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The problem of convalescence is an important though neglected

medicine as well as to community health and hospitalization. A l
though in New York City a greater amount o f attention has been 
given to the problem of convalescence than in other American com
munities in the way of providing institutional facilities, yet con-

have provided not only institutional facilities, but through the Speed

placing children in selected families which remain under constant

ject o f institutional convalescence, and only a few men have given 
any serious attention to it. Dr. Frederic Brush o f this City and

extensively on the subject.
The subject well deserves a thoughtful consideration from every 

angle— first and foremost, the medical; secondly, the administrative 
and organizational; thirdly, that o f the health o f the community; 
and fourthly, the relieving o f pressure on the hospitals. W e have 
in New York City a sufficient number o f hospital beds, and by 
proper development o f convalescent facilities further demands upon 
hospitals can be met without any investment in additional buildings 
for some time to come. Furthermore, the present cost o f  caring 
for a convalescent patient in a convalescent home is approximately 
one-third o f what it costs in a hospital. I f  convalescent care be 
carried on in accordance with the suggestions to be offered here, 
the cost will be slightly higher than it is at the present time, but

Dr. John Bryant o f Boston are the only two men who have written
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2 Institutional Convalescence

will still remain far below that for hospital care. The original in
vestments in convalescent homes are likewise much smaller than in 
the case o f hospitals.

Adequate convalescence often prevents recurrence o f disease; 
it likewise affords a check on quackery and charlatanism.

Prevention of disease is one of the great factors in a community 
health program. Preventoria for various types o f people on the 
verge o f a breakdown are greatly needed, and their development 
would constitute a desirable social investment. This phase o f the 
problem will not be considered, however, in the paper which I am 
submitting from the Public Health Committee of the New York 
Academy o f Medicine, because the matter under consideration by 
the Committee has been entirely restricted to convalescence in the 
more technical sense o f the word, that is, the period following the 
acute manifestation of disease.

In the autumn of last year Dr. Charles L. Dana, the chairman 
of the Public Health Committee, appointed four sub-committees to 
formulate standards for the care and management of the several ma
jor types o f convalescent patients, medical, surgical, neurological, and 
pediatric. The sub-committees have been at work during several 
months and have prepared detailed and extensive reports which will 
undoubtedly prove o f considerable value to this as well as other 
communities. These reports will be published in extenso in appro
priate journals and reprints will be available for distribution. The 
present report is but a brief summary of the main recommendations 
contained in the reports.

The Definition and Value of Convalescence

A  convalescent patient is one who has passed the acute stage of 
illness but is not yet able to resume usual life and activity.

The value o f proper convalescent care lies in the chance it gives 
for the recuperative processes to proceed unhampered and thereby to 
hasten the return of the patient to the customary mode o f life and 
work.

The time necessary for proper convalescence varies with the 
nature and extent of the illness as well as with the recuperative 
powers o f the individual. No hard and fast rule can be laid down 
in this respect. Tw o weeks is considered as a minimum for the 
average adult and one month for the child.
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Segregation of Patients
While in a large institution consisting o f several units it is prac

tical to take care of many types o f patients, there are very few such 
institutions in existence. From the point o f view o f the care o f the 
individual patient, as well as proper personnel and equipment, it is 
desirable to segregate specified types o f patients in separate institu
tions.

It is desirable to segregate the bulk o f neurological patients in 
special homes where the management and routine can be adjusted to 
their peculiar needs.

The patients suffering from heart disease require a method of 
management entirely different from the average run of patients. 
Here again it is desirable to have homes devoted exclusively to this 
type of patient.

Orthopedic patients also require a different type o f equipment 
and management; they also differ from other patients in the length 
of time required for convalescence; they are, therefore, likewise bet
ter cared for in institutions especially designed for this type o f work.

Patients recovering from respiratory diseases are often a source 
of danger and annoyance to other patients; it is, therefore, desirable 
to segregate them either in separate homes or in a separate pavilion 
of a large institution. Patients suffering from alimentary diseases 
or those requiring special diets are better cared for in institutions 
which are equipped with dietary arid laboratory facilities required for 
the care o f this type o f patient.

Children fare better if segregated in separate institutions be
cause o f the different regimen required for them; furthermore, the 
adult patients are usually disturbed by child patients treated in the 
same institution.

In convalescent homes for adults it is desirable to have the two 
sexes treated in the same institution, provided proper facilities and 
supervision can be provided.

With regard to color there is no rule which can be laid down. 
It is for each individual institution to decide whether the mixing 
o f white and colored patients is to the best interests o f those served. 
The need for convalescent facilities for negro patients is generally 
recognized.

In the segregation of cases it is desirable to pay attention to 
the habits and standard of living o f certain types o f patients. Segre



4 Institutional Convalescence

gation in this respect is desirable for the welfare of patients o f re
finement.

Adequate facilities should be provided for pay patients o f moder
ate means. Accommodations o f this kind for children should like
wise be provided.

The problem of providing facilities for convalescent mothers 
with children is a difficult one. Arrangements for taking care o f the 
children outside should be made, and only if this be found impossi
ble should children be accommodated with the mothers at the con
valescent home. •

Location of Convalescent Homes
The location o f convalescent homes should be preferably outside 

the strictly urban section but accessible by rail, trolley, or bus. A  
rural location in general would seem preferable to the seaside al
though the latter has its advantages. Homes for the cardiac patients 
should be situated in a rural district rather than at the seaside and 
should not be above 1,200 feet altitude.

Size
The size of the convalescent home should be governed by the 

type o f patient cared for as well as economic efficiency. A  fifty 
to sixty bed unit is considered an optimum size. Larger convalescent 
homes should consist o f units which should be multiples o f this size.

Equipment
It should be the policy of the institutions to provide single or 

double rooms for adults; in no case should the rooms hold more 
than four persons. Dormitories for children should likewise be 
designed on the principle of only a few beds in each ward, and 
proper spacing maintained between beds. The equipment o f con
valescent homes should aim at comfort without extravagance and 
should provide adequate bathing and toilet facilities, reading and 
recreation rooms.

Every institution should have adequate facilities for isolation. 
In case o f a child-caring institution two percent of the total num
ber o f beds should be in the isolation unit.

The dining room should be connected by a covered passage-way 
with the dormitories, if it be located in a separate building. It 
should be the aim o f every convalescent home to provide properly 
balanced, wholesome and appetizing food.
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A  gymnasium and out-of-door as well as indoor recreation facili
ties are desirable features of a convalescent home. A convalescent 
home should aim to be not only restorative but an educational in
fluence in forming regular habits o f life and sound mental attitudes.

There should be a minimum o f ordinary and occupational as 
well as physio-therapeutic equipment and of supplies. The equip
ment should be more elaborate in institutions dealing with special 
types o f cases. The details with regard to types o f equipment need
ed are given in the respective reports o f the sub-committees o f the 
Public Health Committee of the New York Academy of Medicine.

Personnel
Each institution whether small or large should have a trained 

nurse and dietitian and recreational director. In the smaller institu
tions one person could combine two or three o f these functions.

Every institution should have a visiting physician, who should 
not only be on call but should also be required to visit regularly and 
should be chosen from among the local practitioners.

Special institutions for the care o f neurologic, cardiac, and sur
gical cases should have either a resident physician or a physician 
attending daily, who should be trained in the management o f cases 
o f the particular type cared for in the convalescent home.

All convalescent homes should have one or more consulting 
physicians who should be responsible for the general policy o f the 
institution and who should visit at least once a month to supervise 
the carrying out o f the policy.

The Relation of the Convalescent Home to the Hospital
In order that the interest o f the individual patient be protected 

and best results obtained, particularly in surgical and cardiac cases, 
there should be a continuity of treatment control. The hospital 
which is directly responsible for the treatment of the case while 
the patient is under its roof is morally responsible for it when the 
patient is transferred by the hospital to a convalescent home. Each 
hospital should designate one or several o f its junior attendings to 
serve during specified periods as liaison officers who would respond 
to calls by the convalescent homes for consultation in those cases 
which do not appear to be making satisfactory progress.

Administrative Management
1. Admission: A fter a definite policy has been adopted by each
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of the convalescent homes with reference to the types o f cases they 
are equipped and ready to take care of and this has become generally 
known, the hospitals may be relied upon to refer the proper types o f 
cases to the convalescent homes. There is no need for each conval
escent home to have a New York admitting office with a physician. 
Only cases which are referred through agencies other than hospitals 
should be made to undergo a physical examination in the admitting 
office in New York. It is suggested that several of the smaller con
valescent homes for reasons of economy might maintain a joint ad
mitting office.

It is also desirable that convalescent homes should maintain buses 
and be responsible for the transportation o f patients to and from 
the convalescent homes, particularly in the case of children. For insti
tutions located in fairly close proximity it might be practical to 
operate a bus service jointly.

2. Discharge of Patients: No patient should be discharged except 
upon the recommendation of the visiting physician. Recalcitrant or 
otherwise objectionable patients should be sent back either to their 
homes or to the institutions from whence they came.

3. Regimen: A  carefully mapped out routine for the patients 
should be devised in consultation with the medical authorities o f the 
institution. The medically prescribed play exercises and rest per
iods should be closely supervised, especially in the case o f children 
and cardiac patients. The various .chores that may be required of 
the patient should be included in the total amount o f exercise pre
scribed.

4. Records: In every convalescent home there should be kept a 
proper record of each patient. In the record there should be includ
ed the findings of the physical examination and a chart o f weight 
(which is particularly important in the case of children), a statement 
o f the treatment and diet prescribed, and of any interruption in steady 
convalescence. In the institutions caring for special types of cases 
like children, cardiac and diabetic patients, the records should be more 
elaborate as they are important as an aid in the furthering o f scientific 
knowledge.

Social Service
As the majority o f patients come from hospitals and dispensaries, 

it is advisable that on discharge a record o f progress be sent back to 
the hospital for special follow-up, as this may be o f value to the
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medical authorities in institutions from which the patients were re
ferred. When cases are referred by social agencies or private physi
cians, copies of the patients’ records should be forwarded to those 
who referred the cases.

Convalescent homes should not attempt to do follow-up work as 
this would be a duplication o f effort and o f responsibility of the 
hospital and the out-patient department.

Extent of Need of Convalescent Facilities
It is very difficult, well-nigh impossible, to determine with exacti

tude the number o f beds and types o f institutions required to meet 
the convalescent needs o f a city like New York. W e do not possess 
adequate morbidity statistics to gauge the magnitude of the problem. 
W e know, however, that about three-fourths of the 400,000 cases 
passing annually through our hospitals are ward patients; that every 
year about a million people seek medical advice at the dispensaries; 
that about 45,000 patients are served in their homes by the Visiting 
Nurse Service o f the Henry Street Settlement, and many times that 
number are cared for in their homes by private physicians. Econ
omic and family conditions have an important bearing on the need 
and utilization o f institutional convalescent accommodations, partic
ularly the housing conditions, the family savings, the fear of losing 
a job in the case o f the sick breadwinner, and the home responsi
bilities in the case o f a sick woman with children. Some of these 
considerations have a deterring influence on the use o f the convales
cent homes. In many cases, however, it is ignorance o f available 
facilities, or a distrust o f institutions, that deprives the convalescent 
patient o f receiving the proper health opportunity.

The demand for institutional convalescent care can be greatly 
increased by educational effort on the part o f physicians, nurses, 
social workers, and others associated with the care o f the sick. The 
demand is a variable quantity, and the estimate of the community 
needs of accommodation for convalescent patients should be based on 
the potential rather than on the effective demand at any particular 
period.

The present day facilities are inadequate in that they do not 
come up in the majority of instances to the standards considered 
desirable, and in that they do not provide segregated service for the 
special types of convalescent patients.



The Immediate Problem ,
The immediate problem before our community is re-organization 

rather than extension o f existing facilities. A  series o f conferences 
on the subject should be held with the view o f dividing the field into 
sections in accordance with the recommendations o f the four sub
committees o f the Public Health Committee, and to suggest to each 
institution the required personnel and equipment. It seems more 
important to begin the task by improving the quality o f the work 
now being done in the existing institutions than to aim at enlarging 
further the existing facilities. The municipality as well as private 
philanthropy will undoubtedly respond in a generous spirit as soon 
as the preliminary organization and division of the work has been 
accomplished and further needs definitely determined.

The Central Clearing House

There is likewise a well-recognized need of a central clearing 
house where a daily census should be kept o f available accommoda
tions in all o f the convalescent homes. Such a bureau would greatly 
facilitate the work o f placing the patients and would obviate the need 
o f making inquiries at each individual institution. Such a clearing 
house would in time become an important factor in the situation by 
the accumulation o f facts concerning available facilities and the 
character o f the work performed dt the different institutions. It 
would serve also in securing better utilization o f the convalescent 
homes, than is the case at the present time. It is true that there 
will always exist preferences on the part o f patients as to the 
institutions to which they would like to go, as well as inequality in 
the standards maintained, but by following the principle o f speciali
zation and with the general improvement of administration, these 
difficulties would be obviated to a large extent. The bureau should 
not attempt to exercise the function o f placing patients, but should 
serve merely as a source of information with regard to existing 
facilities. This bureau would likewise stimulate and assist in studies 
based on the experience o f the several convalescent homes. Such 
studies are greatly needed in order to plan future work intelligently. 
Too little has been attempted in this direction. Only very few of the 
convalescent homes have analyzed their work with any approach to 
scientific method. W ork o f this kind presupposes adequate records 
kept by trained observers.
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The Hospital Information Bureau o f the United Hospital Fund is 
ready to start a clearing house o f the type above described, and has 
secured the active co-operation o f the Sturgis Fund o f the Burke 
Foundation and of the Hospital Social Service Association. Un
doubtedly, many other agencies in the field would lend their support 
and co-operation to the Bureau. It is therefore the recommendation 
o f the Public Health Committee of the New York Academy o f Medi
cine, that the convalescent homes avail themselves o f the services 
preferred by the Hospital Information Bureau to organize such a 
service for the benefit o f the convalescent homes, the hospitals, and 
the community at large.

m
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SURGICAL CONVALESCENCE*

I. DEFIN ITION  OF A CONVALESCENT HOME
After considerable discussion the Sub-committee felt that a con

valescent home should be considered as a place where patients who 
are recovering from an acute illness may spend the time necessary for 
them to return to economic efficiency. The time required naturally 
will depend on the state o f the patient’s health and the nature o f his 
or her preceding illness. This cannot be measured in months, weeks 
or days, and the time element should be left elastic. The only cri
terion for admission to a convalescent home should be the probability 
that the patient will in time completely regain his or her strength 
and not become a permanent burden or inmate o f such a home.

II. NEED OF INSTITUTIONAL CONVALESCENCE  
During the convalescent period it is felt that for the majority of

ward patients, institutions for their care are preferable to their homes, 
as these latter do not as a rule provide an environment conducive to 
rapid recovery.

III. NEED OF CONTINUITY OF TREATM ENT CONTROL  
In order that the interests o f the individual patients be protected

and the best surgical results obtained, there should be a continuity of 
treatment control. The hospital which is directly responsible for 
the treatment while the patient is under its roof, is morally responsible 
for the continuation o f it when the patient is transferred by the 
hospital to a convalescent home.

As most o f the convalescent institutions serving New York City 
are independent organizations, having no organic connection with the 
hospitals with acute services, the question o f liaison between them is 
most difficult of solution.

IV . RELATION BETW EEN HOSPITAL AND CONVALES
CENT HOME

The Sub-committee considered this problem at great length and 
the following two plans were proposed and discussed:

1. The hospitals appoint junior members o f their surgical staffs to 
serve as liaison officers between the institutions. The duty o f such

^Report of Sub-Committee on Surgical Convalescence of the Public Health 
Committee of the New York Academy of Medicine.
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officers would be to visit the patients transferred from the hospital 
at regular intervals in one or several convalescent homes. Their 
relationship to the Convalescent Home would be that of a visiting 
physician. Such officers should be paid by the hospitals. Although 
this plan would certainly guarantee a continuity of treatment, the 
Sub-committee felt that it was open to a number o f serious objections.

(a ) It is doubtful whether the hospitals in general would be 
willing to pay for the services of a liaison officer.

(b ) As the patients from one hospital would be distributed among
several institutions widely scattered, the time required to 
visit them would be so great that a liaison officer would 
have time for little else.

(c )  As each convalescent home would receive patients from
many hospitals there would be grave danger o f confusion 
having so many surgeons directing the care o f its patients.

2. There be established a close connection between certain Homes 
and certain individual hospitals by which all cases from that hospital 
would be cared for by a certain individual home, and a liaison officer 
be then appointed to direct their care. The hospital would then re
quire its junior attendings to rotate in the capacity.

(a ) Although this was felt to be an ideal arrangement for some 
of the larger hospitals, it failed to provide for the patients 
in the smaller hospitals and the city institutions.

(b ) It was doubtful whether any Convalescent Home would be 
willing to confine its activities to the care of patients from 
any one hospital. Such an arrangement would have to be 
entered into between the managers o f the individual hospital 
and home. The Sub-committee feels it would be a great 
advantage if this were done in certain instances.

3. Each hospital designate one or several of its junior attendings 
to serve as liaison officers, who would respond to calls by the staff 
o f the convalescent home for consultation on those cases which did 
not appear to be making satisfactory progress.

It was felt that this would accomplish the following:
(a ) It would place the responsibility o f the care o f the patients

on the staff o f the convalescent home and so develop a 
healthy professional interest in the individual case.

(b ) It would serve as a check on the professional staffs o f the
hospitals not to abuse the facilities o f the convalescent



homes by unloading cases on them which were unsuited to 
convalescent care and requiring constant visits o f the liaison 
officer.

( c )  It would serve as a follow-up on any doubtful result in cases 
discharged from the hospital.

(d )  It would furnish to the professional staff in the hospital cri
teria as to the efficiency o f the care given by each Home.

The Sub-committee favored the last plan as best covering the 
problem for the majority o f hospitals. 1

V. SPECIALIZATION in CONVALECENT CARE AND ITS  
REQUIREMENTS

The convalescent homes should be grouped somewhat broadly as 
to the character of cases which they would be fitted to care for. 
There are certain conditions which by the nature o f the ailment re
quire longer convalescence than the average run o f cases, or special 
equipment which is not required outside o f that group.

The types of conditions which require specialization in separate 
convalescent homes are as follows:

1. Injuries to the extremities such as fractures, dislocation, 
sprains and joint injuries, osteomyelitis, deformities following infec
tions, burns, tendon injuries.

Tuberculous glands, tuberculous peritonitis, fistula,—
This group would require sun-parlours, sun-porches, X-ray ap

paratus, Alpine Lamp, massage, and certain amount o f mechano
therapy.

2. Goiter cases, stomach cases, intestinal resections, etc., debili
tated cases requiring high caloric diet,—

This group should have available proper rest rooms and rest 
hours controlled by the attendant in charge. There should also be 
facilities for a certain amount o f specialized diets.

3. Abdominal cases following laparotomy and gynecological 
cases.—

This group would require facilities for simple dressings, enemata 
and douches, colon irrigations and trained attendants to administer 
such simple treatment.

4. Patients who have syphilis as an accompanying condition, or as 
the primary cause o f their illness should be sent to such institutions 
as provide the proper facilities for administering acute syphilitic 
treatment.



5. The majority o f orthopedic cases are best treated in the con
valescent homes directly affiliated with the central hospital, as is done 
for instance at the New York Orthopedic Hospital or St. Giles. The 
Sub-committee feels that it would be most advantageous if some of 
the convalescent homes would specialize in this important branch of 
the work.

6. Pulmonary tuberculosis cases should be taken care o f in special 
sanitoria devoted to that purpose.

In general we feel that every convalescent home should provide 
facilities for occupational therapy and have some form of physio
therapy, and that a routine be established by which every patient 
would be afforded opportunity for rest and quiet for certain periods 
of the twenty-four hours other than at night.

V I. RESIDENT STAFF
In addition to the foregoing specific considerations, this Sub

committee feels that every convalescent home taking surgical or post
operative cases requiring dressings and treatment should have a 
competent resident surgeon and at least one trained nurse and the 
necessary number o f trained attendants. This would depend on the 
size o f the institution and the type o f cases cared for.

V II. CENTRAL IN FORM ATION  BUREAU
The sub-committee also recommends the establishment in the city 

of some kind of central bureau where a daily census would be kept of 
available space in the various convalescent homes, so that the hos
pitals might deal through this bureau in finding accommodations for 
the cases suitable for convalescent care. This would simplify the task 
of placing these patients and could serve as a means o f utilizing all 
the institutions to the best advantage and prevent overcrowding of
any particular home to the neglect o f the others.

■
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CONVALESCENT CARE OF MEDICAL PATIENTS*

The purpose o f this inquiry is to examine into the needs o f con
- valescent patients, to suggest the general principles that should govern 

in caring for them and to indicate the means best fitted for putting 
these principles into effect.

Convalescence is a period o f transition from sickness to health; 
a period which, under favoring conditions can be shortened and be
sides, the health o f the individual more firmly established. The 
proper surroundings, the kind and the degree o f care and the intelli
gent oversight that are necessary in order to secure this cannot, in 
the nature o f things, be realized in hospitals for the sick nor, generally 
speaking, in the homes o f  the patients themselves, more particularly 
o f the poorer class and those who are in moderate circumstances. 
These things have been commonly lost sight of. A  house in the 
country, however attractive it may be for well people, is ill-adapted 
to the needs of convalescents because something more is needed in the 
majority o f cases than merely a sojourn out of town. It is concerning 
these matters chiefly that this report refers.

Although these facts are well-recognized, still it is remarkable 
that more has not been accomplished in the way o f  making provision 
for the care o f convalescent patients. Homes have been established 
on no co-ordinated plan of convalescent relief, without much realiza
tion o f the various types of convalescence and, in the main, the needs 
o f adult convalescents have received scant attention. No doubt one 
o f the main reasons is that hitherto not enough study has been made 
o f the subject. The subject presents many problems but these pri
marily are concerned with the limitations o f the term convalescent 
state, the requirements o f the convalescent patient, the different types 
o f patients to be cared for, and the necessary distinctions to be made 
in the care o f them.

D E F IN IT IO N
There are two classes o f patients in addition to those actively ill, 

for whom special accommodation and care should be available.
Class 1. Patients making progress toward recovery from some 

acute manifestation o f disease, but unfitted for a time for full re
sumption of their duties.

♦Report of Sub-Committee on the Convalescent Care of Medical Patients of
the Public Health Committee of the New York Academy of Medicine.
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Class 2. Dispensary or ambulatory patients with slight or no evi
dence o f organic disease, but with persistent symptoms of functional 
disturbance which interfere with the proper performance o f work.

Q U A L IF IC A T IO N S
In forming a judgment as to the establishment o f the convalescent 

state, or the fitness o f a patient for transfer to a convalescent home, 
it should be noted that;

(a ) There should be no probability of an early recurrence o f 
acute symptoms.

(b ) Fever should be absent and, in Class 1, the symptoms should 
have abated to a decided degree.

(c )  Strength should be sufficiently regained to enable the patient 
to be up and about to at least a moderate degree and be able to stand 
the necessary journey.

(d ) Patients should not be in need of any medical or surgical at
tention other than the suitable routine care provided by the respective 
institution.

(e ) Patients should be oriented as to time and place and the 
physical as well as mental state be such as to render them amenable 
to the convalescent home’s discipline and not a source o f disturbance 
to other patients.

( f )  As far as can be determined patients shall be in such condi
tion as to make the danger o f communicating a disease to others 
unlikely.

TH E  N U M BE R  O F P A T IE N T S  A N N U A L L Y  IN N EED OF 
C O N V A LE SC E N T CARE

There are no figures available for a statement of the number of 
medical cases requiring convalescent care. The medical services o f 
Bellevue and Allied Hospitals contain 490 beds and these, according 
to the hospital survey o f the Public Health Committee o f the New 
York Academy of Medicine, constitute approximately one-seventh of 
the total medical bed capacity o f Greater New York, given as 3319.* 
A  rough estimate can therefore be made of the total number of medi
cal cases discharged annually from New York hospitals by using the 
Bellevue and Allied Hospitals’ Reports as a basis for calculation. 
The average number o f medical cases discharged annually from the

*“The Hospital Situation in Greater New York,” G. P. Putnam’s Sons, 
1924, p. 75.
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Bellevue group based on reports o f the last decade is 8000. A  further 
analysis o f the Reports permits o f an arbitrary grouping as follow s: 
cardio-vascular disease 1600 or 20 percent., respiratory disease 3600 or 
45 per cent., dietetic 1466 or 18 per cent., others— 1380 or 17 per cent. 
Multiplying 8000 by seven gives then a general idea o f th'e total an
nual medical discharges. The percentage of these discharged patients 
requiring and desirous o f convalescent care is even more problemati
cal. It has been estimated that 50 per cent, o f all discharged heart 
patients should have the advantage of convalescent care; in another 
group selected, diabetics, the estimation is 33 per cent. Taking a low 
estimate of 25 per cent, o f all discharged medical patients would mean 
a total o f 14,000 annually distributed as follow s: cardio-vascular 
2800, respiratory 6300, nephritis, alimentary and metabolic 2520, 
others 2450. I f  two weeks may be considered the average length 
o f  convalescent treatment, this gives a figure o f 26 patients per bed 
annually; for 14,000 patients a total bed capacity o f 540 is required. 
This estimated convalescent bed requirement represents a minimum 
in that it applies only to patients discharged from hospitals. In 
addition to these are to be considered patients in attendance at dis
pensaries and those taken care o f in private practice. No figures 
whatever are available concerning these two groups. In the Public 
Health Committee hospital survey the total convalescent bed capacity 
on the annual basis is given as not over 2650, o f which almost two- 
thirds are for children under sixteen.* This leaves therefore, 880 beds 
for adults; the beds for purely medical cases would be much fewer in 
number. It is obvious, therefore, that the supply is far below the 
present demand. As convalescent homes become better organized 
and their purpose and effectiveness better known to the public, the de
mand will become greater. At the present time the proper step is to 
organize and classify the existing homes, to determine which of these 
shall deal with medical cases, and to arrange that these latter provide 
for types of patients in proportion to their numerical ratio. With the 
proper system in force and the need o f homes thoroughly understood 
the supply should gradually approach the demand.

C L A SSIF IC A T IO N  O F C O N V A LE SC E N T P A T IE N T S

Any comprehensive plan for convalescent homes must be based on 
a definite classification o f patients. Convalescent patients are classi-

* Supra, p. 287.
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fied first according to type o f disease and second according to social 
or personal status.

It is o f the first importance in promoting convalescence that full 
consideration be given to the character of the antecedent disease, or 
the nature o f the underlying cause since convalescent homes must 
make provision for the carrying on o f definite principles o f therapy, 
diet, exercise and regimen appropriate to each class. Convalescent 
patients are classified as to type of disease as follow s:

(a ) Cardio-vascular
(b ) Dietetic
(c )  Respiratory
(d ) General infections and miscellaneous.

O f the total number of medical patients discharged annually 
about 20 per cent, are classed as cardio-vascular cases; over two- 
thirds o f these are cases o f true heart disease. Thus o f all discharged 
medical cases, 12 or 15 per cent, would be included in the first type. 
Taking cognizance o f the fact that patients having the arterio-scle- 
rotic forms of the disease are in the majority, and that these patients 
are less frequently benefitted by convalescent care than those suffering 
from the infectious types of heart disease, it is estimated that 50 per 
cent, o f all heart patients discharged should have the advantage o f 
convalescent care. This means between six and seven and one-half 
per cent, o f all medical discharges.

Under the second type are included those patients who will re
quire special dietetic supervision. These are divided into three 
groups: 1. Diabetics, 2. Nephritics and those with dietetically related 
diseases and conditions, 3. Those convalescent from disease o f the 
alimentary tract.

The diabetic group includes adolescent and adult diabetes but 
not the aged with mild diabetes. This group comprises about two 
per cent, o f medical discharges. Estimating that one-third o f these 
should have convalescent care, this means 0.6 per cent, o f the total 
discharges.

The nephritic group includes patients convalescent from the sever
al varieties o f nephritis in which nephritic symptoms have predomi
nated, convalescents from scarlet fever, arterio-sclerotics (without 
paralysis), the aged, and patients with high blood pressure. It does 
not include the so-called cardio-nephritics in which symptoms o f 
cardiac decompensation predominate. The nephritic group forms
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about seven per cent, o f medical discharges. It is estimated that half 
o f this group or three and one-half per cent, o f medical discharges 
should have convalescent care.

The group convalescent from alimentary disease includes patients 
recovering from acute or chronic gastritis, peptic ulcer, dysentery, 
mucous and ulcerative colitis and severe diarrhoea of unknown na
ture. The so-called visceroptosis patients are not included. This 
group forms about nine per cent, o f medical discharges. Probably 
one-half will require convalescent care, or four and one-4ialf per cent, 
o f the total medical discharges.

Under the third type is included convalescents from respiratory 
disease. They are placed in a special group because o f the possibility 
of infection to others, annoyance to other patients from cough, and 
the special facilities and supervision required. Bronchioectasis cases 
are excluded on the grounds that they are chronic cases, although 
there may be exceptions to this. Asthmatic cases are included only 
if the determining factor is a bronchitis. Emphysema is also ex- 
luded, particularly the senile type. All other o f the lower respiratory 
cases are suitable for convalescent treatment. Consideration should 
be given to patients recovering from the minor as well as the major 
manifestations of respiratory disease, more particularly those with 
short, though sometimes very intense course followed by severe de
pression, the so-called influenza group.

In estimating the number o f this third type, difficulties arise. Res
piratory diseases are much more often o f an epidemic character, and 
minor epidemics occur so irregularly that it is difficult to arrive 
at a normal annual average. In providing for this group it must be 
borne in mind that respiratory diseases are generally limited to a 
period of six months in the year. A  rough approximation o f this 
group would be 50 per cent, o f all discharged patients. Probably 
one-half o f these or 25 per cent, o f all discharged patients would 
avail themselves o f convalescent care.

The fourth type is made up of a heterogeneous group not included 
in any o f the others. Numerically this group constitutes about 17 
per cent, o f discharged cases and probably one-third or six per cent, 
would apply for convalescent treatment. On the basis o f the esti
mations given of the medical cases, suitable for convalescent care, 
the cardiac group would constitute 15 per cent., the dietetic 20 per 
cent., the respiratory 53 per cent, and the miscellaneous 12 per cent.

O f equal importance with the classification o f patients according



to the type of disease is the consideration o f the social or personal 
status of patients. Certain racial, religious and social distinctions 
must be made in order to obtain suitable environment, since this is 
much more important for convalescent patients than for those acutely 
ill. Convalescent patients are classified as to social or personal status 
according t o :

(a ) Age— Provision should be made for the separation o f adoles
cents. Separate homes may be established for this group with pro
vision for each type of disease, but it is more practical to include it 
with the adult group with a unit separation. Adolescence is arbi
trarily fixed between the ages of twelve and eighteen, i.e., from the 
13th to the 17th year inclusive. Patients over 18 and up to mid-life 
might advantageously be placed in another group while those of 
more advanced age might be put in a third group.

(b ) Sex— As is the case with general hospitals, there is no 
necessity for establishing homes for one or the other sex exclusively. 
Under proper control, a mingling of the sexes in a convalescent home 
is desirable.

(c )  Color— Homes for negroes only would be advantageous in 
many ways. There is difficulty, however, in the matter o f establishing 
and financing such homes. The question of accepting negro patients 
and arranging for their accommodation in the convalescent home is 
one for the management o f each institution to solve.

(d )  Religion— With regard to the religious status o f patients a 
distinction is necessary only so far as it concerns dietetic management 
for orthodox Hebrews. The number of this group o f patients is 
relatively very small, and additional special homes for the group seem 
unnecessary.

(e ) Mothers with dependent children— The problem of providing 
for convalescent mothers with dependent children is a difficult one. 
During the mother’s stay in the hospital arrangements for taking care 
o f her children are made by relatives, friends or the hospital social 
service. These arrangements may be carried on during the con
valescent period. In some instances, however, this may be impos
sible, and it would be of great advantage to have homes for mothers 
in which a limited number o f well children may be cared for.

( f )  Ability to pay— Finally, it is desirable that homes be estab
lished for convalescent patients who are able and willing to pay a 
moderate sum for maintenance. The amount obtained from this 
source would help the home materially. Many patients are able to
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pay from seven to fourteen dollars a week and in so doing they pre
serve their independence and are saved the feeling o f being recipients 
o f  charity. All patients who have been treated in private practice 
would be expected to pay toward their maintenance. There could be 
admitted into this group selected patients who pay nothing, but who, 
through social status and congeniality, fit in well with the pay group. 
The pay homes from the standpoint o f convalescent care, should con
form to the free homes in provision for the different types of 
patients.

C L A SSIF IC A T IO N  O F C O N V A L E SC E N T  H O M ES
The application of the classification o f convalescent patients neces

sitates a corresponding classification o f convalescent homes. From 
the standpoint o f type o f disease, homes should be established to 
provide properly for each of the four types mentioned. One home 
may be arranged for a single type, and for ease of management and 
the welfare o f the patients, this would be a desirable provision. A  
larger home may consist o f a number o f units, with provision for 
each type, and while this would make the management more com
plicated, it would be preferable financially.

G E N E R A L R E C O M M E N D A TIO N S CO N CE R N IN G  C O N 
V A L E S C E N T  H O M ES

(a ) Convalescent homes should be located preferably outside 
the strictly urban district but within such distance as to be readily ac
cessible by rail, trolley or bus; a rural location in general would seem 
preferable to a seaside one, although the latter has its advantages.

(b ) The home should be designed according to the cottage sys
tem. It may be made up of one or more cottage units, each unit hav
ing a maximum of fifty or sixty beds arranged in single rooms and 
two, three, and four bed wards.

There should be adequate bathing and toilet facilities, reading and 
recreation rooms, proper heating, open porches with screens, a central 
assembly room and dining room ; these latter should be connected by 
a covered passage-way if they are located in a separate building. A  
gymnasium is a desirable feature o f a convalescent home.

(c )  A  daily schedule should be enforced, hours for rising and 
retiring, for meals, occupation and recreation being designated.

This schedule must be prescribed under medical direction as it 
will vary according to the physical condition o f the patient and the 
type o f the disease from which the patient is convalescent. The vari-
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bus chores that may be required o f the patient should be included in 
the total amount o f occupation prescribed.

Recalcitrant or objectionable patients should be discharged and sent 
either to their own homes or returned to the institution whence they 
came. Convalescent homes should accept patients from hospitals 
or their homes with the distinct understanding o f this rule, due notice 
being given, however, to the hospital concerned when such action is 
necessary.

It is a responsibility incumbent upon a convalescent home to see 
that patients maintain proper social relations and conduct.

(d )  Certain principles o f treatment are necessary for convalescent 
patients. Through a central clearing agency all patients should be 
sent to the homes best adapted for their needs. On arrival they will 
be examined by the physician in charge and a proper regimen pre
scribed. The outlined regimen embraces the time of rising and re
tiring, rest hours, physical exercise, walking, gymnasium work, 
games, or setting-up exercises, social diversions of various sorts, a 
properly balanced, attractive and appetizing diet.

Special efforts should be made to impress habits o f personal hy
giene such as the care of the teeth, daily regulation o f bowel movement 
and general bodily cleanliness.

Visits from the family and friends should be regulated.

H O M ES F O R  SPE C IA L T Y P E S  O F P A T IE N T S
Provision should be made, either through special homes or 

through special departments of a large convalescent home, for meet
ing the requirements for convalescence o f certain types o f patients. 
These types are the cardio-vascular, the dietetic and the respiratory.

A . The cardiac group— Whether convalescent from active heart 
disease or from heart failure these patients need supervision and a 
regimen somewhat different from other convalescents. Convalescent 
homes undertaking the care of cardiac patients should be situated 
preferably in a rural district, not at the seaside, and at not above 
1200 feet altitude. Patients should not be required to live above the 
second floor unless elevators are provided.

The medical care of the patients should be under the control of 
one or more consulting physicians who should visit the convalescent 
home at intervals and see that the medical regimen is properly carried 
out. A  physician trained in the management o f heart disease should 
either be resident in the institution or visit it each day. He should 
examine each patient on admission and on discharge and make other
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examinations at regular intervals. He should prescribe the amount 
o f rest and exercise that each patient is allowed. In large homes 
patients should be arranged in groups, such groups being made up 
of patients allowed similar amounts of rest and exercise. There 
should be a physical director who should have charge o f the exercise 
and recreation o f the patients, the amount and character of which, 
however, shall be determined by the physician.

B. Dietetic group— One or more visiting physicians should be 
appointed for these institutions. Competent dietitians will be required 
for these cases though one less carefully trained may be assigned for 
the alimentary group of patients. Limited laboratory facilities should 
be provided where diabetic patients may be taught to make the neces
sary examinations o f their urine. This would be a useful adjunct in 
the case o f other groups.

C. Respiratory group— In homes for these patients somewhat 
more than the usual amount in cubic feet of air per bed should be 
provided. The danger o f infection should be considered and patients 
recovering from infectious conditions should be segregated as to their 
sleeping accommodation. They need not be excluded from the com
mon dining-room if mechanical dish-washing apparatus which ster
ilizes is used. Opportunities should be provided for outdoor life in 
cold or bad weather for those who would be benefited by it and the 
daily routine should be adapted to this purpose.

As the requirements for patients recovering from respiratory 
conditions are almost entirely limited to about six months in the 
year, some arrangement which would utilize these homes as vacation 
homes during the summer months is recommended.

TH E  S T A F F  O F  T H E  C O N V A LE SC E N T H O M E

The subject of the care and management o f the convalescent state 
in homes specially organized for that purpose, has an educational as
pect. In the first place the patients themselves, even in the short 
time of their residence in a home of this nature will learn how to cor
rect errors in personal hygiene and faulty habits o f living. They 
gain also a knowledge of the causes, preventable in many cases, that 
have brought about the condition from which they have suffered.

This knowledge will be the more readily attained, and be the 
more firmly fixed if it be imparted with intelligence and tact on the 
part o f those in whose care they are for the time being. And so this 
has considerable bearing upon the problem of the appointment o f 
proper personnel on the staff. Furthermore, as the question of con-
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valescence is studied, it will bring out many matters o f educational 
value to the individual members of the staff also.

Any group of convalescent patients requires medical supervision, 
and an institution, even o f the simplest kind, should make provision 
for this, either by maintaining a resident physician or by arrangement 
with one of the physicians in the vicinity for stated visits; several 
homes conveniently situated may combine in such arrangement. In 
a convalescent home which is restricted to patients of one type a 
resident physician is especially needed, and one who has had special 
training in the type o f disease under care is to be preferred.

It would be advantageous if some plan could be formed for a visit
ing staff o f consulting physicians whereby the homes can be co-or
dinated with the staff o f hospitals whence the patients come. This 
can best be worked out after the homes are established.

The resident physician should be appointed for a definite but 
limited term of service and should be paid a salary. The character 
of the service in some of the homes would probably not be especially 
attractive, so that oftentimes it would be difficult to obtain a physician 
well-fitted for the position. In the special type o f homes, on the 
other hand, for example, the home for cardiac cases there should be 
unusual opportunity for study, and the position o f resident should 
have a strong appeal. Women physicians in particular might find a 
favorable field o f work in this position.

The resident physician should have authority over the nursing 
staff and the dietitian and physical director should be responsible 
to him.

Every convalescent home should have a competent, fully trained 
nurse in charge; other nurses or trained attendants in subordinate 
positions should be appointed by her.

A  competent dietitian should be one o f the staff o f homes for con
valescents requiring dietary supervision. Homes with no dietitian 
will need a housekeeper with knowledge of diets and the proper 
preparation o f food.

There should be a physical director having charge o f all physical 
activities o f the patients. The physician however, should prescribe 
the kind and amount o f exercise suited to the patients.

T H E  E Q U IP M E N T  O F  T H E  C O N V A LE SC E N T H O M E
In every convalescent home there should be simple equipment for 

physical exercises and apparatus necessary for indoor and outdoor
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games and other forms o f amusement. The ordinary equipment for 
the examination o f patients, is to be provided, including medical 
scales for the weighing o f patients, a few remedies, simple surgical 
dressings and instruments, and antidotes for poisons; and laboratory 
facilities for the examination o f urine.

It is essential that there be a room set apart for the prompt isola
tion o f a patient should the occasion arise, as it may in any conval
escent home.

The special equipment necessary in a home for heart cases includes 
a sphygmomanometer, a spirometer and a standardized preparation of 
digitalis; in a home for the care o f diabetic patients a laboratory 
where patients may make examinations o f urine is needed, and in 
homes for respiratory convalescents a sufficient number o f atomizers 
and inhalation apparatus for individual use and individual equipment 
for outdoors in cold or wet weather.

RECO RD  SY STE M
In a convalescent home there should be kept a proper record of 

each patient. In the record should be the findings o f physical exam
inations, a chart o f weight, and general improvement, a statement of 
the treatment prescribed and an account of any interruption o f a 
steady convalescence. In special homes, cardiac and dietetic particu
larly, the record should be more elaborate and contain such additional 
data as may be o f aid in furthering scientific knowledge o f the disease 
from which the patient suffered.

C E N T R A L  B U R E A U  A N D  F O L L O W -U P  SY STE M
For the proper placing o f convalescent patients there should be 

a central bureau or clearing house organized by the homes themselves. 
This requires an office in the city with a small personnel. In this 
central office would be kept a list and description o f convalescent 
homes and a census record o f the number o f vacant beds available. 
Hospitals, dispensaries or physicians would file applications for 
admissions to convalescent homes, with necessary data concerning the 
applicant. The central bureau would then select the proper home and 
arrange for the transportation of the patient. The bureau would see 
also that with each patient there was sent an adequate record, includ
ing examination diagnosis, duration o f disease and treatment given. 
A  standard form should be used for this information in order that 
it may be incorporated directly into the records o f the home. On
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final discharge of the patient the home should forward to the place 
from which the patient was sent a statement o f the length o f stay in 
the home and of the condition on discharge.

CO N CLU SIO N
The management o f convalescence is o f great importance in that 

this determines the time and the completeness o f a return to health 
and thus resumption o f work. Convalescence should be considered as 
a stage in an illness and not as a dissociated event. Adequate meas
ures, therefore, should be employed to insure proper treatment dur
ing the convalescent state. .

A t the present time convalescent management is unsatisfactory. 
The homes in existence are not correlated, the organization in general 
is not a comprehensive one and the supply o f convalescent beds is 
far below the normal demands.

Tw o classes of convalescent homes for medical cases should be 
planned; one for private, hospital and dispensary patients who are 
able to pay a moderate sum for their maintenance; another for those 
able to pay little or nothing. Both classes should make provision for 
adequate care o f one or more of the different types of medical con
valescents, provisions for quarters, staff and treatment.

The correlation o f the homes, their relationship to hospitals, 
dispensaries and physicians, and the distribution o f patients to them, 
should be in charge o f a central agency.

A  comprehensive plan for convalescent relief should begin with 
the establishment o f this central agency and the classification and 
where necessary, the re-organization of existing homes. With this 
accomplished, the further development should be along lines sug
gested in this report. Respectfully submitted,

(signed) Robert J. Carlisle, M.D., Chairman.
Glentworth R. Butler, M.D.
W arren Coleman , M.D.
Edward S. M cSw een y , M.D.
George O ’H anlon , M.D.
B. S. O ppenheimer, M.D.
L. H. S hearer, M.D.
George B. W allace, M.D.
L. F. W arren, M. D.
W illiam  R. W illiam s, M.D.
John  W yckoff, M.D.



CONVALESCENT CARE OF NEUROLOGICAL 
PATIENTS*

The problem of convalescence in patients suffering from neuro
logical disease is different from that encountered in other disease 
groups. This is chiefly because so small a percentage of neurological 
conditions runs a clear-cut course eventuating in cure without resi
duals o f one or another degree. The close merging o f subacute and 
chronic in the neurological field renders it impossible to make a plan 
which is strictly concerned with convalescence. This report, then, 
has been permitted to become a recommendation for the care of 
neurological patients of all varieties except the truly acute. In neu
rology, the problem is less of convalescence than o f the care o f the 
post acute period. The large proportion among neurologic sick of 
indeterminate subacute or, better, subchronic cases, makes difficult the 
estimation o f the number o f cases requiring convalescent care. A c
tually it would seem that the number for such care rests not only on 
conditions per se among the patients, but on the kinds of places yet 
to be made ready to accept them. The sub-committee upon neuro
logical convalescent care finds it preferable therefore to let its dis
cussion o f the numerical needs o f the situation follow and not 
precede its descriptions o f the facilities to be developed.

The sub-committee presents, first, a plan relating to desirable 
plants for the care of post-acute cases, such being several in number 
and so conceived as to bridge the full gamut o f presumable conval
escent and chronic patient needs. It formulates, secondly, a series o f 
certain elementary principles, chiefly relating to the allotment of 
patients to a convalescent system. It presents then, lastly, an esti
mate relating to the numerical needs.

The following is a tentative outline of the several types of con
valescent homes which might be made to share in the care o f neuro
logical cases. At one end is the general convalescent hom e; at the 
other, the chronic hospital; and, in between, two types to be described. 
The general convalescent home of the sort now in existence should 
have some part in the care o f the neurological convalescent cases. 
This type should be divided into two sub-types, on a basis o f size of

♦Report of the Sub-Committee on the Convalescent Care of Neurological 
Patients of the Public Health Committee of the New York Academy of 
Medicine.
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plant and bed capacity. Both sub-types would be designed to assist 
in the convalescent neurologic case, although neither would be ex
pected to devote but a small proportion o f their beds to that purpose.

The general convalescent home, sub-type A ,* is o f small bed 
capacity, no resident physician is required, and no emphasis on neu
rological nursing. This sub-type corresponds to the present existing 
small convalescent home for general medical and surgical cases, and 
represents no innovation. It is> recommended that in it certain or
ganic neurologic cases, in smalt ratio, should also be cared for. Cer
tain peripheral neuritis cases, mild poliomyelitic ones, and cases of 
successful brain or spinal surgery would indicate the kind of conval
escent case eligible to such a setting.

Sub-type B, o f the general convalescent home, is also no innova
tion, inasmuch as the present existing Burke Foundation is its proto
type. It has large bed capacity, 275 or more. This warrants and 
makes necessary a resident physician. Emphasis on the neurological 
training o f a part o f the nursing staff is required. Such a large sized 
general convalescent home should accommodate general medical and 
surgical cases, a small ratio o f organic neurological cases,— such as 
were mentioned for Sub-type A ,— and, in addition, a small ratio 
(estimated 5 or 6 per cent.) o f functional neurological cases,— such 
as psycho-neuroses. It is to be noted that these functions are just 
those which the Burke Foundation now covers.

The second large type would be the specialized neurologic conval
escent house. Such a plant is not now in existence. Preference 
should be for a large plant rather than a small one, but a resident phy
sician should be maintained if the institution is o f a considerable size. 
In any event, it would be well to give much responsibility to neurol
ogical trained nurses. The following incomplete list indicates the 
types of cases to be cared f o r : convalescent choreas, early cases of 
amyotrophies, certain neuritic and post-encephalitic cases, early Park
insonian cases, certain incipient remissing multiple sclerosis ones, cer
tain poliomyelitic, certain early although already treated neuro
syphilitic ones, residual vascular cases, certain post-operative brain 
or spinal cord cases, and mild endocrinopathies. It would be desir
able to have a few convalescent general medical patients as a possible 
leavening of the morale. It would not be desirable to use such a 
plant at all for functional neurological cases. In this type of home,

♦See Epitome.
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recreations and games would be provided, and also occupation 
therapy. Medicinal therapy should not be banned, but should be 
minimized on the basis o f its antagonism to psychic convalescence, 
even in organic cases. Little or no aid from the patient would be 
expected in connection with either the domestic or farm work o f the 
institution.

The third large type is interposed to complete the schema before 
we arrive at the fourth, which is the chronic hospital. The third is 
the neurological convalescent farm, and this is also divided into two 
sub-types;— sub-type A , approximates in intention what is being 
accomplished at the Gould Farm. It is conceived as a large plant 
environed on a large workable farm. A  resident physician is desirable 
and neurological training for the nurses. This sub-type A  would be 
almost exclusively for the functional type o f case, including all the 
psycho-neuroses, the endocrinopathic cases with psycho-neurotic 
symptoms, and even a small part of the constitutionally inferior, who 
lack episodes. But a certain portion o f the bed space could be given 
to organic cases,— namely, choreas, neuritides, myelitides, and even 
quiescent neuro-syphilitic cases. Recreations and games would be 
provided, but not occupation therapy. Instead, emphasis would be 
placed on more practical occupational endeavors,— namely, house
hold, farm and garden work, and animal husbandry.

The sub-type B, of type III, is not represented, as far as is known, 
by any existing plant. It would be a convalescent farm for behavior 
children, including post-encephalitic children. It would require a 
resident physician, although the bed capacity in itself might not war
rant this. Nurses in it should have neurological training. The re
gime would approximate that of the neurological convalescent farm, 
conditioned by the age and defects of the problem children. It is 
probable that it would prove feasible to use the convalescent farm for 
children and also for the convalescent normal boys o f the ages twelve 
and a half to sixteen, who are now very difficult to place.

The fourth type o f institution to be considered is the chronic hos
pital. Though it is not a part of the convalescent system, it would 
continually function in correlation with such a system. The ex
perience of Montefiore Hospital should be a partial guide in the de
velopment of new hospitals for the care o f chronic neurologic cases, 
particularly in the retention o f a portion o f the bed space for cases 
which are admitted for medical study and diagnosis, in contrast to 
the larger number which requires practically only custodial care. In
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Montefiore Hospital, 19 per cent, o f the patients are listed as admitted 
for study and diagnosis; 43 per cent, are the kind requiring only 
custodial care; and 38 per cent, o f a kind requiring special nursing 
care. In chronic hospitals yet to be developed, somewhat less than 
19 per cent, of patients for study and diagnosis would be useful 
to improve the atmosphere o f the institution. The chronic hospital 
should have a large bed capacity, and should have a complete hospital 
organization with a staff o f resident physicians. Medicinal therapy 
should be continued, and physiotherapeutic treatment should be 
stressed. Practical work by the patients in the running o f the insti
tution should be only occasional and incidental, and their recreations 
should be supplemented by occupation therapy.

In resume, it is seen that the following cleavage of clinical cases 
would occur: Functional cases would be provided convalescent care, 
chiefly on the neurological convalescent farm (Type III, sub-type A ) ,  
though a small percentage o f such cases are planned for in the 
general convalescent home as well (Type I, sub-type B ). The be
havior child would be provided for in a sub-type o f the neurological 
convalescent farm (Type III, sub-type B ). The organic cases would 
be chiefly directed to the specialized neurological convalescent home 
(Type I I ) ,  but also in small number would be cared for in the 
general convalescent home (Type I, sub-types A  and B ) and on the 
neurological convalescent farm. It is considered that the only place in 
the convalescent system for the epileptic case is the specialized epilep
tic neurological convalescent home, where such cases, in small num
ber and proportion, could be taken. Apart from that, the chronic hos
pital, preferably a hospital restricted to epileptic cases, would have to 
be used for these patients.

In presenting the points involved, the first principle is that in 
neurology the need of convalescent care is not confined to acute cases. 
Sub-acute cases running a prolonged clinical course are, in the re
missive stages and in rest periods, also in need of the facilities which 
a convalescent system offers. Even such chronic progressive diseases 
as the amyotrophies will, in the earlier stages, need the convalescent 
environment, as they are gathering courage for new conditions, and 
are making ready for a fresh effort on the only possible level o f 
activity.

Secondly, the development o f facilities for the care o f conval
escent cases should be separate from the development o f facilities for 
chronic cases. This duality should be sought even though a partial



exception is made in the recommendation that the chronic hospital 
should use a small percentage o f its beds for the study and diagnosis 
o f  patients.

Thirdly, the assignment o f patients in the convalescent system 
should not rest on an arbitrary disease classification but should de
pend on the status o f the individual patient.

Fourthly, the institutions which might eventuate along the lines 
o f this plan would be brought to a measure o f co-operation. This 
should be done through the organization o f a central bureau, to have 
a guiding hand in the placing o f the patients needing convalescent 
care. Centralization o f complete control would rest on a denial to the 
convalescent institutions of power over their admissions, and it is 
unlikely that that would prove practical. The solution would seem 
to lie in the creation o f a central information bureau, which would 
tabulate each day the facts concerning the number and location of 
all available convalescent beds. This function in turn would be sup
plemented by the central bureau furnishing office space for periodic 
visits o f  the admission officers o f the various cpnvalescent institutions. 
Such a plan should save the patient needless inconvenience, and at the 
same time preserve the full authority of the various convalescent in
stitutions. The cost o f maintaining such a bureau should be assessed 
partly against the hospitals and clinics furnishing the patients, and 
partly against the convalescent homes; the former because they would 
be receiving daily information regarding convalescent facilities, and 
the latter because through it they could keep control over admissions.

The estimation o f the number per year of possible convalescent 
patients is at best speculative. It is obvious that two sources need to 
be dealt with: first, the neurological ward services o f all New Y ork ; 
secondly, the out-patient neurological clinics of New York.

The Hospital Information Bureau has helped to assemble data 
regarding the number o f neurological patients receiving ward care 
each year in the hospitals o f New York. That figure is approximately 
2700 patients each year. O f this number 2175 are taken care o f by 
only four hospitals,— the Neurological Institute, the Mount Sinai 
Hospital, the Bellevue Hospital, and the Montefiore Hospital. The 
difference between the number 2170 and the total number is 525, and 
this represents the estimated number o f neurological cases cared for 
each year in hospitals which do not maintain separate neurological 
services. It is difficult to say what percentage of this material needs 
convalescent care, but it is thought that approximately 70 per cent.
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does. It is therefore estimated that from ward material 1900 conval
escent patients would be derived each year.

The Committee on Dispensary Development has aided us regard
ing the out-patient figures. They consider that the number o f new 
patients per year in the neuro-psychiatric clinics is between 15,000 
and 20,000. It is hazardous to say what percentage o f this am
bulatory material should be given convalescent care. A  review of 200 
Cornell Clinic cases by a trained psychiatric social worker indicated 
that 30 per cent, o f the neurological patients needed this care. Esti
mations from other sources have been as low as five to ten per cent. 
This present report would submit that 20 per cent, offers a working 
basis and should prove fairly accurate on trial. Putting down 20 
per cent, o f 20,000 we find that 4,000 patients a year would be de
rived from out-patient clinics; the two sources combined would 
furnish approximately 5900 patients per year for convalescent care. 
I f  the average convalescent period were six weeks, a bed capacity o f 
about 700 would be required. This is a minimum. It is based on the 
working o f the present system, in which convalescent care is not 
easily procured (the Burke Foundation limits the neuro-psychiatric 
census to five to six per cent, o f their whole enrollment, and refuses 
about fifty applications per month for such patients). I f  a compre
hensive convalescent system were brought into existence, it is certain 
that greater numbers would soon be asking its benefits. There would 
be a certain increase in the needs. The present committee can risk 
no speculation regarding that ultimate demand. Five thousand nine 
hundred prospective patients per year represents the closest present 
day estimation, and must serve to conclude this report.

E P IT O M E  OF R E P O R T  
I II

General Convalescent Home Specialized Neurological
1. Sub-type “ A ”  small bed capacity Convalescent House
2. Sub-type “ B”  large bed capacity. (For organic cases)

III IV
Neurological Convalescent Farm Chronic Hospital

1. Sub-type “ A ”  (chiefly for func
tional cases)

2. Sub-type “ B ”  (fo r  behavior chil
dren)
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CARE OF CONVALESCENT CHILDREN*

I. NEED OF CONVALESCENT FACILITIES FOR CHIL
DREN

This report is limited to the consideration o f the problem of con
valescence in institutions and does not deal with the work o f placing 
out children as has been carried on with success by the Speedwell 
Society o f New York.

While there are 44 convalescent homes taking children at the 
present time, there is still need of facilities for special types of cases 
which are not considered as desirable patients in many o f the insti
tutions.

The benefit which children derive from proper and adequate con
valescent care is often more marked than in the case of adults. 
Adequate convalescence for children who have had acute rheumatic 
fever and the contagious diseases is o f particularly great importance.

II. SPECIALIZATION OF HOMES
(a) Children and Adults
The question arises as to whether convalescent homes taking chil

dren should also take adults. The fact that 28 or almost two-thirds 
o f the 44 institutions taking children exclude adults would seem to 
indicate a majority opinion among the convalescent homes that care 
of children and adults should not be attempted by one institution.

O f the 16 homes which take adults as well as children, three limit 
the adults to the mothers of the children who come to the home. I f  an 
institution is large enough, a department for adults could be operated 
independently. Very few convalescent institutions are large enough 
to warrant such a division. The majority o f convalescent homes have 
less than 50 beds. Institutions under 50 beds should limit themselves 
to the care either o f children or o f adults. The daily routine o f chil
dren is different from that suitable for adults. The diet, the sleeping 
habits, recreation— all require different arrangement and personnel 
than in case of adults. Moreover, from the adult’s point of view, 
children are more or less disturbing even in times o f good health and, 
unless the plant is so large that they can be kept away from the adults

♦Report on the Care of Convalescent Children in Institutions by the Sub
Committee of the Public Health Committee of the New York Academy 
of Medicine.
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entirely, it would seem that they are bound to be a disturbing factor 
to some of the adults at least.

(b) Segregation by Ages
It is believed that convalescent homes could carry on their work 

more effectively, if they would develop an administrative policy de
signed to care for special age groups. Some o f the advantages result
ing from such a differentiation are:

1. A  technique in the handling o f children o f a certain age group 
can be developed which results in a more efficient care.

2. The danger of an outbreak of a contagious disease is lessened, 
because the different age groups are not equally susceptible to 
certain contagious diseases.

3. Children having common play interests group themselves more 
advantageously.

4. Dietary needs vary in the different age groups. An institution 
confining itself to certain age groups could give more attention 
to the requirements of that particular group with consequent 
benefit to the patients.

5. Certain practices helpful for one group but perhaps not es
sential for others— such as rest periods, morning lunches, and 
story telling hours— are more likely to be carried out.

6. Better records and follow-up work are possible when a special 
technique is developed for certain age groups.

The following division of age groups is suggested:
Group I. Infants up to 2 years.
Group II. Pre-school, 2 to 6 years.
Group III. School children, 6 to 12 years.
Group IV. 12 years to adolescence.
Segregation of sexes in separate buildings or institutions is urged 

in the case o f older children.

(c) Segregation by Types of Diseases
In view o f the comparatively small size o f the average convales

cent institution, the question arises as to whether it would not be 
advisable for convalescent institutions to specialize in the care o f 
certain types o f cases. In some conditions the convalescent needs 
differ to such a degree from those o f other conditions that one might 
almost speak of their requiring specialized convalescence. The diet, 
type o f care, rest and form o f recreation— in fact the whole regimen
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o f life differs from that o f other groups. The advantages and good 
results which follow from the development o f specialized convalescent 
homes have been well demonstrated by the institutions which have 
devoted themselves exclusively to the care o f cardiacs. The con
ditions which require special convalescent provision are as fo llow s:

1. Children who are 10 per cent, or more underweight; particu
larly those children who have not gained under medical super
vision and have no clinical evidence o f disease.

2. Special dietary cases, such as nephritics and diabetics.
3. Non-tuberculous respiratory infections which have not yielded 

to medical care, such as recurrent bronchitis, asthma and 
chronic fibrosis o f the lungs.

4. Cardiacs and choreics.
5. Certain orthopedic conditions, including tuberculosis o f glands 

and joints.
6. Severe intestinal disorders in infants or pre-school children, 

such as rickets and prolonged gastro-intestinal disturbances 
which result in anemias.

7. Certain cases seemingly resultant from environmental condi
tions and possibly having a neurological status.

Among the group of children requiring convalescence after acute 
illness might be mentioned those convalescing from the common con
tagious diseases, such as scarlet fever, diphtheria, measles and per
tussis. This group is of particular importance and special care 
should be given during the period o f convalescence. Also those hav
ing had acute rheumatic fever require particular convalescent care.

Attention is here called to the fact that at the present time many 
institutions caring for children also do a considerable amount of va
cation and fresh air work especially during the summer months. It 
is recommended that convalescent homes taking sick children should 
not take too large a proportion o f well or almost well children.

III. PLAN T AND EQUIPM ENT
The Convalescent Home should preferably be located outside o f 

the city, with adequate grounds for play and recreation and o f easy 
access to the city.

The geographical location o f the convalescent home should be 
considered with reference to the type o f cases to be received, as 
certain situations are not as favorable as others for certain diseases.
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It is desirable that convalescent homes should maintain buses and be 
responsible for the transportation o f  patients to and from the insti
tutions. I f  this is not practical for the smaller homes because o f the 
expense involved it is recommended that several homes pool their 
resources in order that they may properly discharge this function. 
Such an arrangement would be much more time saving and efficient 
than the present practice o f having each of the various social service 
workers bring the children to the institution.

The institution should have proper and adequate physical equip
ment o f such a character as to do away as far as possible with the in
stitutional atmosphere. Simplicity in furnishings is advised. Instead 
of large dormitories, there should be small rooms with only a few 
beds. There should be plenty of light and air. The facilities should 
be adequate for segregation o f the sexes and proper age grouping. If 
it is not possible with the present facilities to separate properly boys 
and girls the institution should confine itself to the care o f one sex 
only, particularly in the case of the older age groups. There should 
be adequate toilet facilities for the two sexes. All homes and par-' 
ticularly cardiac homes should have toilets on the ground floor. The 
proportion of toilets should be one to every ten children. It is recom
mended that these be o f various sizes and heights according to the 
age groups. All children should be taught to cover the toilet seat 
with paper before using it.

Every institution should have adequate facilities for isolation. 
The isolation facilities should consist of a complete unit, that is, one 
or more isolation rooms, toilet and wash-room facilities, food service, 
and adequate facilities for the accommodation of the nurse or atten
dant in charge.

The isolation beds should constitute two per cent, o f the total 
number o f beds in the institution. The isolation unit should at all 
times be ready for occupancy and should not be used, as is done in 
many cases, for ordinary patients— particularly when there is a heavy 
demand for accommodations in the summer time.

The value of the quartz lamp has been sufficiently demonstrated in 
the treatment of certain conditions to warrant convalescent institu
tions installing this as a part of their equipment.

There should also be adequate equipment for giving dental care, 
if the institution is so situated that this can not be conveniently ob
tained outside.
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IV . STANDARDS OF MANAGEM ENT
(a) Admission Policy
It is recommended that every institution serving New York City 

should have an admitting office located in the City. I f  the institution 
for financial reasons is unable to maintain one independently there 
might be some arrangement made whereby several institutions could 
jointly maintain an admitting office. Experience has shown that from 
the administrative standpoint many difficulties arise. Cases un
suitable for the particular institution are received when there is no 
city admitting office with a medical officer in charge, as the referring 
agency does not always prove a competent judge of the suitability o f 
the case. When patients are referred directly from the hospital by 
the attending hospital physician, it may in many instances be unneces
sary to have the child examined at the admitting office.

In order to avoid duplication o f effort, and for the more effi
cient handling of cases as well as for a better adjustment of the 
facilities to the need, it is recommended that a central bureau be es
tablished to serve as a clearing house for all convalescent institutions. 
In addition to serving as a bureau of information and registry, this 
central office could also undertake the working out of certain problems 
in the convalescent field.

(b)  Staffing
The question as to whether an institution should have a resident 

physician or not is determined to some extent by the type of cases 
admitted. If institutions specialize by type o f cases, there would be 
some institutions which would, no doubt, require a resident physician 
while in other,, cases an outside physician on call would serve the 
purpose. At the present time with institutions taking all types o f 
cases, there are usually some children who should be in an institution 
where there is a resident physician; it is, however impractical to em
ploy a resident physician when only a small proportion o f the cases 
require medical supervision.

Institutions which depend on an outside physician for their medi
cal care should arrange for regular visits by this physician and not 
have him only “ on call” as in the case o f many convalescent homes 
at present. Care should be taken that each child is seen by the visit
ing physician on admission and on discharge as well, and in those 
institutions which keep patients for a considerable period o f time 
each child should be seen at regular intervals. In actual practice in
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many institutions the visiting physician only sees those cases which 
are selected and presented to him by the superintendent or person in 
charge o f  the institution.

Every institution undertaking the care o f  convalescent children 
should have at least one trained nurse on the staff. This requirement 
may be met by having a trained nurse at the head o f the institution. 
It is considered most undesirable for sick children to be cared for in 
an institution having neither a resident physician nor a trained nurse 
on the staff, as is sometimes the case at the present time.

The minimum personnel which is recommended is as follow s:
1. Physician on call.
2. Superintendent.
The superintendent in institutions specializing in the care o f 

dietary cases should have had training in dietetics unless someone also 
in the institution is competent to deal with the nutritional problems.

In the smaller institutions where the number o f the staff is 
limited, the superintendent should be a graduate nurse unless, o f 
course, there is a graduate nurse on the staff.

3. Trained nurse.
It is essential that there should be a graduate nurse on the staff o f 

every convalescent home unless the superintendent is a garduate 
nurse. Even in such a case the larger institutions should have an 
additional graduate nurse on the staff. It would be the duty o f the 
nurse to watch over the health o f the children, to train them by pre
cept and example in hygiene and proper health habits; she should 
also attend to minor illnesses and injuries. It is important that her 
time be not so taken up with non-professional duties that she is unable 
to attend to the welfare o f the children. In some o f  the smaller 
institutions at the present time there are so many tasks given to her 
that could just as well be performed by the attendant or the house
keeping personnel, that she has not sufficient time to give to the 
health supervision and education o f the children.

4. Play or R E S T  D IR E C TO R S.
Every institution, even the smallest should have one staff member 

who supervises the play and recreational activities o f  the children. 
The need for a play director and the value o f her services is well 
recognized, but it would seem that for the protection o f the children 
against an over-zealous play director, she should be designated as 
R E ST D IR E C TO R . Many types o f convalescent patients are more
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in need o f rest than of any play which partakes o f the nature o f physi
cal exercise. It is also recommended that there should be closer con
tact and co-operation between the visiting physician or resident and 
the play supervisor. In the majority o f homes, at the present time, 
there is no direction or control by the physician; the entire matter 
is in the hands o f the play director. It is believed that just as the 
nurse carries out the orders of the physician as to medication, diet 
and general habits, so the play director should carry out his orders 
in her field.

5. Teachers.
A  teacher should be sent from the Board o f Education or em

ployed by the convalescent home, if necessary, in order that the child 
may not lose all o f his schooling during the period o f his convales
cence, if that be o f a prolonged duration. The attendance o f the 
child in the classroom and the work required of him should be under 
the supervision o f the visiting physician. It may be possible to com
bine the office o f teacher and play director in one person.

6. Attendants.
There should be one attendant for every ten small children. 

The number o f children to an attendant would, o f course, depend to 
some extent upon the age o f the children and their ability to help 
themselves; the matter would, o f course, be influenced by their 
physical condition as well as age. In no instance should the ratio 
be more than one attendant to every twenty children. The duty o f 
the attendants is to supervise the dressing and washing o f the chil
dren and attend to them at meals and be generally responsible for 
their physical care. Attendants, however, should not be made to 
serve as play directors or be expected to keep the children going, 
as it were, or amused the entire day.

7. Dietitians.
Any institution which specializes or has a relatively large propor

tion o f diet cases should have someone on the staff who has had 
training in dietetics. This applies even to smaller institutions. This 
need can be met, however, in the smaller institutions by having a 
superintendent who has had training in this line.

8. Kitchen Staff.
There should be a cook, waitresses and kitchen maids— the num

ber o f course, to be determined by the size of the institution. In the 
very small institutions one person might fill all three positions. The
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planning o f meals should not be left to the cook. Presumably she has 
had no dietetic training, nor has she an understanding o f  the needs o f 
the various types o f patients. It is not considered desirable to have 
certain kitchen duties performed by the children in the institution,
even though their physical condition may apparently be equal to the 
task.

(c) Regimen
There should be a routine carefully mapped out for each child with 

sufficient variety to keep the children interested. As has been men
tioned previously, the day’s activities or the routine o f the day should 
be planned by the play director, under the direction o f the visiting 
physician. The play, the exercise, and the rest period should be 
closely supervised; the children should not be permitted to read or 
talk during the rest period. A  rest period o f from one to two hours 
should form a part o f the routine of every day. Children often re
quire as much supervision during the rest period as during play and 
exercise. Supervised work in truck gardens by the children during 
the summer should be encouraged as this form of recreation is not 
only interesting to the children, but is particularly beneficial to their 
health and has an educational value. Occupation therapy is as desir
able for children as it is for adults.

At the present time many institutions do not make use of the 
excellent opportunity they have to inculcate in the children health 
habits and to teach them hygiene and health rules. It is recommended 
that special talks should be given to the children by a qualified person 
on these subjects— at least two or three times a week. The value 
o f this could scarcely be over-estimated as the institution during the 
children’s stay has every opportunity to teach the child in a practical 
way how to live, how to keep well. This is an important aspect of the 
preventive work which can be done by convalescent institutions. The 
importance of fresh air, sunshine, rest and a proper diet should be 
stressed as o f everyday importance.

It is the duty o f every convalescent home to train the children 
under its care to a regular daily regimen or routine, thus starting 
good habits which may continue after discharge. The children should 
not only be made to lead regulated lives but the reasons for and the 
importance of good health habits should be taught them at the same 
time. It is a question whether convalescent homes have ever fully 
realized or appreciated this unusual opportunity which they possess 
in this respect.
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Rest is absolutely important to proper convalescence. Each child 
should rest from one to two hours each day after the noon day meal.

Sleep— Ten to twelve hours each night.
Fresh Air— The children should have plenty of fresh air at night 

but the bed should be so placed as not to be in a draft. Windows 
should be lowered from the top and also slightly from the bottom, 
provided this does not create a strong draft.

Bowel Habits should be regular and always after breakfast. Some 
member o f  the staff should be responsible for seeing that every child 
has a daily morning movement.

Good Habits of Eating— Children should be taught to chew thor
oughly and to eat slowly, but not to dawdle over the food until it is 
cold. Conversation should not be permitted at meals. Someone 
should be responsible for seeing that every child eats the food given 
to it unless there is a proper reason for not doing s o ; this is one way 
o f  detecting minor illnesses in children, as some children will give no 
evidence of an indisposition other than not eating as usual.

Exercise— Every child should have a sufficient amount o f exercise 
which depends, o f course, on the condition of the child, but over-ex
ertion should be carefully avoided and not too much house work 
given.

(d) Dietary
Convalescent homes are referred to the pamphlets on diet which 

have been published by the Association for Improving the Condition 
o f the Poor, The Child Health Organization and the Manhattanville 
Nursery.

The diet o f special cases such as nephritics and diabetics should 
be under the direction o f the visiting or resident physician and the 
patient’s general condition carefully supervised. For all other cases, 
the following is an outline of a daily diet.

Milk.
A t least one pint per day for each child. A t the present time 

there are many institutions which do not give the children a sufficient 
amount of milk each day. It is believed that no institution is properly 
performing its duty to the children under its care unless each child 
gets this amount daily. The milk should be of good quality with full 
butter fat.

Bread and Butter.
One to two slices per meal.
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Cereals.
Tw o times a day. Only cooked cereals should be given.
Vegetables.
Fresh vegetables should be given at least once a day. It is the 

duty o f the home to see that every child eats the vegetables.
Fruit.
Raw or cooked fruit should be served at two meals each day, but 

not between meals.
Meat or Eggs.
Meat or eggs should be given once a day or at least six times a 

week. The following is a sample o f a day’s menu:
Breakfast and Supper: Milk, cereal, bread and butter, cooked 

fruit.
Dinner: Meat or egg or thick soup, potato or rice, green vegetable, 

bread and butter, simple pudding.
It is also important that every child should drink a sufficient 

amount o f water daily, a minimum of four glasses a day; some o f it 
may be taken at meal times.

Mid-morning and Mid-afternoon Luncheon.
Eating between meals should be limited to a slice o f bread and 

butter or a few graham crackers. Milk should only be given at meal 
time and never between meals.

(e) Records
Very few institutions keep proper records o f the children. Many 

make no attempt to keep any medical or health record other than the 
diagnosis on the admitting slip and a record of the weight; in many 
instances the weight records are kept in a separate book. In some 
institutions there is not even a record o f the diagnosis of the indi
vidual children. Some institutions have admitting forms which 
would be adequate if properly filled in, but frequently the most im
portant part o f the information is omitted by the doctor or the refer
ring agency. In institutions having a city admitting office, the data for 
the record can be obtained in every case.

It is recommended that every convalescent home should keep a 
permanent record o f all patients with the diagnosis; temperature, 
weight and general condition should be recorded weekly as well as on 
admission and discharge. The history o f any illness occurring during 
the patient’s stay at the convalescent home should be noted on the 
record.
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Studies o f results o f convalescent care should be periodically made 
by each institution.

( f )  Prevention of Epidemics
The following suggestions are made for prevention o f contagion:
1. Classification by age groups— Since children vary in their sus

ceptibility to the various contagious diseases at different ages, the 
specialization o f homes by age groups would be one means of lessen
ing the dangers o f contagion.

2. Regulation of Visiting— Several institutions have reported a 
marked decrease in the incidence o f contagious diseases since all visit
ing was prohibited. It is recommended that in those institutions 
which do not exclude visitors, the visiting should be limited to adults 
only. The following suggestions are made regarding regulation of 
visiting:

(a ) No child under 16 years o f age should be allowed to visit
patients in the convalescent homes.

(b ) The visits o f adults should be limited to certain days and 
hours. Not more than one or two hours a week should be 
allowed.

(c )  Not more than two persons should visit a child at a time.
(d ) Adults from homes where there is a contagious disease should 

not be admitted.
(e )  Gowns to cover the clothes and heads o f visitors should be 

furnished by the institution.
3. Examination on Admission— The hospital or private physician 

should certify that the patient is free from contact with contagious 
diseases. These certificates should include a report o f  a vaginal smear 
in the case of girls. The certification by the physician regarding 
freedom of contact from contagion should be made within 24 hours 
before admission to the home.

The conditions for which children should be excluded should in
clude measles, scarlet fever, diphtheria, chicken pox, whooping cough, 
mumps, pediculosis, scabies, impetigo vaginitis, and trachoma.

(a ) Each patient other than those coming directly from hospitals 
should be examined by the admitting physician for evidence 
of contagious disease. This examination should include an 
inspection o f the entire body.

(b )  An inquiry should be made concerning recent exposure to or 
contact with cases of contagious diseases.
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(c )  There should be a weekly inspection of all children in the 
institution by the visiting physician. He should be informed 
promptly o f all suspicious symptoms, such as rash, sore 
throat, colds, fever, and vaginal discharge.

(d )  All suspicious cases should be promptly isolated until a 
diagnosis is made; this o f course means that every institution 
should have an isolation unit which should at all times be 
ready for occupancy.

4. Segregation of Newly Admitted Children— When it is prac
tical and possible, new groups should not be allowed to mingle with 
the other children; if possible, there should be a detention pavilion or 
admitting ward where they can be kept for several days.

5. Quarantine Rules— Children developing a contagious disease 
in the institution should, if possible, be sent home or to a hospital 
which receives such cases, as it is not desirable to attempt to keep 
them in the institution even though they be isolated. I f  it is not 
possible to send them away, then not only the case itself but all con
tacts should be rigidly separated from the other children. No new 
admissions should be made until all possibility o f new cases developing 
has passed. All visiting privileges should be suspended.

All wards or rooms in which the contagion has occurred should be 
washed down and thoroughly aired before new cases are admitted. 
Curtains, hangings, linens, etc., should be entirely fresh before a new 
patient comes in.

V . LENGTH OF STAY.
(a) Criteria for Discharge of Patients
The four general standards which should be applied for judging 

whether a child is ready for discharge are: first, that the child has 
good appetite; second, that the digestion is good ; third, that gain o f 
weight has been at the expected rate for age and height; and fourth, 
that there has been improvement in any special clinical symptoms 
which may have been present on admission or developing during the 
stay.

In childhood the weight is the best index o f improvement in 
health. Each convalescent home should record the weight o f every 
child on admission and at weekly intervals during the stay. The 
child should also be weighed on discharge unless this coincides with 
the regular weekly weighing period. A  routine report o f the admis
sion and discharge weight should be sent to the institution or agency
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which referred the patient and also to his parents. In addition, men
tion should be made, in form o f a brief statement, of any other im
provement which has been noted and of the child’s general behavior. 
Parents might be more interested and more willing to let a child re
main in the institution until he is ready for discharge, if reports o f his 
condition, including the weight, were sent to them at regular intervals. 
This, o f course, would not apply to cases which were kept for only a 
short time.

It is recommended that the minimum length of stay for the con
valescent child should be one month. It is the opinion o f the sub
committee that it is not worth while to send a child for convalescence 
unless he can stay at least that length o f time. If he has not im
proved in a month the convalescent home is justified in discharging 
him as it is believed that a child not showing improvement in this 
time probably will not be benefited by a longer stay.

Institutions should be impressed with the fact that gain in weight 
and improvement of the children under their care and not the num
ber cared for in a year is the ultimate consideration and the criterion 
by which the efficiency of a home is to be judged.

No patient should be discharged except upon the recommendation 
o f the visiting physician. The question as to when a child is ready 
for discharge should not be decided by the superintendent as is done 
in many institutions at the present time.

V I. SOCIAL SERVICE.
(a) Study of the Homes of the Children in the Hospital
The question o f whether a child needs convalescent care in an 

institution involves a knowledge of its home conditions. In order 
that this may be determined for every child, it is recommended that 
hospital social service workers inform themselves on this point and 
consult with the attending physician in reference to the matter while 
the child is still in the hospital, in order that he may be transferred 
directly from the hospital to the convalescent home.

It is obviously necessary that the physician should be informed of 
the home conditions o f the child in order that he may pass on the 
need for institutional care. This question should be determined by 
the attending physician and not by the social service worker, as is 
frequently the case at the present time. The opportunity for con
valescent care should not be limited to children cared for in the 
wards but should be offered to private and semi-private patients, 
where the home condition and the financial status warrant it.



(b) Follow-up
All follow-up work should be done by the referring agencies. It 

is recommended that these agencies notify the convalescent homes of 
the progress o f  the children after they return to their homes. This 
information is necessary for a study of the results o f the work of 
convalescent homes.

V II. CENTRAL REFERENCE BUREAU.
A t the present time the utilization o f the convalescent homes is 

determined largely by the extent o f their contact with hospital social 
service workers and other agencies. The heavy demands made upon 
some institutions and the under utilization o f others could to a large 
extent be obviated by a central clearing house o f information about 
existing facilities.

A  central bureau would also be able to distribute properly cases by 
type o f condition because o f its knowledge o f the entire field o f con
valescent facilities and its detailed knowledge o f  the convalescent 
homes best suited to meet the needs o f the individual case.

C harles H endee S m it h , M.D., Chairman. 
A . T. M artin , M.D.
M arshall C. Pease, M .D.
W illiam  St . L awrence, M.D.
L. C. SCHROEDER, M.D.



COMMENT ON CONVALESCENCE IN NEW YORK 
CITY WITH ESPECIAL REFERENCE TO A  

CENTRALIZING AGENCY

DR. FR E D E R IC  BRU SH

Medical Director of the Burke Foundation, White Plains, N. Y.

Institutional country convalescent treatment is becoming so im
portant that it needs study, direction, and approximate standards. In 
part, it is essentially hospital extension work, like the dispensary and 
social service; but from forty to fifty per cent of its activities are 
distinctive, and not to be classified with any other health services. 
This section may be thought o f as intermediate, preventive, holding, 
testing, training, reconstructing, adjusting. Convalescence links ill
ness, disability and subnormality with industry and Americanization. 
It extends also into the fields of the handicapped, the chronic, health 
and other insurance, and disability compensations.

Convalescence is the most important health segment now lacking 
organization and skilled direction. The camping, fresh-air move
ments, etc., have associations and are approaching workable stan
dards. Even vacationing is showing trends in like direction and 
must come gradually under better supervision. If convalescence does 
not of itself improve and adopt surer standards and methods, it will 
be compelled to do so from the outside— which is not altogether the 
best way. For in this country, private corporate initiative has prov
en thus far essential and in some ways superior in health leadership. 
The few municipal convalescent efforts have failed, but may later 
succeed in some measure.

England and France are restoring, post-war, their extensive con
valescent provisions. The present government of Russia has notably 
included country convalescent and rest periods in its official schemes 
for all o f the people. In the United States the number of year-round 
convalescent beds has increased from eight to ten thousand in the past 
two years, with keenly awakening interest and inquiry from all of 
the principal population centers. Large convalescent sections are 
now being definitely planned into several municipal and university 
health and educational plants.

The purpose of this meeting being to present to the various con-
47



valescent interests the valuable and extensive reports o f the sub-com
mittees o f the Public Health Committee o f the New York Academy 
o f Medicine, I have been requested to suggest in merest abstract 
some of the immediate lines of improvement and advance to he taken 
up by the convalescent leaders. The Committee’s studies are very 
advanced, carrying forward twenty years or more, all the more in
spiring for this reason. They may be considered by many to be 
somewhat one-sided— from the hospital and city side— perhaps the 
more instructive so. It would seem incumbent upon the convalescent 
managers to get together repeatedly and work out within the next 
five years many of the betterments and increases demanded, and to 
give cause for the rejection or modification o f others.

The convalescent interests have scarcely realized their high ob
ligations and responsibilities. They have pre-empted some of the best 
lands in our suburban communities, go mainly tax-free and thus seri
ously curtail tax-incomes o f communities, bringing out added prob
lems o f contagion, policing, hospitalization, and undesirability— and 
thus far have given little service to their adjacent sections. Further
more, they have back o f them the general support o f the hospital, 
private, medical, industrial and public-health bodies. It is time that 
they rise to better and broader functionings. Abundant funds are 
no doubt awaiting application to this convalescent work if its essen
tial character is made apparent.

For today’s purposes let us at once turn to the hard-working 
facts o f the situation and try to offer some suggestion for advance
ment this year, or the next. Let directors o f convalescence but ask 
what may be done, precisely and soon, to add to and safeguard our 
particular service to the public health, and something like the follow
ing list will inevitably present. There should be in our conduct o f 
convalescence:

Physical improvement in our plants, large or small, with 
provision o f adequate grounds for this peculiar and mainly 

• outdoor treatment, and in many other ways which will sug
gest themselves— to conform to reasonable sanitary and e f
ficiency standards, yet to be formulated.

The immediate elimination o f fire danger to patients and 
employees.

Regular medical, nurse, and emergent care sufficient to 
meet, not the demands always o f the city sources or critics, 
but the requirements o f a sound convalescence.

48 Discussion of Convalescent Problems
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Better selection o f patients with prevention o f financial 
abuses, impositions, convalescent “ rounding,”  etc.

A  flexible term of stay for every patient determined by 
progress, home and economic conditions and needs, and 
other influencing factors.

Higher percentage-occupancy o f beds.
W ith few exceptions, year-round use o f plants.
For many o f the homes, widening of the admission classi

fication.
Provide recreational, occupational and mental therapies 

under skilled supervision, with some beginning vocational 
guidance and aid in adjusting to industry and social life.

At least emergent dental care.
School teaching in all places taking numbers o f children 

and adolescents. .
Better facilities and methods for the prevention and 

control of contagious disease outbreaks.
Readiness to do a certain amount o f instruction o f visit

ing public-health classes and individuals.
The possible definite training o f attendants, and certain 

grades in nursing.
The keeping o f more nearly uniform records, appropri

ate to the limited but important uses and comparisons later 
to be made of them.

In considerable percentage o f cases forwarding written 
discharge report o f patient’s conduct and progress to the 
sender.

Publishing o f more uniform reports at least once in two 
years.

The expert study and presentation o f various convales
cent-medical experiences from large groupings o f patients.

Developing values in the Central Convalescent agency 
through persistent co-operations tending not only to improve 
the existing services but to aid in getting the large addi
tions called for.

F a  11' 7  " T ,

The first extensions required are for the borderline neuro-men
tals, boys from 10 to 16 years with nearly all diagnoses, certain in
termediate respiratory conditions, and all-round convalescent outlet 
for the colored people.

It is not our purpose today to enter into a discussion o f the de
tailed functionings of the Central Office, but a few indications may 
be given of very large practical questions fronting this specialty 
which require to be worked out between hospitals, convalescent in
stitutions and the public:
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What are the medico-legal liabilities in convalescent 
treatment— also the community-legal relations?

What ratio shall convalescent costs bear to hospital and 
house-treatment expenses ?

What is to be right proportion of general to special 
institutions ?

What obligations shall the senders of patients assume, 
and where are the divisions of responsibility?

May there be obtained some official regulation o f the 
passing o f communicable disease cases back and forth over 
the city borders?

What co-ordinations may be gotten to further close the 
the main gap in this restoration effort— maladjustment to 
occupation and environment immediately following con
valescence ?

RESOLUTION ADOPTED AT THE CONFERENCE OF 
CONVALESCENT HOMES AND SOCIAL 

SERVICE AGENCIES
R esolved :

First, that this conference of representatives o f convalescent 
homes and social agencies assembled at the Academy o f Medicine on 
June the 4th express its thanks for the constructive work done 
by the Public Health Committee o f the New York Academy o f 
Medicine in formulating for the first time in the annals o f medical 
history o f this City standards of medical care and management o f 
homes for convalescent patients, as these standards will prove o f 
effective service to all o f the institutions;

Secondly, that we endorse in general the principles in the report 
of the Public Health Committee; and

Thirdly, that we heartily approve the suggestion that the Hospi
tal Information Bureau should operate the central reference office 
on convalescent problems in co-operation with the Public Health 
Committee o f the New York Academy of Medicine, the Hospital 
Social Service Association, the Sturgis Fund of the Burke Founda
tion, the Children’s W elfare Federation, and all other agencies in
terested in the work o f promotion o f proper convalescent care in 
this City, and express the readiness on the part of all those assem
bled to help in making the Bureau an effective agent in the field of 
convalescent care.
Passed on June 4, 1925.



EDITORIAL

Convalescence

As long as illness has been known to humanity or has affected 
mankind, just so long has convalescence existed but only recently 
has it been recognized as an entity. Doctors and hospitals have de
voted themselves chiefly to the care of the acute stage of illness. 
When this has passed the patient is frequently considered as cured 
and no longer a subject o f active interest.

As a matter o f fact many patients are just entering upon the 
second and what they hope is the last stage of their illness— the per
iod of convalescence— when they leave the hospital. In times past 
this period has often been much prolonged and frequently not car
ried to completion because the patient did not have adequate super
vision and the home environment was unfavorable. No one knows 
the direful effects of this condition o f affairs. I f  a study could be 
made o f patients discharged from hospitals as “ improved”  or 
“ cured,”  two or three months after they leave the hospital, the find
ings might be startling. In some cases it might be that they were only 
cured of a need for a hospital bed.

The doctor o f today is able to do much more for his patient than 
ever before by reason of the great advances in medical knowledge 
and skill, and hospital care is far more adequate than in former 
years; yet all the good work done for the patient by both doctor 
and hospital may be completely undone if proper care is not given 
during convalescence.

It is to the great credit o f the Public Health Committee o f the 
New York Academy of Medicine that they should have taken up the 
subject of convalescence just as they did hospitals and dispensaries 
and formulated standards for the guidance o f the convalescent 
homes. Strange as it may seem this is the first effort in this field 
made by an organized medical group. The reports have been char
acterized as monumental and as marking an epoch in the field of 
provisions for convalescent patients.

W e are glad o f the privilege o f being able to offer to our readers 
all the reports o f the four sub-committees and a summary report 
in one issue.
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Editorial

The first step in the right direction has been made and the group 
guiding the destinies o f the Hospital Information Bureau of the 
United Hospital Fund now has entrusted to them the opportunity 
to develop the field o f convalescent care. This work will not only 
be o f great value to the convalescent homes and their patients but 
will redound to the benefit o f the community and to the hospitals, 
many o f whom are very often crowded with patients who would be 
better taken care o f in convalescent homes than in wards o f hospitals, 
and whose prompt removal to suitable environment would conse
quently enlarge our available hospital facilities for the acutely ill. 
In this connection it may be worth while to consider whether some 
of the tuberculosis sanatoria could not be utilized for convalescent 
purposes, in view of the fortunately decreasing demand for tuber
culosis beds.



NEWS NOTES

An Appreciation of the Late Jessie M. C. Hume

It is with profound regret that we announce the death on April 
22, 1925, of Jessie M. C. Hume, Head Worker, Medical-Social 
Service Department, Massachusetts Eye and Ear Infirmary, Boston.

Miss Hume was born in Scotland and soon after coming to 
America entered the Malden Hospital Training School for Nurses, 
where she was graduated in 1896. She was a pioneer in school 
nursing, having developed and organized the work in Cambridge 
where she had charge o f the service for ten years previous to her 
appointment to the Social Service Department at the Eye and Ear 
Infirmary. She taught school nursing in the summer sessions of 
the State Normal School, Hyannis, since 1921.

In these days when our methods for the alleviation o f suffering 
have grown so scientific and even the most sympathetic o f us have 
become somewhat hardened after tale upon tale o f misery, it is 
wonderful to find one who never seemed to lose that personal sym
pathy and understanding in her contact with people who were really 
up against the realities o f life. Such a person was Miss Hume. 
Our own personal loss is great, but to those less fortunate than 
ourselves, who were so cheered and comforted by her unlimited 
sympathy, her loss cannot be reckoned.

Miss Hume’s service at the Eye and Ear Infirmary covered a 
period o f nearly nine years. W e have only to read the reports o f 
the Social Service Department to see what she accomplished during 
those years. But nowhere is there an account o f her devotion and 
real self-sacrifice. Her discouragements were many but she never 
lost heart nor wearied. No matter how busy or tired, she was al
ways ready to listen with absorbed attention to all our troubles, and 
to give us the good advice and encouragement we were so anxious 
for. W e shall miss her keen interest in our lives and in the lives 
o f those whom we are trying to help.

Co-Workers of the Mediccd-Social Service Department,
Massachusetts Eye and Ear Infirmary.

A  new activity o f the Manhattan Maternity Hospital, 327 East
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60th Street, New York City, is a four months advanced course in 
obstetrics and midwifery for graduate nurses. Preference will be 
given to public health nurses and those preparing for foreign mis
sion work.

The Welfare Council o f New York City, a new organization, 
the purpose of which is to promote a better understanding and closer 
co-operation between the various groups doing relief, social and 
welfare work, has been formed. A  board of 73 directors, composed 
of heads of city departments, representatives o f public and private 
philanthropic and social agencies, has been selected. The aim of the 
council is to study community needs, to encourage better team-work 
among the social agencies, to establish better standards o f social 
work, and to obtain better support for social work. Executive 
offices will be established and an executive officer appointed in the 
near future.

The American Home Economics Association will hold its 
eighteenth annual meeting in San Francisco, August 1 to 6. Copies 
o f the detailed programme may be obtained after June 1, from the 
business manager o f the Journal of Home Economics, 1211 Cathe
dral Street, Boston, Mass.

The tenth anniversary of The Burke Foundation’s opening o f its 
Institutions was commemorated recently at White Plains, N. Y ., by 
a dinner to Dr. Frederic Brush, Medical Director, who was presented 
with a set o f bronzes. Addresses were made by the President, Mr. 
Frank Sturgis, Dr. Lewis A. Connor and others. The founding and 
services of the Foundation were reviewed and extension plans for 
the future assured.

The National Health Council, 370 Seventh Avenue, New York, 
has appointed a committee to study health education and health ex
aminations.

Miss Edith M. H. Baylor o f the Children’s Aid Society and the 
Children’s Aid Association, Boston, Mass., has resigned and ac
cepted a position with the Judge Baker Foundation.
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Dr. B. K. Hoxsie, who is the only physician in a section com
prising approximately 100 square miles of territory in Cayuga 
County, N. Y., has partly solved the problem of giving proper care 
to the inhabitants during the winter months when the roads are im
passable. Dr. Hoxsie, who is health officer of the towns o f Venice 
and Scipio, has established a cottage hospital fully equipped for 
medical, surgical and maternity care. The plan is at present in its 
infancy but it is hoped that the hospital will serve for a nucleus of a 
health center with a full time public health nurse who will be avail
able for emergency duty in the hospital and in the district.

A  study made by the New York Association for Improving the 
Condition o f the Poor, combining its activities with those o f the New 
York Association for Relief of Tuberculosis, shows that although 
tuberculosis has been decreased 67 per cent during the past 25 years, 
more than half of the money expended for relief work goes to fam
ilies in which one or more members suffer from tuberculosis.

The American Legion, in order to round out its splendid child 
welfare program, is raising an endowment fund of $5,000,000 to 
build cottage homes for children o f mental and physical inferiority.

The Lutheran Hospital, 341 Convent Avenue, New York, has 
added to its holdings a four-story dwelling which will be altered 
and equipped for hospital purposes.

The new Presbyterian Hospital which is under construction will 
have a memorial room for the care o f mentally ill war veterans.

The New York University has opened a clinic for speech defects 
in its building, Washington Square.

All the cities and 17 of the towns o f Rhode Island have adopted 
the system of mothers’ aid since the State Mothers’ Aid law came 
into effect, July, 1923, and 223 families are being cared for at present 
under the law. Improvement in the health of the families aided and 
in the school records o f the children is reported by the Rhode Island 
Public W elfare Commission.

World's Children.
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The Vocational Adjustment Bureau for Girls has just issued an 
illuminating report o f the Bureau, its plans, scope and achievements.

“ For the first time since Hawaii has been a possession o f the 
United States our Government will be able to work for the welfare o f 
Hawaiian mothers and babies, due to legislation enacted by Congress. 
Congress passed a bill permitting the extension o f the Maternity and 
Infancy Act to Hawaii, and authorized an appropriation o f $12,000 
to carry on the work. The baby death rate in 1922 for Hawaii was 
120 per thousand live births, as compared with a United States rate 
in that year o f 76.”

World’s Children.

The New York Tuberculosis Association will in future be known 
as the New York Tuberculosis and Health Association.

Hospital Day was celebrated at the Utica, N. Y . State Hospital, 
May 7th, in order to allow other hospitals to send representatives to 
attend the exercises. The prevention o f mental disease was empha
sized and clinical demonstrations were given. Members o f the so
cial service department conducted visitors through the hospital. The 
lectures and clinics were a revelation to many of the visitors, who 
perhaps for the first time realized that mentally ill was a better term 
than insane.

An interesting feature o f the work of this hospital is the fact that 
20 per cent o f the patients entered of their own free will. The social 
service department supervises the 269 patients who are on parole.

Miss Annie M. Goodrich o f Yale University, and Miss Kathleen 
Russell, Director o f the Course in Public Health Nursing, Toronto 
University, have been invited to visit important nursing centers in 
Europe as guests o f the Rockefeller Foundation. The object is to 
foster a better understanding between European and American insti
tutions.

Miss Ella Phillips Crandall has been appointed executive director 
o f a national organization which will study juvenile literature.



The Children’s Bureau of the U. S. Department of Labor pro
poses to develop its press service in order to reach the public. The 
plan is to syndicate for newspaper use bureau reports of general in
terest, thus affording parents the opportunity of reading in their 
daily newspaper the findings and advice o f child-welfare experts.

Chicago, 111., has undertaken to teach “ Safety first”  methods to 
children in a practical manner. Over 5,000 boys are engaged in the 
work o f teaching rules o f safety and acting as guides at crossings, 
especially for younger grade children. The organization is known 
as the school boy patrol force.

The New York Heart Association has moved to 244 Madison 
Avenue. Harry H. Hopkins, Director o f the New York Tuberculosis 
and Health Association has been appointed acting director.

The Merrill-Palmer School of Detroit, Michigan, is offering for 
the year 1925-1926, three fellowship o f $1,000 each for graduate 
study in the field o f psychology and education o f the pre-school 
child.

The Vocational Adjustment Bureau for Girls has moved to 336 
East 19th Street, New York City.

The Babies’ Hospital and the Neurological Institute o f New York 
City have made definite plans to join with the Presbyterian Hospital 
and become part o f the New York Medical Centre.

A  special service commemorating the life o f Florence Nightin
gale, and in honor o f the nurses who lost their lives in the great war, 
was held in the Cathedral o f St. John the Divine, New York City, 
Sunday, May 17th. More than 25,000 nurses in full uniform at
tended the service.

The Visiting Nurse Service o f the Henry Street Settlement re
ports that 51,126 home nursing visits were made during the past 
year. In addition to this tremendous piece of work, the service 
conducts pre-natal, baby, pre-school and cardiac clinics, mothers* 
clubs and conferences.
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The following communication from Miss G. B. Alexander, Hon
orable General Secretary, South African Trained Nurses’ Associa
tion, Johannesburg, regarding nursing standards in South Africa, 
will be interesting to those interested in the growth and develop
ment of the oldest profession open to women.

South Africa may justly claim to be one of the youngest colonies 
in the British Empire to adopt a recognized course of training in 
professional nursing. In this connection it says a great deal for the 
pioneers of the movement that a Registration Act for medical prac
titioners, dentists, pharmacists and druggists, midwives and nurses, 
was passed in the Cape Province in 1891, and in the Transvaal 
Province in 1904. The Act passed in the Cape Province in 1891 
was amended in 1899, and that passed in the Transvaal in 1904 was 
amended in 1905. In view of the fact that nurses’ registration was 
not passed in Great Britain until 1919, all qualified nurses must be 
impressed with the fact that in a country where distances and lack 
o f training schools were great handicaps, the foresight and ambition 
o f these early pioneers are greatly to be admired. Registration in 
South Africa is still optional, but in each Province, i. e., the Cape 
Province, the Transvaal Province, Natal, and the Orange Free State, 
there is an examining body called the Medical Council, which exam
ines all pupils from training schools twice yearly, and the pupils who 
are successful in passing the final examination automatically be
come registered. In the Transvaal Province a preliminary examina
tion in anatomy and physiology is held during the second year o f a 
nurse’s training, and no candidate is allowed to enter for the final 
examination in medical and surgical nursing on the completion of 
her training until she has passed the junior examination. The fee 
for the junior examination is 10/6 and for the final examination 
£3.3.0.

Great efforts have been made to get a new Medical, Dental and 
Pharmacy Bill introduced, but so far we have not been successful in 
getting it put on the Statute Book. This Bill would lead to more 
uniformity and a more standardized training, which would help to 
place nursing on a better and more satisfactory basis. The new 
Bill also provides for compulsory registration of both practicing 
nurses and mid wives.

The South African Trained Nurses’ Association was formed dur
ing 1914-1915, and branches were established in the large centres of
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the Union. The first meeting of the Association was held in N o
vember, 1915, at Johannesburg, when regulations were discussed 
and lines o f procedure suggested for guidance. The membership 
at that time was under 100, and in spite o f slow progress during the 
war years, it now numbers 1,200 and has an annual meeting o f dele
gates from all branches, called the Central Governing Board. Dele
gates are elected by all branches to attend this meeting in the pro
portion of one delegate to each 25 members. A  Sick Fund or Benev
olent Society, which helps members in time of financial stringency, 
has been established. There is also a W ar memorial to help aged 
nurses. A  holiday Home at a seaside resort has been donated in this 
connection, and was opened in October, 1924, and is being largely 
taken advantage of, as terms of residence are very reasonable. There 
is a great future for the nursing profession in South Airica, but 
its progress and success undoubtedly depend on the nurses themselves 
and the amount of interest which they are prepared to give to pro
fessional matters.

The U. S. Department o f Labor, Children’s Department, Wash
ington, D. C., has issued the following interesting report:

Twenty-three thousand babies born in eight American cities, 
studied through their first year or as much of the first year as the in
fant survived, furnished the data for a comprehensive analysis o f 
infant mortality in this country. There are annually 187,000 deaths 
under 1 year o f age in the United States, 98,000 of them occurring 
during the first month. The eight cities studied, in each of which 
bureau investigators working in co-operation with local health au
thorities visited each mother to whom a baby was born during the 
year previous to the study, are: Johnstown, P a .; Manchester, N. H . ; 
Brockton, M ass.; Saginaw, M ich.; New Bedford, M ass.; Water- 
bury, Conn.; Akron, O hio; and Baltimore, Md. The data obtained 
from the 8 cities was consolidated in this report.

Dr. Woodbury, in the introductory summary of the report, em
phasizing the importance of a thorough knowledge of the causes o f 
infant mortality, states:

“ A  thorough knowledge of the causes of infant mortality is the 
first step toward their complete control. In the light of such knowl
edge preventive measures may be intelligently planned to produce a 
maximum of result. These measures may be aimed to prevent the
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spread o f specific infectious diseases— for example, vaccination for 
smallpox, the Schick test and toxin-antitoxin immunization against 
diphtheria, disinfection o f the eyes to prevent ophthalmia neon
atorum, or the practice o f surgical cleanliness to prevent tetanus and 
other infections immediately following birth. They may be directed 
toward the control o f gastric and intestinal diseases, to effect which 
involves not simply the prevention of infection but the inculcation o f 
right principles o f infant feeding. Again, they may be directed to
ward the control o f the mortality o f early infancy, the main causes 
o f which lie in the care and condition o f the mother during pregnancy
and childbirth.............The pathological causes o f infant deaths must
be reported on death certificates by the physicians in attendance. 
But the analysis o f infant mortality, if it is to be thorough, must be 
carried beyond the pathological cause to antecedent and predisposing 
causes and causal factors. Differences in inborn vigor or vitality 
may account in part for differences in the rates for the different 
races, even as they may account for differences in the rates for male 
and female infants or for twins and triplets and single-born infants. 
The prejudices and traditions o f certain race groups have their 
influence upon the infant mortality rates for these races, as for ex
ample, the custom of mothers o f Portuguese extraction o f giving 
‘sopa,’ a dish prepared from softened crackers, to babies a few hours 
old, or the preference of Italian women to be attended at confinement 
by midwives and their custom of wrapping their ‘bambinos’ in swad
dling clothes. The influence o f type o f feeding and other elements 
o f infant care demand careful consideration in the study o f causes 
o f infant mortality.”

Dr. W oodbury’s analysis o f the causal factors in the infant mor
tality among the 23,000 babies studied indicates the following main 
facts:

1. Causes peculiar to early infancy (related to prenatal and natal 
conditions) were first in importance and responsible for nearly one- 
third of the deaths under one year, the rate from these causes being 
36.1. Gastric and intestinal diseases gave a rate o f 32.4; respiratory 
diseases, 19.6; epidemic and other communicable diseases, 7.1.

2. The mortality decreased month by month during the first year 
o f life, dropping from 44.8 in the first to 9.3 in the second month, 
and to 4.5 in the 12th.

3. Seasonal conditions influenced the mortality rates, August
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showed the maximum mortality from gastric and intestinal diseases, 
January the minimum. From respiratory diseases the maximum 
mortality occurred in February, the minimum in August. Epidemic 
and other communicable diseases were slightly more prevalent in the 
late winter and early spring.

4. Mortality was lowest for infants born in August and highest 
for those born in June.

5. Mortality for male babies was about one-fourth higher than 
for females, a fact apparently explainable only by a difference in 
vitality to the disadvantage of the male sex.

6. Factors relating to the physical condition o f the mother also 
influenced the mortality rate. It was found, for instance, that in
fants of mothers who died within one year after confinement had a 
mortality from all causes over 4 times the rate for those whose 
mothers lived. A  small group of babies whose mothers were known 
to have had tuberculosis had a very high mortality. High rates 
were also found among babies whose mothers were reported to have 
had convulsions.

7. First-born children had a slightly higher mortality than sec
ond-born. Leaving the first-born out of account, the mortality rate 
tended to increase with the order o f birth, although this increase 
was associated primarily with increasing economic pressure.

8. The age o f the mother did not have any marked influence on 
the mortality rate except in the case of the first-born babies, among 
whom higher rates prevailed when the mother was under 20 or over 
40 years.

9. The mortality rate was highest for infants born within a short 
interval (within approximately one year) after preceding births, and 
lowest when a four-year or longer interval occurred between births.

10. The mortality rate for premature infants was over six times 
as high as that for infants born at term.

11. Mortality from all causes was much higher among twins 
and triplets than among other babies.

12. Mortality among the exclusively artificially-fed babies aver
aged between three and four times that among the exclusively 
breast-fed. Early artificial feeding was especially harmful. Par
tially breast-fed babies had a mortality rate higher than the exclu
sively artificially-fed.

13. Infant-mortality rates classified according to the color and
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nationality o f the mothers showed the lowest rates for Jewish babies, 
and in ascending order, higher rates for native white, German, 
Italian, colored, Polish, French-Canadian and Portuguese. The 
range was from 53.5 to 200.3.

14. Housing congestion, employment of the mother away from 
home, and low earnings on the part o f the father, were other very 
important factors influencing the infant death rate. Irrespective o f 
all other factors, it was discovered that the infant death rate varied 
inversely with the earnings o f the father.

A  group of medical social workers from the various cardiac 
activities in New York gave a surprise luncheon on Tuesday, June 
2nd, at the Town Hall Club, in honor o f Miss Mae L. Woughter, 
former executive secretary o f the New York Heart Association. 
Miss Woughter who has been with the New York Heart Associa
tion since its incorporation in 1915, resigned on May 1st, when 
their office was transferred to the New York Tuberculosis Associa
tion, to devote her time to the development o f the American Heart 
Association at 370 Seventh Avenue, o f which she is the executive 
secretary.

The Social Workers* See-Saw
T o acquire a technique and yet be human.
Discern causes of weakness and still thankfully recognize 

sources of strength.
Consider the individual but never to forget the community.
Be discreet and yet courageous.
Have an opinion of her own but to value that o f others.
Hold her own counsel and yet keep the public informed.
Be tactful and still sincere.
Practice good health as well as preach it.
Be loyal but not partisan.
Be a leader and also a follower.
Be stimulating and yet to have poise.
Be dependable but to let others share the work.
Have a sense o f humor but laugh “ at” nothing but trouble 
Be a good fighter and also a good loser.
Keep faith in ideals in spite of disillusionments.
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Possess unfailing sentiment but to avoid sentimentality.
Be fed by the spurrings o f her own religion, but to have respect 

for that o f others.
K atherine F. H ardwick, 

From “ Red Cross Courier

COMING MEETINGS
International Conference on Social W ork, Paris, France, July. 
International Conference o f Nurses, Helsingfors, Finland, July. 
American Home Economics Association, San Francisco, Calif., 

August 1-6.
International Conference on Child Welfare, Geneva, Switzer

land, August 24-28.
American Dietetic Association, Chicago, 111., October 12-14. 
American Public Health Association, St. Louis, Mo., October 19. 
American Hospital Association, Louisville, Ky., October 19-23.

NEW PUBLICATIONS
“ The Social W orker’s Approach to the Problem of Venereal Dis

ease” is the title of an extremely interesting and valuable pamphlet 
issued by the Committee on Venereal Disease of the Charity Organ
ization Society, New York City. The first few pages deal with the 
symptoms, dangers of infection, the various stages of the disease and 
treatment. The main theme is the value o f the social approach and 
follow-up work, which Dr. John H. Stokes in a foreword claims is 
an important part o f medical research. Social workers in every 
field o f work owe a debt o f gratitude to the Committee for this 
valuable pamphlet, which will serve as a text book and guide in 
hospital and case work. Copies may be obtained from the Com
mittee at a cost o f 25 cents each.

The Juvenile and Family Court o f Denver, Colo., has issued an 
illuminating report or “ account of its contribution to the cause o f 
humanity, truth and justice.”  Embodied in the report are the warm 
personal tributes o f leaders o f church, bar, government, social and 
welfare work, to Judge Ben B. Lindsey, who stands out as a heroic 
champion of childhood.
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The National Fire Protection Association, 40 Central Street, 
Boston, Mass., has issued an interesting report o f the Committee on 
Safety to Life. The report includes building exits code o f public 
buildings, hospitals, custodial institutions, etc., and contains valuable 
information in regard to what to do and what not to do in case of fire.

The Public Health Committee of the New York Academy of 
Medicine has issued an interesting summarized report o f the activi
ties o f the committee for the year 1924.

The Metropolitan L ife Insurance Company, New York, has is
sued two interesting pamphlets “ The Excesses of Birth Control” and 
“ The Statistician and the Population Problem” by Louis I. Dublin, 
Ph.D.

The U. S. Department of Labor, through its Children’s Bureau, 
has released for general distribution bulletin No. 141, Juvenile 
Courts at W ork : A  Study of the Organization and Methods of Ten 
Courts.

ABSTRACTS
“ Exercises for Cardiac Cases.”  L. H. Graham, Am. Jour. Nurs

ing, 1925, X X V , 265. The growth and expansion of physiotherapy 
is due largely to the excellent work of the aides with orthopedic 
cases during the war. Gradually the curative value o f exercise has 
been recognized and treatment now includes many non-orthopedic 
cases. This is especially true o f cardiac conditions. Methods used 
in the treatment o f cardiac children in the Children’s Hospital of- 
Los Angeles and types o f exercises are given. Good results are ob
tained and the children benefit by the friendly spirit of competition 
and discipline.

“ Child Care Through Family Agencies.”  I. M. Rubinow, Jour. 
Soc. Forces, 1925, III, 459. The subject is considered from three 
angles, home, foster-home, or institutional care. The accepted the
ory is that the place for the normal child is in a normal home, but 
the fact that the family has sought or been referred to an agency 
for aid or relief is a proof that an abnormal condition exists. The
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case worker therefore has to weigh conditions carefully before de
ciding upon the method of care. The vital consideration is whether 
or not to preserve the family as a unit. The decision rests upon “ the 
determination as to what constitutes minimum normal family condi
tions, the appraisal o f the individual situation in the particular fam
ily, and finally its willingness and ability to raise itself to minimum 
standards, to eliminate the disturbing factors which have reduced the 
family to a sub-normal standard.”  The groups discussed present 
various problems; the widow, the deserted woman; the wife of the 
committed insane, and cases where the father is disabled through 
chronic disease. In cases where the father is dead some provision 
has been made through compensation legislation and widows’ pen
sions. While this aid is inadequate it shows the change in the atti
tude of the general public towards the half-orphan or orphan. A  
few years ago the one idea was to place fatherless or motherless 
children in orphan asylums. The author emphasizes the fact that 
if children are to be taken care o f in the home some means must 
be found to maintain the home according to decent standards. It is 
obviously impossible to maintain homes which will compare favorably 
with the high standards of the modern child-caring institutions, but 
the spiritual advantages in a normal family unit are not to be over
looked.

“ Mile-Stones in the Approach to Illegitimacy,”  L. Drury, The 
Family, 1925, V I, 40. It is only a few years since the unmarried 
mother and her child faced a future which offered nothing o f hope 
or freedom. In the past there was no opportunity for the woman 
to begin life anew, no future for the child, both were ostracized and 
stigmatized. The first evidence of a more human understanding of 
the problem was the building of the “ Magdalen Homes”  where the 
woman could seek shelter and receive care during confinement. The 
mother frequently gave a fictitious name in order to protect herself 
against unfriendly public opinion. The welfare of the baby was ab
solutely disregarded, the only thought was to get rid of it. Naturally 
the death rate among these unwanted children was very high. This 
unchristian attitude has gradually given way to a more enlightened 
understanding o f the problem. The unmarried mother and her 
child are recognized as intensive case work problems. Each case is 
investigated and given necessary social treatment. Opinions differ
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as to the advisability of allowing the mother to keep her child but at 
least she may do so if she desires. Marriage to give the child a 
name is not always desirable. The advantages and disadvantages of 
the various methods o f social adjustment and rehabilitation matter 
little providing the woman and her child are given every opportun
ity to lead a free and happy life. The author gives due credit to the 
Federal Children’s Bureau for calling the attention o f the public to 
the treatment o f the unmarried mother and her child. A  study made 
ten or twelve years ago gave the first reliable information on the 
subject and focused attention on the child. The Boston Confer
ence on Illegitimacy and the Milwaukee Conference on Illegitimacy 
were also instrumental in changing public opinion through study of 
the problem and the compilation o f valuable statistics.

“ The Psychology of Child Nutrition.”  C. Rowena Schmidt, 
Jour. Home Econ., 1925, X V II, 260. This interesting study of the 
likes, dislikes, prejudices and reactions to food is based largely upon 
an experience gained at the Merrill-Palmer Nursery School, De
troit. Psychological experiments prove that reactions to taste are 
not inherited but the result o f the child’s first experience with food. 
Poorly prepared or unappetizing food may cause a lasting prejudice. 
Children are prone to imitate, and distaste for a food may be traced 
directly to the fact that the child has heard another member o f the 
family refuse certain foods. T o avoid faulty food habits, training 
should be started very early in life. Suggestion, reasoning, tact and 
discipline, as the case demands, may be used to successfully combat 
pernicious reaction to wholesome food. Simple diet, excepting in 
rare cases, will satisfy a child trained under normal conditions. 
Finicky notions are in most instances caused by unwise comment, ex
ample or suggestion. The author points out the fact that at pres
ent too little is known about conditions which attend the beginning 
o f refusal of food. Important data will be compiled by a study 
which is now under way. .

“ Occupational Therapy in China.”  E. Stedman, Occup. Ther. 
and Rehabil., 1925, IV , 119. A  simple, appealing story o f the growth 
of occupational therapy in a Chinese hospital. A  case is cited o f a 
hopeless, helpless, blind old woman who was given in sheer pity the 
almost impossible simple task of making cord on bodkins. After
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much patient effort on the part o f teachers and patient, the task 
was accomplished and other work was taken up. The idea spread: 
a Chinese house was rented and the chronic cases were moved from 
the hospital. Looms were set up and the patients were set to work 
weaving bandage material and toweling. A  workroom for fine 
needlework is also maintained. Through the sales of material in 
America and China the work is self-supporting. In the men’s side 
o f the hospital the patients design and color Christmas cards, bridge 
sets, etc. It is hoped that the separate house in which occupational 
therapy is carried on will become a resident settlement house for a, 
group o f young Chinese women students who will carry on the work 
in connection with other branches o f social service.

“ Proper Care of the Child’s Mouth.”  S. A. Cohen, Nat. Health 
1925, V II, 24. The author calls attention to the fact that the health 
o f the mouth is closely related to the health of the body as a whole. 
The dentist is frequently consulted about mouth conditions which 
indicate constitutional disease. Watchful care during the first five 
years of life is necessary if the child is to be protected against oral 
disease in later life. The diet is important, breast feeding is advo
cated for the first six months. Valuable suggestions are given for 
the gradual addition o f fruits, vegetables, eggs, etc., to the infant 
diet. No mention is made of necessary foods or restriction o f diet 
o f the nursing mother, as Cohen is o f the opinion that such advice, 
with its tendency to confuse, is not helpful. Rickets and the effects 
o f the disease on the structure and development of the teeth is em
phasized. Cohen urges regular and careful supervision of the child’s 
mouth and early correction o f defects which lead to mal-occlusion. 
I f  proper care is given during early life there will be less repair and 
patch-work in adult life.

“ The Relation Between Sociology and Social W ork,”  M. J. 
Karpf, Jour. Soc. Forces, 1925, III, 419. The close relationship be
tween sociology and social work is obscured by misunderstanding and 
the feeling o f contempt that the sociologist feels for the social work
er, and the feeling of pity that the social worker evinces for the 
sociologist. The author aptly describes the situation. “ Even the 
most kindly disposed sociologists look upon the social workers with 
a good deal of pity as persons who meddle in other people’s affairs
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and as persons who do their work by rule o f thumb. They considei 
social work as being a hit or miss, trial and error procedure, without 
having the standing or dignity o f a profession and without being 
based upon scientific principles. The social workers on the other 
hand look up to sociologists as to people who live in the clouds, who 
clothe the simplest ideas in the most cumbersome language and who 
hide their ignorance of human nature behind polysyllabic, high 
sounding, more or less meaningless verbiage. Many social workers 
of excellent repute and ability have a positive dislike for sociology 
and sociologists, a dislike which cannot be accounted for on the 
basis o f inferiority complex.”  Greater tolerance of the two groups 
is urged. A  better understanding of social work on the part o f the 
sociologist and a broader conception o f sociology on the part o f the 
social worker will clarify the situation and the two groups will render 
helpful service to each other. ’An interesting case describing the 
gradual disorganization o f a cultured immigrant family is cited. 
The children learned English more rapidly than the parents and 
quickly assimilated American ideas. The status of the father in 
his home was not what it had been, his authority was lost. He be
came resentful, morose and quarrelsome. Dissention prevailed in 
the home. The social worker, who had no conception o f the father’s 
bewilderment, sided with the children. A  broken home was the 
result. In the great problem o f Americanization the sociologist is 
taking an important part. Formerly it was thought that a foreigner 
having nothing to lose by forgetting old world customs and tradi
tions could be made an American over night. Gradually this idea 
has broadened and it is now understood that the foreigner has some
thing very definite in traditions, ideals and culture to contribute to 
America and American life. The author hopes for a more harmoni
ous understanding between social workers and sociologists and be
lieves a closer relationship would bring about better results in fields 
o f work so closely allied.
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