomiting and falling. It was further 
learned that the father was quick tempered and abusive, a heavy 
drinker, and an irregular and unskilled laborer. He had a court record 
before and after marriage. The mother was 27 years old at the 
birth o f the child, very suggestible and nervous but managed well 
under the circumstances. She took the attitude that the child was 
naughty, as her sisters and brother were attractive and bright with 
no apparent behavior problems. The paternal grandmother had been 
in a hospital for mental diseases, and the paternal father was a 
heavy drinker, most of- the time of his later years being spent in the 
poor house. Abnormal conditions among other paternal relatives 
were found.

With this family history the physician who thereby understood 
the patient’s social and hereditary background and related it to her 
present mental condition made a diagnosis. Treatment which in
volves both home and school has been prescribed and is developing
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so successfully that the child in these few weeks has learned four 
new words and is becoming increasingly well adjusted to her social 
relationships.

The Family Welfare Association o f a city on July 27 received a 
telephone message from the superintendent o f an industrial firm 
regarding a boy who had been tried in various departments but 
found quite incapable of doing the work in any. The boy seemed o f 
low mentality. The Family W elfare worker called the psychopathic 
hospital after learning that the boy had been examined there for the 
third time July 16. The examination showed the boy had a mental 
age of five and one-half years and an epileptic psychosis. Care at the 
State School for the Feebleminded was recommended but the boy’s 
mother and sister promised to care for him, and he was dismissed to 
them. The psychopathic hospital had no social history o f the boy 
or his family which would have led them to different action. Both 
mother and daughter affirmed that there had been no abnormality, 
mental or otherwise, in other members o f the family. The Family 
W elfare Association had an old record for the family which went 
back almost twenty years and showed that the boy’s father had at 
that time been hanged for murdering bis brother-in-law. He had 
sent his own wife back to Germany at the time and had killed his 
brother-in-law because he wanted to marry his wife. This 
information had been given freely at the time but withheld later 
because the mother wanted to keep the boy with her. Had the 
psychopathic hospital had the information on this old record at the 
time o f the first examination o f the boy instead of after the third, 
it is likely that he would have been permanently committed to 
institutional care rather than set at liberty in the community. At 
any rate when, in ‘the following month, he was returned to the 
psychopathic hospital for the fourth time, provision was made for his 
care by the state. The Exchange was the means by which the 
Family Welfare Association learned o f the boy’s examination at the 
psychopathic hospital, also a user o f the Exchange.

All efforts for social betterment concern three groups: first 
the patient and client for whom the most efficient and sympathetic 
service should be rendered; second, the agencies and the workers, 
who must conserve time and effort in every way possible to compass 
the vast amount of work which has to be done in a scientific manner; 
and third, the community to whom assurance must be given that



through good team work standard service is rendered in return for 
its support.

Standard service depends upon many things, two o f which are 
a complete index o f the names o f those being treated by the various 
social, medical and religious agencies and a corresponding 100% 
use o f  the leads given through the Social Service Exchange.
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AN INTRODUCTION TO HOSPITAL SOCIAL
WORK*

A LIC E  M. CH E N EY,

Director Social Service,

Peter Bent Brigham Hospital, Boston, Massachusetts

Hospital Social W ork is perhaps as little understood as any 
branch o f Social Service. Probably many o f you who see social 
workers about the hospital have no clear idea of their aim or func
tion; and it is essential that you should have some conception of 
hospital social work for it is an integral part o f this hospital, as well 
as o f many others, and is closely related to the welfare of the 
patients. Also those o f you who take up public health nursing will 
find your field o f action lying close to that o f the hospital social 
worker; in fact, the line o f demarcation is so slight in some places 
that we find public health nurses doing social service and social 
workers assuming public health duties.

For a better understanding o f hospital social work, a knowledge 
o f its origin, principles, and 'functions is essential and this neces
sitates also a knowledge o f the beginning and development o f that 
splendid and far-seeing movement— organized charity. The source 
o f the branch is necessarily the source o f the stream, and al
though hospital social work has functions not belonging to the 
mother organization and follows devious paths, it is based on the 
same principles— good case-work. O h! you say, “ What is case
work? You tell us you will explain hospital social work and then 
you bring up something we know still less about.” Please have 
patience and you shall hear more about case-work.

There always will be people who prefer to give aid at the appeal 
to their emotions. The beggar on the street, the applicant at the door, 
enlist their sympathies and they give because they feel an emotion 
o f pity. These people resent the thought o f investigation, the very 
suggestion o f inquiring into the privacy o f a person’s life is distaste
ful. They had much rather take a new fresh five dollar bill, fold 
it carefully and with a “ God Bless Y ou”  place it in the recipient’s

*Read before Pupil Nurses, Peter Bent Brigham Hospital, Boston, Mass,
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hand, fatuously thinking their responsibility ends with the gift. 
The words “ organized charities”  have seemed to many a paradox. 
“ How can charity be organized?”  For many years, and the feeling 
may still exist, the associated charities was deemed a cold unfeeling 
group of people who would let a person starve until an investigation 
was made, rather than give aid to the undeserving.

But let us look back through the history of poor relief to find out 
what led up to conditions so bad that a group of the best people o f 
their time including such men as Gladstone, Ruskin and Cardinal 
Manning, felt it necessary to have some form of organized charity. 
In ancient times few institutions existed for the care o f the sick and 
poor. The unfortunate individual who was unable to care for him
self had to look to' the immediate circle o f his nearest o f kin, or 
more frequently was allowed to- perish, or was actually put to death 
because he was regarded as a burden by the community which had to 
struggle for existence without being able to accumulate any social 
surplus o f wealth. This was peculiarly the case in a nomadic society.

The first efforts at institutional relief were those of the early 
Christian Church. They were carried out in response to the teach
ing o f  the Church that it is more blessed to give than to receive; that 
there is merit in the very act o f giving, and that the future welfare o f 
the giver is in a measure dependent on his generosity. Such a 
doctrine gave little thought to the effect o f the gift on the recipient, 
or, indeed, to the welfare of the recipient after the gift was once 
bestowed. Naturally a reckless system of charity developed, which 
in some cases, had to be suppressed, and in other cases where the 
church, especially in northern Europe during the Reformation period, 
lost most of its property and was unable to continue the support of 
large numbers o f undeserving poor, something had to be done as a 
substitute by public authorities.

Luther, in his letter to the German Nobility, laid the foundation 
for a new policy. He advocated the control o f poor relief by the 
cities. The relief should be limited to what was absolutely necessary, 
and should be given only after investigation; the worthy poor should 
be distinguished from tramps and imposters. In this scheme the idea 
of alms-giving as a means of salvation disappeared.

In 1601 the famous law of Elizabeth was enacted and became the 
basis o f subsequent public poor relief in England and the United 
States. From this there grew up an elaborate system of Poor Laws.



Their history has been the subject o f many volumes— various writers 
taking different points of view of their effect on the population.

In “ Principles in Economics”  Tausig1 writes: “ Poor laws are the 
most dangerous of well-meant devices. The certainty of support is 
the greatest enemy to vigor and independence. The history of the 
English poor law in the first third o f the nineteenth century shows 
how an entire stratum of the population can be demoralized by 
indiscriminate poor relief. In Great Britain, the factory system in 
its early days found ready for its use a mass of people demoralized 
by a bad poor law, weakened by a long period o f food scarcity, cut 
off from land by a feudal system o f land ownership.”

It is stated in “ American Charities” 2 that Cuningham thought 
irreparable mischief was done to Englishmen for many generations 
through the demoralizing influences exercised by some o f the 
administrative methods then in use, and that Marshall wrote: “ Year 
by year the condition of the working classes in England became more 
gloom y; an astonishing series of bad harvests, a most exhausting 
war, a change in the methods of industry that dislocated old ties, 
combined with an injudicious poor law, to bring the working classes 
into the greatest misery they have ever suffered, at all events since 
the beginning of trustworthy records o f English social history.” 
Devine protested against the dominant idea that the lax admini
stration o f relief was solely or even chiefly responsible for the deplor
able prevalence of pauperism in England at the beginning of the 
nineteenth century, and Seligman regarded the abuses o f the early 
nineteenth century as chiefly due to the change from domestic to 
the factory system. “ The old poor-law,” he said, “ did not create 
English poverty, and the new poor-law did not abolish it.”

But Warner adds “ Whatever view be taken of the relative signi
ficance o f the poor-law and of poor-law reform as an explanation o f 
the misery of English laborers and their subsequent progress, the 
economists o f the time were right in standing out for the restriction 
and modification o f public poor-relief. Even if regarded as merely 
one element in a transitional period, it still is no exception to the 
established principle that the offer of relief on easy terms is demoral
izing.”

To correct these abuses of the poor-laws there was started in 
London in 1869 the first Society for Organizing Charity. The 
founders said that its main object was the “ cure as distinguished from 
the alleviation o f distress.”  Another object was to bring about
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such a co-operation between existing charities and to avoid over
lapping o f fields and duplication o f efforts. They were also instru
mental in bringing about legislation restricting the employment of 
women and children. (The laboring men and women have been 
indifferent or stolid from simple habituation to bad conditions. Long 
hours, unrestricted employment of women and children, foul air and 
filth are concomitants of a low standard o f living. They go with 
low wages and low intelligence, a high birth rate and a high death 
rate. T o lift a population from these conditions calls for strong 
compulsion from the outside, not only on the employers but on the 
laborers also.)

Again in “ Principles o f Economics” Tausig3 writes:—
“ Irregularity of earnings is a much more frequent cause o f dis

tress than are earnings absolutely small. Men accommodate them
selves to almost any income not below the bar minimum. But few 
men provide adequately for vicissitudes. Where the margin between 
receipts and necessary expenditures is slight, any interruption 
means suffering. Accident, sickness, old age, unemployment, these 
are the main causes o f irregularity in earnings. As to all, it will be 
necessary to keep in mind a large question o f principle: how far can 
aid be provided without undermining the character and thrift o f the 
individual.”

The pursuit o f a comprehensive plan involves an immense amount 
o f time and labor. Under the old system a sum of money or other 
necessities was given and the recipient disappeared from sight and 
notice until trouble brought him back. The Charity Organization 
Society sought to understand the situation by trying to find out the 
causes behind the misery. W hy could not the man support his family ? 
W hy was there so much illness among the children ? What made the 
mother neglect her home? Then it tried to make some plan whereby 
these evils could be corrected always bearing in mind the necessity o f 
letting the family share in the effort towards re-construction, thus 
building up character and thrift. It also tried to show a personal 
friendly interest in the family.

Modern charities today include: institutional care o f destitute 
adults, defectives, insane, feeble-minded, epileptic and criminals; 
hospitals, dispensaries, health-centers, nursing associations for the 
care o f the sick; childrens agencies, for the care o f  destitute, 
neglected and delinquent children; public and private welfare
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societies for the care and relief o f needy families; supervisory and 
educational movements; preventive and constructive philanthropy.

The line cannot be clearly drawn between public and private 
charities. Public charities are those supported entirely or in part 
from funds raised by taxation, while private charities are those 
supported by voluntary contributions, administered by societies 
organized for the purpose. Private societies are frequently placed 
under some public supervision. Private philanthropy centers about 
the home and the family. Public charity has followed private initi
ative, gradually taking up these institutions shown to be necessary; to 
protect the home, the tenements are brought under regulation; to 
enable the breadwinner to support the family, dangerous employ
ments are regulated; to segregate and treat the tuberculous, sana
toria are built; for the prevention of cruelty to children and 
animals, societies are organized; and so on.

Hospital Social W ork is primarily the application to the patients 
o f a hospital or a dispensary, of these principles formulated by the 
Charity Organization Society, which we call case-work: the 
searching out o f social factors contributing to the physical ail
ment, analyzing their causes and effects, and making a plan in 
which, as far as possible, these factors may be eradicated, or at least 
improved.

For many years, streams of patients passed through our hospitals 
and dispensaries with perhaps an average stay in the hospital o f 
fifteen days, or repeated visits to the dispensaries. They were dis
charged : “ cured” ; “ condition improved” ; or “ condition unrelieved” , 
but nearly always returned to the environment from which they 
came. Their physical condition had been thoroughly studied and 
noted and most carefully treated but the social conditions which may 
have caused or aggravated their symptoms remained the same. This 
was not from any lack o f desire on the part o f the doctors to see 
these conditions improved, but because there was no medium through 
which it could be done.

Often through ignorance or lack o f understanding, patients mis
lead doctors into thinking home is a safe place for them. A  woman 
in the surgical wards had a wound on the leg not yet healed and was 
discharged with the understanding that she was to expose wound to 
sunrays so many hours a day. A  visit at the home revealed the 
fact that the patient lived in a congested neighborhood on the third 
floor o f  a dark tenement where it was impossible to get any direct
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sunlight. Moreover, there was a large family and the patient was on 
her feet most of the day. You may ask why the patient did not tell 
the doctor the true state of affairs— who knows ? Possibly the patient 
was ignorant and did not get the drift of the doctor’s recommenda
tions or more probably love and anxiety for her children made her 
so anxious to get home she disregarded her own welfare.

A  though Hospital Social Service, as a definite piece of work, has 
been practised for about eighteen years, previously there was for some 
time a conciousness among physicians of the futility o f treating 
disease without regard to social background. With the advance of 
modern medicine, the consciousness became more acute, until doctors 
could no longer passively see patients return to an environment which 
had all the elements destructive to their health and happiness:—  
patients plainly undernourished returning to homes where incomes 
were too small to provide sufficient fo o d ; patients with lung trouble 
going back to damp basement room s; cardiacs climbing three or four 
flights o f stairs; patients suffering from industrial diseases returning 
to trades that were slowly killing them. And so it was a doctor who 
first started hospital social work— Dr. Richard Cabot at the Massa
chusetts General Hospital in 1905. His aim was— to make possible 
the doctor’s plan of treatment by correcting, so far as possible, the 
social maladjustments which had contributed to the patient’s physical 
breakdown.

The functions of Hospital Social W ork are many and diverse and 
vary in different hospitals, but the primary basis is social case-work 
and any duty which is unrelated to it is not truly its function. And 
by case-work we mean again the application o f those fine principles 
inculcated by the Charity Organization Society by which the causes o f 
misery and poverty shall be carefully studied and understood, a plan 
worked out whereby they may be remedied and the family itself 
built up in strength and resistence to fight these forces inimical 
to health and happiness as the doctor tries to build up in the body, 
immunities to disease. The unit of operation is the family, for to 
treat one member o f a family without consideration of the other 
members is comparable to treating one organ o f the body irrespective 
o f the other organs.

O f course in this tremendous effort to improve public health and 
character, for one could hardly wish for one without the other, many 
forces are at work but unless they play together the results will be 
slow in accomplishment. Good case-work is o f primary importance

/
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for it is only by getting at the root o f trouble that we can conquer it. 
Hospital social work is only one among many forces in a hospital, 
but by being familiar with public health and social legislation that 
affects individual welfare, with a knowledge o f  community life and 
standards o f living, a knowledge o f varied nationalities, chief 
industries, organized agencies, etc., it is able to bring the medical 
institution into closer touch with the community and by furnishing 
such facts as are valuable in making a diagnosis, and a probable 
prognosis, aids in making medical treatment more effective.

It is apparent that some special training is necessary for hospital 
social work and a year or two in special schools for the training o f 
social workers, following a previous college or nurses training, is 
desirable. There has been published recently a very full and com
plete report on the training for Hospital Social W ork by a committee 
appointed by the American Hospital Association.4 I should advise 
every one interested in this subject to read this report.

Social workers have no closer relationship with patients than 
doctors and nurses contrary to the belief o f some social workers. I 
had the privilege o f a nurse’s training myself and know that I have 
never, as a social worker, got any nearer my patients than when as a 
nurse I held the hand of a patient while a long and painful dressing 
was being done, or watched with anxious parents beside the bedside 
o f a sick child. I disagree with statements made that really vital 
personal relationship between hospital physician and patient are rare. 
It is not necessary that the personal relationship be very close to get 
that— give and take from one soul to another, which is one o f  the 
most vital things in life. Whether it be doctor, nurse, or social 
worker, the one from whom the patient will draw the greatest help 
and encouragement will be the one in whom the patient feels the 
greatest love and sympathy.

As hospitals take more and more the leadership in community 
health activities, the responsibilities o f those connected with hospitals 
become greater. There is need of closer co-ordination among the 
various departments to obtain the best results. Possibly 50% o f our 
population receives treatment in our hospitals and dispensaries which 
gives the hospitals and dispensaries a great opportunity and a cor
responding obligation.

“ A  patient in the last analysis is only a human being either with 
or threatened with incapacity, physical or mental. He represents 
the cross section o f a human life, and as such, is the resultant o f
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many forces in the past— hereditary, industrial, environmental, eco
nomic, social— which may conspire to predispose or contribute to his 
present condition. It is frequently quite as necessary, then, to under
stand and to interpret these human and social factors as it is to 
appraise technical and biological factors, in order to secure a correct 
diagnosis to guide treatment intelligently and to propose method of 
prevention.” 5

S U M M A R Y  O F A  C A SE  RECO RD

A  young woman, a native o f Jamaica, twenty-seven years of age 
was examined in the Out-Door Department o f this hospital. She 
was quite ill, with symptoms o f active tuberculosis and was advised 
to enter the hospital at once.

Diagnosis: tubercular glands? Hodgkin’s disease?
The patient told the doctor she could not enter the hospital as she 

had no one at home to take care o f her children. The case was then 
referred to the Social Service Department.

Family: husband, a native of Jamaica— occupation, cook on a
steamer. Tw o children— a little girl two years o f age and a baby 
boy, four weeks old.

H om e: three rooms on second floor, neat and comfortably furn
ished, in negro section o f the city.

Finances : no income, no savings— debts.
Relatives: two sisters, an half-brother o f husband, parents and 

other relatives in Jamaica.
A  social worker called at the home and found the patient in bed 

looking very feverish and ill, the baby was in her arms nursing, and 
the other child was lying at the foot of the bed ; all the windows were 
closed. The patient was willing to go to the hospital if some way 
could be provided for care o f the children. She had just heard from 
her husband who wrote that he had been injured and was then in 
a hospital in Texas. The visitor asked her if she might help her 
make plans for the care o f the children so that she would be able to 
go to the hospital and have proper care. The patient seemed very 
glad to have this offer of help. She explained the situation briefly.

“ M y husband, he is a cook on a steamer. He went away las’ 
summer. He left no money but he say ‘You charge tings you can’t 
pay for, den when I come back I pay.’ He gone now long time. 
I work hard in de laundry till baby has come, den I ’se sick. Lots o f 
debts now, take all husband’s pay. Now dere come word he injured
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on boat, fall through hole in ship, and sent to de hospital in Texas. 
I ’se all alone, sick, and no money.”  She spoke dully as if this last 
blow was too much for her.

Arrangements were made at once to send the baby to the Infants’ 
Hospital to be weaned, and to place the little girl with a friend o f the 
patient’s. The patient and baby were taken to the Infants’ Hos
pital in an auto for she wanted to see where the baby was 
going, and then she was brought to this hospital. An opera
tion was performed for T. B. glands. The fever persisted so the 
doctors said patient should be transferred to a tubercular hospital 
where she could be kept in bed for several months. Application was 
made to the Boston Sanatorium, Mattapan, but patient was not eligi
ble there, as there was no lung involvement, neither, for this same 
reason, was she eligible for any o f the State Sanatoria. Finally a bed 
was obtained for her at St. Monica’s Home for colored women.

The next step was to locate the husband. A  letter was written to 
the Superintendent o f the City Hospital in Galveston, Texas, asking 
extent o f injury, the prognosis and probable length of time before 
man could work. Patient thought there might be some insurance 
coming to husband which could be used for debts. Calls were made 
at the Steamship Company, Marine Cook and Stewards’ Union o f 
Atlantic Avenue, at the Custom House, at the Seamen’s Union. At 
the latter place it was found that the husband had not paid his dues 
for eight weeks before the accident, so he could collect nothing. The 
Steamship Company said that he had filed no claim; at the Custom 
House, a partial promise o f aid was given in getting accident insur
ance from  the Steamship Company.

A  call was made on the little girl to see if she was being well 
treated and to arrange for a physical examination. Calls were made 
on all the relatives known, but none was found able to help except 
a half-brother o f patient’s husband. This man had an excellent 
reputation and a very comfortable home. His wife was anxious to 
have the baby. He had no idea o f the great need of his sister-in-law, 
and wished he had been told before. He offered to take the baby as 
soon as it was discharged from the hospital, and promised to write to 
his brother and find out what could be done about his accident and 
back pay; he understood that there was no light near the ash hole 
through which his brother fell. He said that all o f the relatives were 
poor and had a hard time to get along so they could not help with 
money; that the patient and her sisters were not on good terms.
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In a few  weeks the husband returned. Apparently he had re
covered from most o f  his injuries except those o f his right hand 
which still incapacitated him. Baking and massage two or three 
times a week for months, would be necessary before he could work 
full time. Light work was procured for him in the interim. He put 
his case in the hands o f a lawyer with the hope o f  getting some com
pensation for the accident. The worker called on the lawyer to talk 
things over with him. He was hopeful.

The patient wanted the baby christened and when it was dis
charged from the hospital the worker took it to St. Monica’s Home 
where there was a christening party, and from there to the house o f 
the half-brother— its new home. The baby was taken back to the 
Infant’s Hospital several times to have the milk formula changed.

The patient became worse and returned to this hospital for an
other operation. The older child had to be moved as the friend with 
whom she was staying could not keep her any longer, and a tempor
ary home was found with one o f the patient’s sisters. The sisters 
were now on good terms. There was another sister, a colored nurse, 
who found it difficult to get cases. The worker consulted the head 
o f the District Nursing Association who helped the young woman 
find work. The sister-in-law, who took the baby, threatened several 
times to give it up unless she could adopt it. The patient was improv
ing slowly but wanted to return to Jamaica. The doctors advised 
her to return to a warmer climate. Her parents were anxious to 
have her return, as were all the relatives. Patient was glad to consent 
to an adoption and the father was more than glad. The baby’s new 
father paid the passage of patient and older child to Jamaica, for if 
they were deported they could never return. The worker arranged 
for passports, photographs, etc. She took patient to the English 
Consulate to sign the papers, and to the Tax Office to make a tax 
list which was compulsory for any one leaving the country. She also 
met both families at the Court House before Judge Grant; the 
baby was legally adopted. The patient and little girl sailed for 
Jamaica to stay with her own family. Sometime after this the man 
received $750 compensation, recovered the use o f  his arm, and 
returned to work.

This was in the spring o f 1920. Early in 1923, the worker saw 
the patient’s sister who said that patient and husband had left the 
little girl in Jamaica with its grandmother, and had come back to
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New York, where they were getting “ big money”  working in private 
families.

1 ! '
O U T L IN E  O F A  SO C IA L  W O R K E R ’S D A Y  IN  T H E  FO R M  

O F  A  W E E K ’S D IA R Y *

T H U R S D A Y

Telephone message to patient’s aunt to make arrangements to 
have patient remain in aunt’s home for the winter (to avoid hill 
climbing) and get better all around care. Plan made with aunt about 
patient’s dentistry.

Eleven calls made. Tw o for doctor in Medical O. P. D. to make 
sure in one case that a sixteen year old boy had told parents doctor 
had advised hospital or bed care and to see that patient connected with 
L. M. D. In another case to visit sixteen year old girl to learn home 
conditions and to see if patient could obtain rest at home prescribed 
by doctor for choreic condition. One call on patient at House o f the 
Good Samaritan. One call to consider work for girl and later a 
message sent to W . E. I. U. regarding a position. Remainder o f calls 
were to encourage patients to return to Cardiac Clinic and to learn 
present physical condition.

F R ID A Y
Routine visit to patients on the wards who are eligible for Cardiac 

Q inic and conferences with the doctors regarding their present con
dition, prognosis, and plans for after care. Attendance at Cardiac 
Clinic.

S A T U R D A Y
Plan with choreic patient about going to a farm to rest for one 

month and consultation with doctor who agrees to such plan. Tele
phone F. W . S. regarding possibility o f securing loan o f $50.00 for 
man who wants to start as steamfitter’s assistant. Could get work 
right away if could pay Union $50.00. Telephone message to foster 
home making change o f sleeping arrangements for child sent from 
House. W rote letter to sixteen year old boy acknowledging receipt 
o f five dollars towards payment o f  loan made him for convalescent 
care at Sanatarium. Telephone State House Rehabilitation Section 
to see if young man sent there has reported as agreed.

♦“Outline” by Miss Thekla Andren. Cardiac Clinic.
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M O N D A Y
Dictation o f records. Telephone to Roxbury High School for 

address o f girl. Four calls at homes (one to learn patient’s condition 
following discharge from hospital and to see if doctor’s directions 
were being carried out.)

T U E S D A Y
Sent out fifteen post cards to remind patients to report at Cardiac 

Clinic. Telephoned Roxbury J. W . C. to get their co-operation in 
moving family to a tenement with more sunshine. W rote four 
letters to get patients back to clinic (these had failed to report upon 
receiving post cards). Telephoned Overseers o f the Poor regarding 
putting more financial aid into a family. Telephoned M. G. H. 
asking social worker to make friendly visit to patient on their wards 
sent from cardiac clinic. Four calls at homes (one to consider ques
tion o f work for patient with mother).

W E D N E S D A Y
Telephoned Boston Placement • Bureau regarding obtaining free 

training in typewriting for cardiac patient. Looked over list o f 180 
cardiac patients in order to close those cases which have failed to 
report to clinic after repeated notices have been sent them. Dicta
tion o f fifteen letters. Dictation o f social records. Desk duty P. M. 
Telephoned Boston Lying-in regarding condition o f two patients 
referred from Cardiac Clinic.

T H U R S D A Y
Dictation o f records in the morning. Telephoned Jordan and 

Marsh regarding employment o f patient. Telephoned W . E. I. U. 
regarding employment o f patient. Telephoned Houghton and Dut
ton to talk with patient employed there regarding present position 
and a possibility o f work. Consulted with doctor regarding capacity 
o f cardiac patient for a certain work and a report upon this sent later 
to Federated Jewish Charities. Talked with patient recently dis
charged from St. Luke’s regarding home care and possibility of 
suitable work for her later. W rote letter to patient regarding oppor
tunity for work better suited to her. W rote two letters to patients 
urging them to report to Cardiac Clinic.
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THE NUTRITION SPECIALIST IN THE HEALTH
PROGRAM*

L Y D IA  J. R O B E RTS,

Department of Home Economics, University of Chicago,

Chicago, Illinois. ;

Good nutrition is a fundamental requirement o f good health. So 
dependent, indeed, is the health o f an individual on the state o f his 
nutrition that “ good nutrition”  and “ good health” , although the latter 
is strictly speaking the more inclusive, have come to be used as almost 
synonymous terms. In view o f this fact it would seem an obvious 
conclusion that nutrition should occupy a big part o f every health 
program, and that at least one person well trained in nutrition should 
be on the staff o f every organization engaged in health work. It is 
true, indeed, that the problem of nutrition is now being generally 
recognized and that schools, city, and state health departments and 
various public and private organizations are carrying on “ nutrition 
programs.”

It is to be regretted that in too many cases this means 
nothing more than that the children have been weighed and measured 
and the mid-morning lunch of milk introduced. Moreover, it would 
almost seem the exception rather than the rule to find a really well 
qualified nutrition person in charge o f the work. There may, to be 
sure, be some one bearing the nutrition title, but inquiry too often 
reveals no real right to its use. The same organization which 
demands a high grade o f professional training o f its other workers—  
physicians, nurses, social workers, teachers— will often allow the 
nutrition work to be carried by a person with only a small amount 
o f  superficial training in nutrition, or none at all. The only explana
tion o f this inconsistency appears to be the lack of a realization on 
the part o f those in authority that nutrition, far from being a mere 
matter o f weighing and milk drinking, is a whole special field in 
itself and should be directed only by persons having a standing in

*Read in abstract before American Child Health Association, Detroit, 
Michigan, October, 1923.
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their own profession at least equal to that demanded o f other 
specialists in their respective fields.

It is the purpose o f this paper to consider the place o f a nutrition 
trained person in the health program, her duties, responsibilities, and 
preparation for her work. What she is called— nutrition specialist, 
nutrition worker, nutrionist, dietitian— is a matter o f small concern, 
provided she has the training and the ability to handle the nutrition 
aspect o f the work in a competent way. Since it is now generally 
agreed among specialists that the health program should center in 
the public school, I shall first outline what seems to be the logical 
relation o f  a nutrition specialist in connection with the school and 
shall then discuss further her qualifications and preparation for the 
work.

The Nutrition Specialist in the Public School
The nutrition specialist seems to fit logically into the school 

system in the same way as do the music, drawing, physical training, 
and other specialists whose connections with the school are already 
established. In brief, this relation may be stated as fo llow s: Each 
specialist is an authority in her own particular field. She organizes, 
outlines, and directs the work throughout the entire school and is to 
a certain degree held responsible for results. In the usual moderate 
sized school system most o f the actual teaching o f special subjects 
is done by the grade teachers. Each supervisor holds meetings with 
the teachers, outlines and explains the work, and gives suggestions 
as to methods of teaching. In addition, she visits the different grades 
at intervals o f one or two weeks, assisting the teacher over hard 
places or teaching the lesson herself. In the upper grades where a 
more extended knowledge o f subject matter or technique is required 
than the usual teacher may be expected to possess, and where most o f 
the regular subjects are taught by the departmental method, the super
visor o f a special subject usually does all the teaching. In a big city 
system the special subjects are handled in practically the same way, 
each specialist in this case being provided with a sufficient corps o f  
assistants to cover the field.

In a similar manner, it appears to me, should the nutrition 
specialist function in the public school, not merely as an outsider 
whose services are being donated by some woman’s club or other 
private organization— though this is a perfectly legitimate way o f  
getting the work started— but as a regular member o f the school staff. 
This means a definite allotment o f time to her work and the assistance
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of the teachers in presenting the lessons in their respective grades. 
This shifting o f the health instruction to the shoulders o f the teachers 
is not done merely for the sake o f economy, but for effectiveness o f 
work. The teacher is as a rule better able to adapt the subject matter 

, to her own group than is the specialist, and her daily contact with the 
children makes it possible to keep their interest continually renewed. 
Moreover, the success o f the nutrition program, as o f any other 
undertaking, depends to a considerable degree upon the interest and 
co-operation o f the teachers. And teachers in common with other 
human beings put forth their best efforts only when the responsi
bility is theirs.

The duties and responsibilities o f the nutrition person in the 
school health program may then be outlined as follow s:

1. The nutrition specialist should organize, plan, and direct the 
work in nutrition for the entire school. She should outline it by 
grades and present it to the teachers with explanations as to its use 
in various rooms.

2. She should be responsible for furnishing authentic subject 
matter on the various lesson topics, the best method o f doing this 
probably being by a series of nutrition lessons given to the teachers.

3. She should suggest projects and other methods o f presenting 
subject matter, as well as incentives and devices effective with 
children o f varying ages and interests. Such offerings should always 
be in the form o f suggestions only, for it is essential to the success 
o f  the project that each teacher has unlimited opportunity for initi
ative in developing procedure in her own room.

4. She should give assistance to the teachers in the practical 
conduct o f  the work in whatever way best meets their individual 
need. It may be by giving regular or occasional lessons herself, or 
by merely keeping in touch with the work in an advisory capacity. 
Her attitude should never be that o f an overseer but rather that o f 
an assistant willing to help out on the problem in whatever way seems 
best.

5. She should present the nutrition project at parent-teachers’ 
meetings, and should be ready as occasion offers to instruct mothers 
individually or in groups in the requirements o f an adequate diet and 
the general problems o f child feeding, in simple non-technical langu
age.

6. She should be a recognized authority in her field, the one to 
whom all questions concerning food and nutrition may be referred
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«H. wf h4 f ŷ p' ’ v •.iMi .The Nutrition Specialist

by either teachers or parents with the assurance that the answers 
will be scientifically correct. This requires that she keep in touch 
with current literature and that she be willing frankly to say “ I do 
not know. I will find out,”  whenever honesty demands it.

7. She should be ready if necessary to plan menus for the school 
lunch, and she should in any case have sufficient direction o f the 
lunch as to insure its making a definite contribution to the health 
project.

8. She should devise and try out methods o f  evaluating the 
effectiveness o f the health instruction and should present the find
ings o f such studies to the school staff, and if expediency prompts it, 
to the school board, the parents, or to the children themselves.

9. She should work in close touch and harmony with the 
physician, the physical training teacher, the nurse, and all others 
having to do with the health program.

Program of Training for the Nutritionist
Such it appears to me are the principal duties o f the nutrition 

specialist in the health program of the public school. Their mere 
recital makes it apparent that one who assumes the title and with it 
these responsibilities requires thorough and specialized training for 
the work. The National Child Health Council has recently outlined 
the preparation which should be required o f persons qualifying as 
nutrition specialists. This program of training should be given wide 
circulation among people employing health workers and the require
ments as speedily as possible demanded o f all undertaking nutrition 
work. Some of the outstanding requirements may be emphasized 
in this connection.

A  foundation in science is o f course the prime requisite in nutri
tion work. Physiology,— especially the physiology o f digestion,
absorption, assimilation, and the whole chain o f nutritive processes—  
and the chemistry o f  food and nutrition are particularly necessary 
for the nutrition worker. In addition to these, she needs an up-to- 
date practical, working knowledge o f dietetics. She should know the 
needs o f  the body in respect to the various food elements, and how 
these needs may be supplied by the various foodstuffs. Without 
this detailed knowledge she must dogmatically follow a set diet 
without any variations, and will be totally unable to answer the flood 
o f  questions which are sure to come to her if a real interest is once 
created. With it she is able to adapt her dietary advice to suit the 
customs and the food supply o f a locality or to the dietetic prejudices
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of the different racial groups, without in any way sacrificing the 
adequacy o f the diet.

A  knowledge o f the principles o f food preparation and of the 
problem of marketing will be valuable assets to a nutrition worker 
in any locality, and is almost essential in a school whose children 
come largely from the lower income groups; for the possibility of 
improving the nutrition o f the children often depends on teaching 
the family how to spend the small amount allowed for food to better 
advantage, and how to prepare the food in an appetizing way. In 
such localities social service training and experience are also decided 
advantages to the nutrition worker, if not actual necessities.

In addition to her scientific training the nutrition specialist who 
expects to succeed in a public school must have an understanding o f 
psychology and o f educational procedure. It is in this respect that 
many of the best prepared people from the scientific aspect so fre
quently fail completely. They know the subject matter but they do 
not know how to adapt it, to make it attractive, to “ get it across” to 
the children or their parents, as the case may be. And conversely, 
many o f the people most successful in getting ideas across and arous
ing interest are frequently sadly lacking as regards scientific training. 
They are therefore prone to commit serious blunders which do much 
harm to the nutrition cause. It cannot be too strongly emphasized, 
therefore, that both the scientific training and the knowledge o f edu
cational psychology and method are essential in the training o f  those 
desiring to render public nutrition service.

The Social Service Nutritionist

What has been said thus far has been concerned merely with the 
nutrition person in the public school. It would need little altering, 
however, to apply with equal force to that constantly increasing 
group doing nutrition work in infant welfare stations, settlements, 
dispensaries, and other public or charitable organizations. Nutrition 
work, it must be remembered, is primarily educational, whether done 
in the school, the dispensary, the station, or the home. Though it 
is not essential, therefore, that the social service nutrition worker 
know the problems of school administration, it is essential that she 
know how to teach; for, unlike the public school nutritionist she 
cannot shift the burden of instruction to the shoulders o f the 
teachers. The doctor has, in fact, shifted it to hers and she must 
carry it herself. Students preparing for this type o f work usually
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assume that education and psychology courses are unnecessary since 
they do not intend to teach. Not infrequently they come back after 
working in the field to take these very courses, for they find they are 
teaching all the time— all ages and all grades o f intelligence— and 
that their need o f teaching ability is fully as great as their need o f 
scientific training.

In concluding this outline of the part o f the nutrition person in 
the health program may I add that I can see no reason why there 
should be any conflict between the different workers— the physician, 
the nurse, the physical training teacher, the teacher, the nutritionist. 
There is need for all in the field o f child health and each o f  these 
workers has a fairly defined field in which he can render more 
effective service than any of the others. While some o f the work 
outlined above as belonging to the nutritionist could be done by the 
other workers if she were not available, yet most o f it would simply 
be left undone unless a specially trained person had it in charge. It 
is because I have seen “ nutrition programs”  fail in doing a really 
fundamental piece o f good work on account o f the lack o f such a 
trained nutrition person, that I make my three-fold plea: 1, that a
nutrition trained person be on the staff of every organization engaged 
in health work; 2, that a high grade o f professional training be 
demanded of her; and 3, that she be expected to render the type o f  
services herein described.



EDITORIAL
A  very short time ago four young men, three of whom were less 

than twenty-one years o f age were tried and sentenced to die for 
the hold-up and shooting to death o f two bank messengers. Dastardly 
as the crime was, a wave o f pity creeps over one for the hardened 
young criminals who should be standing smiling on the threshold o f 
life, not looking forward to the stern carrying out o f the Biblical 
law o f “ an eye for an eye— a life for a life.”

Just after sentence had been pronounced, an editorial in one o f 
the New York evening papers declared that the crime and conviction 
of these young men was “ a challenge to society.”  In the neglect of 
the adolescent child, particularly the boy, society stands at the bar 
guilty in the first degree.

W e predicted dire disaster for our young womenhood. W e have 
smiled, shaken our heads, joked, laughed, frowned or wept, accord
ing to our temperament, at the young flappers who have, for the past 
few years flounced and flapped everything from their bobbed curls 
to overshoes in our faces. But the girls on the whole have come 
through this strange reaction against the conventions rather well. 
This is not true o f our boys!

Court statistics show that a very high percentage o f all cases 
brought before judges and magistrates are boys and very young men. 
This condition o f affairs is more than a challenge. It is an indict
ment against our standard o f living!

W e do not have to seek far for causes. They are numerous. 
Perhaps the first in importance is the utter lack o f religious and 
moral training in the public schools. Children o f foreign-born 
parents very soon acquire a distaste for the customs and manners 
o f  their parents and even their natural guardians who have reached 
the land o f  their dreams accept meekly, standards which are contrary 
to their idea o f the relation o f parent to child. The child assumes 
the attitude o f  one competent to advise and the parents unconsciously 
foster this feeling o f superiority because o f the child’s knowledge o f 
the language o f the country.

Ryan,1 states that “ No one, at least in the United States, would 
deny that a democracy without morality is soulless. It is so essen
tially a spiritual process that in the absence o f those moral qualities, 
like self-reliance, self-control, bravery, justice and generosity, which
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alone make an individual upright and strong, it becomes unthinkable. 
In the philosophy o f those who hold for religious training, religion 
and morality are not thought of as in contrast to democracy; on the 
contrary, they are considered the life blood o f  democracy, the stuff 
out o f  which any lasting democracy must be fashioned.”

The adolescent boy presents a serious problem to educators and 
all interested in child welfare, but if we face facts squarely is he such 
a problem or does the fault rest with the older generation which has 
forgotten the vague and unsettled longings o f youth. The adolescent 
boy is restless, boisterous, and filled with a strange contrariness 
and rebellion against things he cannot understand. His salvation 
lies in being kept off the city streets and being allowed to work off 
his surplus energy in strenuous games, work and play. Give the 
restless boy wholesome play, recreation, interesting occupation and 
responsibility and the formidable problem is more than half solved. 
This has been clearly demonstrated by the Boy Scout movement, 
boy’s clubs, settlements and the manual training schools o f the 
Children’s A id Society. All o f these efforts have been crowned with 
success, but at best only a handful o f the city’s youth can be cared 
for by these organizations.

What we need is not a few isolated clubs and recreation centres, 
but club rooms and meeting places on every block o f thickly pop
ulated districts— a place where the boy learns the ethics o f right 
thinking and living, self-government, self-control and a respect for 
the rights o f others. The public schools could be utilized for this 
purpose after school hours. Boys adore moving pictures. The spa
cious auditoriums could be used for this purpose. If clean wholesome 
inspiring films were shown, the educational advantages would be far- 
reaching.

The Police Department, and Hospital Social Service Departments 
can aid in this vast field o f work. Perhaps no two classes o f people 
know the problem o f the masses better than the officer o f the law and 
the hospital social worker.

There is a tremendous human appeal in the adolescent boy who 
at present is discriminated against even in convalescent homes. If 
some socially minded, sympathetic, understanding man or woman 
desires a soul satisfying work, the fertile soil for producing worth 
while men for the future is to be had for the asking.

REFERENCE
1Ryan, J. H., Atlantic Monthly, 1924, C XIII, 172.



NEWS NOTES

S O C IA L SE R V IC E  T R A IN IN G  B Y  

A M E R IC A N  R ED  CROSS

The American Red Cross has made training in medical and 
psychiatric social service possible to 97 students. Since 1919, when, 
at the request o f  the Government, they undertook to organize medical 
social service in Public Health Service Hospitals, which were at that 
time charged with the responsibility for treating the recently dis
charged disabled ex-service men, the question o f  a sufficient number 
o f  well trained personnel has been the outstanding problem and the 
nucleus o f  workers first recruited has been supplemented by this 
group o f students. Financial assistance in the form of loans and 
grants amounting to over $26,000 has been expended for this pur
pose. T w o institutes in medical social service were held under the 
auspices o f the Red Cross in Boston during the summers o f  1919 
and 1920 in order to meet the immediate demand for a larger group 
o f  workers than it was possible to recruit to staff these hospitals. 
In the summer of 1920, 28 students also received specialized training 
in psychiatric work at the Smith College School o f Social W ork, 
Northampton, Massachusetts, and since that year, the Red Cross 
has turned to the established schools exclusively for the training o f 
their scholarship students, who have taken the regular courses at 
the schools in New York, Boston, Chicago, and at the Smith College 
School o f Social W ork. Out o f the total number o f  scholarships, 
45 have received specialized training in the psychiatric field and with 
the increasing number o f  ex-service men developing definite psy
choses, the need for additional psychiatric workers continues.

Dr. Carelton Simon, Deputy Police Commissioner, has made a 
plea to outlaw the use o f heroin. Dr. Simon estimated that 76,041 
ounces o f the drug is used by addicts against 58 ounces legitimately 
prescribed by physicians.

A  Committee o f the Association for the Prevention and Relief 
o f Heart Disease which recently completed an investigation covering 
seven years has reached the conclusion that segregating children 
suffering from cardiac disease is expensive and unnecessary for nine-
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tenths o f  the children thus classified. The report recommends that 
the money could be spent to better advantage in insuring better diag
noses, reporting and follow up o f the cases.

Miss Sally Lucas Jean, Director o f  the Health Education Division 
o f the American Child Health Association, returned from  Panama 
where she inaugrated a school health programme.

The Beth Israel Hospital, New York City, has established a 
diagnostic clinic.

Public Health Service courses will be given by the United States 
Public Health Service at the following universities— Michigan, Uni
versity o f  California, The University o f  Iowa, and Columbia Uni
versity.

Heart Disease again shows an increased death rate in 1923, con
tinuing the upward swing that has been observed since 1919. As 
in 1922, heart disease was the leading cause o f death. (Statistical 
Bulletin, Metropolitan Life Insurance Company.)

Happy Home for Little Folks, a home for children, from a year 
and a half to six years o f age, has been opened by two experienced 
nurses at Bay Shore, Long Island. Special care will be given to 
delicate children. The terms are ten dollars a week and up. Apply 
to Miss Lily Townley, 79 Richmond Avenue, Bayshore, Long Island.

Senator Downing, Chairman o f the Senate Finance Committee 
has introduced a bill appropriating $12,500,000 for the repair o f State 
Hospitals and the construction o f new buildings.

The Brooklyn Juvenile Probation Association has changed its 
name to the Brooklyn Protective Association.

Miss Eleana Torres o f M exico has received an unique appoint
ment from her government. She is to travel throughout the country, 
accompanied by a mason and carpenter who will erect modern homes 
in which Miss Torres will lecture and demonstrate hygenic methods 
o f  living.
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Members o f the Neighborhood Association o f P. S. 37, Bronx 

have extended their activities and have installed a dental clinic in the 
school. The Association also gives a scholarship o f $200 to a de
serving bright child and furnishes thirty-two quarts o f  milk and 
graham crackers daily for under-nourished children.

A  staff correspondent o f The W orld recently completed a six 
thousand mile journey throughout the country and reports that one 
child in every twelve between the ages o f  ten and fifteen in the 
United States has to work. Since the United States Supreme court 
held the Federal Law against child labor invalid it is estimated that 
there is an appalling increase in the number o f young children en
gaged in some form of “ gainful occupation.”

The Scientific Dental Centre which occupies the old Astof 
Library Building, 425 Lafayette Street was dedicated early in Feb
ruary. The Centre is a gift to the people o f  New York from the 
Allied Dental Council.

The Elks o f Dutchess County have purchased a 75 acre farm 
near Freedom Plains for a summer health camp. The Dutchess 
County Health Association, and the Poughkeepsie Tuberculosis 
Association will maintain the camp for under-nourished boys and 
girls o f Dutchess County.

The State Department o f Health reports that 115 Healthmobile 
meetings were held during the past year, with an aggregate audience 
o f  10,000 persons.

Dr. Fredric Brush, Medical Director o f the Burke Foundation 
makes the following statement in regard to change o f policy:—

“ On April 1st, 1924, the Foundation will establish in its White 
Plains Home, separate sections for pay-convalescence for both men 
and women— about 70 beds in all.

“ Rates will be $7.00 per week, which is but a portion o f  the cost. 
Single and two bed rooms only will be provided, with a special dining 
room for the women patients and somewhat more spaciousness and 
detachment in both cottages.
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“ The admission methods, diet, recreational and occupational 
therapies, and general health regime which has proven so effective, 
will apply to this group with slight if any modifications. Over 200 
beds will remain in free service.

“ It is anticipated that this department will give desired accom
modation to certain more difficult and longer staying patients as 
indicated by the diagnoses;— heart-disease, chorea, rheumatism and 
the arthritics, mild neuro-psychiatrics, pretubercular, empyema, lung 
abscess, hyperthyroidism, severe anemias, prolonged surgical dress
ings, etc.

“ The Foundation is impelled to this change by a modest but per
sistent demand for this type o f  country recuperation, and also by 
the desire o f accumulating funds for the erection o f more buildings, 
gradually increasing its convalescent and preventive services to the 
people o f New York.”

The State o f Virginia in order to protect the health o f  its work
ing children requires that all such children be physically examined 
periodically.

A  six-weeks course in general medicine, also a six-weeks course in 
the diseases o f  children, for qualified graduates, beginning March 3rd, 
will be given under the auspices o f Columbia University at Mount 
Sinai Hospital.

A  two years campaign against tuberculosis in children was 
launched in Massachusetts January 29th when Eugene R. Kelley 
filed with the legislature a special report which recommended an ex
penditure o f a half a million dollars and the examination o f school 
children in the State.

Mrs. Edward T. Stotesbury o f Philadelphia has provided an in
come o f $5,000 a year for an out-patient obstetrical department at 
the Babies Hospital.

Dr. A . J. Ostheimer o f Philadelphia has been appointed medical 
director o f the Mental Hygiene* Division of the Public Health Chari
ties Association o f Pennsylvania.



The New York Archdiocesan Council o f Catholic Women an
nounces a series o f Lenten lectures on Catholic Attitudes in Social 
Service by Rev. Francis P. LeBuffe, S. J., Dean o f  the Fordham 
School o f  Social Science.
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A  63 acre farm at Valhalla, New York, has been given 
to the Children’s Aid Society by Dunlevy Milbank in memory o f 
his father, the late Joseph Milbank. An up-to-date building, which 
will accommodate 50 boys, ages ranging from 10 to 16 years will be 
erected. Social workers will hail this good news as heretofore it 
has been almost impossible to place adolescent boys heeding con
valescence.

The American Legion has adopted an extensive child welfare pro
gramme and formally acknowledges its duty and responsibility to 
care for, educate and train the dependent children o f  service men. 
One o f  the most striking resolutions is to maintain the integrity of 
the home and only in extreme cases will the children be placed in 
foster homes or institutions.

Corner House— A  home for Jewish boys who have been discharged 
because o f age from the Hebrew Orphan Asylum has been established 
at 311 West 14th Street, New York City. The purpose o f this home 
is to find suitable employment, provide a boarding home with the 
right atmosphere and supervise the boys until they are able to take 
care o f  themselves.

N E W  PU B LIC A TIO N S 
Vocational Guidance and Placement W ork for Juniors in New 

York City,— a report o f  a survey made by a committee on Voca
tional Guidance of the Children’s W elfare Association.

Standards o f Care for Convalescent Children,— a report issued 
by the Sturgis Research Fund o f the Burke Foundation.

The National Health Council has arranged for the publication 
by Funk and Wagnalls Company o f a series o f  twenty books touch
ing all phases o f  human health. These are to appear in sets o f five.
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The first set which is now on sale consists o f the follow ing:—  
“ Man and the M icrobe/’ C. E. A . W inslow ;
“ The Baby’s Health,”  R. A . Bolt;
“ Personal Hygiene,”  Allan J. McLaughlin; 
“ Community Health,”  D. B. Armstrong; 
“ Cancer,”  F. C. W ood.

The price is thirty cents each.

WORKER WANTED
W A N T E D — An experienced hospital social worker to take charge 

o f Cardiac Clinic in a Chicago Dispensary. “ X ”  c /o  “ Hospital 
Social Service.”

ROOK REVIEW
The Nurse— (L ’ lnfirmiere)— Information indispensable to nurses 

and to those women who hope to enter this profession, based on the 
most recent documents by Mme. Edouard Krebs-Japy, former hos
pital interne, Preface by Professor A . B. Marfan, Librairie Armand 
Colin— 103 Boulevard St. Michel, Paris, 1921. Six francs.

“ Mme. Krebs-Japy,”  says the eminent specialist, Professor A. B. 
Marfan, in his preface to this book, “ is peculiarly fitted to make this 
study because she was not only a physician but also a nurse.”

The book is a monograph on the nurse. It is a hand-book for the 
use o f those young women who wish to inform themselves concerning 
the profession o f nursing, its social and moral value, how to secure 
training, what avenues for work are open to nurses and under what 
conditions.

In the first and second chapters the author gives an intensely inter
esting history o f  the growth o f the nursing profession; its present 
social development and its dignity as a vocation, “ which is, o f all the 
vocations within the reach of French women, the most important for 
the future o f France.”

Chapters three and four are devoted to detailed and practical 
information concerning the progress in foreign countries and in 
France o f the various kinds o f training schools and their diplomas. 
This last chapter is particularly rich in documentary information. 
In chapter five, the prospective student learns the possibilities for 
employment; how the personnel is recruited and the comparative
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opportunities in the different branches o f nursing. The last chapter 
is an ardent appeal to French nurses for a disinterested devotion to 
the development of the profession o f nursing in that country.

T o realize fully the importance to the nursing profession o f this 
book, one must keep in mind certain salient facts. Until the law o f 
July, 1901, practically all the nursing in France was performed by 
members o f the religious orders. For a long period o f time after this 
the nurse was considered as a sort o f domestic servant. It is really 
only since the W orld W ar that the profession has been accorded a 
place o f public dignity and esteem. The book o f Mme. Krebs-Japy 
is o f infinite value in France in the formulation o f the social value o f 
the nursing profession and of the necessity o f bringing to its rank 
women o f high moral qualities.

(Signed) C H L O E  O W IN G S, 
American Social Hygiene Association.

ABSTRACTS
“ The Growth of Psychotherapy and the Evolution o f Psycho

analysis,”  A . Polon, Ment. Hyg., 1924, V III, 55. Polon’s interesting 
discussion o f the growth o f psychotherapy and the evolution o f psy
choanalysis is outlined as follow s;— (1 ) Charcot’s discovery o f the 
psychological nature o f hysteria and its treatment by hypnotism; (2 ) 
Bernheim’s formulation of mind influence as that o f suggestion; 
(3 ) Breuer’s discovery o f the cathartic method and the significance 
o f abreaction; (4 )  Freud’s abandonment o f hypnotism and substi
tution for it o f the association method; (5 )  Freud’s modification 
o f the association method by that o f free association; (6 )  Freud’s 
discovery of the phenomenon o f transference and the present-day 
formulation o f the psychotherapeutic problem as being the establish
ing o f transference and the overcoming o f the transference resist
ances; (7 ) practice throughout the entire period o f primitive methods 
o f treatment by way o f the mind.

“ Children in the Mental-Hygiene Clinic o f St. Elizabeth’s Hospi
tal,”  W . Richmond, Ment. Hyg., 1924, V III, 106. Richmond divides 
the children in the mental-hygiene clinic o f St. Elizabeth’s Hospital, 
Washington to the following groups: (1 )  the feebleminded, in 
most o f whom mental twists and maladjustments complicated the 
situation and obscured the original defect; (2 )  children o f border-
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line and sub-normal intelligence in whom poor heredity, broken 
homes, vicious companions, lack of school facilities suited to their 
needs, appear as causes of their abnormal behavior; (3 ) the consti
tutional psychopath— those children whose defects in the emotional 
and volitional spheres are complicated by irregular intellectual abili
ties, so that no matter how talented and brilliant they may appear in 
one ability, in others they are backward or totally lacking; (4 )  the 
psychoneurotics and the prepsychotics, among whom are placed all 
cases o f unstable nervous make-up; (5 )  sufferers from organic dis
ease; (6 ) normal children with mental-hygiene problems or en
vironmental difficulties. There is a general discussion o f case his
tories and treatments.

“ The Needs o f Maryland in Regard to Child Health,”  J. H. M. 
Knox, Jr., Nats. Health, 1924, V I, 92. From a survey made o f 
conditions in rural Maryland, K nox reports that one baby in six is 
lost in its first year, that the maternal mortality rate is twice as high 
as it should be and that practically no work is done with the child 
o f pre-school age. Progress must be made along the lines o f gen
eral education o f the public and direct help to the mothers. An out
line o f Maryland’s plan o f work under the Sheppard Towner Act is 
appended. Its headings are permanent health centres, health confer
ences, public health nurses, co-operation with county health units, 
work with midwives, surveys, educational activities, inspections, birth 
registrations.

“ The Subnormal Child in the Day Nursery,”  E. Campbell, Child 
Health, 1924, V , 59. Campbell describes the work done by the Day 
Nursery o f  the Judson Health Centre, New York, for the physically 
subnormal child. The teacher was trained in the nursery schools o f 
England, while the health instruction and the diets are supervised 
respectively by a nurse and a nutritionist. Periodic physical exam
inations, morning conferences, mothers’ and fathers’ classes, home 
visits and practical results are discussed.

“ Overcoming Contrariness and Fears in Children,”  H. T . W ooley, 
Hygeia, 1924, II, 164. According to W ooley, failure in managing a 
child comes about through two fundamental lacks— lack in under
standing the child, and lack in getting his point o f  view. They are
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probably both the result o f the parents’ selfish attitude in which the 
child is considered an object o f their satisfaction and happiness instead 
o f an individual with his own physical, mental and moral capacities. 
I f  Watson is right in the statement that the three fundamental 
instincts are anger, fear and love, contrariness is doubtless a develop
ment o f primitive anger. Interesting examples o f the causes o f con
trariness and certain fears o f pre-school children in the Merril-Palmer 
School, Detroit, and the ways in which these reactions were changed, 
are discussed.

“ Collective Medical Service and Group Medicine in Belgium,” 
Rene Sand, Nat’s. Health, 1924, V I, 102. In every country, says 
Sand, in medical practice, the changes which are gradually making 
themselves felt are collective medical service on the one side and 
group medicine on the other. The cause of these developments are 
traced with special attention to their growth in Belgium. A  con
clusion is reached that collective medical service will, as a matter o f 
public safety, be maintained until medical attention can be secured 
by anyone from his own resources. Group medicine is more efficient 
and effective than the old form of private practice and a demand is 
being made for it in both individual and collective medicine. The 
next step for the physician of Belgium is to come forward ready to 
co-operate with public and private agencies in this reform.

“ How May Hospital Care Be Furnished to Persons With Moder
ate Incomes?”  G. B. Somers, Mod. Hosp., 1924, X X II , 111. Scientific 
medicine comes dangerously near being a monopoly of the rich and 
the poor; people o f moderate means are often unable to enjoy its 
benefits. This situation, especially in the hospital field, says Somers, 
makes imperative the reorganization o f hospital management with 
particular attention given to the diagnostic group method o f medical 
practice and to group nursing. A  deficit from the part-pay patient 
will continue to exist, however. The only fair way to adjust this 
condition is to make the community responsible for reimbursement 
to the hospital. A  community chest seems to be a solution o f  the 
problem.

“ The County Hospital in Iowa,”  A . Beers, Mod. Hosp., 1924, 
X X II , 119. The “ Iowa idea” o f a county hospital is now generally 
believed to represent the best worked out plan o f a rural health
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centre, says Beers. In it should be found all activities, both curative 
and preventive, for fighting disease. A  director who is trained in 
hospital administration and at the same time has a broad vision o f 
public health should be chosen for executive. The success o f such a 
community organization depends upon the co-operation o f the phy
sicians as well as the efficient working out o f the out-patient depart
ment, the social service department and the county nursing service.

“ The History o f Cod Liver Oil as a Remedy,”  R. A . Guy, Am. 
Jour. Diseases of Children, 1923, X X V I, 112. In tracing the use of 
cod liver oil, Guy writes, “ In each country the experience was the 
same: cod liver oil was used by the fishing people and peasantry; 
then accidentally observed by some physician, tried by him, and so 
made known generally to the profession. A t first, it was used in 
chronic rheumatism and g o u t t h e n  in rickets, osteomalacia, scrofula 
and other forms o f tuberculosis. In 1771 it was entered in the British 
Pharmacopaeia and its efficacy was observed and recorded by reput
able physicians from that time on to the middle of the nineteenth 
century. It then suddenly fell into widespread disuse, the only benefit 
being held to be its easily assimilable fat. The value o f cod liver oil 
has recently been demonstrated and the mechanism which brings the 
effect about may now be studied.

“ The Relation o f the Public Health Nurse to the Practicing Phy
sician— The Point o f  View o f the Physician,”  I. S. Wile, Am. Jour, 
of Pub. Health, 1924, X IV , 106. W ile says that physicians and 
nurses require the acceptance o f their equal professional standings. 
Regardless o f the differences in training, background, traditions or 
attainments, there must come an understanding that the professional 
status o f the public health nurse is not inferior to that o f the physician. 
Mutual understanding, co-operation, fair dealing, and professional 
courtesy are the means by which cordial relations between the two 
bodies may be promoted. There is some elaboration o f specific ways 
in which this can be done.

“ The Relation o f  the Public Health Nurse to the Practicing Phy
sician— The Point o f View o f the Nurse,”  Alta Dines, Am. Jour, of 
Pub. Health, 1924, X IV , 111. Dines says there is so much in common
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between the public health nurse and the practicing physician and yet 
their duties overlap to such a slight extent that they should work 
together as helpful allies. The solution to the chief difficulties may 
be found by the following: (1 ) more careful choice o f those who 
do preventive and curative health work in a community; (2 )  such an 
education o f these workers as will ensure both scientific and social 
knowledge and a strong ethical standard; (3 )  a clear understanding 
on the part o f all workers of the objectives o f both groups.

“ The Relation o f the Public Health Nurse to the Practicing Phy
sician— The Point o f View o f the Health Officer,”  Jour, o f Pub. 
Health, 1923, X IV , 114. The public health nurse is an essential part 
o f the public health system. She is the sales lady o f preventive 
medicine. The antagonism which the private physician in many 
communities has developed toward her is usually the result o f  mis
understanding o f her aims and scope o f work. The nurse should 
have her duties clearly defined by the health officer and should be 
held accountable for their fulfillment. Since she is often the only 
connecting link between the practitioner and the department o f health, 
when the system ceases to operate smoothly, the individual is blamed. 
It is, therefore, essential to have a well-regulated organization co
operating with the medical men o f the community in giving the people 
effective health service without developing paternalism.
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