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DIAGNOSIS AND CLASSIFICATION OF JUVENILE 
TUBERCULOSIS*

HENRY D. CHADWICK, M. D.

Tuberculosis should be considered a children’s disease. Let us 
review the evidence in support of that contention.

Tuberculin tests show there is a steadily increasing number of 
reactors from early childhood to adult life. In infancy the percent
age is very small but in adult life very few individuals fail to react 
to the test. During the past year in the clinics conducted by the 
Massachusetts Department of Public Health over 7000 children 
between the ages of five and thirteen were given the Von Pirquet 
test, and twenty-eight percent of these reacted. Fifty percent of 
those that were twelve and thirteen years of age proved to be 
reactors. These tests show that infection with tubercle bacilli is 
widespread at the present time even though the death rate from 
tuberculosis has been greatly reduced in the past twenty years.

Opie reported that among the children of St. Louis dying of 
other diseases, focal nodules of tuberculosis were found in the lungs 
of children from two to five years of age in 42.8 percent, as follows:

From five to ten years of age..........................  45.5%
From ten to eighteen of age..........................  55.5%

He also found that the tracheo bronchial nodes adjacent to these 
primary foci were invariably diseased.

In the list of communicable diseases, tuberculosis stands first 
in the age group ten to nineteen; 17 per cent of all deaths from 
tuberculosis occur in the age group one to nineteen years; 7 per cent 
of these are in children under ten years of age.

These facts presented by pathologists, clinicians and mortality 
statistics, furnish conclusive evidence that tuberculosis is a common 
disease of childhood. Ghon and Opie have shown that the primary

*Read before the meeting of the National Tuberculosis Association, June 17, 
1925. From the Mass. Dept. Public Health.
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focus occurs in the lungs but clinically this can seldom be found 
even by X-Ray. The disease makes itself manifest only after 
symptoms and physical signs appear as a result of the extension of 
the infection to the adjacent tracheo bronchial lymph nodes.

Before attempting to make a diagnosis of tuberculosis in children, 
we must have a clear conception of the pathology of the disease 
at different age periods. The reason why the recognition of tuber
culosis as a common disease of childhood has been so long delayed 
is because we have had in mind its usual manifestation as a pulmonary 
disease. That, however, is the adult form of pulmonary tuberculosis 
and is seldom found in children. Therefore, in children we must 
not expect to find tuberculosis in the lungs but in their lymphoid 
tissue. The tracheo bronchial nodes are the ones most often diseased 
because they are so placed that they receive all the drainage from 
the lungs, and therefore it is on them that we should fix our at
tention.

Diagnosis depends upon the consideration of five factors:
1st. Symptoms
2nd. Physical Signs
3rd. X-Ray Evidence
4th. Tuberculin Test
5th. Exclusion of other Causes that might produce similar 

conditions.

The most common symptom is fatigue. A chronically tired 
child without apparent cause is one to be suspected of having a 
hidden focus of tuberculosis. Such a child is usually underweight 
or fails to gain in a normal way. Lack of appetite and listlessness 
are common with these children. Another group show extreme 
nervous irritability and restlessness. Cough may be present inter
mittently, simulating transitory colds. This is due to the pressure 
of the gland masses on the bronchi rather than to bronchitis. The 
cough is dry and unproductive. Local sweating is a common symp
tom. Not the night sweats of phthisis but excessive perspiration 
such as is found in debilitated persons. The temperature is usually 
normal with occasional exacerbations of fever following fatigue or 
unusual exertion. The temperature may then range from 99.6 to 
100 for a few days but rest will soon bring it to normal.

Auscultation will reveal no changes in breath sounds and no 
rales will be heard as there is no involvement of the parenchyma

188 Juvenile Tuberculosis



r-;» r« v*T*P*rr-: '-

H. D. Chadwick 189

of the lungs. Percussion should be light and especial attention paid 
to the paravertebral region between the scapulae. The dull note 
usually elicited in this region is due to a spasm of the underlying 
muscles. This also causes a sense of resistance to the finger and 
an appreciable lessening of the mobility of the skin over this area. 
This reflex disappears after a child has been given rest treatment 
and the symptoms due to active disease have subsided.

I have found the D’Espine sign of but little value, and taken 
alone means nothing. If present it may be considered corroborative 
evidence but its absence is of no significance.

The X-Ray film is very valuable in demonstrating enlarged 
bronchial glands. Interpretation of the film should be done by an 
experienced physician, who is not only familiar with chest films 
in general but with films of children’s lungs in particular. He should 
also have a clinical background and the interpretation* should not be 
independent of a careful consideration of the history, symptoms 
and physical examination. This latter should be inclusive of the 
whole respiratory tract. The bronchial group of glands may be 
enlarged from so many sources that the diagnosis must be made by 
elimination. Therefore, an X-Ray interpretation made by reading 
a film without other considerations is of little value in these cases.

In tuberculosis of the lymph nodes the usual shadow at the hila 
is increased in density and area. This shadow may be homogene
ous but more often there will be seen within its borders spots of 
greater density due to diseased glands with thickened fibrous capsules 
or some that may be undergoing calcification.

The film may also show masses irregular in outline extending 
from the hilum outward into the parenchyma of the lung. The 
trunks extending into the second and third interspaces are often 
thickened and nodular in outline. A primary focus partially calcified 
is occasionally seen in the parenchyma. This may be found in any 
part of the lung and is as frequently seen at the base as elsewhere. 
Rarely there may be seen multiple primary foci in different parts 
of one lung or both lungs.

The intracutaneous tuberculin test is more accurate and a slightly 
larger number of reactors will be obtained than is possible with the 
Von Pirquet technic. The first test should be made with one-tenth 
of a c.c. of a dilution of tuberculin one to 10,000. If this is not 
positive, one-tenth of a c.c. of a dilution one to 100 may be tried. 
If that is not positive one-tenth of a c.c. of a dilution one to ten may
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be given. A few will react to the higher dilution that would be 
missed if one were content with the result of the first test. This 
method, however, has' the disadvantage of occasionally causing a 
small slough at the point of inoculation. For this reason we are 
using the Von Pirquet method in the Massachusetts’ school clinics. 
Furthermore, many children who will refuse to have a needle used 
will consent to the Von Pirquet test. Our experience teaches us 
that the fifth day is the minimum time and the seventh day the 
maximum to check up on the tests. Many delayed reactions are 
missed if the arms are looked at earlier than the fifth day.

The most frequent cause of conditions that simulate tuberculosis 
of the tracheo bronchial glands are enlarged or diseased tonsils and 
adenoids, diseased nasal sinuses, recent measles, whooping cough 
and influenza.

Essentials for diagnosis are:
1st. A complete history must be obtained from the parents 

as to symptoms and other illnesses.
2nd. Physical examination, including the nose, mouth, throat, 

teeth, cervical region, heart and lungs.
3rd. Intracutaneous or Von Pirquet tuberculin test must be 

made.
4th. X-Ray of chest if the reaction to this test is positive.
5th. Exclusion of all conditions that may cause congestion 

and disease of the tracheo bronchial nodes.
The schema for classification in our work at the Westfield State 

Sanatorium and in the Massachusetts’ State clinics has been the one 
recommended by a committee of the American Sanatorium Associa
tion in 1922. It has proven very satisfactory in application and 
avoids confusion by keeping a clear cut distinction between the 
cases of juvenile or lymph gland tuberculosis and the pulmonary 
or adult type of the disease. The report on classification referred 
to was as follows :

“The committee make the following recommendation—that the 
term “Hilum Tuberculosis” be added to the present classifications; 
that it should be used to define those cases of tuberculosis that 
present the following symptoms and physical signs:

Symptoms
Local: Frequent “colds,” cough, hoarseness, rarely loss of voice, 

often all local symptoms are entirely absent, and when they appear 
are usually transitory.
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Constitutional: Undue fatigue, lassitude, nervous irritability, 
anorexia. Weight may be normal, but is more often subnormal, 
or there is a retardation of growth—rarely loss of weight. The 
musculature is usually flabby, and posture shows evidence of muscle 
fatigue. Sweating—not the type known as night sweats, but a 
tendency to profuse perspiration without apparent cause. Occasion
ally brief periods of unexplained elevation of temperature above 
99.6 but rarely over 100.5. The frequent association of phlyctenular 
or conjunctivitis, scrofulo-derma and lupus are always to be kept 
in mind.

Physical Signs
Percussion: Paravertebral dullness—the impaired resonance is

found between the scapulea and often extends upward to the supras
pinous fossae. Parasternal dullness. This is occasionally found at 
the right of the sternum and may be erroneously interpreted as due 
to an enlarged heart.

Auscultation: Voice and breath sounds are usually normal. Rales 
are rarely found and when present are usually due to some 
other cause than tuberculosis.

Roentgen Findings: One or more of the following conditions to 
be present:

1. Prominent bronchial trunks with definite beaded appear
ance or nodular in outline, extending from the hiluip.

2. Enlarged lymph nodes, varying in number and density, 
imbedded in the thickened tissues of the hilum. One or 
both hila may be involved.

3. Diffuse shadows of varying density throughout the hilum. 
Occasionally there are cloudy masses with irregular out
lines projecting into the adjacent tissue due to involve
ment of the deep parenchyma.

Tuberculin Test: The Von Pirquet or intracutaneous test must 
be positive.

All other sources of toxaemia or infection that could produce 
similar symptoms must be excluded before a positive diagnosis of 
hilum tuberculosis can be made.”

Members of Committee: Dr. Henry D. Chadwick, Westfield, 
Mass. ; Col. George E. Bushness, Bedford, Mass.; Dr. Walter A. 
Griffin, Sharon, Mass.; Dr. John J. Lloyd, Rochester, N. Y .; Dr. 
Walter L. Rathburn, Cassadaga, N. Y.
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We need the term Hilum Tuberculosis to describe the children 
whose tuberculosis is as yet confined to the lymphoid tissue about 
the trachea, the right and left bronchus and the larger subdivisions 
of the bronchi.

It is in this tissue that tubercle bacilli lodge and very frequently 
produce disease, in children from three to twelve years of age. 
Later, if the disease is not arrested in these glands, the parenchymat
ous tissue becomes involved and then we have the adult type of 
pulmonary tuberculosis. This can then be classified under the 
accepted nomenclature of minimal, moderately advanced or advanced 
according to the stage of the disease.

The present classification applies only to disease of the pulmonary 
tissue. Therefore, it cannot be correctly used to define tuberculosis 
of the lymph nodes at the root of the lungs with no involvement of 
the parenchyma. If it is so used, a false impression is conveyed 
as to the location and nature of the lesion.

Hilum tuberculosis is a comparatively benign condition when con
trasted with pulmonary disease even when it is an early stage of 
development.

The prognosis of hilum tuberculosis is good when treatment is 
given.

The prognosis of pulmonary tuberculosis is always doubtful even 
with good treatment.

From an economic point of view a child with hilum tuberculosis 
when restored to health and a state of normal nutrition by being 
taught good habits and good hygiene is a good insurance risk, while '  
a person with the earliest type of pulmonary tuberculosis must be 
considered a poor risk until after a lapse of years has demonstrated 
the arrest of the disease.

It would be a manifest injustice to many children who have 
had the benefit of sanatorium treatment if these two phases of tuber
culosis must continue to be grouped together.

From a statistical point of view, it would be very confusing 
now that the state-wide children’s clinics are to be held to have the 
large number of cases of hilum tuberculosis that will be revealed 
in the next ten years reported and added to the pulmonary tuberculosis 
group. For this reason alone, these cases when reported should 
be put into a separate group.

Finally, a new term is needed to keep clear in our minds a phase
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of tuberculosis that is primarily an adenitis and just as much an 
entity as cervical adenitis—the difference being only in the location.

For the reasons just given, the term hilum tuberculosis should 
be generally adopted and used as a descriptive term for those cases 
of tuberculosis where the disease is confined to the trancheo bronchial 
lymph nodes. This is the active type of disease usually found in 
childhood, less frequently in adolescence and but rarely in adults.
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FOCUSING EFFORTS UPON THE CHILD IN 
TUBERCULOSIS PREVENTION

W ILLIAM  J. FRENCH, M. D.
Fargo, North Dakota

Looking back over the last twenty or twenty-five years one 
cannot help being surprised at the great changes which have taken 
place in children’s work during that time. Out of the early efforts 
of groups, mostly of lay people, who realized that the child was 
not getting all that was coming to him but whose efforts were 
confined mostly to> those children who were in some way in distress, 
have grown up methods of caring for children which are definitely 
scientific and which are conducted by scientifically trained men and 
women. While at first an inclination manifested itself on the part 
of some of these latter to treat with slight respect the early ef
forts in child care of their less scientific brethren because of the 
apparent lack of any scientific basis, and even to treat them with 
derision, lately there has come a realization that after all there was 
considerable merit in the efforts of these early pioneers and that 
scientific men can very well pay some attention to what they did 
and make use of some of their methods.

The result has been the evolution of a very simple program, 
which is scientific, and which is based upon simple and funda
mental facts of healthful living. This program has been developed 
to take care of all phases of child health. Because it is so broad 
and simple and because it concerns itself with the fundamental facts 
of healthful living, it admirably adapts itself to tuberculosis preven
tion. I recognize fully the need for and importance of special 
procedures in connection with certain diseases, as for instance 
Schick testing and immunization in diphtheria. The importance of 
surveys, prompt reporting, early diagnosis, fresh air camps, sana
toria, etc.,. are well recognized in tuberculosis work. But I firmly 
believe that while we should do all these things, the most effective 
method of preventing and controlling tuberculosis is through a
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simple, general and complete health program which deals with all 
the children in the community. Even with those children who are 
known tuberculosis contacts the same general plan should be used 
though it will be necessary to follow them more closely and urge 
a little more strenuously the observance of its simple rules.

Our efforts with children of course begin before the child is 
born, with the expectant mother. There can be no doubt'in any
one’s mind that good prenatal care will do more toward placing 
the child, when it is born, in a position to resist tuberculosis infec
tion than almost anything else. Of all the advice given to expect
ant mothers the greatest stress should be laid upon the avoidance 
of fatigue and on proper nourishment. This last means not only 
enough food but the right kind of food, suitably prepared. Con
tinuous and regular supervision of the child after it is born con
stitutes the next step. Our physicians should be encouraged to 
make this available in their private practises and to encourage it. 
There are many physicians today, who, knowing that an infant 
has been born in a tuberculosis environment, will see to it that 
that child comes to him at fairly regular intervals for general super
vision, but I am afraid that the number of physicians who realize 
that all infants are potential tuberculosis contacts and should be 
treated in the same way is rather small. Beginning with the infant 
the question of fatigue and proper nourishment is all important. 
The tendency which undoubtedly exists not to nurse the baby or 
to wean it after the first few weeks of nursing is most unfortunate. 
Breast feeding should be very definitely encouraged and insisted 
upon. Also the lack of proper rest which many infants get is 
most distressing. This I believe is less apparent than real and 
it is only necessary to remind you of the frequency with which 
small babies are picked up to be shown to admiring relatives and 
friends, taken on long automobile trips and otherwise abused from 
the fatigue angle to make you realize that this is a real problem.

As the child gets along a little further in life, and enters the 
so-called preschool period, the lack of proper nourishment and in
creased fatigue becomes an even more important factor. I do 
not mean to say by any means that the majority of children are 
not getting enough to eat as far as quantity is concerned. It is 
probably true that in certain large centers of population and even 
in some rural areas, children go hungry, but this is not the rule.
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The difficulty is not that they do not have enough to eat, but 
that they are not getting the proper kind of food.

Milk is ordinarily absent from the lives of many of our small 
children or if they do get milk at all, it is in extremely small 
quantities. A recent survey of a community in the South indicated 
that the average consumption of milk per person was one gill per 
day. If you add to this lack of milk the non-insistence of most 
parents on young children eating green leafy vegetables and the 
fact that fruit enters into their diet only in a casual manner, it 
takes no stretch of the imagination to realize that their diet is 
most inadequate. In fact they are being underfed. The lack of 
proper rest suffered by the majority of children in this country, 
a condition which begins during the earliest days and which is 
continued usually all through its life is a very important factor 
when considering tuberculosis prevention. You will notice that 
I said proper rest. I think you will agree that children require 
at least ten hours of sleep every twenty-four hours, if not twelve. 
Many of them are getting these ten hours of sleep but they get 
them in a most irregular and irrational fashion. Workers with 
children now agree on certain rather definite principles in regard 
to rest. For instance, if we insist on at least ten hours consecutive 
rest at night, we must see to it that the child goes to bed at a 
reasonable hour in the evening. Indications are that it is one thing 
for a child to go to bed at seven or eight o’clock and get up at 
six, seven or eight in the morning, and quite another for him to 
go to bed at ten o’clock and get up say at eight in the morning. In 
other words these two hours in the evening after a hard day of 
child activity are relatively far more important than two hours 
tacked on the other end. We have also discovered that it makes 
really an enormous difference in a child’s life whether or not he 
rests for a short period before his meals. In the Fargo Demon
stration, we are insistent that children lie down, not necessarily 
sleep but lie down for anywhere from ten minutes to half an hour 
before their noon and evening meals. I have not the time to go 
into detailed discussion of the reasons for these pre-meal rest periods 
except to say that it is our belief that if a child will give its nervous 
make-up an opportunity to adjust itself a little before it consumes 
food, it is much more liable to digest that food properly and make 
the most out of it.

Attention to details of this nature may seem trivial but are
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really of vast importance not only in tuberculosis prevention, but 
also in any other disease prevention program. It is these little 
things which really turn the scale one way or the other in a child’s 
life, it is upon them that the success of any scheme for child health 
depends.

There are other details of this simple program which should be 
mentioned such as the drinking of adequate amounts of water. 
Children frequently neglect this important matter. This seems ex
traordinary, but is nevertheless true. It is more important for 
parents to be sure that their children drink at least four glasses 
of water a day than it is to see that they brush their teeth or wash 
their hands or carry out some of the other sanitary rules which 
they usually consider so obvious and necessary. We cannot hope 
to have a child in a disease resisting condition unless we keep that 
child clean inside as well as out.

Proper elimination is to my mind a very important matter in 
the prevention of all infections including tuberculosis. At least 
four glasses of water a day aid materially in accomplishing this 
elimination from the kidneys and the bowels.

Considerable discussion has arisen recently as to the value of 
milk at school and whether it should be served to underweights 
only or whether all school children should be encouraged to drink 
it, in spite of the weight. Many school systems are advocating 
this latter plan and serving one half pint bottles of milk both morning 
and afternoon. We are doing this in Fargo and laying some stress 
upon it. We are doing it because we believe that it helps to over
come fatigue and because we have the idea that milk acts some
what as a nerve tonic or food and therefore assists the child in 
handling the burden which the school places upon it. Whether or 
not we are right in this latter assumption is a question which we 
have under investigation and is one on which we hope to arrive 
at some conclusions. If we consider milk only from the stand
point of combating fatigue I think the value of school milk is estab
lished because it no doubt does do that thing. It also improves 
nutrition.

In the past after we got our children into the schools we did 
very little toward teaching them how to prevent tuberculosis or 
any other infection. It is quite true that" we did tell them some- / 
thing about disease avoidance. Many children have been known 
to cross the street to avoid passing a house with a contagious disease
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sign tacked on it. We taught them some physiology and a gen
eral assortment of things about themselves. Some of us can re
member the horrible red stomach which blazed out at us from the 
pages of our physiology like a setting sun, illustrating the horrible 
effects of alcohol. But while we have done something along these 
lines it is only very recently that we have begun to teach our children 
what health really is. Happily in recent years health education 
in the schools has advanced by rapid strides and in some com
munities is already having a definite effect in improving health and 
living conditions of not only the children themselves but of their 
families. This is a very important thing. We can surround our 
children with all kinds of protection, we can build up a health 
department and through the machinery of a health office establish 
rules and regulations for the control of tuberculosis and contagious 
disease, we can supervise our children’s milk supply and the water 
that they drink; to that extent we can help our children very mater
ially, but we should teach the children themselves how to acquire 
good health. This must always be done in a positive and not a 
negative way. It has been my experience that children respond 
remarkably well to such teaching. Some of you have probably tried 
it. Those of you who have will undoubtedly agree with me that 
health education along positive lines, avoiding the negative as you 
would the devil, and of an essentially simple and fundamental nature 
offers the best method of preventing tuberculosis as well as most 
of the other ills to which flesh is heir.

A short recapitulation of the things I have already said consti
tutes the important material which we can put over to children in 
the schools. We can teach them that it is a good thing to drink 
milk, that it is necessary for their growth and development to 
consume green leafy vegetables and fruit, that it is likewise neces
sary for their growth and development to have the proper amount 
of sleep. We can even persuade a good many of the importance of 
rest before meals. We can teach them to brush their teeth and to 
wash their face and hands, to take baths and to do the other simple 
things which are demanded of a well rounded health program. And 
we can teach them that the observance of these simple things is 
necessary if they would have the best chance to grow up well, 
strong and happy.

Of course we should teach children to avoid disease when it is 
known to exist, and to abhor the so-called “common cold.” And
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those children who are so unfortunate as to be obliged to live in 
close contact with tuberculous cases as well as all others should be 
taught how to protect themselves. But we can do these things best 
by teaching them, through a general all around health program, 
how to live. I can think of no better way to protect our children 
from tuberculosis or any other disease. To accomplish permanent 
and lasting results our methods must be educational. By educating 
and protecting the present generation we are doing much toward 
improving health conditions for coming generations. It has been my 
experience while doing health work with school children, for instance, 
that many homes have improved very definitely in their ways of 
living because of the information which the school child has ac
cumulated. This he brings home, puts into practice and insists that 
his mother and father, brothers and sisters do likewise. There 
are many instances of this on record.

In this paper I have advanced nothing new. I have simply 
brought to your attention certain very simple but fundamental rules 
for health and good living. But what I want to impress upon you 
is this, that while under certain conditions it is necessary to carry 
out certain special programs for the prevention of tuberculosis, 
I am persuaded that the most effective weapon that we will ever 
have toward combating this disease is to teach our children 
simple basic and fundamental facts about right living. When 
we succeed in getting the children to live healthy lives and 
when we can get their families to the point where they will make 
it possible for them to do so, then and only then will the question 
of tuberculosis prevention cease to be a problem.



INSTRUCTION IN MEDICAL SOCIAL WORK FOR 
STUDENT NURSES*

MABEL R. W ILSON
Director of Social Service The Children's Hospital, Boston, Mass.

The question as to what instruction in Medical Social Work can 
be given profitably to student nurses is one which for some years 
has occupied the time and thought of many Hospital Social Service 
Executives throughout the country. Many Directors of Training 
Schools have seen the need and have requested the Director of Social 
Service in the Hospital to plan a series of lectures or a period of 
field work for the students in the School of Nursing. This request 
has aroused interest and the desire to work out a plan whereby medi
cal-social problems can be placed before the student group in such 
a way that every nurse—whether she ultimately goes into administra
tive work,—nursing education, public health or private duty,—shall 
have, not a training in Medical-Social Service,—but a sense of social 
values and a conception of the responsibility of the modern hospital, 
which shall add to the breadth of her point of view,—regardless of 
the specialized field she may choose to enter.

For eight years the Boston Children’s Hospital has been experi
menting along this line,—and I know of no better way than to 
present concretely the results of the combined thought of the Direc
tor of Social Service and the Director of The School of Nursing.

The conditions have been well nigh ideal for such a co-operative 
study,—for the Director of the School has both Public Health and 
Social interest and knowledge,—and the Director of Social Service, 
—although not a nurse,—is as an Instructor,—a member of the 
Training School Staff.

In the School of Nursing at the Boston Children’s Hospital the 
general plan of instruction covers three years,—which includes the 
time which the students spend at Simmons College. A preliminary

♦Read before the National Conference of Social Work, Denver, Colorado,
June 10-17, 1925.
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course is given during the first six months,—and it is during the 
first weeks that the initial contact with Social Service is made.

This early contact is very simple,—for the Probationer,—new to 
Hospital routine,—and in the process of adjusting herself,—is not 
ready to absorb socially more than a few salient facts. We consider 
it advisable, however, that early in their course the students should 
realize that there exists in the Hospital a Social Service Department, 
—and that each patient must be considered, not alone as an individ
ual sick child occupying a bed,—but as a part of a social unit exist
ing in the community beyond the walls of the institution.

The following brief outline covers the theory given at this tim e:

1. Hospital Social Service,—It Growth and Development.
2. The Function of a Medical-Social Service Department in a

Hospital, and its Correlation with other Departments.
3. Medical-Social case work:—

General definition.
Aim and significance.
Medical-Social diagnoses. Illustrations.
A visit in the home from the Medical-Social viewpoint.

(Each student assigned by appointment to some mem
ber of the Social Service Staff for this purpose.)

4. Hospital Social Service for children with orthopedic condi
tions (Ward & O. P. D.) Types. Illustrative cases. Re
sources.

5. Hospital Social Service for children on the medical service
(Wards and O. P. D.) Types. Illustrative cases. Re
sources.

6. Hospital-Social Service for children on the Surgical Service
(Ward & O. P. D.) Types. Illustrative cases. Re
sources.

This material is presented in the simplest possible way. The 
educational requirement for admission to the School is the comple
tion of a high school course or its equivalent,—and many applicants 
have superior educational advantages. The students who are holders 
of college degrees or diplomas from approved normal schools are 
admitted to advanced standing and may complete their training in 
less than three years. It is obvious therefore that we have good 
material.

This year an attempt has been made in the first year to work in
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some unit teaching. For example,—when a group of students are 
receiving during the second half of the first year a course in Medical 
Diseases (first part),—an effort is made to correlate closely the 
theoretical work of the preliminary course with the Clinical exper
ience in the Hospital. At the same time that the class has its discus
sion of the causes, symptoms, prevention and treatment of the more 
common medical diseases,—an attempt is made to present the social 
problems arising in families and communities as a result of these 
diseases. A student may thus get the medical, nursing and social 
treatment with all its interrelations. For instance,—she receives 
nursing instructions,—medical knowledge and the social background 
of a child with cardiac disease on one of the medical wards. This 
method seems to stimulate interest at a time when the student nurse 
is very susceptible to impressions.

During the remainder of the first and second years an effort is 
made by each Medical-Social Worker attached to a particular service 
to stimulate the social interest of the student nurses on the Wards 
and encourage them to look for and report situations which to them 
seem to have social significance.

In the 3rd year,—the period in which it has seemed to the Direc
tor of the School and to the Director of Social Service,—that the 
student received most benefit, a lecture and conference course of 
fifteen hours,—followed by an examination,—and counting one point, 
—is given by the Director of Social Service.

This course is described in the Announcement of the School of 
Nursing as follows:

“The aim of this course is to emphasize the relation between 
health and social problems. It takes up the history, development, 
and function of Hospital Social Service; analysis of cases involving 
family treatment where medical and social situations are closely inter
woven; Out-patient Department, group treatment; the relation of 
Social Service to the community and its resources; Municipal and 
State health functions; Social Psychiatry and its connection with 
Medical-Social Work.”

The outline of this course is appended:
Class 1. The Normal Family.

The Unstable Family.
Class 2. Brief history and development of Hospital Social 

Work.
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Class 3. Some Medical-Social Problems encountered in a gen
eral hospital.
a. Tuberculosis.
b. Convalescent cases.
c. Chronic cases.

Resources and cases to illustrate social treat
ment.

Class 4. Medical-Social Problems of a general hospital con
tinued.
a. The handicapped.
b. The unmarried mother.
c. The problems of venereal disease.

Resources and illustrative cases with social treat
ment.

Class 5. The Interpretation of a Representative Hospital.
a. The correlation of Administration-Medical

Staff-Training School—Social Service De
partment.

b. The Responsibility of a Modern Hospital to the
Community it serves.

c. The Function of a Medical-Social Service De
partment in the Hospital.

d. The relation of Hospital Social Work to Public
Health Nursing.

Class 6. Medical-Social Case Work,—definition—aim and sig
nificance.
Social situations complicating medical treatment.
Meaning of medical-social diagnoses.
Methods of getting cases.
Technique of a first home visit from a Medical-So

cial standpoint.
Relation of a Hospital Social Service Department 

to the Community and its resources.
Development of out of town resources.

Reading: Cannon:—“Social Work in Hospitals.”
Cabot:—“Doctor and Social Worker.”
Richmond:—“Social Diagnosis”—Chapter on first in

terview from Family Welfare Standpoint. " \
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Fitzpatrick:—“Relation of Hospital to Community.” 
Modern Hospital. February, 1925.

Class 7. Analysis of Medical-Social cases.
Cases illustrating the social problem in tuberculosis 

and the social treatment involved:
1. a. Orthopedic case,—T. B. spine in a child. 

Difficulties, causal factors, assets, liabilities,— 
plan—results.

b. T. B. in the wage-earner. Case analysis;— 
difficulties, casual factors—assets—liabilities, 
—plan—results.

Class 8. Analysis of cases continued.
1. Case of T. B. mother and Cardiac daughter. 

Discussion of resources for T. B.
Class 9.

1. Cardiac Disease as a Social Problem.
2. Analysis of cases illustrating the social problem

in cardiac disease and the social treatment 
involved.

a. The single man in lodgings.
1. The young adult (vocational training).
2. The elderly man (adjustment).

b. Cardiac children:—■
1. The acute cardiac,—problem of after 

care.
2. The chronic cardiac,—adjustment in the 

community.
3. The “cardiac cripple.”

Class 10. Hospital Social Work with Medical Infants. 
Description and Scope of Work.
Analysis of Cases.

Class 11. Out-Patient Department.
Group treatment and the place of the Hospital Social 

Worker.
1. Cardiac Classes.
2. Nutrition Classes.
3. T. B. Classes.
4. Diabetic Classes.
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5. Luetic Clinics.
Points governing their success or failure.

Class 12. Budgets:
Definition.

1. Conscious Budget.
2. Unconscious Budget.

Necessary information for Budget Plan.
“The Balance Wheel.”
Points to consider in re-adjustment of Budget. 
Racial factors. Some diet problems of the 

foreign born (Italians and Slavs) in relation 
to Budget.

Reading: Cabot:—“Social Service and the Art of Healing.” 
Davis:—“Immigrant Health and the Community.” 
Davis and Warner “Dispensaries.” Chapter XVI P. 

101- 120.
Class 13.

1. The Mental Hygiene Movement.
2. Social Psychiatry and its relation to Public

Health and Hospital Social Service.
3. Some problems in Social Psychiatry.

The Feeble Minded.
The Psychoneurotic.
The Psychopathic Personality.
The Psychotic patient.
(Note:—This class is given at the time when 

the students are having a brief course in 
mental and nervous diseases.)

Class 14.
1. Municipal Health Functions.
2. State Health Functions.
3. Federal Health Agencies.

Relation of local and state departments of 
health to Federal health functions.

4. The test of adequate medical and health re
sources in the community.

Class 15. Social Legislation.
1. Mothers’ Aid Law.
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2. Child Labor Law.
3. Legislation concerning Venereal Diseases.

Examination:
Take eight questions including 1, 2, 3, 6 and 8.

1. a. What does medical-social case work aim to do ?
b. What is the relation of Medical-Social Work to 

Public Health Nursing?
2. What is the value of medical-social service on an In

fants’ medical service ? Illustrate by a case— 
briefly.

3. a. Put in the form of a topical outline the points you
wish to cover in making a first home visit to 
determine the suitability of the home for the 
care of a girl of 6 years who is on the orthopedic 
ward with a diagnosis of T. B. spine, 

b. What resources would there be if this plan proved 
undesirable ?

4. a. What is a conscious budget?
b. What are some of the points to consider in re-ad

justing a budget?
c. What is the necessary information for a budget

plan?
5. What are some of the advantages of group treatment

in an O. P. D .? Of what value (a) to the patient; 
(b) to the doctor; (c) to the social worker in the 
clinic ?

6. What tests would you apply to a community in meas
uring up the adequacy of its medical and health 
resources?

7. State six ideas influencing child health program today
which you think of primary importance.

8. Why should any Public Health nurse or medical-social
worker have a working knowledge of Psychiatry?

9. What is the purpose of the Mental Hygiene movement ?
10. What are some of the prejudices which an immigrant 

feels toward hospital care? How can his attitude 
be changed and some of his difficulties removed ?

Instructing Student Nurses
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In the third year a limited number of students are offered a two 
months’ course in field work in the Social Service Department which 
follows their theory and is designed to give them a knowledge of 
the social background and needs of the patients and the social treat
ment necessary to render hospital care effective and permanent.

During their period in the Social Service Department they are 
treated as students in Medical-Social Service, not as students in Pub
lic Health Nursing. For the students who desire the latter, the 
School of Nursing is now offering as an elective in the Senior year 
the four months’ course in Public Health Nursing given by Simmons 
College and the Community Health Association,—which includes 
care of patients in their homes and a course at the College on the 
development—methods and technique of Public Health Nursing.

In the field work of the Student Nurses the Social Service De
partment stresses the following: (See Outline).

The student nurse does not have her field work as outlined here 
in full. Choice is made of one or two services—as seems wise,— 
and her case work under close supervision is concentrated there.

At the end of her two months the following report is filed in the 
office of the Training School by the Director of Social Service.

REPORT ON FIELD W ORK OF ST U D E N T  N U R SES  

Name...................................................................................Social Service Department.

Supervised by.....................................Began W o r k .. . ................... Ended.....................

1. Punctuality ....................................

2. Initiative .........................................
a. Willingness to accept respon

sibility .........................................

b. Self-confidence .........................

c. Potential Executive ability..

d. Swamped by detail..................

3. Habit of Mind..............................
a. Facility and clarity of ex-

b. Excitability or nervousness 
under

1. Ordinary circumstances...

2. Emergencies ........................

4. Receptivity
a. Willingness to learn..............

b. Quickness to understand.. . .
pression
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c. Interest in Work

5. Resourcefulness

6. Special aptitude

7. Contact with people

8. Thoroughness of investigation..

9. Clearness in social diagnosis. . .

10. Judgment in social treatment. . .  I

I am aware that the Content of Instruction in Medical-Social 
Service for student Nurses as I have outlined it may be in no way 
applicable to the needs of other hospitals and I hope therefore that 
we may have the benefit of the experience of various other people 
who have worked out courses in collaboration with their Schools of 
Nursing. I personally owe much in planning this course to the 
thoughtful interest of the Director of the School of Nursing whose 
sound conception of the function of Hospital Social Service and its 
differentiation from Public Health Nursing has made possible the 
offering of both by the School of Nursing of the Boston Children’s 
Hospital.
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OUTLINE OF TRAINING IN FIELD WORK

The Children’s Hospital, Boston 
Revised, January, 1925

Preliminary work with the Head of Department.
1. History of the Children’s Hospital. Reports—1918 to date.
2. Tour of the Hospital throughout.

Functions and organization of—
1. The Administration.
2. The Training School.
3. The Medical Staff.
4. The Social Service Department—relationship which 

. Social Service bears to each of the other depart
ments.

3. Details of organization of Social Service Department in Out
Patient and Wards.

The admission system, House and Out-Patient Department.
Connection of Social Service with House admission and dis

charges.
General Social Service office technique:—-

Filing—use of Social Service and medical records. Inter
pretation of Social Service record face cards, and ex
planation of narrative form of records according to the 
outline and headings provided. Statistics. Follow-up 
system.

Methods of getting social cases.
1. Acute social situation referred by medical staff—admini

stration or diagnosed socially by worker, regardless of 
medical diagnosis.

2. Cases where diagnosis is medical-social—
a. What such diagnoses are. Interpretation of each.
b. Some common social situations which block effective 

medical treatment and therefore cause need for 
social treatment. Illustrative cases.

Social Work in Medical Wards.
I. Type of cases handled socially—

4.
5.

6. 

7.
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Medical-social diagnosis.
Acute social situation.

2. Method of acquiring cases.
Weekly visit with the Chief of staff.
Cases from Administration and House Officers.

3. Case work. New cases assigned. Registration—agencies’ re
ports—medical summary—first home visit—outline of 
plan.

Summarizing of result of investigation and suggested plan, for 
entry on medical House record.

Writing of social record according to outline.
Checking of progress of patient in ward.
Routine of discharge.
Social Treatment—i.e. placing—supervision at home—special 

institutional arrangements—connection with Out-Patient 
clinics, etc.

Cooperation with outside agencies.
4. Special visits—Convalescent Home of the Children’s Hospital

—House of the Good Samaritan.
5. Conferences; Weekly cases and policy conference of staff.

Special conferences with head of department. Medical 
teaching clinics.

6. Reading—see appended list.
Social Work in the Medical Out-Patient Department.

1. Clinic Work.
A. General Medical Clinic—

1. Observation of clinic routine and appointment system
(see outline of orthopedic).

2. Assistance in clinic.
a. Taking of social face card history of new cases.
b. Interview with mother or father of patient.
c. Making of temporary plans.
d. Odd jobs—telephoning, steering, etc.

3. Taking charge of social work in clinic.
4. Interviewing of patients on return to clinic.

B. Special Clinics.
1. Heart class—

a. Contact with patients and families.

210 Instructing Student Nurses
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b. Explanation and use of card-catalogue and follow
up system.

2. Nutrition class—
a. Same as heart class.
b. Same as heart class.
c. Weighing and measuring.
d. Observation of heliotherapy and posture clinics.

3. Luetic clinic.
a. Contact with families.
b. Knowledge of State policies regarding syphilis.
c. Observation of treatment.

2. Social Case Work.
A. Types of cases and treatment—reading of selected cases.

1. Congenital syphilis—arranging for examination of
parents and other children. Follow-up of treat
ments of children.

2. Chorea—Home supervision—school arrangements—
arrangement for placing if necessary.

3. Cardiac cases—same as chorea.
4. Malnutrition—home supervision, instruction in diet,

hygiene, school arrangements and possible place
ment.

5. Pulmonary or suspected T.B. or T.B. in family—Home
supervision or arrangement for sanatarium care; 
cooperation with other hospitals or agencies.

6. Difficult feeding cases—home supervision. Observa
tion of clinic for premature babies.

7. Nerve cases—
a. Feeble-mindedness.

1. Arrangements for institutional care. .
2. Home supervision.

b. Epilepsy.
1. Same as a.
2. Same as a in certain cases.

c. Maladjusted nervous child and behavior problems.
1. Home supervision and study.
2. School arrangements.
3. Tying up with settlements, clubs, habit clinics,

etc.
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8. Social Situations—
a. Illegitimacy—steering to other agencies.
b. Broken home or working mother.
c. Inadequate income retarding medical care.
d. Mental instability of parent.

1. Arranging for examination and treatment.
e. Lack of discipline.
f. Low standards of living.

Stress fact that job involves family treatment.

B. Technique.
1. Interpretation and use of medical diagnoses and

records.
2. Registration at Social Service Exchange.
3. Contact with agencies and other hospitals.

a. By telephone.
b. By letter.
c. By visits to office.

4. Contact with interested relatives, individuals and pri
vate physicians.

a. By telephone.
b. By letter.
c. By visits to office.

5. Home visits—First Home visit—
a. For general social investigation and establishment

of friendly relations.
b. For purpose of outlining social plan.
c. Subsequent visits for social treatment.

C. Visits.
1. Community Health Child Welfare Clinic.
2. The Ruggles St. Nursery School.
3. Habit Clinic—South Bay Union.
4. North End Health Unit.

Other institutions or agencies which may be used in the 
course of any case.

Instructing Student Nurses
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WORK PLANNED FOR TH E STUDENTS ON 
ORTHOPEDIC SERVICE

1. Preliminary talk on orthopedics
Diagnoses.
Social bearings of orthopedic diagnoses,—such as handicapped 

patient’s need for economic adjustment, patient’s educa
tion, community bearings of crippled individual.

Types of cases.
Medical-social diagnoses, as bone tuberculosis, syphilis, 

osteomyelitis, infantile paralysis, rickets, and congenital 
hip disease.

2. Demonstration of the O.P.D. clinic—
A. Personnel.

1. Medical Staff.
2. House officers.
3. Clinic supervisor.
4. Clinic nurse.
5. Volunteers.
6. Social Service worker.

Their relations to each other and to the patient.
B. Technique.

1. Admission—morning at admitting desk.
2. Examination—observation.
3. Treatment.
4. Recommendations such as dressings, care of patients in

plaster or apparatus.
5. Use of Community Health Association and of Children’s

Hospital student nurse.
6. Relation with Convalescent Home.
7. Use of special fund for therapeutic relief for special ap

paratus cases.
C. Function of Social Service in Clinic.

1. Social treatment of cases selected or referred in clinic.
2. Steering cases, including responsibilities to outside agen

cies. .

3. Follow-up system (supervised by social worker and done
by clerk).
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4.
5.
6.
7.
8.

a. Day file.
b. Sending for over-due patients.
c. Re-instatement of cases discharged from House and

Convalescent Home in the follow-up file.
d. Correspondence.
e. Visiting overdue cases with important diagnoses cases

referred to House who have failed to report for 
admission.

f. Transfer of over-age cases to other hospitals.
Records, medical and social, and their inter-relation.
Social notes on medical records.
Statistics. x
Transportation of patients to and from clinic.
Many odd jobs not listed or recorded, which are properly 

within the province of the worker.

3. House.
A. Weekly visit with chief of service.
B. Consultation at need with visiting man and House officers.
C. Social recommendation on medical records.
D. Following progress of patient on ward—stages in treatment,

etc. Interviews with parents on ward.
E. Home visit during stay of patient on ward.
F. Formulation of Social Plan.
G. Connecting up with OPD or placement agency on discharge.
H. Supervision at home.

4. Convalescent Home.
A. Relation to Hospital wards and OPD.
B. Relation to outside hospitals.
C. Visit of inspection with worker who interprets work of Home

to students.

5. Demonstration of cases in apparatus and plaster on ward and in 
Out-Patient Department, explaining as much as possible the 
medical side, with a trip to the Warren Museum, Harvard 
Medical School, to show destruction and deformities of bones 
and what may happen *in untreated cases. Students read some 
completed case records selected to show different types of 
medical and social involvement.
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Cases referred; reasons determining social treatment. It is con
sidered desirable that foregoing material be given before stu
dent assumes actual responsibility of case.

In case assigned to student, treatment from beginning is arranged 
having student take first interview, if possible, and following 
through steps of preparation, i.e.—face card, registration, col
lection of reports, study of medical situation with statement, 
home visit and making an execution of plan for patient and 
other members of family.

Types of cases chosen for student.
A. Cases referred for social need.
B. Cases taken on diagnosis.
C. Cases involving public health problem, as tuberculosis or

syphilis.
D. Long range cases involving correspondence with local social

or medical agency for investigation, with the tying up of 
• case when it is discharged and transmitting of recom

mendation to local supervisory agency.
E. Case with complicated agency reports involving visits collect

ing reports and determining of the division of responsi
bility among interested agencies.

F. Case unknown to other agencies involving original investiga
tion.

G. Foreign family, preferably non-English speaking and need
ing services of interpreter.

H. Case in which other members of family need treatment for
related or unrelated difficulty.

I. Case of broken family with problem of public or private aid.
J. Cases needing school arrangements.
K. Case involving mental defect besides crippled condition.

One or two visits are made with the worker on cases of long
standing showing result of treatment in similar or con
trasting situations to those which student is handling. 

Conferences are held with worker apart from those of 
general staff, consulting about and discussing cases under 
student’s care.

The resources for orthopedic cases are considered in all their 
relationships—institutional care on the purely medical side
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and educational possibilities, including bed, ambulatory and 
day school cases.

Visits—Convalescent Home of the Children’s Hospital; New 
England Peabody Home for Crippled Children; Mass. 
Hospital School at Canton; Industrial School for Crippled 
and Deformed Children; Warren Museum—Harvard Uni
versity Medical School.

SOCIAL W ORK ON T H E  SURGICAL SERVICE

1. Survey of Surgical Service organization.
A. House.

1. Staff—medical and nursing.
2. Physical equipment.
3. Types of surgical cases treated.
4. Functions of Social Service, 

a. Cases treated socially—
1. Medical—social diagnoses.
2. Other social problems.
3. Medical follow-up.

B. Surgical Out-Patient clinics, including Gynaecological.
1. Clinic management and equipment.
2. Types of cases treated.
3. Policies relative to

a. Tranfer of patient to other hospitals.
b. Transfer of patient to other departments.
c. Application for ward admission.

1. Urgent.
2. Waiting list.

4. Relation of Social Service to clinics.
a. Routine methods.

1. Interviewing of each applicant for hospital care
with view to need of social treatment.

2. Transmitting of nursing orders—i.e. referring cases
for district nursing care.

b. Social Service cases.
1. Medical—social diagnoses—intensive social treat

ment. ■
2. Other social problems regardless of diagnoses.
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3. Medical follow-up for regularity of visits and car
rying out of treatment.

4. Special follow-up for “teaching clinics.”
5. Collecting of data for special medical studies with

social interpretation.
2. Practice Work.

A. Inside Hospital.
1. Observation of clinic management and treatment of cases

with medical-social diagnoses with opportunity for 
questions as to

a. Surgical treatment.
b. Social treatment.
c. Relation of social treatment to prognosis.

2. Practice in managing social service end of clinic.
3. Visiting wards for selection of case problems.
4. Use of surgical charts for medical summaries, writing of

medical summaries on hospital charts.
5. Surgical visit on wards with surgical staff.

B. Field Work.
New cases given student in so far as this is possible.
1. Types of cases given.

a. Medical-social diagnoses and treatment.
1. Empyema.
2. Tubercular peritonitis.
3. Tubercular adenitis.
4. Osteomyelitis.
5. Hare lip and cleft palate for treatment of speech

defects—special training in public schools ar
ranged, also dental work.

6. Vaginitis—gonorrheal—Gyn. clinic.
7. Operative cases in need of convalescence.

b. Social problems other than medical-social diagnoses.
1. Broken family.
2. Financial stress.
3. Working mother.
4. Illness of other members of family making con

valescent placement necessary.
2. Case work—

a. Collection of data for social history.
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1. Registration at Social Service Exchange.
2. Medical statement.
3. Agency reports.

b. First interview with parents.
1. In clinic.
2. On ward.
3. At home.

c. Social case treatment.
1. Outline of plan.
2. Cooperation with other social agencies.
3. Interviewing of relatives.
4. Interviewing of family physician.
5. Supervision or placement.

d. Linking up social data with medical data.
1. Reporting back to staff.
2. Writing of social summary on medical chart.

e. Technique of discharge from hospital.



THE DESIRABILITY OF SEX EDUCATION AMONG 
CHILDREN OF HIGH SCHOOL AGE

ALBERT PFE IFFER , M. R. C. S., L. R. C. P.
A. A . Surgeon, U. S. P. H. S., Director, Division of Social 

Hygiene, N. Y. State Department of Health

It may be stated as a fundamental public health axiom that the 
education of the young in sex hygiene is necessary to protect their 
health. However, even yet some may be questioning the desirability 
of such education. Samuel Butler observed th a t:

“Mankind has ever been ready to discuss matters in the 
inverse ratio of their importance, so that the more closely a 
question is felt to touch the heart of all of us, the more in
cumbent it is considered upon prudent people to profess that 
it does not exist, to frown it down, to tell it to hold its 
tongue, to maintain that it has long been finally settled so 
that there is now no question concerning it.”

This is certainly true as regards the most vital of all education2— 
that of social health.

Opinions of Educators

A century ago, Rousseau, Basedow, Jean Paul and a few other 
leading pedagogues advocated the early sexual enlightenment of 
youth.

Herbert Spencer1 over seventy years ago wrote:
“If by some strange chance not a vestige of us descended 

to the remote future save a pile of school books or some 
college examination papers, we may imagine how puzzled 
an antiquary of the period would be in finding in them no 
indication that the learners were ever likely to be parents. 
‘This must have been the curriculum for their celibates’ we 
may fancy him concluding.”

Ruskin2 realizing the necessity in his time of sex education stated:
219
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“The essential thing is the founding of real schools of 
instruction for boys and girls—first in domestic medicine and 
all that it means and second in the plain moral law of all 
humanity—‘Thou shall not commit adultery’ with all that 
it means.”

Maurice Bigelow3 states that “Social hygiene education 
has gone over a very long road, which at first was narrow 
and crooked, and uncertain, but gradually has become a 
straight and wide and fixed highway with permanent guide 
posts.”

Educators are now convinced of the growing necessity for the 
enlightenment of the children of today in all phases of social health 
due to the ever increasing problems and complexities of modern life. 
* Cubberly4 refers to the changing needs of an economical and 
industrial civilization.

“Greeting his pupils, the master asked:
What would you learn of me?
And the reply came:
How shall we care for our bodies?
How shall we rear our children?
How shall we work together?
How shall we live with our fellowmen?
How shall we play?
For what ends shall we live?

And the teacher pondered these words and sorrow was in his 
heart, for his own learning touched not these things.”

The six fundamentals of life from the educational point of view 
as stated by Chapman and Count5 a re :

“ 1. Health
2. Family life
3. Economic adjustment
4. Civic life
5. Recreation
6. Religion.”

Educators are now realizing that health education should have 
the first consideration in any curriculum.

Health, particularly social health, is necessary for the attainment 
of a high or permanent civilization.
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It is a truism that our knowledge is far in advance of our 
practice and the application of what we actually know in preventive 
medicine would prevent any such a catastrophy as was presented 
in the last national emergency when we found over one-third of 
our potential defenders disqualified for active service.

No great progress, however, was made against the barriers of 
ignorance and prejudice until about twenty-five years ago and it 
was actually not until 1917 when the World W ar caused our Govern
ment, through military necessity to conserve man power, to formulate 
the so-called American Plan of Venereal Disease Control—an im
portant feature of which was sex education of the youth of the 
land. About the only difference of opinion which exists today is 
when, how, and by whom instruction and enlightenment in social 
health is to be given. One point is certain. “Better a year too 
early than an hour too late.” (Dr. Oker Bloom).

Need for Sex Education

The existence of a vital social hygiene problem due to the lack 
of training and wide spread ignorance is evidenced by the social 
catastrophes commonly seen and the prevalence of promiscuity and 
venereal diseases even among adolescent youths. In giving sex 
education to boys and girls in their teens, in helping to mold their 
character during the plastic period of life and warning them of 
the nature, danger and the results of sex diseases before it is too 
late, we are going to the root of the problem and directly interesting 
these young people for good.

Dr. Exner6 in his study of 948 college men found that:
1. A large majority of boys got their first impressions about 

sex from improper sources before the age of twelve. The 
average age at which 637 men received their first sex im-

• pression was 9.6 years.
2. The ideas received from improper sources have often led 

to some form of sexual practice, most often between the 
ages of twelve and fifteen.

3. Instruction in the past generally has been four to six 
years too late.
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Reaping from the Policy of Silence 
The caption could very well be applied to cases illustrated by 

Figure No. 1 which shows a number of sexual relationships between 
young adolescents. These facts were ascertained through a survey 
conducted by one of the staff of the Division of Social Hygiene of 
the State Department of Health.

SEX DELINQUENCY 
N.Y COMMUNITY OF 1200

♦ c16 JgC JgD 016 91s O ON ON 0 N

♦  MALES FIGURES-AGE * - e  GONORRHEA

O  FEMALES L E T T E R -F A M IL Y  O  SYPHILIS

F igure 1
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A had sex relation with B, a girl of fifteen years of age who 
subsequently was promiscuous with twelve other boys ranging from 
ten to fourteen years of age. The arrows show gonorrheal infection, 
positive laboratory reports being on file in the Department.

A infected B who, it is reported, subsequently infected twelve 
others. The second boy from the left, age fourteen, had intercourse 
with and infected a girl, marked K, age fourteen and another girl, age 
fifteen. Both these girls subsequently had sex relationship as denoted 
in the chart.

Below are two other cases, one a girl of fifteen who had been 
with four boys while the other a girl of ten had had relationship 
with three boys of twelve years of age, one being her brother, 
one of sixteen and a man of forty.

The line in the middle represents odd cases known to have been 
promiscuous in the village.

The case represented by B, fifteen, was an attractive high school 
girl, who lived with relatives considered good Christian people. The 
girl was not allowed out at night but after retiring, she would steal 
out, slide from the roof on to a porch and meet these various boys.

It is not suggested that conditions similar to this are common in 
all communities, but, this is a condition that we know about and 
it is regarded as a high-type village, the people being native-born.

Following is another case :
In a city in the central part of the State, a boy, age thirteen, 

recently was found to be infected with gonorrhea. Upon investigation 
it was found that he became infected from improper relationship 
with a young girl, age nine. Unquestionably the family and society 
share a responsibility for this girl’s infection. A girl, nine years 
of age, is not sufficiently developed mentally to be responsible for her 
moral condition. This girl did not acquire gonorrhea because she 
was immoral but because she was unmoral. She had not yet 
developed the sense of morality.

In another part of the State just after the conclusion of the 
harvesting season, three young men sought excitement and amuse
ment. Not finding it in their home town they went to a neighboring 
city. All three returned home infected with syphilis. One of the 
three on discovering his condition became convinced that it was 
hopeless and that he was a menace to his family. He wrote a note 
to his father and then committed suicide. Another score for the 
policy of silence.
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Responsibility for such occurrences rest not only on the parents 
but on the community. The former should see that adequate sex 
instruction is given to their children and a community that does 
not provide supervised recreational facilities for its young people 
will find that these youths will seek their amusements where guidance 
and control are lacking.

In a medium-sized city recently thirteen high school boys were 
excused from football training because they were infected with 
gonorrhea. When this became known the community became alarmed 
and began to initiate measures to correct the conditions responsible.

A health officer and physician in a rural community in commenting 
upon sexual promiscuity among boys and girls wrote that he had 
delivered a fifteen year old high school girl who named a high 
school boy as the father. Commenting on the case, he remarked 
that the fuel is laid awaiting the torch of sex diseases to set it afire. 
A single example like this ought to be enough to spur all communi
ties to recognize and accept their responsibilities for maintaining 
wholesome and healthful environment for their young people.

It is not my intention to imply that conditions and morals are 
worse today than formerly; mental attitudes towards dress and 
general conduct have changed but group standards are undoubtedly 
higher.

Youths Asking for Sex Education

In response to the question how do we know that our high 
schools (pupils) want this knowledge, Dr. Franklin Barows7 of the 
Department of Education says “we have asked them and they have 
replied candidly, plainly and even emphatically. Heredity stood 
first on their list and sex problems and sex hygiene second.” He 
asks, “is this training too vulgar to receive notice in our schools 
or is it too sacred a matter for a common school to touch.”

Recently the student body of a western university criticized the 
faculty as old and fogyish. One of the reasons being that sex 
hygiene was not given sufficient prominence in the curriculum.

Tangible Evidence of Desirability of Sex Education

Exner has shown that “When it (sex education) has been given 
by parents or teachers it has been helpful even though crude 
and meager. From his group of 676 college men, 91.5 per
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F igure 2

cent received their first permanent impression about sex 
from unwholesome sources; 79 per cent said the effect was 
bad. In another group of 816, 94.5 per cent had received some 
sex instruction from parents, teachers, pamphlets, lectures 
and other wholesome sources. Only 1.2 per cent said the 
effect was bad. This certainly does not support the opinions 
of some objectors that social hygiene instruction has a bad 
effect and a tendency to awaken morbid curiosity.”

At a conference, a physician remarked that he considered that the 
incidence of gonorrhea among the high school group had diminished, 
stating that a few years ago he always had a considerable number 
of boys under treatment which he termed his Sunday school class. 
Now he has but an odd case. It was suggested, and several Venereal 
Disease Control Officers agreed that this improvement was due 
to the strenuous Keeping Fit campaign amongst boys conducted 
by the United States Public Health Service and the State Depart
ments of Health.

We are unable to prove and do not think that sex education



A

is the whole solution in preventing promiscuity and venereal diseases 
but by the numerous letters approving the work of our educators, 
received from teachers and other leaders in the community we are 
satisfied that it has a beneficial influence.
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Presentation

Official agencies direct their attention to the adolescent youth 
not because this is the age that sex instruction should be begun 
but it is the earliest group that it is expedient to meet and to whom 
the subject may be presented in one or two talks. The ideal plan is to 
have sex information imparted by the parents in the home environ
ment. If this cannot be or is not realized it is desirable that sex facts 
be distributed in their appropriate places in various courses in the 
school curriculum. Graded instruction covering a considerable period 
of time is preferable to a more or less blunt dissertation at one 
time. In the classroom this can be done by covering the subject 
in the courses of biology, physiology, psychology, physical education 
and domestic science. The important place that the Church plays 
or could play is appreciated. Practical experience has demonstrated 
that the home, church and school each can play its role in the 
education and guidance of youth, bearing in mind that ignorance 
is not necessarily innocence and that knowledge and ideals form a 
safeguard.

Considering sex education as an important factor in the control 
of venereal diseases, the discussion of the Third Congress of the 
Society for the Supression of Venereal Diseases held at Liepsic 
in 1907 was occupied exclusively with the subject which was con
sidered in elaborate debates from three points of view.

1. Sexual instruction in the home and the school
2. Sexual enlightenment of young persons at puberty
3. Sexual instruction of parents and teachers.

Gonorrhea and syphilis are largely diseases of youth and being 
preventable a high incidence indicates a lack of information or 
ideals on the part of the individuals or community or both. It 
should not be necessary and it is certainly not expedient to have 
youths exposed to and contract diseases, so-called sowing of wild 
oats, in order for them to acquire necessary knowledge. It seems
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about the same as sending troops into battle without previous in
struction with the rifle or in the principles of combat.

SYPHILIS AND GONORRHEA 
DISEASES OF YOUTH

12
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BASED ON aOOO MALE CLINIC CASES

F igure 3

Formation of Habits

The age for sex instruction to be started has been constantly 
lowered as the necessity has been demonstrated. Habit formation 
to a great extent determines the disposition and future out-look 
on life. Habits of health should be acquired early, beginning before 
the school age. The earlier in life that they are acquired the more 
fixed they become and difficult to replace. Good habits can be 
taught, children being suggestible, accept without reasoning if the 
teacher is one to whom they look up. The habits and morals of 
adults are mainly the result of habits formed in early life. William 
James8 expressed it well:

“Could the young but realize how soon they will become 
mere walking bundles of habits, they would give more heed 
to their conduct while in the plastic state. We are spinning 
our own fates, good or evil, forever to be undone. Every
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smallest stroke of virtue or of vice leaves its never so little 
scar.”

Self control upon which we expect to place so much weight in 
later years has its beginnings early.

Recreation: A  Factor in Building Self-Control
The place that the playing field forms in social education is now 

being recognized. The Duke of Wellington’s remark that the battle 
of Waterloo was won on the playing fields of Eton is apparent when 
we realize that in play, self-control, the main formation of character 
is developed, besides good sportsmanship, fairness, honor, law, order, 
loyalty, idealism and physical development. But it was not physical 
development that caused Wellington’s thin red line to stand against 
Napoleon’s repeated attacks to break through.

It is not the object of this paper to state how sex education 
should be presented. These few remarks are mainly to point out 
that social education does not consist merely of acquiring some 
anatomical knowledge, some hygiene and pathology but that it is 
a deep and many-sided question. Psychologists believe that one 
of the main causes of functional mental disturbances that affect 
so many men and women is to be found in erotic complexes. Facts, 
that is to say, scientific knowledge must always be the surest protec
tion of adolescents. Ignoring facts leads them so often to neuras
thenia, perversion, vice and disease. Fernald in his laboratory at 
the Massachusetts Reformatory at Concord has found through his 
psychological studies that the vast majority of the population there 
consisting as it does of boys and young men, started their criminal 
careers through misuse of the sex instinct. They first found out 
they could perform this act and being able to conceal the fact, getting 
away with it led them gradually to other offenses and finally to a 
criminal career. By pointing out to the prisoner the fact that this 
error was responsible for his final condition he has been able in 
some cases to get a favorable reaction leading to self-reformation.

State Department’s Constructive Educational Program
We believe that the intelligent training and guidance of youth in 

regard to sex may reasonably hope:
1. To overcome ignorance, misinformation and superstition 

regarding sex among boys and girls
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2. To give children a sound biological, psychological, soci
ological and economic basis for understanding and inter
preting the erotic impulses

3. To assist adolescents in controlling their emotions sublimat
ing their racial instinct

4. To aid youths in a wise selection of mates, marital happi
ness and the training of their children for the next gen
eration of homes.

It is apparent that every phase of such a program directly or 
indirectly tends to decrease the incidence of venereal diseases. The 
crystallizing of public opinion for a single standard of morality, the 
stimulating of individuals to participate actively in the educational 
work and the building of character in adolescent youths is being 
accomplished.

Social hygiene education is not untried or experimental. Educa
tors have studied this intricate and complicated problem for many 
years. As a result of their intensive researches and extensive ex
perimentations they have discovered certain principles which have 
been incorporated into a sane, comprehensive and practical program. 
The racial urge plays a tremendous part in determining the happi
ness or unhappiness of young people. It is the supreme privilege 
and the grave responsibility of parents and educators to assist their 
children to understand, appreciate and use this fundamental instinct 
so that they will become the best possible men and women, husbands 
and wives, fathers and mothers—citizens.
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SOCIAL ASPECTS OF THE TREATMENT 
OF DIABETES*

AGNES H. SCHROEDER
Case Supervisor, Lakeside Hospital, Cleveland, Ohio

The social worker in the Diabetes Class aims to make alive and 
personal for the dispensary patient the treatment of diabetes, and 
to help him in making those adjustments to the requirements of the 
treatment and to life, which will enable him to work regularly and 
to live fully. In order to accomplish this she has intimate contact 
with the patients, both in the clinic and in their homes, using com
munity resources at every point.

In the clinic or class her aim is to create an atmosphere of in
formality, warmth, _ friendliness, encouragement, and helpfulness. 
A bright and cheerful room with pictures on the walls and magazines 
on the table adds to the attractiveness of the class meeting. Every 
new patient is received by the social worker and is started by her 
on his career as a member of the class. As the new patient has been 
referred by one of the other clinics some social data is already in 
the possession of the Dispensary. The social worker supplements 
this sufficiently to enable her to determine whether the new patient 
is able to secure the diet and to adhere to the treatment. She ex
plains briefly and simply the chief characteristics of the disease, 
describes the class routine and the patient’s part in it, and the need 
for continuous attendance. In this way the worker lays a foundation 
for follow-up work and for social adjustments as they become 
necessary.

Follow-up form letters carefully worded are very useful. If, 
however, a patient does not return after receiving two or three it has 
been found that a personal letter, in which the importance to him 
of faithful adherence to the treatment is pointed out, and help is 
offered in making arrangements to attend, has been effective. The

♦Read before the Cleveland Meeting of the Eastern Central District of the
American Association of Hospital Social Workers, May 16, 1925.
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worker’s time is thus conserved for case work and follow-up where 
all letters have failed.

Social Case Work is carried on with the patients in the Diabetes 
Class as the need arises. Both the slight service and intensive record 
forms are used, though in actual practice the intensive record has . 
been greatly out-numbered by the slight service.

The foregoing program is possible only with the complete con
fidence and true co-operation of both doctor and dietitian. The 
personality of the doctor is of vital importance to the success of the 
class. He must be liked by the patients and have their confidence; 
he must be truly interested in the class as a group and in the individ
ual patient; and he must be regular in attendance and dependable or 
the patients will fail to come promptly and regularly. The doctor 
should be able to teach, to get ideas over in ways comprehensible to 
the patients and to exercise great care in the choice of the words he 
uses in his explanations. This is an art in itself and of primary 
importance in group treatment. The doctor must create a healthy 
spirit or morale in the class which will stimulate the patients to 
adhere to their diets; yet he must not be too severe or stern. A 
light touch with a friendly and sometimes humorous approach has 
been found to be effective. Lastly, he must be patient, and willing 
to give freely of his time.

The co-operation of the doctor, dietitian, and social worker is 
promoted by frequent conferences for the discussion of the individ
ual patients, each contributing his knowledge of the patient to the k
working out of a plan for him. It is especially important that the 
dietitian and social worker confer at least weekly to exchange infor
mation gained in their visits and to plan visits for the coming week.
It gives a poor and confusing impression to the patient in his home, 
if both the social worker and the dietitian drop in on him the same 
day, neither knowing that the other was coming.

The social worker can be of help to the dietitian in securing good 
interpreters when there are patients with little or no knowledge of 
English. Social information regarding the income, employment, or 
family of the patient can be transmitted to the dietitian and be val
uable to her. Where the patient or his family appear to be finan
cially unable to provide the diet the social worker can alleviate this 
situation by a study of the income and expenditures to determine 
whether some adjustment would enable them to buy the diet, and 
if not, by enlisting aid from some individual known to the family



or from a social agency. In conveying to the dietitian what she has 
learned about the personality of the patient, the social worker can 
be of assistance in enabling the dietitian to modify her approach 
to the patient and to adapt her instruction to his capabilities and 
temperament. Cheerful acceptance of the diet on the part of the 
patient and an inclination to carry it out from the first are import
ant to successful therapy, and depend largely on the manner of 
presentation. The dietitian’s resourcefulness, ingenuity, and skill 
come into play during her home demonstrations, in showing the 
housewife how to use available utensils and equipment in the prepar
ation of the diet, and how to work the patient’s diet into the family’s 
menu. She can also help the social worker by being willing to ex
plain the diet of individual patients to representatives from other 
social agencies working with these patients, and giving them copies 
of the diet lists.

The Diabetes Class affords the social worker an excellent oppor
tunity for the study of character because all the individuals in the 
group are afflicted with the same disease and have at least one com
mon problem to face, namely, to live on little money.

We might almost say that Shakespeare’s seven ages of the life 
of man are represented in the Diabetes Class. Certain social prob
lems have appeared to be somewhat characteristic of certain ages 
in the four years during which classes have existed at Lakeside 
Hospital. ,

Where the diabetic is a baby the chief problem lies in the edu
cation of the parents in regard to diet and methods of good manage
ment. The latter is of especial importance when the diet of the 
child differs so widely from that of a normal child and gives so 
many opportunities for disobedience and friction.

In the pre-school and school child the problem is still largely 
with the parents, but the child begins to assert himself and must be 
reckoned with. Elizabeth, age seven, never accepts anything to eat 
except what her mother gives her and even refused ice cream at a 
large Christmas Party where she was in the midst of several hun
dred children and separated from her mother. On the other hand, 
Margaret has tantrums when food not in her diet is refused her, and 
her mother gives in.

The adolescent boy or girl, whose natural tendency at this time 
is to strike out for himself, despises authority and the advice of

232 Treatment of Diabetes
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adults. He does not apply the experience of others to his own case. 
The youth does not like to be conspicuously different from other 
boys nor to take precautions in regard to his health. It irritates 
him when his mother fusses over him and worries about him. Joe, 
a high school graduate, sojourned three times in the hospital before 
he finally understood why the diabetic routine must be embodied in 
his schedule and that his life need not necessarily be hampered by it. 
When his confidence had been gained by long talks with the social 
worker and a doctor he liked, and when he felt he was understood, 
the shy, taciturn lad spoke freely of his ambition to become an artist. 
He was given the opportunity while in the hospital to use his im
agination and his colors in making posters for the other diabetics, 
and on his discharge was put in touch with night classes conducted 
by teachers from the Art School. Since then Joe has never wavered 
as far as his diet is concerned, and has led a contented and satisfied 
life.

The single man and woman living away from home often find 
difficulty in making a necessary adjustment to diet. Rooming houses 
and restaurants do not afford special diets nor the facilities for 
preparing them. Our experience with the single woman has been 
limited to two individuals, while for some reason or other single 
men have been numerous in the Diabetes Class. Imagination and 
persistence are needed to find someone to take care of the patient. 
Sometimes a sympathetic landlady has agreed to prepare the diet 
and in one instance the patient himself found a restaurant where 
the vegetables were unthickened and unsweetened, and where he 
was given special consideration. In other instances relatives, friends, 
and employers have helped. The single man who is a diabetic treads 
on rather thin ice as he often has no one on whom to rely in an 
emergency.

The young married man or woman usually takes very seriously 
the treatment of diabetes. There are the responsibilities of the fam- '  
ily which the patient can shoulder provided that he takes good care 
of himself. One of the problems usually to be met is planning for 
the care of young children while the mother attends the class, either 
for herself, if she is the patient, or for her husband. Sometimes _ 
arrangements for attendance of the patient can be made with his 
employer. Budget study and re-adjustment to allow for the ex
pensive diet are sometimes necessary. One of our most serious

i
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problems is that of the mother of a bright eight year old boy, whose 
husband is a salesman of soft drinks addicted to gambling and 
drinking. Mrs. B’s standards of living demand that her house be 
comfortably furnished, that there be plenty of money for living 
expenses, and no debts. She has become very much discouraged 
because her husband has spent his wages ahead of time in treating 
people and gambling while on his route, with the result that the 
family have incurred debts for clothing and food as well as a 
rather large debt to a former employer. Mrs. B neglects her diet 
and often fails to buy insulin because of discouragement and because 
she does not wish to ask for credit. Both the Associated Charities’ 
visitor and the social worker in the Diabetes Class have tried to 
persuade Mr. B to mend his ways for his wife’s sake; they have at
tempted to show Mrs. B that her health is of primary importance 
to her and her son, whether her husband reforms or not. They have 
sought the aid of the priest, the employer, and the family’s friends 
and are still struggling with the problem.

The man or woman in the prime of life or just a little beyond, 
with grown up children, single or married, presents a somewhat dif
ferent problem. When our patient has been the mother she has 
usually had solicitous attention from her daughters who have ac
companied her to the class and helped her with the diet. This often 
occurs in the case of the father also. With him, however, a tendency 
to feel that he has done his life work and may retire, must be com
batted. Often he has never been ill before and is so impressed with 
his present illness that he believes he will be incapacitated for life. 
Patience, many explanations, and encouragement are necessary to 
get him back to his former work or to other employment more suited 
to his abilities.

In January, 1924, Mr. A, age forty-one, and in the hospital the 
second time for diabetes, feared he would be unable ever to work 
again. Before coming to the hospital he lived in a rooming house 
because he and Mrs. A were separated. His married daughter, 
Elizabeth, lived in the East, and Florence, eleven, lived with her 
mother, and came often to visit Mr. A. The problem before him 
was one of a long convalescence, involving his maintenance, his 
savings being gone, and the preparation of his diet. The visitor 
from the Associated Charities and the hospital social worker helped 
him to solve it in the following way:
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They discouraged him from accepting the invitation of a married 
sister in a New Jersey town to visit her, thus avoiding a break in 
medical care and diet, dangerous to a severe diabetic. The Asso
ciated Charities visitor obtained the consent of Mrs. A to let him re
turn to her, and both workers and Florence convinced him of the 
appropriateness of this plan. The Associated Charities gave suf
ficient relief to meet the budget, including his diet, by supplement
ing Mrs. A’s earnings. The Diabetes Class dietitian went into the 
home to supervise the diet and to instruct Florence in its preparation. 
The hospital also furnished him with insulin. The visiting nurse 
gave bedside care every other day.

Improvement was gradual but steady and by November, ten 
months later, he was physically able to do light work and had 
screwed up his courage to try it. For several months he worked 
sorting clothes in the Goodwill Industries, but a few weeks ago, 
after more encouragement from the doctor and social workers, suc
ceeded in finding a factory laboring job at which he is still employed.

We come at last to the aged man and woman. Some of our old 
ladies have reminded us very much of Hugh Walpole’s characters so 
sympathetically portrayed in his recent novel. The old person is apt 
to feel that he is not wanted and that death might as well come now 
as later. The worker can sometimes bring about a better feeling on 
the part of relatives, toward the patient, where a misunderstanding 
has existed. At other times a question of maintenance enters in and 
the possibility of institutional care or its alternative must be con
sidered. Again, the patient may be able to do some kind of light 
work which we all know is not easy to find, especially for an older 
person.

Mrs. E, aged sixty-one, was sad, lonely and discouraged after 
almost four months in the hospital. The doctor had said she could 
not return to her former work as a ward helper, but must find 
something light. Mr. E  had been dead many years, and as Mrs. E 
was not on good terms with her brother and sisters, she had been 
living in a dingy down town rooming house. She had four hun
dred and fifty dollars in the bank, and was afraid it would dwindle 
away and leave her penniless. After many long talks, during which 
efforts were made to encourage her to take one step at a time, she 
finally consented to rent a room if one could be found for her. She 
was soon moved into an airy room in a residential neighborhood,
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where her landlady, a practical nurse, was interested in her diet 
and let her prepare it in the kitchen. A niece, the daughter of her 
well-to-do brother, was consulted, and said that Mrs. E had always 
been queer, sensitive, and quarrelsome. The brother, when asked 
by his daughter said that for the time being he would contribute 
twenty-five dollars a month toward her support.

In order to provide for the future, Mrs. E applied for admission 
to a home for invalid women, hoping that by the time her turn to 
enter would come, she would have saved the seven hundred dollars 
admission fee. Above all, she wanted to work and be independent.

By a fortunate coincidence an ideal situation was found for her, 
caring for an eight year old boy, whose mother was employed in 
an office. Mrs. E ’s employer provided two meals a day and found 
a room for her on the same street. Thus she was able to maintain 
herself and buy clothes out of her earnings and to save the money 
given her by her brother. The work was light and afforded her the 
opportunity to be alone almost all day, and brought her besides, the 
affection of Jimmy who grew very fond of his Aunt Jane. Her 
courage returned to her because she was useful again and had found 
an interest in life. In the seven months during which she has 
been working she has been able to save money and has now a little 
more than seven hundred dollars in her savings account.

Some of our diabetic patients have faced other kinds of problems 
than those already mentioned. Adjustments have been made by 
patients who have had another physical disability in addition to 
diabetes, such as tuberculosis or optic atrophy. One patient became 
a malingerer after he had injured his leg at work, insisting that the 
sores which continued to appear on it two or three years later were 
due to the injury. Two mental problems have confronted us, one 
a feeble-minded boy and another a child with a psychopathic father 
and a mother apparently headed that way. A patient with a difficult 
property situation, several non-residents, and others where occu
pational therapy was secured, have also been under our care.

All these and other examples show that case work with diabetic 
patients presents as great a variety of social problems as case work 
in other fields. These patients have not only to adjust themselves 
to the treatment of the disease, but also to cope with the vicissitudes 
of life for which they are to a degree at least, disadvantaged.
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THE EFFECTS OF PHYSICAL HANDICAPS UPON 
PERSONALITY*

LAWSON G. LOWREY, A. M., M. D.
Cleveland, Ohio

Since there are many ways in which this subject may be ap
proached, it becomes necessary first of all to establish the limits 
of this discussion. In general, there are two ways in which physical 
handicaps may react upon personality. The first is the direct effect 
upon the personality established by the loss, whatever that may be. 
Personality has been defined as the sum total of individual character
istics which makes one person distinct from another. From this 
point of view the individual is to be considered as a physical and 
mental organism reacting constantly to a series of environments. 
In a consideration of personality it becomes necessary to study 
not only the individual as a reacting organism, but the situations 
to which the organism must react. Our social life is ordered on 
the basis of a complete or normal individual capable of reacting 
to the various situations with which he is confronted because of 
individual or social needs. When, therefore, the individual suffers 
a physical handicap, we have a direct loss in the reacting mass, 
which means a direct loss in social relationships, and this, under 
ordinary circumstances, means a diminished efficiency in these social 
relationships. Such direct effects may be seen in various types of 
handicap affecting either the nervous system or some other system 
in the body, and finding expression in diminished intelligence or 
diminished muscular efficiency. In general, these effects are so 
well known that it seems undesirable to discuss them here. For 
our purposes then we shall limit the discussion of the effects of 
physical handicaps upon personality to those indirect effects which 
represent the reaction of the individual to the deprivation in self
expression, including the economic limitation caused by the handicap.

*Read before the National Conference of Social Work, Denver, Colorado,
June 10-17, 1925.
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Two fundamental drives in personality are of importance in re
lationship to this indirect effect. The first is the drive for self
expression by which the individual attempts to set himself up as a 
complete, independent personality; the second is the drive to conform 
to the standards of the group, an expression of the disputed herd 
instinct. These two drives, for independent expression of individ
uality and for conformance with the standards of the group, are 
frequently in conflict, and if the conflict is a severe one we are 
apt to get socially unacceptable behavior. When the drives rein
force each other, we always have socially acceptable behavior, inas
much as the expression of the individuality then takes lines acceptable 
to the group standards. Our handicapped individual is handicapped 
both in his drive for expression of his total individuality, and in his 
drive for conformance to group standards. Several types of re
action are then possible.

By compensatory development in other fields of activity than 
those proscribed by the physical handicap the individual may become 
a self-respecting, self-supporting social unit, who makes his own 
way despite or indeed, in many cases, because of the handicap. Many 
examples at once occur to mind of individuals who have “ found” 
themselves under the spur of their handicap.

Again the individual may succumb to realization of his great 
personal difference from the group and his inefficiency by com
parison with the non-handicapped members. In such instances we 
have the self-pitying type, who make no move to aid themselves, 
but instead often spend their time and energy in blaming other 
people for their situation. Such individuals not infrequently develop 
a certain paranoid trend, feeling that they are imposed upon and not 
fairly treated by others. They become suspicious of people and of 
the situations with which they are confronted. Such a reaction is not 
at all uncommon in deaf people, for example, who frequently feel that 
other people are talking about them and in various ways making 
difficulties for them. This sometimes amounts to an actual psychosis 
which has been described by Kraepelin as “psychosis of the deaf.” 
In this instance we have to do with an over-compensatory mental 
reaction to the handicap of deafness which may lead on to a more 
serious mental state as indicated, though the latter outcome is rare.

Where self-pity becomes an outstanding reaction, we have the 
individual who feels “the world owes him a living,” and these are 
apt to be very querulous, difficult people indeed. Such people delight
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in being helped, since this satisfies their drive for attention, which 
is accepted on the infantile level. Precisely similar situations are 
encountered in ‘‘nervous invalids”, who often have no physical handi
caps. A pernicious factor in the continuance of such a cycle of 
dependence lies in the ego-gratification of the people who, by con
tributing their nickels and dimes to the handicapped beggar, thereby 
achieve a comfortable feeling of their own superiority in an effort
less and non-constructive fashion. Some, of course, will regard 
this as an expression of the innate goodness and sympathy of humans. 
But here, as elsewhere, the greatest altruism lies in helping others 
to help themselves.

The situation seems somewhat different when we consider the 
socially objectionable behavior of the physically handicapped, but 
fundamentally we have the same reaction directed in another chan
nel. The same feeling of inferiority to the group is present, but 
there is a determined drive to overcome the handicap; the methods 
chosen being for one reason or another not socially acceptable. The 
non-acceptability of these methods only increases the feeling of 
group-difference, and leads as a rule to further efforts at compen
sation. As is frequently true, the effort at compensation results in 
over-compensation, and over-compensation in the psychological 
field to feelings of inferiority usually results in socially unacceptable 
behavior. So it is in the case of the handicapped person 
who cannot accept the reality of difference from the group 
without ego-striving. When there is combined with this over
compensatory striving a revenge motive (an emotional drive to re
pair the damage to the ego by damaging other egos) the anti-social 
nature of the behavior becomes more marked. Even the irrita
bility of the handicapped represents fundamentally a rejection of 
the differences between himself and the non-handicapped members 
of the group.

Chance may determine the nature of the objectionable behavior, 
or it may be determined by the very nature of the handicap itself, or 
it may be determined by the lack of abilities in fields other than 
the one handicapped, which might be utilized for normal compen
sation. In many cases all three appear to enter into the production 
of the behavior. But back of the behavior there always appears 
to be an attempt to overcome the feelings of inferiority to the group.

In some instances the handicapped person is outwardly humble 
and grateful for gifts bestowed, while inwardly raging that the
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necessity should exist, and scorning the givers. Again, some feel 
poorly repaid by gifts for the pity shown by the givers; here we 
have again a rejection of the inferiority imposed by the handicap.

Perhaps the ideas set forth will be clarified by a few examples. 
The best instance of a handicap acting as a spur which I recall is 
that of a man whose history I know only in part. As a youth he 
was a “wild one”, a rover, and delinquent. In one of his expeditions 
he had both arms cut off above the elbows. This was the starting 
point of his reform. He now has a prosperous business, is able to 
carry on all sorts of activities, including driving an automobile, by 
means of mechanical devices attaching to the stumps and invented 
by himself, and is very active in boys work, having been at one time 
a juvenile court judge. To be sure, he might have done even more 
without his handicap, but he himself seems to feel that it “was the 
making of him”.

As an example of socially unacceptable behavior, there is the 
case of a boy of seventeen charged in the juvenile court with the 
theft of $10, the only theft known to the court. At six this boy 
had infantile paralysis, which left him with paralysis and under
development of the left leg and arm. The income of his widowed 
mother was low, and the family had a difficult struggle to make ends 
meet. The boy began such work as he could do after school hours 
at an early age, and, though not very competent, earns a small 
amount each week. Though not high-grade intellectually, he had 
continued in school where his progress was very slow.

According to his own story his stealing covered a period of years. 
Finding that he could not run and play as they did, the boys, he 
said, didn’t want him around and ran off and left him alone. But, 
he said, he discovered that if he had money he could always have 
companions (the victim of inferiority feelings usually tries to “buy 
his way” ). Money was not easy to come at, but it could be had 
from a friendly store-keeper’s till by theft; and to theft he resorted. 
His peculations were never at any time great, but through them he 
had companions. This kept up for a long time. For about six 
months he had been friendly with an older man, the first who ad
mitted him to full companionship, it would seem. Apparently this 
man used him chiefly as a source of money, but he did spend part 
of the money on the boy and took him about wherever th e . man 
went. The sums asked by the man increased, and it was a letter
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about the stolen $10 which led to the uncovering of that theft and 
the court appearance.

Here we have a normal striving for companionship and group 
equality which could not be realized because of the handicap. A 
faulty method of acquiring companionship (by money purchase— 
all companionship is purchased in one way or other) depended on 
the absence of other abilities, and was partially blocked by the handi
cap. Hence the resort to socially unacceptable behavior.

Examples could be multiplied, and many other types of behavior 
set forth, but these seem to illustrate the major points. We must 
remember that the handicapped person has the same drives for suc
cess and position, for amusements and enjoyments, for love and life, 
as has the non-handicapped, and that consciousness of inferiority in 
competition in one or all of these fields is a powerful psychological 
factor in his life. The safest and best way to combat this psycho
logical factor is by helping him to help himself, in spite of handicaps, 

* to become an acceptable member of society, even though it be on a 
low level of achievement.
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A PSYCHIATRIC CASE STUDY

MRS. W ILLIAM  H. ROSENTHAL
Director, Psychiatric Social Service, The Psychopathic Institute 

O f the Jewish Hospital, Cincinnati, Ohio

Social Case Work has undergone a great change in the last 
few years. It has become intensive, rather than superficial, con
structive, where it has been palliative. The worker, who formerly 
was content to relieve a situation and to provide temporary measures 
only, now has the bigger job of digging deep down below the 
surface, to find the underlying cause of the trouble, and of doing 
constructive work toward rehabilitation. To this new departure 
we give the name of Psychiatric Social Service. The following 
case report, the writer believes, shows clearly what can be accom
plished with intensive psychiatric social service.

In March, 1920, Mary, a girl of seventeen reported to the 
Neuropsychiatric Clinic of the Medical Dispensary of the United 
Jewish Social Agencies for the first time. She complained of being 
nervous and of having violent headaches. The latter had persisted 
for nearly a year and were so severe at times as to unfit her for 
work. The patient told the following story:

About a year prior to her visit to the Clinic she had had a severe 
fright. Her father, a nervous, quick-tempered man, came home 
one afternoon and found his wife out. They had quarreled that 
morning, and the wife had threatened to leave. The husband natur
ally decided that she had kept her word, and in consequence became 
greatly excited. He broke the furniture, threw things around and 
threatened to kill himself and his family. Mary became terribly fright
ened, and according to her statement, experienced a violent headache, 
which continued from that time on. She began to have bad dreams, 
especially of kidnaping and killing. The slightest noise awakened 
and frightened her, and when thus frightened, she always insisted 
upon having her mother sleep with her. The patient also confided 
to the psychiatrist that her hair worried her a great deal. A few

242

S



Mrs. W. H. Rosenthal 243

years before a fever had caused her hair to fall out. The hair 
had grown back to a certain extent, but there were still some bald 
spots, and she was compelled to wear a wig.

A thorough physical and neurologic examination was essen
tially negative, except for the fact that the tonsils were enlarged. 
The mental examination, however, revealed a very interesting state 
of affairs. The girl gave distinct evidence that she was suffering 
from delusions of persecution, ideas of reference and hallucinations 
of both a visual and auditory type. The delusions centered around 
a fear of being attacked by men. This delusion was so real that 
the patient had created a scene, one day, in a prominent business 
section of the city. She had screamed and accused an innocent 
passerby of following her and trying to attack her. She admitted 
to various other morbid fears, such as being afraid of sleeping 
alone, of the dark; also she stated that she had a particular aversion 
to negroes. In addition the girl was beginning to develop a typical 
shut-in-type of personality, refusing to associate with girls of her 
own age. Her only companion was her mother to whom she clung 
desperately. At times she seemed jealous even of her mother.

The impression given as a result of this examination was that 
the girl was distinctly of a paranoid personality, and that she possibly 
was developing Dementia Praecox. The recommendation made 
was that she be turned over to the Psychiatric Social Worker and 
watched closely. The case was assigned to Miss Smith, who began 
an immediate and intensive work.

She discovered that the constant worry about her appearance 
was to a great extent responsible for her shunning other girl’s 
society, thus explaining the loss of recreation, and the possibility of 
normal emotional expression. Miss Smith believed that such self 
consciousness was one of the underlying causes of her nervousness, 
and she set about to remedy it. She arranged for scalp treatment, 
and at the same time encouraged the girl to put aside a little money 
with which to buy a better wig. Miss Smith also paid a visit to 
the store in which the girl was employed, and was told that she 
was bright, pleasant and in line for promotion. Mary was so 
responsive to the interest in her that Miss Smith went to see her 
regularly, and also had her as a frequent visitor at her own home. 
She encouraged the girl in every way to come to her when she 
felt the need of companionship or counsel. Many visits were made
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to Mary’s home where intimate talks were held with the mother, 
whom the worker found very co-operative.

Although Miss Smith watched the case closely for several months 
and saw that the girl’s condition showed some improvement, she 
was not satisfied that she had found the whole cause of the trouble. 
Then one day Mary reported at the clinic in an hysterical condition. 
She stated that the night before she had gone to bed at the usual 
time and had fallen asleep promptly. She awakened suddenly and 
sat up in bed. There at the window were two negroes with revolvers 
in their hands. The one stepped in through the window (Mary 
sleeps on the first floor) and told her to be quiet or he would shoot. 
Terribly frightened, she jumped from her bed, ran to the door 
and shouted loudly for help. Her parents, who sleep on the third 
floor, hurried to her but could see no one. Careful examination 
of the premises failed to reveal any evidence that an attempt had 
been made to enter the house. In spite of this, the girl clung 
to her story and flatly refused to go home from the clinic, and it 
was only after much reassurance and persuasion, and the promise 
that her mother would not leave her, that she consented to do so. 
That night, the worker feeling uneasy about the girl, went to her home 
and although it was long past the dinner hour, Mary and her 
mother were just coming down the street. The mother told of 
her difficulty in bringing the girl home. The father, who was at 
home, talked to the worker for some time and his daughter’s condition 
was explained to him. He promised to help in every possible way, 
signifying his willingness to allow his wife to sleep with the girl. 
Miss Smith felt sure that a great deal of the trouble could be traced 
to the father, in spite of his apparent willingness to co-operate.

The house in which the family lived was situated in a very 
lonely neighborhood, high up on a hill, past the railroad tracks. 
There were few lights in the house, and an air of gloom and 
depression, to say nothing of disorderliness and filth, prevailed. 
Miss Smith insisted upon having the house lighted better and the 
girl seemed a little less frightened when this was done, although 
she clung to Miss Smith and was loath to have her go. Mary 
telephoned the worker early the next morning to tell her that she 
had slept well, but was still too nervous to return to work. She 
promised to do so the following day. Accordingly, Miss Smith 
visited her at her work the next day, to find that the girl had
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been transferred to another department where she had little to do. 
She was apparently dissatisfied with her position.

A few weeks later Mary came again to the Clinic. She reported 
that she was still nervous when at home, but felt well away from 
there. She confided to the psychiatrist that she had always been 
afraid of negroes, especially since the family lived in the south, and 
that where they now lived there were negroes who passed their house 
constantly.

Just at this time the father of the girl telephoned the worker and 
asked for an interview. He came to Miss Smith’s home, and 
complained bitterly of his wife and daughter, threatening to leave 
home unless conditions improved. He admitted having a terrible 
temper, but claimed that he had always made good money and 
was willing to give his family anything. He also stated that since 
his mother-in-law had paid the greater part on the house, his life 
had been unbearable.

From time to time Mary would complain to the worker of 
her throat, but she still refused to go to the hospital for tonsil
lectomy. Miss Smith, feeling that she would be greatly benefited 
by the operation, made all arrangements for it, then called for 
the girl and took her to the hospital before she had time to realize 
wrhat was being done to her. Mary’s hair had been growing nicely, 
and as the bald spots were covered, the girl consented to leave her 
wig at home.

While Mary was at the hospital, her mother told Miss Smith 
what she thought was the real cause of the girl’s nervousness. She 
stated that on one occasion when she was ill at the hospital, the 
father had tried to assault her daughter. As a consequence, the 
girl was in mortal dread of him.

Mary made a quick recovery after the tonsillectomy, but was 
anxious to remain away from home as long as possible.

A short time after the girl’s return home Miss Smith visited 
her and found her looking and feeling well. Her hair had grown 
remarkably, and worker asked her to do away with the wig. This 
she did not want to do, and it took several hours of persuasion 
before she finally consented to destroy it. The girl told Miss Smith 
of her desire to go to Camp for a short time and the worker 
promised to make arrangements.

Several nights later, Mary telephoned and asked to be allowed 
to come out immediately, stating that it was urgent and that she
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wanted to see Miss' Smith right away. Both she and her mother 
arrived a short time later and told the following story: The father 
had not been contributing regularly toward the upkeep of the family. 
He had been mistreating both Mary and his wife, and had been 
incurring many debts. He had installed electric lights, ordered 
screens for the house, with no money to pay for them. The mother 
stated that as a young man her husband was supposed to have had 
some mental trouble. She also said that one of his nieces was 
in a sanatorium. He refused to work, stating that his rich brother 
should support him. Mrs. Brown further stated that she could 
not go on as things were, and asked to have the matter taken up 
with the Case Department of the Organization. This was promised. 
The mother admitted that there was a ' great improvement in her 
daughter’s condition, but feared for her well-being with conditions 
as they were at home. The girl worried constantly about her 
because her father threatened to kill her. For the next few days 
the family kept Miss Smith busy. Visits to the home, and individual 
interviews were interspersed with telephone messages. Although 
mother and daughter complained bitterly of Mr. Brown, they did 
not want interference from the Case Department, particularly when 
they were told that the matter would have to be taken to court. 
Mr. Brown continued to threaten his family and kept them in a 
highly nervous state. Miss Smith insisted that he consult a psychia
trist. This was a difficult matter to accomplish, as the man claimed 
that there was nothing the matter with him, and that it was his 
family who was at fault. Finally, after many interviews, Mr. 
Brown did consent to pay a psychiatrist a visit. Nothing was accom
plished, however, as he flatly refused to have any tests made.

Mary continued to telephone Miss Smith, but little could be 
done for her. As a last resort, an officer was sent in to see Mr. 
Brown and threatened him with arrest unless he behaved. This 
seemed to have some effect; Mr. Brown thoroughly frightened, 
promised to behave if the case were dropped. Mrs. Brown signified 
her willingness to give her husband another trial. Mary was sent 
to the Girl’s Camp for two weeks. During her absence an effort 
was made to get her into a working girl’s home. This was not 
successful. All was serene apparently for a short time, but when 
the worker visited the home one day she found the father out of 
work, the mother completely worn out, and the children, who had 
never been taught to do anything for themselves or their mother,
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trying to manage the situation. Mrs. Brown again asked Miss 
Smith to take the matter up with the Case Department, stating 
that she would do what she was told. She was particularly anxious 
for help, as she felt that Mary was not as well as she had been. 
Her headaches were returning, and she had had a recurrence of 
one of her old spells.

Mr. Brown’s brother also called on Miss Smith the same day 
and told her that he would be willing to help the family, in order 
to keep the case out of court. He proved to be very unreliable, 
however, for many appointments were made with the worker that 
he did not keep. The case finally ended by his refusing to give 
any assistance whatsoever.

When the test came, Mrs. Brown again refused to swear out 
a warrant for her husband’s arrest, and so matters continued as 
they had been. The worker now refused to do anything, and felt 
that wholesome neglect was what the family needed. Accordingly, 
no visits were paid to the home for several weeks, and telephone 
calls were disregarded. Miss Smith did not like to have to resort 
to this, but felt that only in this way would the mother take 
definite action.

Within a week or so Mary again appealed to Miss Smith, telling 
her of the miserable state of affairs at home. She said that she 
was unable to do her work and that she had consequently been 
transferred to another department where she received less money. 
She also said that one brother had been taken to the hospital with 
typhoid fever, and that her mother was ready to do as she was 
told. This time the mother proved to be in earnest, and had a 
warrant sworn out for her husband’s arrest at this time. Mrs. 
Brown was compelled to leave home temporarily, as her husband 
made various threats on her life.

In order to avoid further trouble, Mr. Brown was taken to 
the General Hospital for observation until the trial. The observa
tion failed to reveal anything abnormal, as the man proved to be 
very quiet and submissive and caused no disturbance.

When the case came up for trial Mr. Brown was ordered to 
stay away from the home and to contribute weekly toward the 
support of his family. Again Mrs. Brown weakened, and when 
her husband pleaded for another chance, she decided to give it 
to him.

The case was dropped because of lack of co-operation on the
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part of the wife. However, a few weeks later, Mary herself took 
up the matter and went to court as witness. The father did not 
plead to be taken back this time, and the family had a spell of quiet. 
The mother, completely worn out, had an attack of articular rheuma
tism. Her family was cared for by the Organization, with Mary 
reporting to Miss Smith.

All these months Miss Smith kept in constant touch with the 
girl. With the father out of the city, and conditions quiet at 
home, Mary began to show definite improvement. She was trans
ferred to another department, where she worked, and was given 
a raise in salary. All in all she seemed perfectly content.

The mother, after a short time, was able to give the proper 
attention to her home, and with a regular income (which the 
organization supplied), all strain and worry were lifted. In addi
tion to the bettering of home conditions, Mary found a congenial 
girl friend and enjoyed her leisure hours with her.

Adjustment is complete at the present time. If the girl had 
remained unadjusted, her paranoid traits would no doubt have 
become more and more pronounced, and sooner or later she would 
have had to be institutionalized.

Mr. Brown is still out of the city and has no contact with 
his family. Mary is now working at the Telephone Exchange and 
needs practically no supervision. However, the worker still keeps 
in touch with the girl, and her last report, was that Mary was 
enjoying perfect health. She has received a raise in salary, and 
told Miss Smith that she had had the living room and dining 
room repapered. Last and most important of all developments, is 
that she is engaged to a steady young foreigner whom she expects 
to marry within a short time.

The above case report, the writer believes, shows clearly what 
can be accomplished with intensive psychiatric social work. The 
successful working out of this case could never have been con
summated if the worker had been compelled to handle a number 
of other cases at the same time. This case took the greater part 
of the time and thought of one worker for a period of three years.
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THE RESPONSIBILITY OF THE COMMUNITY IN 
REGARD TO THE PREVENTION OF JUVENILE 

DELINQUENCY* .

ETH EL MacLACHLAN  
Judge, Juvenile Court, Regina, Saskatchewan

The child, during the formative years of his life, is so suscep
tible to surrounding influences, that the community should hold itself 
responsible, next to the home life, and I emphasize the home as first, 
for the existence of conditions which exert an evil influence upon 
its life.

Causes and Opportunities D ifferent

Different communities have different opportunities and different 
causes for delinquency.

The large city, with the open seaport or the centre of a network 
of railways, a big foreign population, slum conditions, crowded 
housing and business sections, over crowded public schools, is vastly 
different from the smaller inland city with practically no foreign 
population, sufficient school facilities and good housing conditions. 
Then we have the small country village or town, almost wholly de
tached from large centers, but itself being the center of a large 
rural population. We have the small progressive city, representing 
to the surrounding community a “metropolis.”

We have the factory town, the manufacturing town, the mining 
town, the fishing town; the community made up of the poor and 
uneducated and the community of the rich and educated. We also 
have the isolated rural communities. In all these communities de
linquencies occur and in general may be alike, but yet each com
munity presents its own problems, and particularly in regard to 
the causes and the opportunities both for committing, and for not 
committing these delinquencies, and therefore arises a different

♦Delivered before the Canadian Association of Child Protection Officers’ 
Conference at Ottawa, Canada, 1925.
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problem in the necessary means to prevent. For instance. The 
boy on the farm is not tempted to turn the switch or place obstruc
tions on the railway track. The city boy has no opportunity to 
wound the horse or cow of his neighbor out of revenge on account 
of a quarrel between the two neighboring farmers-fathers of the 
boys. The inland city boy is not tempted to steal the oars from 
or cut the sail of the boat that lies in the harbor of the seaport. 
The girl in the small inland town is not enticed by the sailor of 
the seaport, who often has a “girl in every port”, etc.

“W hat Constitutes a Community Problem ?”

In determining what constitutes a community problem, we must 
bear in mind the factors entering into the social, economic and indus
trial education and recreational life of the community, as a commun
ity. We must bear in mind that very few, if any, of these factors are 
equally available to all classes of the population in large cities, or in 
rural centers, and that equal privileges are much more easily distribu
ted in small cities and large towns; that the size of the town, the 
sources of revenue to the main population, determine to a great extent 
the kind and quality of public provision for recreation; protection of 
public health, equal advantages in public schools and a great many 
other civic resources. We must also remember that some com
munities can be supplied with Juvenile Courts and a proper pro
bation system, thus providing a means for preventing delinquency, 
also the activities of the Red Cross, Boy Scouts, the Y. M. C. A . ; 
Y. W., etc., are available for some communities but not for others. 
We have to remember some kinds of play that are allowable in a 
rural community, such as playing ball on the street, firing snow
balls, riding bicycles on the sidewalk, etc., would be restricted by 
law in a large city, owing to the danger such acts would incur to 
the dense population, so that what would be constituted a delin
quency in one community might not be termed such in another.

Good Housing

Possibly the first step in a community program for the preven
tion of Juvenile Delinquency would be an endeavor to have proper 
housing conditions. Crowded city slum conditions are conducive to 
delinquency in more ways than one. The one-roomed shack in rural 
communities where all the family eat, live and sleep together is
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equally conducive to some kinds of delinquencies, particularly those 
of sexual immorality. In brief, each child should have a decent place 
in which to live.

Proper School System

The next step might be the establishment of a proper and efficient 
school system, with compulsory attendance and a proper enforcement 
of this law in regard to both offending parents and children. Truancy 
brings delinquency. Delinquent parents in this respect encourage 
children with disrespect for law, in addition to depriving their chil
dren of educational rights.

Child Labor

The next step might be the responsibility of the community in re
gard to child labor, seeing that its children are not deprived of their 
natural rights through wrong work at the wrong time. Night work 
is a contributing factor to delinquency.

Proper U se of Spare T ime

The next step to be taken by a community to prevent juvenile de
linquency and perhaps the most important one of all, is a program for 
the proper use of the spare time of the boys and girls, for after all 
most of the delinquencies occur in spare time. One part of this pro
gram might be the establishment of properly supervised and equipped 
play centers. I say PROPERLY SUPERVISED very deliberately 
and meaningly, because without this precaution such centers may be
come a great menace instead of an asset to a community. In some of 
the larger American cities statistics go to show that Juvenile Delin
quency in localities where these play centers have been established, de
creased anywhere from 28% to 70%. Community centers—such as 
settlement houses have proved of immense value in densely populated 
centers. They provide the child with both work and play, both 
necessities in the life of a child. The noted Hull House, is a sample 
of this. Smaller community halls are now finding their way into 
many small towns and rural districts.

R ural Sections

A provision to check juvenile delinquency in rural sections might 
be the proper use of spare time, particularly on the Sabbath day,
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since a great number of offences take place on that day, simply 
through the young folk stopping their ordinary routine work for 
the day, and roaming around aimlessly and generally ending in 
breaking into some unoccupied house or doing some mischief of 
some kind or other. If some leader would organize the community, 
particularly in the summer months, so as to bring together the 
younger and also older people for even a sing song, some of the 
spare time might be profitably and enjoy ably spent and much delin
quency prevented.

If you were privileged, like myself, to travel constantly all over 
a vast, rather sparsely populated area, visiting the small towns and 
rural districts, travelling something like 2,000 miles each month of 
the year, you would then be in a position to ask and wonder “What 
do the boys and girls do in their spare time, that is, the time between 
after school in the afternoon and bed time?” In many places the 
pool room and the Chinese restaurant are the only centers of attrac
tion. Every boy and girl longs and dreams for companionship, joy 
and recreation, fun, and we not only fail them in not providing what 
is good, but allow other interests in our communities to meet their 
cravings with what may be most vicious and detrimental.

Contributing Factors to D elinquency

The questionable dance hall,
The jazz music,
The all night dance or frolic,
The ill run pool room,
The sometimes suggestive movie,
The laxity of modesty at the bathing beaches,

The commercialized recreation in large cities and many other 
things I might mention along this line, are all factors contributing 
to Juvenile Delinquency.

I mprove Conditions

The betterment of these conditions cannot, I believe, be entirely 
through legislation, but the co-operation, friendliness and understand
ing between a well organized and sensible committee or responsible 
person or persons in each community and the persons who manage 
these amusement places. Co-operation is far more effective than 
antagonism or even legislation.
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All public dances should have both men and women supervisors, 
acting co-operatively with the managers. If the manager will not 
co-operate in making his dance hall a fit and decent place, then his 
license should be cancelled.

In Chicago recently there was formed, I am informed the Juven
ile Protective Association chiefly to investigate conditions which 
contribute to the demoralization of young people, particularly 
regarding those places where young people sought recreation. This 
organization first was successful in eliminating, to some extent, the 
jazz music which they considered more demoralizing even than 
liquor, bad dancing, or questionable conduct. Under the new method 
of reform the dance halls prospered financially as never before, and 
the Ball-room Manager’s Association now contribute to the salary 
and expenses of a worker in a private organization to co-operate 
with them in nlaking the dance hall a pleasurable and safe place 
for young people. TH E DANCE IS H ER E TO STAY AND IT 
IS USELESS TO TRY TO PR O H IBIT IT. MAKING IT  A 
SAFE AND PLEASURABLE RECREATION IS BY FAR 
TH E BETTER COURSE THAN TO TRY TO PROHIBIT, 
FOR YOU W ILL NOT SUCCEED IN THAT.

T he Poolroom

This is a place where young boys gather both in cities and rural 
places. Much has been done of late to make the poolroom a clean 
place for recreation, but it many rural places it is a great factor con
tributing to delinquency and the community is too lax to take the re
sponsibility of changing those conditions, for fear of offending the 
poolroom keeper, who is termed by them “a good fellow” and are also 
afraid of losing a little business—the sale of a few articles, by offend
ing this man. The game of pool, I believe is good, but like the dance, 
the poolroom should be run under the right conditions, and that is a 
community responsibility.

Co-operate, Instead of Prohibit

To win the confidence and respect, the friendship and a working 
partnership agreement with the managers and owners of poolrooms, 
theaters, dance halls, moving picture houses, takes more time and 
thought and effort than to prosecute or legislate against them, but 
good results may follow along with legislation. All these forms
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of amusements are here to stay. Do not try to prohibit them, but » 
improve them. We can reduce delinquency by setting up counter
attractions and equivalents that are interesting, useful and con
structive. Then the lives of the boys and girls will be less full of 
things that they often like but which are not good.

U nemployment

The unemployment question is also a responsibility resting on 
the community. An employment bureau, assisted by a social worker 
or other interested person, both for boys and girls, in aiding them 
to secure proper employment and companionship, more particularly, 
perhaps, for the poor ignorant, lonely girl who enters the city from 
the country to find work, would do much to prevent juvenile de
linquency in many, many forms. How many sad stories—hundreds 
and perhaps thousands of them, of the delinquent girl and her 
downfall, and the prodigal son, would never be told, with such a 
plan properly carried out.

Gambling

Gambling in all its forms is rampant throughout the land. Men 
cannot even buy a cigar in some places without tossing the copper to 
see who is to buy it. Boys stand around the country hotels watching 
these acts. Is that a community responsibility? I say yes. Choc
olate bars are now sold with an occasional nickel in some of them just 
to encourage the young boy or girl to buy until they secure one. 
Children develop the gambling habit, and many times steal money to 
buy more and more chocolate bars in order to get the chance nickel. 
Parents making up the community could put these gambling practices 
and devices out of existence in less than an hour if they so desired.

Even the most normal child, well born, with good health, educa
tion and a good home training, cannot escape community life into 
which he must sooner or later enter.

We are trying to prevent through various channels and agencies, 
but let us not forget that certain commercialized interests, certain 
conditions, certain tendencies in the life of today, not only in cities 
but in small towns and rural communities, can soon undo all the 
good that it has taken years to build in the lives of our boys and 
girls, leaving them mental, moral and physical wrecks.
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Every citizen, every club, every organization, every church, every 
policeman, policewoman, should be a preventive agent against these 
things which are a detriment to the making of good citizens of our 
boys and girls. Every one should ask himself or herself or them
selves, (for the community is after all made up of you and me), 
“What are the conditions in this community which cause children 
to get into trouble ?” and then in a helpful way try to eliminate or 
correct those conditions. To help is a much better plan than to run 
to a neighbor and slander the other neighbor’s boy or girl for some 
mis-step they have taken, or stand on the street corner talking 
about it, or be the means of having published in the press some very 
greatly exaggerated story about the bad boys and girls of the com
munity.

The community that sits idly by, allowing its merchants to sell 
cigarettes to minors, the sale of anything and everything on the 
Sabbath day, its news-stands and book stores selling questionable 
literature, its streets filled with boys and girls of a tender age at 
all hours of the night, through the lack of a Curfew law, the cry 
of the newsboys of almost cradle age, until midnight, through the 
non-passage of a law regulating and controlling the sale of news
papers, the non-observance and poor enforcement of Federal, Pro
vincial and Municipal laws, such as allowing a man to shoot twenty- 
five ducks in one day out of season, simply because he is in their 
way of thinking “a good fellow”, or the restaurant man to sell 
liquor illegally simply because he is a “jolly fellow with all the 
young men of the village”, or the bootlegger to get away with his 
ill-gotten gain, or the house of immorality to remain unmolested in 
the neighborhood, because some so-called respectable citizen visits 
it, or because as the cry is often heard “W hat’s the use to try to do 
anything with those people, as their standard of morality is so dif
ferent from ours,” etc., is not doing anything to prevent Juvenile 
delinquency but it is actually encouraging it, and with Miss Addams 
we say: “We may either smother the divine fire of youth or we 
may feed it. We may either stand stupidly staring as it sinks into 
a murky fire of crime and flares into the intermittent blaze of folly 
or we may tend it into a lambent flame with power to make clean 
and bright our dingy streets.”

The motto for every citizen in a community—and we each and 
every one belong to some community—whether large or small— 
should be:
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“For the cause that needs assistance, 
For the wrong that needs resistance, 

For the future in the distance,
And the good that I may do.”

And the slogan to adopt:

DON’T KNOCK—DO.
Finally:

W ork Together

No one person, no one organization can work single handed in 
a community to prevent or check Juvenile delinquency. With each 
one depending on the other nothing, or very little, is accomplished. 
There must be co-ordination in all efforts to prevent or cure Juvenile 
delinquency, co-operation between the different agencies or organiza
tions, or individuals. To this end I would even dare to suggest 
the establishment of still another organization or committee, (men 
and women) devoting persistent attention to the reduction and pre
vention of Juvenile delinquency. I would further suggest the 
members of this committee be drawn from already existing organiza
tions or clubs such as, Red Cross, Local Council of Women, Cana
dian Club, Rotary, Kiwanis, Knights of Columbus, say one or two 
members from each organization, with other interested individuals, 
and that their aim be to make the community a fit and desirable 
place in which every child may live.



EDITORIAL

The Place of Religion in the Campaign Against 
Venereal Disease

Carlyle, in his review of Elliot, the Corn Law Rhymer of Eng
land, has this instructive passage: “We could truly wish to see such 
a mind as his engaged rather in considering what, in his own sphere, 
ought to be done than what in his own or other spheres ought to be 
destroyed: rather in producing or preserving the True than in man
gling and slashing asunder the False.”

The same might be said of much of the propaganda relating to 
the problem of venereal disease.

We have had denunciation aplenty of the terrible evils which 
the abuse of the power of sex brings in its train: we have painted 
in startling colors the awful ravages of venereal disease. The prob
lem still remains. Fear of the consequences may no longer be re
garded as a deterrent of wrong and unsocial acts, especially when 
this strong instinct of sex is involved. Moreover it is conceivable 
that with the progress of medical science we may make the mere 
health problem of sex well nigh negligible, while morality would 
not be improved.

Mankind as compared with the rest of animal creation, is over
sexed. Civilization has fostered the development of the sex instinct, 
since the demands made upon human energy, needed for keeping 
alive, defending and feeding the family, have been lessened. The 
more that comfort, convenience, organization come into human af
fairs, the more human energy is freed for sexual or other diversion. 
Side by side with this material evolution has come a development 
of the arts of living. Forms of recreation have been multiplied; these 
and educational opportunities, countless hobbies, the call to invent 
and explore, the arts and crafts, outlets for the spirit of adventure 
and romance have sprung up, and may be used as channels for the 
surplus energy which our forefathers did not have to spare.

But these outlets too often are ignored. What then are we to
257
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do with the resultant problem? How can it be met? Not by the 
easy method of condemnation and casting stones: not by State pro
hibition of prostitutes, and so forth. It can only be met, ultimately, 
by education, which is positive and not negative. It is the moral 

• appeal for self control and chivalry on which we must concentrate.
Therefore in all our education and campaigns we must not lose 

sight of the final issues involved. To be successful, civilized life in 
communities necessitates a steady, though it may be slow, advance 
in standards of morality. It necessarily involves partial suppression 
of our present over-sexed instincts and a stricter adherence to the 
monogamy which civilized family life implies. There are tremen
dous possibilities of improved ethical teaching, based largely upon 
important additions to our knowledge of psychology. Our knowl
edge of the processes by which habits of self-control can be initiated 
and fortified and by which the social instinct can be made to re
strain, and in a large measure sublimate, the sex instinct, as well as 
of the possibilities of forming and directing public opinion towards 
higher ideals, goes far to confirm the opinion that the victory over 
desire will be gained on the ethical plane, and that on that plane we 
can achieve success.

Now it is just here that we must be careful to “produce and pre
serve the True.” Here religion is paramount in building up a 
positive idealism, and in supplying the master passion, which shall 
not repress, but conserve all other desires to their proper use.

Today two common ideas persist and are difficult to overcome. 
One is, that the sex instinct w'ith much of its expression is a thing 
not quite nice, and should be hushed up in mysterious silence. By 
inherited prejudice we read into the wonder and beauty of sex re
lationship a shame and indecency which in truth is not there. Noth
ing will avail to expel this veritable demon of unwholesomeness but 
a positive faith that God is in creation, that nature is, in her activities, 
the outcome of His working, that in Christ He became man with a 
body like ours, and that therefore every capacity and function of 
the human organism has a high and holy use through which man 
co-operates with God. Sex is then a gift of God, the true use of 
which, like that of other gifts, must be learned. It is intended for 
the enrichment of life, and if it demands a certain reticence of speech 
and even of thought, this is not because it is unpleasant or improper,
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but because it is too high and holy a thing for vulgar jesting or 
casual talk.

The foundation of a right attitude towards sex is laid in training 
a child’s character not only in habits of self-control, unselfishness and 
truthfulness, but also in reverence for themselves and others, physi
cal cleanliness and health, a sense of beauty and wonder, and in 
all things a belief in God.

The other prevalent idea of sex may be described as animalism. 
It regards sex simply as nature’s way of propagating the species, or 
as something to be used for the sensual pleasure it may give. This 
idea, more than any other, is responsible for confusing the minds of 
children, for the ruin of marriages and homes, and for the persis
tence of prostitution and venereal disease. How many people of 
high ideals and clean conduct, accept the view that vice must be; 
that it is a “natural” and practically legitimate satisfaction of a 
physical need for the ordinary virile man? Such people not only 
refuse to face the fact that this involves the degradation of a large 
number of women, with the terrible outrage on personality which 
it entails, they also tacitly declare that man is an animal and cannot 
be expected to free himself from animal instincts and pleasures. 
“You cannot go against nature!” How often one hears the specious 
phrase! Religion cannot admit this assumption for a minute. The 
fallacy of this view lies in the way it separates man’s physical capa
cities and functions from the other parts of his being. Man is large
ly animal, but religion declares that the essential thing in every man 
is that he is a free spiritual being, more akin to God than to the 
beasts. Therefore no human being can achieve “self expression” 
or be “natural” unless and until he achieves the harmony of his per
sonality through the obedience of all the parts of his being to the 
spirit.

From the above it can be seen that religion must emphasize its 
belief in the absolute value of human personality and its synthesis 
of spiritual and material; and in so doing it offers two principles to 
guide us in the question of sex.

First, men and women are complementary, each sex filling up 
what is lacking in the other. Thus, in all intercourse between men 
and women co-operation between them ought to be something more 
than co-operation between persons; but rather co-operation between 
men and women, each sex having some definite and necessary con-
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tribution to make to the common good. The foundation upon which 
all such healthy relationship must rest is reverence for each per
sonality.

Secondly, in the relationship between men and women, that which 
differentiates it from relationship between two persons of the same 
sex is not merely physical or sensuous, but is always a symbol, an 
expression of a deeper moral and spiritual relationship. In this 
view love means a spiritual union, of which marriage is the supreme 
sacrament. Here, then, at its best, as Maude Royden says, “is the 
instinct to create going forth in the power of love, proving to us 
day by day that only love can create, bringing us nearer to the 
Divine Power who is Love, and who created heaven and earth.” Any 
physical passion which is enjoyed as an end in itself, and is no 
sacrament of true love IS a degrading thing, lower than the inter
course of animals.

The ideal is, that all love that is worthy of the name, whether it 
involves what would be called passion or not, must always involve 
at least two elements, moral self-surrender and the desire for crea
tion. By this creation is meant not simply parenthood, but also the 
bringing into being of a new power and beauty and effectiveness— 
of a deeper personality. In love each becomes an end to the other; 
each counts the other’s happiness his own.

If this ideal is accepted, it gives us a positive way of dealing with 
the problem of sex. It is not enough, nor is it worthy, to frighten 
men and women. There is higher ground that religion takes. It 
declares that to use other persons as means to mere sensual pleas
ure is an outrage, because our physical life is meant to embody the 
eternal values of beauty, truth and goodness, and because the royal 
law of love forbids the use for selfish ends of any fellow child of 
God. It reminds us that with the gift of sex there is also granted 
the gift of freedom, so that through the exercise of self-training and 
self-control the spiritual side of human nature may grow, and the 
vision of beauty, truth and goodness may become a reality.

Our surplus sex energy is the most creative force in the life of 
the world. It has produced glories of music, art and literature. In 
the channel provided by the social instinct, through the arts, or any 
form of daily work, or in the more particular service to mankind at 
large, the sex instinct in man or woman can find outlet and sublima
tion. There is no channel more satisfying for the absorption of su-
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perfluous sex energy than creative service religiously inspired. Men 
and women most constantly and continuously so act and live, who 
believe that in thus doing they are serving God, for the beauty, truth 
and goodness of earth receive their meaning only when they are 
seen against the background of eternity. All gifts of God, and sex 
among them, are designed to lead man into his true life “in the 
glorious liberty of the Sons of God.”

Without positive idealism and power which religion supplies, the 
campaign against venereal disease will fail of its ultimate aim.

H erbert T. Archbold, 
Dean of Victoria, 

British Columbia, Canada.



NEWS NOTES

The Red Cross in the Philippine Islands assisted the health au
thorities in vaccinating approximately 7,000 persons daily with anti
cholera vaccine during the outbreak of Asiatic cholera last October. 
Owing to these preventive measures the disease made very little 
headway.

The New York Polyclinic Medical School and Hospital, 341-353 
West 50th Street, announces the establishment of a Mental Hygiene 
Clinic under the direction of Dr. Louis E. Bisch. The clinic is 
equipped to examine all varieties of mental cases, the feeble-minded 
as well as functional nervous diseases, and whenever necessary, 
written reports concerning the diagnoses and recommendations about 
the patients will be sent to the Social Service Organizations referring 
them. Clinic hours are from 10 to 11 a. m. on Tuesdays, Thursdays 
and Saturdays. Social workers are requested to have some respon
sible person accompany the patient to the clinic.

The New York Association for Improving the Condition of the 
Poor is the recipient of a gift of 1,000 acres on the Hudson River, 
in Dutchess County, and $1,000,000 from the Robert Boyd Ward 
Fund, Inc., to be used in the care of the aged and sick who are 
aided by the Association.

A health exposition is to be held in Diisseldorf, Germany, in 
May, 1926.

The practical value of giving young men information regarding 
the venereal diseases is attested by word received by the United 
States Public Health Service from one of the recruiting agencies 
of the United States Shipping Board. Some time ago the Public 
Health Service supplied the Recruiting Service of the Shipping 
Board with pamphlets suitable for distribution to young men. These
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were given out to the men of the crews on vessels operating to the 
Orient and the results have been designated as “far reaching.” 
Physicians attached to passenger vessels report that the distribution 
of these pamphlets among the crews had the effect of very consider
ably reducing the number of venereal disease cases.

U. S. Public Health Service.

Dr. A. J. Lanza, Director of the National Health Council, has 
resigned and accepted a position on the staff of the Metropolitan 
Life Insurance Company. Dr. Lanza will specialize in industrial 
medical work.

The Commonwealth Fund of New York granted $1,339,000 to 
various organizations for scientific, educational and humanitarian 
work during 1925. One of the newest activities, while not strictly 
a part of the Fund’s program, is the assistance given to rural com
munities in establishing hospitals. A study of this need is being made 
and plans for the future will in all probability provide for the erection 
of two rural hospitals each year.

The Maternity Centre Association of New York City has moved 
its executive office from 370 Seventh Avenue to 578 Madison 
Avenue. Telephone, Pennsylvania 1400.

A new and interesting piece of educational work which - is being 
carried on by the New Jersey Tuberculosis League is particularly 
worthy of mention. Miss Mary Carter Nelson, field advisory nurse, 
visits the various schools of nursing in the State and gives a com
prehensive course of instruction on the medical and social aspects 
of tuberculosis.

A new dental clinic has been opened at the Union Health Centre, 
131 East 17th Street, New York City.

Two Austrian chemists, Fritz Poliak and Kurz Ripper, report 
that they have developed a new glass with a degree of permeability 
to ultra-violet and ultra-red rays even greater than that of flint glass. 
The new glass, which is called “pollopas,” is elastic, has a wide re
fractive range, is about half the weight of window glass, can be 
worked on a turner’s lathe, filed, polished and planed and can easily
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be dyed according to scientific standards with dyes adjusted to vary
ing wave lengths. World’s Children.

A Widows’, Orphans’ and Contributary Pension Act has been 
passed and is now effective in Northern Ireland.

The Los Angeles Board of Education has a fully equipped clinic 
on wheels. This travelling clinic makes it possible for the physicians 
and nurses to treat a great number of children daily at minimum cost.

Dr. Horace T. Price, of Tulsa, Oklahoma, has been appointed 
President of the Oklahoma Public Health Association.

Little Mothers’ Leagues have been successfully organized on the 
St. Regis and Onondaga Reservations. The young Indian girls are 
enthusiastic and the mothers are interested. Five Indian women of 
the Onondaga Reservation have completed a Mothers’ Health 
Course.

The New York State Nurses’ Association will in the near future 
establish a permanent headquarters with a full-time secretary. In 
the interim the American Nurses’ Association is generously allowing 
their field secretary to cover the work until a secretary is appointed 
and a location decided upon.

The League of Red Cross Societies reports the interesting fact 
that since the Red Cross formulated its program for Home Nursing 
early in 1924, 422 classes have been organized in different parts of 
Canada, representing an enrollment of nearly 7,500 women.

The New York Diet Kitchen Association has moved to 578 
Madison Avenue.

The Board of Trustees of the Mount Sinai Hospital, New York 
City, now has four members of the Social Service Auxiliary on the 
Board.

An examination will be held by the American Board of Oto
laryngology in Dallas, Texas, on Monday, April 19th, 1926, and in 
San Francisco, California, on Tuesday, April 27th, 1926. Applica
tion should be made to the Secretary, Dr. H. W. Loeb, 1402 South 
Grand Boulevard, St. Louis, Missouri.
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Dr. E. M. Bluestone, assistant director of the Mount Sinai Hos
pital, New York City, has resigned and sails early in March to take 
up his duties as Medical Director of the Hadassah Medical Organ
ization in Palestine.

The U. S. Public Health Service announces the release of strip 
film views of syphilitic lesions and of skin diseases simulating 
syphilis, for the use of state, boards of health, medical societies, med
ical schools and hospitals, for extended periods. These films were 
made possible through the courtesy of a number of eminent syphil- 
ologists and dermatologists who allowed their private collection of 
photographs to be used.

Better Times announces the interesting fact that 90 per cent of 
all Braille transcriptions in the United States is the work of Red 
Cross Volunteers.

Greenwich House, New York City, has established a mental 
hygiene clinic—The Community Guidance Clinic—to care for the so- 
called problem children of the district. The work is under the di
rection of Dr. Sanger Brown 2nd.

The U. S. Department of Labor, Children’s Bureau, announces 
that early in the year the Bureau will issue a set of six charts on 
posture standards for boys and girls. These charts are intended for 
the use of physicians, nurses, physical education teachers, and clinics.

Nine work schools for children above 12, the school-leaving age, 
have been opened in Budapest and two neighboring townships by 
the Save the Children Fund. Here the children are taught some 
gainful occupation and receive small pay for their work. The 
University and city clinics, the schools and the Government have co
operated in providing medical care, clothing and teachers.

World’s Children.

Mr. S. R. Lamb, who for the past five years has been organizer 
and secretary of the Sheffield Joint Hospitals’ Council, Sheffield, 
England, has resigned to accept the important post of Appeals Sec
retary to the London University College Hospital, London, England.
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Dr. Louis I. Harris, of the Bureau of Preventable Diseases, De
partment of Health, has been appointed Commissioner of Health, 
New York City.

A definite decline in the infant mortality rate in all racial groups 
during the six-year period, 1916-1921, is reported by Dr. J. V. 
DePorte of Johns Hopkins University as a result of his analysis of 
birth and death statistics for different racial stocks in the United 
States. Dr. DePorte states that the decline has been both absolute 
and relative, reducing the degree of variation between the rates of 
the diverse groups. He found the difference in the rates of infant 
mortality of the several groups due primarily to differences in mor
tality from diseases of the digestive and respiratory systems, which 
are theoretically preventable. Less change, absolute or relative, was 
found in the rates of mortality of infants under one month. The 
differences between the various groups in these rates very probably 
have a biological basis, according to Dr. DePorte, and in this sense 
may be termed racial.

World’s Children.

Under the auspices of the Public Health Federation of Cincinnati 
and with the co-operation of the Cincinnati Academy of Medicine, 
the College of Medicine of the University of Cincinnati, held a free 
public exhibition of its activities. The exhibiton was staged at the 
College of Medicine and was open afternoons and evenings from 
February 16 to 22nd inclusive. It consisted of static exhibitions 
from the various departments, of daily sessions of short educational 
talks on medical topics and of moving picture shows illustrating the 
various phases through which a student of medicine must pass before 
he can accumulate enough knowledge to be fitted for the practice 
of his profession. The text of the exhibition was, “The Physician in 
the Making” : the slogan, “What Medical Science Means to You.” 
It is hoped that the public, through this demonstration, may be con
vinced of the indissoluble relationship of science and medicine; of 
the fact that brief courses of so called instruction and a smattering 
of fallacious theory are a totally inadequate basis for an understand
ing of the ills that beset mankind; and that the sincerity of the medi
cal profession may be made manifest by inviting “the man in the 
street” to come into a medical school and see for himself what the
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sciences have done and must do in order to cope with disease. The 
exhibition met with the wholehearted support of the lay press and 
health associations and it is hoped that medical schools in other 
cities will repeat this experiment.

The Declaration of Geneva
Done into English Verse by Ethel Sidgwick

I.
The Child a birthright shall inherit 
For natural growth in flesh and spirit.

II.
The Child a-hungered shall be fed,
The sick child nursed and comforted,
The backward child with patience led;
The erring shall be claimed from sin,
The lonely child, bereft of kin,
Unloved, shall be taken in.

III. .
In dire catastrophe and grief,
He shall be first to have relief.

IV.
Betimes the way he shall be shown 
To earn his bread and stand alone.
None shall exploit him, yet ungrown.

V.
And this, his trust, shall be defined;
The best of him, of heart and mind,
Is at the service of his kind.

Public Health Nurse.

COMING MEETINGS
American Health Congress, Atlantic City, N. J., May 17-22. 
American Nurses’ Association, Atlantic City, N. J., May 17-22. 
National Conference of Social Work, Cleveland, Ohio, May 26- 

June 2.
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BOOK REVIEW
An Approach to Social Medicine. Francis Lee Dunham, M.D. 

The Williams and Wilkins Company, Baltimore, Md. 1925.
The field of medicine is divided into three groups: (1) general 

medicine, which concerns itself with the art of restoring health: 
(2) preventive medicine, which concerns itself with maintaining 
healthful conditions: (3) social medicine, which concerns itself with 
the harmonizing of human behavior and the improvement of human 
relationships through organization and control. The three branches of 
medicine thus designated and described by the author, while separate, 
are each an integral part of medicine as a whole. Dr. Dunham, who 
by virtue of years of experience in teaching, observation and clinical 
research work is an authority on personality and behavior problems, 
has stressed this phase of medicine and explains the relationship be
tween social maladjustment and ill-health. The author does not ac
credit all defective social adjustment to physical disorders, but shows 
conclusively that many can be traced to a biological source. In 
many cases the individual must be judged by his propensities rather 
than by his acts. It is essential to obtain a complete history which 
reveals inherited tendencies, and mental and physical health condi
tions. In addition a complete resume of a case from a biological 
as well as a social point of view must be made in order to render 
a fair opinion on individual conduct. The book is a profound but 
comprehensive study of the application of biology, psychology and 
medicine to problems of behavior and social maladjustment. Dr. 
Dunham has contributed to medical and social literature a book 
which will open up a new and broader field of vision to medical men, 
social workers and students, and enable them to temper their judg
ment in cases of deviation from what wre are pleased to call the norm.

An appendix contains a very complete set of record forms which 
will be valuable to those wishing to adopt new history blanks and 
incidentally will serve as a guide to those seeking to obtain detailed 
information regarding the history of patients. .

NEW PUBLICATIONS
Women Workers and Family Support. U. S. Department of 

Labor, Women’s Bureau. A study of women in Industry made by
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students in the economic course at Bryn Mawr summer school under 
the direction of Professor Amy Hewes.

The Hospital Library and Service Bureau, 22 East Ontario 
Street, Chicago, 111., has issued a revised edition of bibiographies on 
Occupational Therapy and Occupational Therapy Aides—Jan. 1, 1895 
to July 1, 1925; Hospital Libraries and Library Service in Hospitals, 
Jan. 1, 1915 to April 1, 1925, and Convalescent Homes, Jan. 1, 1913 
to July 1, 1924. These comprehensive bibliographies will be of 
incalculable value to social workers. The Bureau has also published 
a report on the Hospital Library and Service Bureau, by Donelda 
R. Hamlin, Director, which describes in brief an outline of the pur
pose, function and scope of the work of the Bureau.

The U. S. Department of Labor, through its Children’s Bureau, 
has issued limited editions of the following publications:

No. 147. Reference on Child Labor and Minors in Industry, 
1916-1924. (Supplements Bureau publication No. 18. List of 
References on Child Labor.)

No. 149. Vocational Guidance and Junior Placement: twelve 
cities in the United States. (Joint Publications of the Children’s 
Bureau and the U. S. Employment Service.)

The Metropolitan Life Insurance Company has issued four val
uable pamphlets.

Physical Defects as Revealed by Periodic Health Examinations: 
by Louis I. Dublin, Eugene Lyman Fisk and Edwin K. Kopf.

Health Work Pays: Statistical Aspects of the Problem of Or
ganic Heart Disease; and the third report of the Committee on 
Dreyer Measurements in Relation to Life Insurance Underwriting 
Practice, by Louis I. Dublin.

ABSTRACTS
“Improvements in Child Hygiene.” C. H. Keene, Am. Jour. 

Pub. Health, 1925; XVI, 29. In the past ten years a very consid
erable reduction has been noted in the death rate in the childhood age, 
from birth to 15 years. This decrease is not attributed to the dis-
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covery of new facts or development of new methods, but to the gen
eral application of knowledge already possessed. Infant mortality 
(from gastro-intestinal disturbances) has decreased from 72.1 in 
1915 to 39.5 in 1922. This decline in the infant death rate is due 
largely to the more general use of pure water, pasteurized milk, in
fant welfare stations, visiting nursing, Little Mothers’ Leagues, pre
natal clinics and the activities of volunteer and official organizations 
whose aim has been to educate the public in health matters. In spite 
of the general decrease in infant mortality there has been very little 
improvement in the death rate during the first month of life. To 
offset this condition of affairs instruction and care of the expectant 
mother, and breast feeding, must be stressed, obstetrical and pre
natal information must be widely disseminated, and more careful in
struction given to expectant mothers regarding their own health and 
diet if results are to keep pace with scientific knowledge. From 2 
to 5 an improved death rate may be anticipated through immuniza
tion against diphtheria and scarlet fever. In the school age, 5-14, 
the life expectancy will be better through a more scientific applica
tion of health activities in the school, which are at present in many 
cases prefunctory. The Child Hygiene Section of the American 
Public Health Association has a committee working on the problem 
of health instruction in the schools and is planning a well-defined 
program to use to the best advantage the existing machinery for 
promoting child health. All health efforts for the child react on the 
older generation and as a result of getting health teaching over to 
the child, his entire family and the community are benefitted and a 
lowered death rate for all ages may be expected.

“Hospital Ideal for Health Teaching.” H. C. Carpenter, Hosp. 
Management, 1925, XXI, 32. An extremely interesting article and 
one containing much food for thought. The author draws his con
clusions from his experience in the Children’s Hospital, Philadelphia, 
where for the past eleven years the function of the social service de
partment has been interpreted as possessing a power broader and 
more vital than any heretofore conception of the legitimate activi
ties of hospital social work. The entire department is devoted to 
health education and disease prevention. This innovation has been 
successful both from a medical and social point of view. Two ex
cellent reasons are given for developing a social service department
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into a department for disease prevention: (1) it gives the social 
worker a very concrete object for her work: (2) such a department 
socializes the spirit of the hospital. A children’s hospital presents 
an ideal field for such service as practically all the ailments of in
fancy and early childhood are preventable. When it is known that 
the hospital stands for health teaching and disease prevention the 
effect on the community is remarkable. Instead of thinking of the 
hospital as a place to be avoided if possible, the people seek the hos
pital for health instruction and advice. In such a department, 
founded on the theory that social service is disease prevention and 
disease prevention is social service, health education is accomplished 
by social adjustment; by follow-up nursing; by the department’s 
medical staff and by the health teacher, who must be specially trained 
for her work. The health teacher must have the ability to get health 
ideas over to the children and their families. She must have a 
thorough knowledge of the theory and practice of general and per
sonal hygiene, sanitation and dietitics. Her duties, which are many, 
include teaching special groups, pupil nurses, children and parents, 
the organization of clubs, etc. The aim of this worker is to estab
lish ideals of health and the creation of health habits which will 
produce lasting results. To obtain the best results it is essential to 
have the co-operation of all agencies in the field. Close relationship 
can be established by conferences. The author is not entirely con
vinced that the name, department of disease prevention, is a happy 
one, and suggests several others, but thinks for the present this title 
will suffice. One reason is that people are more prone to evince in
terest in disease prevention than in promotion of health. If this 
unique and broad conception of hospital social service is adopted by 
hospitals in general, a great impetus will be given preventive medicine " 
and public health work.

“Fundamentals of Hospital Social Service and Its Relation to 
Other Agencies.” E. M. Baker, The Family, 1925; VI, 244. The 
social service survey made in 1920 by the American Hospital Asso
ciation showed a wide variation of activities based on the equip
ment needs and requirements of the hospital and the resources in the 
community. The author notes the interesting and significant fact 
that there is a better understanding of social service due largely to 
the exchange of ideas and a broader conception of the functions of
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a social service department. In order to do effective work the 
social worker must be prepared and trained in the technique of case 
work. In gathering data regarding the personality, environment and 
economic condition of the patient it is essential that doctor and 
worker confer on both the medical and social aspects of the case 
in order that medical and social treatment be effective. The fact that 
the social service department is so frequently called upon to pass 
upon financial eligibility is not considered a serious matter provid
ing the hospital authorities and workers do not lose sight of the true 
function of social service. Very often the information given by the 
social worker is valuable to the hospital; incidentally the known 
social facts react favorably on the patient during his hospital stay 
and subsequent treatment and care. Social workers of the present 
day receive their education and training in divers ways; the students 
will find their best opportunity for gaining practical experience in an 
hospital social service department under the supervision of the social 
worker. In a few teaching centres the pupil nurse is given some 
training in social service; this training gives the nurse not only a 
finer concepton of the ideals of her profession, but enables her to 
understand the interrelation of physical and mental ills and social 
problems. The growing appreciation of the fact that disease cannot 
be treated intelligently unless the medical man has a definite knowl
edge of the patient’s mental, physical and environmntal (home and 
industry) background, makes it imperative that medical students be 
given an opportunity to study the patient from a social as well as 
a medical angle. The hospital social service department offers un
limited possibilities for study and research. In community work the 
hospital stands out as a health centre; the medical social worker 
takes charge of cases referred to the hospital by the various co
operating agencies. There must be, however, close co-operation and 
a sympathetic recognition of the duties and functions of both hos
pital and agency. When the patient is no longer under medical con
trol he should, unless under extraordinary circumstances, be given 
over to the agency which referred him to the hospital; when there is 
wholehearted co-operation there is very little misunderstanding or 
friction and plans can be worked out successfully and the welfare 
of the patient, which is the aim of both social service department and 
co-operating agency, will be assured.
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“Aims and Tendencies of Out-Patient Service.” E. M. Blue- 
stone. Mod. Hosp., 1925, XXVI, 14. Among the many changes 
brought about in the practice of medicine and in the administration 
of hospitals the most noteworthy is the enlightened attitude of public 
health nurses, social workers, physicians and hospital administrators 
towards the out-patient department. It is now recognized that the 
proper time to treat the potential ward patient is at the time when he 
seeks medical advice for his vague or well-defined symptoms, before 
his illness has had a chance to assert itself. Hospitals no longer feel 
that their sole duty is to give palliative treatment or cure the patient 
after admission to the hospital. Prevention is the keynote to medi
cal science and to further the progress of preventive medicine dis
pensaries are ndw equipped with the most scientific methods for 
studying out-patient problems both medical and social. The out
patient department is no longer considered an isolated clinical unit, 
but a very important part of the hospital proper. One problem con
fronting hospital administration is whether or not it will continue 
to be possible to man the various clinics with skillful medical men 
without remuneration. The physician should be relieved of clerical 
work by a competent clerical staff or by volunteers. Much atten- * 
tion is now given to the social problems underlying disease, and this 
careful consideration of the patient has assisted greatly in elevating 
the standard of clinical work. The gist of the matter is that patients 
are now treated from a social as well as a medical view point. The 
model out-patients’ department of the future will be free of the ham
pering traditions of the past, and the present day tendencies to revo
lutionize dispensary practice will be an accomplished fact.

“The Relation of Social Work to Psychiatry.” R. P. Truitt, 
Am. Jour. Psych., 1925; V, 103. A brief but pithy recommendation 
for an improved relationship between psychiatry and social work. 
The majority of social workers do not recognize, and if recognizing 
do not appreciate, the significance of the psychiatric problems which 
are encountered daily in their work. A better understanding of 
psychiatry on the part of the social worker would make it possible 
for psychiatrist to see the patient before the case is too far advanced. 
The trend in modern psychiatry is its expansion in the social field; 
this is due in a measure to the limited number of psychiatrists. While 
it is necessary for the social worker to know something about psy-
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chiatry, it is even more essential for the psychiatrist to understand 
social work. The entire treatment of psychiatric problems, as in all 
other phases of social maladjustment, depends upon expert social 
work in the home and community. Psychiatric social work is now 
recognized by hospitals, clinics, courts, schools and other social 
agencies, and to make it wholly successful there must be under
standing co-operation.

“Reaching the Foreign Bom.” S. C. Wood, Pub. Health Nurse, 
1925; XVII, 607. The author, whose husband worked as a laborer 
in a coal mine in Pennsylvania in order to gather social data regard
ing the anthracite miner, gained first hand information on the sub
ject of group psychology as it affects the Central European peasants 
who immigrate to this country in large numbers. In their own coun
try these people from generation to generation lived on small farms, 
just large enough to yield everything the family needed without re

' course to town or trade, and sufficiently small for village life. The 
custom at home was to decide everything according to tradition and 
public opinion. The author points out' that under such a regime 
there is practically no freedom in regard to occupation or personal 
life. If a new idea comes up the whole village discusses and de
cides on its merits. These peasants, transplanted to the whirl of 
American life, find it difficult to adapt themselves. “One of our 
‘Main Streets’ is a mad whirl of liberty to them.” The fact that 
they come over and live in groups is a saving grace. When two or 
three families from the homeland settle on the edge of an American 
town a peasant village is founded and old habits and customs are 
established. The author is convinced that the best methods of ap
proach in getting health instruction over to the people is through 
their papers printed in their own language and through their priests 
and leaders among their own people. A family will often refuse to 
accept health instruction, not through stupidity or ignorance, as is 
often supposed, but because there has been no group decision on the 
subject. If these people are prepared for new ideas by their own 
press, priests and leaders, they will accept new teachings gladly. The 
author stresses the point that while we may realize that the peasant 
village in the United States will disappear in a generation or two, 
the fact remains that it exists at present and in order to get health 
ideas over and to render nursing service to these people who are
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accustomed to group thinking, group approach to new ideas must 
be kept uppermost in mind.

“Hospital Social Service in Strengthening Community Relation
ships.” E. W. Fitzpatrick, Hospital Progress, 1925; VI, 564. The 
hospital of the past, hemmed in by old traditions and institutionalized 
to a degree, is contrasted with the present day institution. Freed of 
past morbid conceptions of a hospital’s function and scope the hos
pital is now a cheerful, pleasant place, the aim of which is not merely 
to take care of the sick, but to apply all resources of the community 
to the welfare of the patient. In short the hospital has become a 
social agency for all classes of people. The great scientific discov
eries, the advances made in medicine, the new application of preven
tive measures, the scientific training of nurses, and the development 
of social service have been important factors in expanding hospital 
activities. This expansion, especially the marked progress in med
ical research and practice of medicine, has a tendency to become more 
or less mechanical; the close personal touch is apt to be lost. It is 
here that social service fills the gap. The author calls attention to 
the fact that the important thing in the diagnosis of disease is not 
so much the disease itself but a thorough knowledge and study of 
the causes that led to the condition. In the past the family doctor 
was in close personal touch with his patients and knew many intimate 
details of the family life; not so in this age of specialized medicine. 
The social worker is the link between patient and physician. The 
social findings regarding economic conditions, heredity, environment, 
family life, industrial life, faulty health habits, the patient’s reaction 
to society, etc., etc., all have a decided bearing on the medical diag
nosis and subsequent treatment and cure of the disease. The social 
worker is in a position to remove obstacles to treatment or recovery 
by social readjustment. Apart from the routine social work in the 
hospital the social worker has a rare opportunity to educate the 
public by calling attention to conditions which have a direct reaction 
on the physical, mental and moral health of the community. Through 
this broad interpretation of social work and close co-operation be
tween public health agencies and general social agencies the social 
worker becomes one of the most influential clearing houses in the 
community and strengthens the community relations of the hospital.
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