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THE HOSPITAL’S STAKE IN PUBLIC HEALTH*
H. E. KLEINSCHM IDT, M.D.

Supervisor Medical Service, National Tuberculosis Association, 
New York, N . Y.

pv W hat an amazing transformation has taken place in the hospital 
x  within a half century! Forty years ago the hospital was generally re
t garded as the last line of defence in the battle with disease. Only in 

X extreme emergency would a patient permit himself to be removed to 
the hospital. When an ambulance came to carry him away we were 
fully prepared to see the undertaker’s somber vehicle draw up a little 
later.

Twenty years ago the hospital enjoyed a fairer reputation. It 
was no longer considered a vestibule to the grave but a place where 
the newer advantages of a rapidly growing medical science might be 
obtained. To those who knocked, the door was opened. The hospital, 

v  as self-contained as a ship, made no effort to extend its ministrations 
^  beyond its doors; but to him who had the initiative to seek it out, its 

kindly services were cordially offered.
In the modern hospital of today the door swings both ways; or 

rather, the hospital’s service reaches out far beyond its walls. It is 
no longer a passive refuge to which only those in deep trouble 
may flee, but it deliberately and consciously extends or pushes out its 
services to the entire community through out-patient departments, 
visiting nurses and hospital social workers. The modern hospital is a 
beacon tower from which radiates medical service into all corners of 

Ox the community.
The hospital has kept pace with public health progress. As the 

X  emphasis in public health has shifted in recent years from disease 
X  prevention to health promotion, so too has the hospital seen its chief 

interest change from one of salvaging damaged goods and of smooth- 
n, ing the pillow of the doomed, to that of constructive restoration of

* Based on a talk at a meeting of Hospital Social Workers in Des Moines,Iowa, May 14, 1927.
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2 The Hospital’s Stake
mind and body. Until the ultimate public health ideal is reached 
when the only legitimate cause for death shall be senility, the hospital 
must continue to be one of the main allies of health promotion. A 
cursory reflection makes it plain how indispensable the hospital is in 
any well-rounded health program.

The first essential function of a hospital, that of restoring the sick 
to the ranks of the well, and thus strengthening the credit side of the 
public health ledger, is so obvious as to be easily overlooked. Sec
ondly, hospitals definitely protect the public health by providing a 
suitable means for segregating those afflicted with a- communicable 
disease. Thirdly, hospitals encourage research and thus add to the 
sum total of life-saving knowledge. Fourthly, hospitals furnish clini
cal material and teaching facilities without which the training of 
physicians and nurses, the ultimate custodians of the public health, 
would be impossible.

But these are commonplace facts which even the most indifferent 
contributor to the community chest understands. The conception 
that the hospital may be an aggressive health center is relatively new 
but is being gradually accepted by hospital administrators. A natural 
process of social evolution has developed the hospital from a refuge 
for the hopelessly ill to its present position, but it will require a goodly 
amount of vigorous and conscious effort to bring it to the realization 
of its full potentialities as a health center. How is this change coming 
about ?

One of the early steps in the direction of preventive medicine was 
taken when pediatricians made their first groping attempts to safe
guard the health of the baby by instructing mothers in the proper 
care of the child. Out of this service grew the baby welfare clinic; a 
legitimate, logical and necessary extension of the hospital. Today, the 
mother whose baby is born at the hospital is not turned out into the 
turbulent world at the end of the two weeks’ period, and wiped off the 
ledger as a closed case, but she is extended a continued health service 
for her baby through the baby clinic. Even mothers who do not have 
the advantage of hospital care have learned to utilize the well-baby 
clinic.

Another pioneer step was taken, when, out of the tragedies of 
obstetrical practice the pre-natal clinic was developed. This facility 
is not a medical service in the old sense of curing disease, but a health 
conservation service. The hospital was content not merely to supply 
a strictly aseptic delivery room and all the paraphernalia necessary
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for urgent emergencies at the time of labor but realizing that intelli
gent care and guidance during the nine months prior to labor is just 
as important, expanded its obstetrical service, this time not in the 
form of after-care but of pre-care, the very essence of preventive 
medicine and so the pre-natal clinic now reaches out from the hospital 
like a guiding hand functioning as a health protection measure.

Until recently most hospitals laboring under the two ancient mis
conceptions that venereal disease is a just punishment for sin, and 
that hospital service is a charity to which only the “worthy” are 
entitled, sealed their doors shut to the victims of syphilis and gon
ococcus infection. Now we recognize the importance of making 
treatment for venereal disease available to everyone, regardless of the 
merits of individual sufferers or of supposedly moral considerations. 
Immediately after the W ar scores of venereal disease clinics were es
tablished, at which diagnosis and treatment were offered free or at a 
nominal fee. They encountered some criticism, of course, on the 
ground that this was an encroachment into the field of medical prac
tice. But the justification for establishing these clinics is based on the 
practical consideration that venereal disease is a dangerous communi
cable disease and that the only way to control its spread, from a 
medical standpoint, is to render non-infectious as quickly as possible 
the potential spreaders, that is, those who are afflicted with gonococcus 
infection or syphilis in an active form. To be sure, two or three 
injections of arsphenamine will not cure syphilis, a few dispensary 
treatments will not repair the ravages of gonorrhea, but it is true 
that even a limited amount of treatment plus medical surveillance of 
those infected does materially reduce the degree of infectivity and 
thus helps to limit the spread of the disease. Since it is impracticable 
to quarantine the carriers of venereal disease, medical treatment offers 
the best means of controlling or “neutralizing” the carriers, and since, 
furthermore, many patients cannot or will not afford treatment at a 
specialist’s price, society is eminently within its rights when it makes 
provision for such medical service as a public protective measure. 
Thus, through this recently accepted public health measure, hospitals 
and doctors have come to accept another new responsibility; the re
sponsibility of protecting the health of wives and husbands and unborn 
children, and a “public health conscience” is being developed in the 
subconscious minds of physicians and medical workers just as a few 
decades ago surgeons, as the result of Lister’s work, gradually de
veloped an “aseptic conscience.”
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The Tuberculosis Clinic, in its inception, philosophy and justifica

tion, closely resembles that of the Venereal Disease Clinic. Its con
tribution to, and its stake in, the public health is so generally under
stood as to require no long discussion. The tuberculosis sanatorium 
renders a public health service of such unquestioned merit and of 
such significance that it deserves special consideration. Originally, 
the tuberculosis sanatorium grew out of the humanitarian motive of 
providing an infirmary where hopeless sufferers of the White 
Plague might end their days in peace. Later it was realized that the 
sanatorium, rightly conceived was also a conserver of^life for it was 
found that incipient cases actually recovered under sanatorium 
regime. Next the public health value of the sanatorium came to be 
appreciated for it was found to serve as a place where the dangerous 
spreaders of the disease might be segregated; every case of tubercu
losis so removed from the community added that much to the safety 
of others. Latterly, we have learned that the sanatorium is also a 
training school. The daily contact of patient with doctor and nurse, 
the general atmosphere of the institution and the encouragement that 
results from sharing a common objective with others similarly minded, 
all conspire to teach the patient how to protect others and to develop 
in him a social conscience so that when he leaves the sanatorium, 
whether he is completely recovered or not, he will no longer endanger 
his fellowmen. By what mechanism this is brought about may interest 
the general hospital worker.

Recognizing that a patient with tuberculosis is sick psychically as 
well as physically every effort is made in the tuberculosis sanatorium 
to maintain a helpful, cheerful atmosphere, to re-establish the patient’s 
poise of mind and to strengthen his hope for eventual cure. For 
that reason depressing influences are mitigated insofar as that is 
possible, happy entertainment is provided and a spirit of helpful 
comradeship is fostered.

In the sanatorium definite efforts are made to teach the patients 
how to live, for the cure of tuberculosis is ultimately a question of 
establishing normal hygiene and thus strengthening the defensive 
mechanism of the body. Surgical and medical measures are employed 
at certain stages of the disease or for the relief of troublesome symp
toms but generally speaking the sum and substance of the treatment 
of tuberculosis consists in establishing a hygienic mode of life.

One of the means employed for imparting systematic education 
to patients is through talks given by the superintendent. Patients are
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instructed not only how to care for themselves, but also how to pro
tect others with whom they come in contact after they leave the sana
torium. Most sanatoria issue printed instructions to supplement 
these talks. Recently the National Tuberculosis Association under
took to analyse the booklets of instruction issued by sanatoria. More 
than 150 were collected and these were studied by members of the 
staff from the standpoints of general appearance, typography, literary 
quality, psychological effect on the patient and accuracy of medical 
teaching, and out of the group the ten best were selected. On the 
whole, it was found that the medical teaching was sound and ac
curate and that except in a few instances the instructions were so 
phrased as to leave not a feeling of depression but one of hope and 
cheer and determination. The literary quality was more subject to 
criticism, while the typography was almost uniformly poor.

Tuberculosis sanatoria as a group usually cooperate well with 
health agencies. Many in fact owe their very existence to the fore
sight, aggressiveness and initiative of tuberculosis or health associa
tions. About two-thirds of American sanatoria are today supported 
through taxes but it is significant to recall that the Christmas seal, 
which has become the chief means of financing the tuberculosis move
ment, grew out of the ambition of an earnest worker to establish a 
tuberculosis sanatorium. It is not a mere coincidence that sanatoria 
make it their business to keep in close touch with the health movement.

Enlightened sanatoria do not throw off their responsibility to the 
patient when he leaves the institution but try to' keep up the contact 
with him in some degree at least. The National Tuberculosis Asso
ciation has on its staff a special worker who distinguished herself in 
the sanatorium with which she was previously connected by estab
lishing a follow-up system for patients after discharge. This worker 
is now travelling about the country visiting sanatoria seeking to create 
a greater interest in more thorough follow-up work and to assist those 
who are interested, in establishing a workable system.

Another advantage which tuberculosis sanatoria have as training 
schools is that they are manned to a great extent by men and women, 
who, because they themselves have suffered with and recovered from 
tuberculosis, are devoted to the cause. The greatest leader of them 
all, Dr. Trudeau, who originated the outdoor treatment of tubercu
losis in sanatoria in this country, inspired literally hundreds, and in
directly, thousands of others who are now unselfishly engaged in re
establishing to health the victims of tuberculosis.
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The experience of tuberculosis sanatoria may not be applicable in 

detail to general hospitals but it may profit the hospital to study the 
methods of the sanatorium with the view of profiting by the latter’s 
unique experience. It is true that a close parallel between the two 
cannot be drawn. Patients of the tuberculosis sanatorium are 
struggling to recover from a chronic disease which is serious but not 
immediately dangerous. They come to the sanatorium prepared to 
remain for months. Many of them, particularly the hopeful cases, 
are not bedfast, or if so, they soon enter the ranks of the ambulant 
patients and are able to participate in the social activities of the sana
torium. Patients in general hospitals, on the other hand are, many of 
them, driven there by an acute emergency; they remain but a short 
time, which makes it difficult to create a feeling of camaraderie or of 
loyalty to the institution. To some extent, however, general hospitals 
can apply the health promotion measures which have been so suc
cessful in sanatoria. Patients in the general hospital are “sensitized,” 
so to speak, to health ideas. Most of us do not become interested in 
health until we find it slipping away from us and the golden oppor
tunity for inspiring others to cultivate health comes to the hospital 
worker in his contact with the sick. It may not be practicable to 
instruct all patients through lectures, motion pictures and printed 
booklets as is done in the sanatorium, but there must be undiscovered 
and untried opportunities which could be utilized and turned to the 
health benefit of patients in general hospitals. Certainly recovery 
from most diseases which bring people to the general hospital depends, 
like recovery from tuberculosis, to a great extent on establishing a 
sensible, hygienic mode of living. The diabetic, for example, is 
carefully schooled how to regulate his diet and his whole mode of 
living and the success of medical treatment for heart disease, kidney 
disease, arteriosclerosis and other pathological conditions of middle 
age depends almost entirely on the cooperation that can be elicited 
from the patient through instruction.

Is it unreasonable to hope for the time when the general hospital 
hitherto regarded as a repair shop, will become, in essence, a training 
school for health? Another reason for believing that this is not a 
millennial hope is based on the changing trend in medical thought 
generally. Hospitals reflect very definitely the trends, practices and 
aspirations of the medical profession. Some health workers impa
tiently complain that the doctor is not interested in health but in 
disease exclusively. To a certain extent it is true that the physician
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does not become keenly aroused until he is on the trail of some definite 
pathology. He is not to be censored for this because his previous 
training conspires to make him a detective of disease. The basic 
knowledge of anatomy and physiology which is drilled into him during 
his student days he regards merely as a foundation on which to base 
his later studies of disease. His concern is primarily with pathology 
which is anatomy and physiology gone wrong. He thinks of normal 
physiological function as something to be regained rather than to be 
steadily maintained. He does admire virility, bounding vitality, 
joyous health but quite apart from his professional duties and much 
in the spirit that he esteems a fine race horse. Slowly but surely, 
however, the modern physician is coming to acknowledge that posi
tive health is something more than a mere absence of disease and that 
it is an ideal which he can help others to attain and sustain. Already 
a great proportion of his energy is devoted to preventive medicine. 
He may not so label his activities but that is because he has never 
taken the trouble to analyze his practice as did Dr. B. B. Bagsley, for 
instance. Dr. Bagsley, a general practitioner of West Point, Va., 
kept a close record of his cases for thirteen years and analyzed the 
changes that took place during that time. He says, “During the 
five summer months of 1909 I saw 158 town patients. During the 
same period of 1922 I saw 202 town patients. Of the 158 patients 
seen in 1909, 96 had well-defined cases of malaria, * * *; 15 had 
cholera infantum, ileocolitis, or dysentery, with two deaths, and 7 
had typhoid fever, making a total of 108 cases out of 158 that should 
have been prevented.

“During the five summer months of 1922 I did not have in town 
a single typical case of malaria, typhoid fever, or cholera infantum. 
* * * I had only one case of ileocolitis that lasted over five days, 
and this was the only case of dysentery or infectious diarrhea in town 
this summer. There has not been a case of typhoid fever in West 
Point since February, 1919. * * * So, malaria, typhoid, and. infantile 
diarrhea have about disappeared in West Point.”

Dr. Bagsley, however, is not fearful that the general practitioner 
will be annihilated. The apprehension that the black beast of State 
Medicine may some day throttle the initiative of the medical profes
sion, which would indeed be a social calamity, need never be realized 
unless doctors, nurses, hospital and public health workers all fall 
asleep. With the transition now taking place, the character of medical 
practice is changing but its quality is improving and the demands for
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high-grade, individualized medical knowledge and service are becom
ing more indispensable than ever.

Consider for a moment some of the accepted medical practices of 
today. Chronically infected tonsils are removed not for the purpose 
of alleviating acute suffering, but because we know that they are the 
potential feeders of other more serious diseases, such as joint infec
tions and heart disease. To remove tonsils is to practice preventive 
medicine. The majority of diseased appendices are removed not be
cause the patient’s life is immediately threatened, but because it is 
generally recognized that a chronically inflamed appendix may at any 
time become acutely active and thus endanger the life of that person. 
This is preventive medicine. Probably the greater proportion of the 
routine work of the pediatrician is properly classified as preventive 
medicine. Obstetrical care, including pre-natal care, as carried on here 
by the modern physician is designed mostly for the prevention of 
possible complications. The medical and surgical work done by 
gynecologists, orthopedists, urologists, and other specialists is largely 
preventive medicine. Insulin is administered not as a cure for 
diabetes but because it supplies the physiological lack which is re
sponsible for the disease and thus prevents the development of the 
later complications of diabetes. Even laymen are impressed with 
the slogan, “Cancer is curable if discovered early,” and every doctor 
is today on the lookout for conditions which predispose to cancer and 
hesitates not to institute surgical measures to prevent the development 
of cancer. These and many other medical procedures are the practice 
of preventive medicine in its true sense.

As if to consolidate this widespread interest in health protection 
there has lately come the recognition by doctors and laymen of the 
value and importance of the periodic health examination. Lay groups 
have already been impressed by the organized campaigns designed to 
popularize the annual appraisal of one’s individual health, not only as 
a means of prolonging life but also for the purpose of broadening it— 
of making it more abundant while it does last. Parents particularly 
are committed to the idea of having children examined periodically. 
While this campaign of public education is going on, medical groups 
are not neglecting to encourage their members to meet the demand 
thus created and are perfecting a technique of physical examinations 
which is based on a new viewpoint, namely that of discovering or 
appraising the health capital that an individual may possess and of 
helping him to make the most of it. In short, we are safe in saying,
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I think, that at least SO per cent, of medical practice today is con
cerned with disease prevention and health promotion and that this 
proportion will increase as new facts are brought to light. It seems 
obvious that the time will come when physicians will be regarded, not 
as repair men primarily, but as the guardians of the health of their 
individual patients. It is having its influence on hospital procedure 
and I do not hesitate to predict that hospitals will eventually become 
temples of health, or health centers whose influence will extend out 
into the entire community.

The stake is a reciprocal one. Public health’s stake in the hospital 
is interwoven with the hospital’s stake in public health, and both are 
dependent on sound medical and social progress. How can the hos
pital social worker speed this progress ?

She is in a strategic position. For the doctor she interprets the 
social problems of the patient and for the patient she supplies the 
social treatment necessary to the success of the doctor’s therapy. She 
sees daily the inter-relation of social pathology and physical disease. 
Through her tact, doctors and hospitals learn to understand factors 
which are not so apparent within the walls of the institution, while 
social and public health workers learn to appreciate something of the 
technical problems of medical practice. She is the connective tissue 
binding together and coordinating the highly specialized services of 
medicine and social welfare. She comes into the old and honored 
field of medicine unhampered by hoary tradition and with a fresh 
viewpoint. She serves all these important statesmanship functions in 
addition to the fine, devoted personal service she renders daily, light
ening the load of the distressed and brightening the dark shadows of 
life.

The hospital social worker is in a favorable position to wield the 
oil can of understanding and good-will, being well aware, of course, 
that no amount of oil will cure fundamental defects but that a drop 
here and there will smooth the operation of an otherwise sound piece 
of machinery. Joel Smith was a New Hampshire barber and there
fore a dabbler in things mechanical. In the long intervals between 
hair-cuts he had invented a perpetual motion machine- Lovingly he 
packed up his previous model and carried it to Washington. The 
official of the Patent Office to whom Joel appealed was, fortunately, 
a long-suffering, patient old man and listened graciously to Joel’s en
thusiastic explanations of the cogs, levers and gadgets that made the 
contraption work. Finally he interposed: “But, Joel, how are you
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going to overcome friction? You cannot have perpetual motion unless 
you overcome friction.” Joel had never given friction or the pull of 
gravity a thought. “Friction!” said Joel—for the moment he was 
stumped. Then came his ready solution: “T ’ ell wid friction—we’ll 
use plenty o’ grease !”



PSYCHIATRY AND THE SCHOOL PROGRAM
CLINTON P. McCORD, M.D.

Health Director, Board of Education, Albany; Instructor in 
Educational Hygiene, Albany Medical College; Fellow, 

American Psychiatric Association.
“Men are more ready to accept error than truth.”'—Tolstoi.

That we may know the truth, and the truth will make us free.
Emerson has somewhere suggested that an unpleasant truth is a safer traveling companion than the most pleasant falsehood.

Since the passage of a mandatory medical inspection law in New 
York State in 1913, the public schools have studied the child through 
the introduction of physicians and nurses into the class-room. Very 
early in this statewide program the education side of health work 
began to be stressed, and soon we were speaking of health-education 
with the emphasis on the second half of the term, while the nurse 
rapidly developed into a “health teacher.” The mentally defective 
child then enlisted attention and “special classes,” previously devel
oped only in the large cities, were extended, and the enlistment of 
psychologists in the health-education field made possible the segrega
tion of many subnormal pupils and, more recently, the delineation of 
a number of problems in the hygiene of the curriculum; educational 
measurements indicated the limitations of an empirical pedagogy and 
the defects too often present in classification throughout the grades 
and in group distribution at the Junior, High School level.

These approaches to the needs of the individual child were the 
beginnings of a mental hygiene program in the schools; and the use 
of modern psychology as a guide to better organization of the school 
program and a better educational adjustment of the pupil is now 
well established. Officials in New York State like Commissioner 
Graves and Dr. J. Cayce Morrison, primarily trained in education 
but with minds receptive to any contribution that another discipline 
may have to make to a wider cultivation of their particular field, are

11



12 Psychiatry and the School Program
alive to the possibilities of applying to certain needs in the school 
program the technique of still another science and art—psychiatry.

The so-called child guidance movement as a part of the wider 
mental hygiene movement is not more than six years old, although 
the classic studies of Healy and Bronner on the behavior of children 
were initiated some years earlier and their techniquq in dealing with 
conduct disorders has formed the basis of approach in a study of 
maladjusted children by most other workers in this field.

About three years ago a group of psychiatrists, working in the 
child guidance field, met jointly with a committee of officials of the 
National Education Association in Washington for a half-day’s dis
cussion of how psychiatry could aid education. The meeting closed 
with the feeling, on the part of a few of us at least, that the average 
educator little! realized the contribution psychiatry could make to his 
program, and, conversely, the average psychiatrist seemed to know 
little about certain problems of the professional educator. Since then 
much light has been shed upon their mutual' responsibilities.

December last a group of college presidents and psychiatrists, 
representing nine colleges and universities and two preparatory 
schools, met in New York City to discuss the results of some months 
of experience with psychiatry as a mental hygiene agent in the life of 
the college student and to formulate further standards for work in 
these progressive, institutions. The night previous President Angell 
of Yale in speaking before a gathering of educators, psychiatrists and 
sociologists, declared in substance that no modern college could do 
justice to its student body without the presence of the consulting 
expert in mental hygiene, and jokingly remarked that the psychiatric 
work at Yale with the student body had been so productive of good 
that Yale might be asked to open an “out-patient" department at 
Harvard. Dr. Angell then stressed the fact that, important as is the 
contribution psychiatry has to make to education at the college level 
it has a wider application to the problems of secondary and elemen
tary school activity and especially to the life of the pre-school child.

We know that during the pre-school years many of the most im
portant behavior patterns (stamped by parents, brothers and sisters 
and playmates) have been placed upon the child; if not later analyzed 
and discharged from his personality they constitute real handicaps 
throughout school and life.

The minister of a church on the campus of a large university 
recently told us that the first month after college opened last autumn
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he had twelve freshmen, seeking advice and consolation, all of whom 
he said, from the nature of their problems, were cases needing psy
chiatric consideration.

President MacCracken of Vassar in a recent article on. “Parents 
and Daughters,” reveals his awareness of the influence of the inter
play of personalities in the family group upon the, development and 
behavior of the college girl, and remarks that these are matters for 
the psychiatrist to unravel.

A few elementary school executives have awakened to the need 
of applying psychiatric method to the “problem” child as well as to 
formulating a more wholesome program of training for all children. 
The school system of Brookline, Massachusetts has for two years 
supplied such service to its teaching force. Berkshire Industrial 
Farm, Canaan, N. Y., has had a psychiatric staff upon whose recom
mendations was based the group, scholastic and vocational classifica
tion of the boy and through whose treatment program the emotional 
conflicts of the child were discharged. The Board of Education of 
the city of Newark, New Jersey, has recently organized a psychiatric 
unit to aid in applying the technique of the psychiatrist to educational 
problems. Albany, N. Y., has for some years had psychiatric advice 
in its public school system.

Psychiatry as applied to the school child is adequately practiced 
only by a physician who is well-trained in physiology, biology and 
sociology and in the newer formulations in psychology, particularly 
the psychology of the instinctive and emotional life, and who has an 
appreciation of the methods and ideals of the educator; he must have 
a practical working knowledge of the mental mechanisms that form 
the framework of human behavior and should be experienced in 
treating adults who suffer from maladjustments to life—neurotic 
individuals who simply present the) end-products of certain behavior 
patterns of childhood. The psychiatrist has ample evidence that the 
individual’s behavior is determined by his feelings rather than by his 
thoughts. The average school program as well as the attitudes and 
“drives” of the average teacher are based upon the conception of the 
child as an intellectual being, whereas he is largely an emotional being. 
The child who after her first day in school tells her mother that Miss 
Smith, the pretty kindergarten teacher, “ought not to be a teacher” 
but “ought to be a mamma,” is, in her first severe test of adjustment 
to a new world without mother to depend upon, expressing an; emo
tional need which, if not wisely met, may color her later life in a dis
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astrous manner. The college trained adult who has had a hard 
struggle against his tendency to react very slowly to all instruction 
and whose handicap goes back to an early and deliberate contradiction 
of the parental dictum to “speed up” to “hurry” to “get to work on 
that Latin” to “master the mathematics in which you are so weak,” 
has labored through the years with an emotional handicap which 
would never have been imposed by parent or school if an adequate 
mental hygiene program had been provided in those early years. 
John Dewy has never been quite forgiven by old-line educators be
cause he suggested that the safest urges or incentives is work where 
perhaps the things in the doing of which the child found happiness. 
There still lingers the idea that to be a discipline the thing must be 
unpleasant; this is the puritanism that has been so handicapping in 
the development of real culture; it is a denial of the fact that the two 
major urges of life—race preservation and self-preservation—are 
surrounded with the most pleasurable satisfactions known. Someone 
has suggested that New England’s opposition in the early days to 
bear-baiting was not that it meant pain for the bear, but that it gave 
the on-lookers pleasure.

Psychiatry in its treatment of intelligent adults has learned many 
things about the effect upon individuals of a repressive family situa
tion in childhood or a school program that does not recognize the 
mental conflicts of the teacher as well as the maladjustments of the 
child. The “problem adults” need help as well as the “problem” 
children. The) teacher who says: “Henry is an awful liar and thief 
and he is so tricky and impudent that I can’t bear to have him enter 
my class-room,” is perhaps presenting as big a “problem,” psychia
trically speaking, as is Henry. The principal who says: “I ’m through 
with William—he’s no good and a loafer and doesn’t deserve any 
consideration and I will not have him contaminating my school,” is 
revealing his own emotional conflicts and personality difficulties. The 
teacher who finds it necessary to compensate for inferiority feelings 
drops to the level of the child and competes with him on that level—• 
a pitiable sight.

A teacher says: “He cannot be restored to my class because that 
will give him victory and he will win out over me” ; this represents 
a teacher who is striving for victory on a plane of the child’s choosing 
in a battle of the emotions in which the cards are stacked against 
the child. Repeated defeats in this unfair competition often form 
the basis of a rebellious attitude toward all authority throughout the
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future, or may stamp the child with patterns of vacillation and mor
bid fear that may determine a life of failure and mental anguish. 
The chief complaint registered by parents and teachers against fifty 
percent of the children brought to child guidance clinics isj disobedi
ence—going contrary to the wishes and commands of adults in au
thority; and all this is without the average parent or teacher really 
understanding the mechanisms underlying her wishes and commands.

Some years, ago the writer served on a Committee on the health 
of teachers of the New York State Teachers Association. A study 
of over two thousand teachers revealed that an appalling number 
after five years of teaching were suffering from some “nervous” dis
order. This report probably is now buried in the dusty desks of 
dozens of school executives, but the item mentioned has a challenge 
today from the standpoint of mental hygiene.

Suicide and the epilepsies have decreased somewhat in the last ten 
years chiefly perhaps as an expression of the result of the mental 
hygiene movement; the suicides, recently given so much publicity 
amongst not only college and secondary school groups but even in 
the elementary schools are but minor signposts that point to complex 
mental situations that teachers and educators in general are not yet 
prepared to acknowledge and deal with as vital questions in educa
tional administration. Our normal schools, theological seminaries, 
law schools and colleges should have courses in mental hygiene as 
an essential step toward securing a body of teachers, lawyers, judges 
and others who deal with social and educational problems that per
haps will appreciate at least the fundamental mechanisms of conduct 
and who may gain perhaps a more constructive insight into the com
position of their own personalities.

The ideal school will also soon develop classes in parenthood. A 
recent mental hygiene survey of a New York State high school shows 
that the large group of “misfits,” “maladjusted” pupils that seriously 
complicates the program of this school and colors with pessimism the 
feelings of the very capable principal presents problems not alone be
cause of low intelligence; the biggest difficulties are uncovered only 
when the emotional reactions of this group are? studied, and here we 
find conflicts in which the school often plays a minor part—conduct 
the genesis of which must be discovered in the family situation and 
in contacts outside both home and school and in the inner, emotional 
life of these adolescents. Psychiatry alone can bring to a study of
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these complex conditions a technique which can aid the teacher to 
understand the human material toward which the school’s duty must 
be discharged and to institute a program of treatment and training 
based upon scientific truth. The sciences that are waiting to be more 
completely utilized in the service of education are sociology, psy
chology and psychiatry. A Pestalozzi is needed again to stimulate 
educators to look beyond scholastic landmarks, to discover the things 
that will advance these boundaries, and to broaden and humanize the 
domain of the professional educator. We have children who have 
not learned to read because of word-blindness or deafness or are 
listless because of malnutrition; some have special disabilities or are 
in conflict over various physical inferiorities; there is the large group 
with “shut-in” personalities who give the teachers no trouble and are 
never reported because of maladjustment to the school program but 
who are far more in need of study and help than the excitable mental 
defectives who upset fifth grade classes; there is also the child of 
superior intelligence who is given but half his due when the school 
sees him only as an object to be properly classified and promoted to 
more advanced grades. It is the psychiatrist’s business to consider 
the child from physical, social, psychological and psychiatric view
points and to correlate the findings and interpret the child “as a 
whole” to the teacher, parent and to the child himself; the school sit
uation, important as it is, is but one field of adjustment. There must 
arise amongst school people a better recognition of what constitutes 
a psychiatrist and how he and the psychologist and social worker 
must coordinate their activities. Most physicians know little psychi
atry and no psychology; and most psychologists know no psychiatry 
and often know little real clinical psychology. The well-trained 
psychiatrist knows enough about educational measurements and the 
related work of the psychologist to respect this special technique and 
in a measure to evaluate the results; and the best trained educational 
psychologist if free from emotional conflicts recognizes his lack of 
contact with the clinical side of behavior problems—the various emo
tional angles to the conduct of the person who is not adjusting to 
his situations, many of which fall outside the school in their major 
genesis. The school, however, is the place where the bulk of this 
study and treatment must be carried out in seeking to help the child 
to an optimum adjustment to life; and surely, this is a recognized 
objective of modern education. At present teachers are apt to feel
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that if they know how the child reacts to certain scholastic tests and 
intelligence scales (essential as these results are in doing justice to 
the pupil) that they are prepared to deal with him as an individual. 
Many problems are tied up in just this type of applied psychology, 
but far more are reachable only through the more recent formulations 
whereby the emotional life—the feelings—of the child is understood 
and the treatment and training accorded him are based upon such 
revealing study. It is much more important for the teacher to have 
her pupils love her than it is to pigeon-hole them according to their 
intelligence quotients; for if they love her she can teach the largest 
class without friction and with justice to all, even though the class 
be composed of pupils who range from feeble-minded to superior on 
the scale. Only psychiatry in association with psychology and social 
work can individualize the child and help teachers really to know 
their pupils; and only in this way can education and re-education 
(the mental treatment of a maladjusted person) be adequately pro
jected. Someone has said that parents and teachers are not “potters, 
molding the clay, but gardeners, watering the bulbs.” Psychiatry 
aims to prevent the tragedies in education, resulting from well
meaning persons trying to force tulip bulbs to produce daffodils.

The confines of this paper preclude the possibility of developing 
the details of the approach that psychiatry offers to certain educa
tional problems, nor can we hope to record the variety of concrete 
situations in the school program that invite psychiatric consideration 
if they are to be solved with economy to the State and with justice to 
the child. But we may indicate in a few closing sentences the out
line of a minimum working unit which any modern, progressive 
school system should have available; these workers must function in 
closest cooperation for their contributions are intimately related and 
each is incomplete without the others.

1. A psychiatrist with good training in psychology and with an 
educational viewpoint.

2. A psychologist who is more than a psychometric examiner and 
who, ideally should have the clinical viewpoint.

3. A psychiatric social worker, or, a specially trained visiting 
teacher with psychiatric insight, to relate the family situation 
to the problem presented in the child and to act as the biggest 
instrument in a program of treatment.

4. Adequate secretarial help.
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This unit would necessarily be expanded in proportion to the size 

of the school system. Such workers are as essential to the proper 
application of the educational prescription or the preventive measures 
in a mental hygiene program as are teachers of music, physical edu
cation, industrial arts or English.



THE CONSERVATION OF HUMAN BEINGS
COLONEL HORACE J. MELLUM 

Secretary, Nash Motors Company, Kenosha, Wisconsin
We are to consider at this time a question that is fundamentally 

important to the people of America, being convinced as we are that the 
greatest asset to a state and a nation is a happy, prosperous and 
able-bodied citizenship.

The economic loss due to industrial accidents, and also accidents 
on the public highways has grown to enormous proportions and is 
almost beyond belief. It is only when men will take the time to sit 
down and carefully analyze casualty figures, that they begin to fully 
realize what an unnecessary waste accidents are. In fact, an accident 
is almost always due in industry to either an omission of a duty de
volving upon the employer, or it is due to the workman’s own neglect 
or omission. If the workman could be impressed with the need for 
visualizing the future so that he could keep before him the fact that 
his family, his factory and his community are also the losers every 
time that he is guilty of negligence, no matter of what degree, just 
that soon will this useless waste be eliminated.

The number of accidents on the highways, on railroads, street 
cars and on the farms also furnishes food for serious thought. What 
are we to do to repair the damage done? What is this thing called 
rehabilitation ? Is it some new hobby of a specialist, or is it a new 
school of thought?

Rehabilitation as it is defined under the federal and state laws, is 
economically and socially a conservation problem as applied to human 
beings. It is both comprehensive and complex; the former because it 
includes all types of disabilities, regardless of the origin of same, and 
it is complex because the problems involved require contact with the 
medical, educational, industrial, social and economic agencies. All 
of these theatres of action must be given careful study in order that 
those who are attempting to handle and solve these questions, may be
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in position to suggest to the disabled person the best action for his 
economic and social reinstatement.

The public generally is not acquainted with the fact that the 66th 
Congress which was in session in June, 1920, enacted a law for the 
promotion of vocational rehabilitation of persons disabled in indus
try or otherwise, and to provide for their return to civil employment. 
This act included persons who were disabled through public accidents, 
disease and congenital deformities. One million dollars was appro
priated and is so appropriated annually for this work. The amounts 
appropriated to each state however, must be met dollar for dollar by 
the state itself. In Wisconsin, the Legislature of 1921 accepted the 
plan submitted by the Federal Board. The Wisconsin law is one of 
the most comprehensive acts of its kind in the entire country. It 
includes all of the features of the federal law and makes provision 
for therapeutic treatments and for maintenance of the disabled person 
while in training. The medical profession and the informed laymen 
know that therapeutic treatment, such as physio-therapy, massage, 
muscle training and occupational therapy are invaluable in orthopedic 
disabilities. The State Board examines any person making applica
tion for or who is reported as needing rehabilitation, excepting 
persons reported by the Industrial Commission. This latter class is 
covered under the provisions of the Workmen’s Compensation Law, 
and each industry is required under the law to pay not to exceed 
two hundred ($200.00) dollars for each case requiring rehabilita
tion where the injury occurred in the course of the employment.

It is estimated that over 250,000 adult civilians are disabled an
nually by accidents or disease in the United States. This amount only 
includes those who are disabled to the extent that they cannot continue 
at their previous employment, or who are unable to accept other em
ployment without special training for the new position. In the State 
of Wisconsin there are a little over 8,000 disabled persons who need 
some form of rehabilitation service. Of this number about 65 per 
cent, are children under fourteen years of age, and thus under the 
legal employable age. The State Board of Vocational Education 
therefore, has a problem of taking care of the other 35 per cent, above 
the age of fourteen years until proper legislation has been passed to 
provide for them.

The causes of disability and the percentage now existing in this 
State, indicates that there is about 18 per cent, of disability due to 
industrial accidents, about 62 per cent, caused by disease, such as
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infantile paralysis, arthritis, osteomylitis, joint and bone tuberculosis 
and congenital deformities, and the balance of 20 per cent, due to 
other accidents, not industrial.

We all have a clear recollection of the conditions that existed 
many years ago when the crippled were allowed to walk the streets of 
our big cities and seek a living from the pennies that were dropped 
into hat or cup. What a misery must have existed in the hearts of 
these people with nothing but a cold black future looming up ahead. 
What effort did any of you elderly people present here make at that 
time to give one of these unfortunates a job and a chance to be self
supporting? What did any group or governmental body do to help 
them? Place yourself in the position of a cripple. Today you have 
all of your arms, hands, legs and ears, both eyes and a straight body. 
Tomorrow you might not have some of these. You are now making 
a living by the use of two hands and two eyes. Tie up one of your 
arms behind your back and then attempt to do the thing you are now 
making a living at. Just try to eat your dinner with your right hand 
swathed in bandages and find out how very inconvenient life then is. 
Keep both of your eyes closed for a week, day and night, and see 
without seeing just what a blessing sight really is.

A comparison of the attitude of employers of labor twenty-five 
years ago and of today must result in encouragement to the student 
of economic problems in the fact that the leading industrial concerns 
of America are dealing liberally in the matter of welfare work 
among employees and the community generally, in the care of the dis
abled and in the matter of compensating him for part of his wage 
loss due to accident. These are indications which point conclusively 
to the fact that there is a sincere and honest desire on the part of 
industry to encourage and assist in the rehabilitation of the injured 
workman. Manufacturing institutions are usually in charge of men 
who have arisen from the rank of a common employee through years 
of hard, conscientious toil and close application to the problems en
trusted to them, and now hold positions of executive responsibility. 
These men are today making it possible for the federal and state 
boards of vocational education to accomplish the rehabilitation of 
the human wreckage which has been forced, through the stress of 
keen industrial strife, into the midst of our daily problems, there to 
founder or survive as the law of nature might permit.

Today it is the rule and not the exception for big industry to 
make proper provision for placing its casualties back into the line of
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useful, productive men. It is a real fight in these days of keen com
petition, and each industry is engaged in a severe test as to whether 
it shall survive or be overcome by its competitors.

A strict enforcement of the state laws pertaining to education, 
compelling each child to have a common school education, plus a 
knowledge and training in a useful trade or profession, will do much 
in the course of time to simplify the re-training of a disabled person 
in a business or occupation quite foreign to the one in which he or 
she was engaged at the time of the injury. It can, therefore, be 
considered as another angle of this question, that we must also give 
thought to the matter of the vocational training of children until 
they arrive at the age of eighteen years and which will call for greater 
cooperation in the enforcement of the child labor laws now in effect 
in the various states.

Rehabilitation and training commences with childhood. A phy
sician or surgeon that permits a child to come into and continue in 
the world in a deformed or crippled condition, without having made 
every effort to correct the condition, regardless of the ability of the 
parent to pay for the service, is guilty of a crime against society. 
We do not, as in the early Greek days, advocate the destruction of the 
child, and leave the unfit to die by the processes of grim nature. The 
eminent surgeon of today finds his problem, studies it, and finds a 
solution. Every child that is crippled in the first five or six years of 
its life, with but few exceptions, can be so adjusted that it may grow 
up to be a producing unit in human society. The surgeon or physician 
cannot dodge this responsibility. If any do, we will suffer for it later.

We recognize the fact that this entire question of rehabilitation 
is a matter of individual application, as nature has made the human 
being in such a fearful and wonderful way that no two of us are 
exactly alike. We must consider questions of age, mental capacity, 
education, ambition and the economic status of these people. Each 
case is a specific problem to be considered with particular reference to 
the form of disability under which the disabled workman is laboring.

It has been said that yesterday gave us our problems and that 
today is giving tomorrow its problems. It is also a rigid rule of 
nature that every generation pays a big price for its achievements 
and the next generation gets the benefit of them. We should, there
fore, give serious thought to the question of what we can do today 
to make it a better tomorrow. The community must be aroused to 
the realization of and encouraged to assume its full responsibility
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for the rehabilitation program which is now under way and make 
proper provision, with the advice and guidance of the state and 
federal boards, to find a place for the disabled who are not affiliated 
with an organization at the time of injury which can absorb the 
disabled person into the ranks of its workers. The federal law has 
created a rehabilitation staff which is in the nature of a clearing 
house or central point of information on matters of rehabilitation, 
and frequent reference and application should be made to such staff 
by each community to secure the fullest value in this work.

According to information which has been gathered by the State 
Board of Vocational Education of Wisconsin, for every person dis
abled by an industrial accident, there are eight persons who are 
injured on the street, on the farm, in the home, or who have been 
incapacitated through disease, or because of a shortcoming at birth. 
Many of these have been benefited by proper physical restorative 
treatment, and it has been to industry that the board has looked for 
aid in placing these people in remunerative employment.

In our state government we have about fifty departments and 
institutions employing approximately 5454 persons of which 1723 
are in the faculties of various educational institutions, leaving about 
3731 jobs, most of which come under the provisions of the merit law. 
There are 71 counties in the state and a great number of appointive 
positions. We have one first class city, Milwaukee, with a population 
of about onedialf million people. We have three second class cities, 
17 third class cities, 32 fourth class cities and 333 incorporated vil
lages in the State of Wisconsin.

It would seem to the layman that these departments and govern
mental units ought to be able to absorb many of the disabled people 
about whom we are concerned and aid in the great humanitarian 
service which is being undertaken by the State Board of Vocational 
Education in its rehabilitation department, thus using the funds of 
the taxpayer to a double advantage. With the facilities now existing 
under state control, for the re-education of those crippled by public 
accidents or in industry, the state should be able to take any crippled 
man, woman or child and educate such person for a specific job in 
some one of the many departments referred to.

Perhaps we are dealing with Utopian dreams and that it is too 
much to expect the political power of the state to accept such a radical 
proposal as to displace political job holders by providing a job for 
these unfortunate people. If the welfare of the entire state and
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service to its citizens is the first and paramount thought of our public 
servants, then the question of absorbing our civilian casualties be
comes of importance and ought to be considered from the standpoint 
that we owe a duty to these people higher and greater than any duty 
owing to a political appointee. How many of us today know of any 
effort being made by any individual or body of citizens to use the 
jobs in this state or any other state to aid the crippled civilian in 
securing a governmental job for which he or she is duly qualified? 
Let us hope that the Vocational Board of the State of Wisconsin and 
its rehabilitation division will be the pioneer in a movement to utilize 
all state, county and city governments as a means for providing a 
job for every crippled or disabled man, woman or child within the 
State of Wisconsin. This state has been a leader in many of the out
standing political and social reforms of the times and now is afforded 
another opportunity to show to the rest of the nation that we do care 
for our unfortunate and that we do provide for them, educate them 
and furnish them a means for earning an honest living.

In the handling of disabled persons by The Nash Motors Com
pany, we have found that the best results are obtained by placing 
the disabled person back at work as soon after the accident as possible, 
giving regular employment to the extent that his reconstructed body 
will permit. It is readily seen that this is quite important, in order 
that the disabled person will not become disheartened, or possibly 
slothful, and develop habits that may later prove to be a great detri
ment to him. Once this deterrent situation has developed it is made 
doubly hard to proceed in the work of re-adjusting the injured em
ployee to his new surroundings, and it is only by prompt and. 
sympathetic help that injured workmen can hope to be made efficient 
and self-sustaining.

It is possible to place the injured in employment suitable for them 
if all agencies will honestly and fairly cooperate with their respective 
communities and with the State Board of Vocational Education.

The size of a factory has nothing whatever to do with the possi
bility of accidents, and it is just as possible for an employee in a small 
plant employing fifty men to lose an arm in a hazardous occupation 
as it would be in a plant employing five thousand men. In fact, there 
is less danger of accidents in the larger plant because the accident 
prevention methods are usually more extensive and more carefully 
supervised. The state board should make particular investigation 
into the working conditions in the smaller plants and insure that
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disabled workmen are given a fair deal in the matter of re-employ
ment. It would be unfair to permit a situation where one factory 
could proceed with impunity to violate the moral obligations which 
the community has laid down for its conduct under the false assump
tion that, no matter what happens, the larger industries can easily 
absorb the casualties of the smaller. Such an attitude would be 
disastrous and the whole object of the plan of rehabilitation would 
thus be impaired. The large industry would soon feel that it was 
being imposed upon, and would limit its activities in rehabilitation 
work to its own injured workmen, and leave the rest to the com
munity. The mental reconstruction, or change of attitude, required 
to place a man in a large industrial plant, or in a mercantile business 
quite foreign to his prior occupation, adds that much more to the 
problem of reconstruction. It cannot be doubted that if all are 
imbued with the one thought of being of common service to each 
other, that the clearing house for disabled persons will never be 
crowded, and that as fast as the injured workman reports himself 
as ready for work, just that quickly will the central office send him 
on his way to the post of future activity with happiness and content
ment in his heart.

In each of the plants of The Nash Motors Company we have 
found it of advantage to establish a hospital, completely equipped, 
and to have a physician in constant attendance, thus giving the 
company the opportunity for making physical examination of men 
as they are employed, and placing them in positions for which they 
are fitted. This examination is of a superficial nature, excepting as 
to the matter of vision. Proper tests are given by the physician for 
a job involving close or constant use of the eye in fine work, and 
when men have vision in one eye only, they are not employed at work 
which may endanger the other eye. No man is rejected because of his 
physical condition, and the simple physical examination referred to 
is not made for any other purpose than to properly place the man in 
suitable employment. He is also often surprised to learn for the first 
time that there are other deficiencies in his physical powers which 
need correction and which may have retarded his progress.

The Nash Company at the present time has in its employ about 
208 men who have been disabled and who have had to receive cor
rective attention by the furnishing of artificial appliances or transfer 
to work which they could perform to better advantage. These figures 
make no accounting for the many handicapped men who have been
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in our employ and who have left our service for other fields of en
deavor, after receiving aid from us. Opt of the total number of 
disabled men now employed as stated, 49 were injured while in the 
employ of the company, and 12 are men who were in the military 
service during the World W ar and who sustained wounds or in
juries in the line of military duty.

Every program of vocational rehabilitation of the handicapped 
includes three processes,—first, the selection of a suitable occupation; 
second, the preparation for that occupation, and third, the placing and 
following up of the person in that occupation. This program, to be 
effective, must be participated in by the state board, by the employer 
and by the employee. Each case is a separate problem and must re
ceive the united action of the three elements named. The classifica
tion of occupation in which the disabled can be properly placed varies 
according to the kind of industry which is willing to accept the 
handicapped man or woman. In the Nash factories we have found 
that these people have been placed to advantage and have been able 
to earn as much, if not more, than prior to the accident, in the 
positions of die maker, punch press operator, pattern maker, tool 
maker, core maker, lathe operator, automatic machine operator, elec
tric motor truck operator, timekeeper, inspector of small parts, store 
keeper, grinding castings, watchman and doorman. In a number of 
cases by reason of prior education, the disabled have been able to take 
the position of assistant foreman or foreman in departments having 
work with which the man or woman was familiar. In several cases 
of tuberculosis, the afflicted employee has been transferred from 
inside work to the driving of motor trucks on the highways, or to 
yard supervision. This work has not required heavy lifting or any 
exertion which might tax the strength of the employee. Men with 
weak hearts are not allowed to engage in work that takes them off 
the ground, and the same rule is followed in cases of employees sub
ject to epileptic fits. Men with potential hernias or weak abdominal 
muscles are put at work where lifting or straining is not required.

One of the most encouraging incidents in connection with the 
placing of these cases is the remarkable attitude which has been 
evidenced by the fellow employees of the disabled workman and the 
spirit of friendly cooperation which these workmen have shown in 
this work, even to the extent, in several instances, of having been 
asked to be transferred to other work so that a disabled man or 
woman might be given the job held by the workman. Not a word of
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comment nor a sign of pity, but a plain honest-to-goodness desire to 
help the unfortunate. This, indeed, speaks well for the future of 
this work.

Industry everywhere must be thoroughly aroused and impressed 
with the fact that it has a duty to perform in the matter of placing in 
honest labor the wounded soldier of industry in such a manner as to 
permit him or her to earn a livelihood, and at the same time to save 
one’s self-respect. Severe should be the condemnation of any com
munity which permits its disabled citizens to become objects of 
charity. No excuse can or should be accepted for any failure to 
cooperate fully in the efforts now being put forth to make the helpless 
once again useful, self-respecting and contented citizens.



PROVINCIAL PROGRAM FOR INFANT CARE*
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It was my very great privilege to address a Conference of the 
Canadian Council of Child Welfare about five years ago on the 
subject, “Attacking Maternal and Infant Mortality in Rural Areas.” 
So you may perhaps wonder why I have the temerity of presenting to 
you once more, what may seem the same subject in another guise.

However, in the past five years much progress has been made in 
the study of the problem which has changed our attitude somewhat 
to the whole question. We are now not only interested in the question 
of decreasing the unnecessary toll of mothers and babies lives, (as a 
humanitarian measure and consequently a philanthropic service in the 
past) but also in the question as it affects the whole field of human 

* welfare—directly and indirectly. There are critics who are afraid 
that infant welfare work may intensify the problem of over-popula
tion. But we are not worried over that problem in rural areas; for 
there our immigration policy is to fill up the vast vacant spaces in our 
country as quickly as possible. In this connection Dr. Seymour has 
expressed the feeling that we all have, who are directly concerned 
with health work that, “an immigration policy suitable for the needs 
of a new country is a very vital factor in the development of that 
country; and is there any better immigration policy we can adopt than 
to conserve the lives of our infant population.” Again we find as 
result of a survey made in Chicago, in answer to critics that infant 
welfare work operates to preserve the unfit, that not only was the 
charge without evidence to substantiate it; but on the contrary the 
evidence showed that all efforts directed to the better care of infants, 
not only actually lessened the incidence of disease and the number of 
deaths during the period of infancy, but had a direct bearing on the
* Read before the Sixth Canadian Conference on Child Welfare, Vancouver,B. C., May, 1927.
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physical health in later years. Such a study as this helps us to esti
mate to some degree in what measure we are building for the future 
health of our people.

Beginning with vital statistics of the Dominion which is usually 
the first source of inquiry, we find that we have a rural population of 
about 4,000,000 people or nearly half of the total population in 
Canada. In 1925, in the registration area there were approximately 
155,000 births. .

12,155 deaths of infants under 1 year of age.
5,279 still births.
872 deaths of mothers through child birth.
A glance at these figures alone seems to indicate that the causes 

of infant and maternal deaths, and still-births, show an appalling 
need for more education in, and greater attention to maternity and 
infant care; as nearly one half of the infant deaths were due to condi
tions which might have been prevented by adequate prenatal and ma
ternity care. These totals, which include both urban and rural areas, 
do not indicate the rural problem, nevertheless, we have reason to 
believe that if accurate returns for the rural districts could be tabu
lated, the result would be very surprising, especially in what is known 
as our new Canadian districts.

But vital statistics after all are only an index to conditions and 
problems; and therefore it is necessary to know first the environment 
and problems of the rural people, in the same way as in cities where 
corrective and preventive measures are so much easier to obtain be
cause the conditions requiring them are obvious to the public. Rural 
people being scattered over large areas and living apart from one an
other, do not have the opportunity of knowing in particular, what 
health problems there are until frequent illnesses or an epidemic 
occur which affect them financially. For this reason, maternal and 
infant welfare work has developed at a snail’s pace in comparison 
with such work in towns and cities. However, no one knows them 
better than the provincial officer of health who watches closely the 
pulse of rural conditions. So it is not surprising to find that in all 
provinces but one, definite attempts have been made to serve the rural 
districts by Provincial Boards of Health; who realizing their re
sponsibility have promoted health measures according as their appro
priations allowed. Some have had more success than others, due 
perhaps to differences in climate, customs, laws and outlook of the 
people.
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In answer to a questionnaire as to the organizations carrying a 

program of infant welfare work in the rural districts of our Do
minion, the following report while incomplete, gives an idea as to the 
scope of activities.

Prince Edward Island has a population of 87,000 (mostly rural) 
and an average of 1500 babies born in a year. There is only one or
ganization doing any health work at all, and that is the Provincial 
Red Cross Society, which has a staff of three nurses. They are en
deavoring to carry on a generalized public health program, except 
bedside nursing—with school work occupying most of their time. 
When visiting rural districts, the nurses invite the parents to bring 
infants and pre-school children to the school for conferences as there 
is no time for home visiting. In villages, the nurses get in touch with 
the babies through their home follow-up visits regarding the school 
children. In the winter, the nurses spend their time in two towns, 
where there are child welfare stations, from which instruction is fre
quently sent to rural mothers by mail. These child welfare stations 
serve all mothers, but there is no physician in attendance. Home 
nursing classes under the auspices of the Women’s Institutes, and 
their child welfare committees have aroused much interest in infant 
welfare work. A Health Booth at the Provincial Exhibition serves as 
an aid in health education, and literature is distributed which is issued 
by the Red Cross Society and Canadian Council of Child Welfare.

In Prince Edward Island the outstanding difficulty which hinders 
progress in infant welfare work is lack of funds. The Provincial 
Government gives a grant of $2500 a year to> the Red Cross Society 
which represents the amount that is being spent on public health in 
the Island.

Nova Scotia has a population of 540,000 (about half rural) and an 
average of 11,000 births each year. The Provincial Board of Health 
carries on a program for Infant Welfare Work through a staff of 
six public health nurses, consisting of a director and five nurses, who 
work in five counties. The nursing service is generalized and is fi
nanced by each county. Bedside nursing is undertaken only in emer
gencies and for demonstration purposes. Health conferences for all 
infants are held by the nurses at various points under the auspices of 
local organizations during the summer months, but the mothers who 
live in rural districts require considerable encouragement to induce 
them to bring their infants. Baby Contests are also held by local 
organizations and these are well attended by rural mothers, so that
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many infants requiring attention are reached in this way. The de
velopment of children’s health conferences in villages and rural dis
tricts is felt to be much needed. Health literature is distributed by 
Provincial Board of Health, which also conducts a Health Booth at 
the County Fairs and on the “Agricultural Demonstration Train” 
which tours the province during the summer.

New Brunswick has a population of 407,000 (two thirds rural), 
and an average of 10,000 births each year. There is no actual rural 
infant welfare work being carried on by any organization, although 
it has been the endeavor of the Provincial Board of Health to arouse 
interest in the rural districts. This however, has been found most 
difficult to do, as the people who should foster this movement do not 
seem to be alive to its necessity. The Board of Health outlines the 
programme of infant welfare work and employs a director of nurses, 
but no field workers. The nursing director acts in an advisory 
capacity; and gives supervision to four public health nurses, (who are 
employed by municipalities) because of the grant of $100, received 
from the Provincial Board of Health. These nurses work in towns 
and carry on a generalized programme, including bedside nursing. 
Three Victorian Order nurses also work in small towns. There are 
five child welfare stations at the disposal of all mothers—two under 
the Provincial Board of Health and three under the Victorian Order 
of Nurses. Local physicians give their services irregularly and do 
not attend during the winter. The Nursing Director receives con
siderable cooperation from the Women’s Institutes, which is the only 
means she has of getting in touch with the large body of rural women. 
New Brunswick has one nursing outpost maintained by the Red Cross 
Society.

Quebec has a population of 2,256,809 (about half rural), with an 
average of 85,000 births annually. The Provincial Board of Health 
has outlined a programme for infant welfare work, and has a staff 
of twenty nurses, most of whom are engaged in cities and towns. 
Twenty child welfare stations operate directly under the Provincial 
Board of Health, and twenty are conducted in cities and towns by 
local organizations which receive a grant from the Provincial Board 
of Health. Part time physicians serve these clinics, the same physi
cian being also in charge of the tuberculosis dispensary, where both 
operate jointly. The nature of the work consists in special clinics for 
well and sick babies, with subsequent home visits by the nurses, dis
tribution of literature, personal talks, and public health lectures with
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slides and films. It is felt that the most practical work is that done 
in the homes by nurses educating the mothers. Rural sections around 
these centres have access to these clinics, but the homes in rural sec
tions cannot be visited regularly by nurses owing to their limited num
ber and lack of financial support. The Provincial Board of Health 
has now started a new policy in the organization of county health 
units, four of these being already in operation, with two nurses who 
cover the whole territory in their respective areas (both rural and 
urban) and give special attention to child welfare work. The one 
great difficulty hindering the progress of infant welfare work in 
Quebec is the lack of sufficient funds.

Ontario has a population of 3,103,000 (nearly half rural), and an 
average of 70,000 births each year. The Provincial Board of Health 
planned their program of infant welfare work as a part of a general
ized nursing service. A nursing director and eighteen nurses were 
engaged to organize this nursing service which was developed by 
sending public health nurses to each of the eight healtjj districts to 
demonstrate its value to municipalities, after which the local authori
ties assumed entire responsibility for continuing the work. Since 
1924, when the health activities of the Provincial Department of 
Health and Education were amalgamated, all new health activities in 
the province must be sanctioned and supervised by the Department of 
Health, providing a grant is solicited. The Victorian Order of 
Nurses and the Red Cross have agreed to this programme, and co
operate with the Department of Health in their work of nursing or
ganization and supervision. Cooperation is also maintained with the 
Women’s Institutes, the Imperial Order of the Daughters of the Em
pire, and the Catholic Women’s League who are also interested in 
infant welfare work. Mothers’ Conferences in the main (not clinics) 
and Homes Visiting are the medium through which the local nurses 
reach the Infant and Preschool population. The mothers take their 
children to the conferences to be weighed and examined by the nurse 
and they are referred to their physician if any deviation from the 
normal is noted. Conferences have been found more satisfactory than 
clinics. Clinics held by physicians from the Provincial Department of 
Health are carried on where the department nurses are serving. All 
of the nursing staff have been transferred to the northern section of 
the province and are now giving intensive service to the people instead 
of merely demonstrating. In outlying districts, the settlers are seen 
once a year by systematic house to house visiting. A traveling clinic
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has been used with success, and health conferences are held at sum
mer fairs. A health Exhibit is held each year at the National E x
hibition and literature is issued by the Provincial Board of Health. 
In addition to the work of the Department of Health, there are sev
enteen nursing outposts and thirty-nine nurses maintained by the Red 
Cross Society. These outposts are conducted as small hospitals with 
field nursing as a part of the service. Financial difficulties prevent the 
inauguration of the work in many centres where it is fully ap
preciated.

Manitoba has a population of 639,000 (about half rural), and an 
average of 14,500 births annually. The Provincial Board of Health 
also planned the infant welfare work as a part of a generalized nurs
ing service for the province, outside of the City of Winnepeg. This 
nursing service is financed by the municipality supplying two thirds 
and the Provincial Board of Health granting one third of the total 
cost; and administered by the Provincial Board of Health. Twenty- 
eight nurses, including a Nursing Director and an Assistant, are em
ployed, of whom seventeen serve rural districts. Sixteen child welfare 
stations are established for the benefit of all mothers and four of these 
are attended by local physicians. Bedside nursing care is given only 
in emergencies, for demonstration purposes, and where specially 
arranged for as a part of the work by the municipality. In brief, the 
maternal and infant health service rendered is as follows:

1. —Through literature issue by the Provincial Board of Health, 
Federal Department of Health, and Canadian Council of Child 
Welfare.

2. —Health conferences and exhibits at Summer Fairs and Pro
vincial Exhibition.

3. —Health conferences for mothers at Child Welfare Stations.
4. —Health and home nursing classes to community groups of 

women and teen age girls.
5. —Instruction to normal students, and instruction and field work 

to senior nurse students.
6. —Little Mothers’ League classes to senior girls in elementary 

schools.
7. —Home visiting to mothers and babies, which is considered the 

most important part of the work.
8. —And supervision of Maternity Homes, Institutions and Board

ing Homes for Children, and Day Nurseries.
Close cooperation is maintained with the Women’s Institutes,
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United Farm Women, and other welfare organizations; who find that 
the public health nurse in her capacity as a health advisor and social 
service worker is an aid in carrying out any health measures.

In Manitoba there are five nursing stations maintained by the 
Red Cross Society, in outlying districts which provide accommodation 
for emergency cases, with field nursing as the chief work of the nurse 
in charge of each district. Five nurses are employed at these stations, 
and a physician is engaged who visits them periodically to conduct 
clinics.

Saskatchewan has a population of 821,000 (about two-thirds 
rural), and the average number of births in a year is about 20,000. 
Infant Welfare Work in Saskatchewan is promoted by the Provincial 
Board of Health and conducted by Home-Makers’, United Farm 
Women, Local Council of Women, Church Organizations and in 
some instances, the municipal councils, in cooperation with the Pro
vincial Board of Health. The work is carried on mainly through 
health examination clinics. Following these clinics the local clinic 
committees usually arrange for a vaccination and toxoid day, when 
children are protected against small-pox and diphtheria. Three public 
health nurses are engaged by the Provincial Board of Health to give 
assistance at the Health Clinics, and to conduct Home Nursing 
Classes for women and teen age girls. Six municipalities have en
gaged the services of a municipal nurse principally for maternity 
work in the outlying districts. There is not a generalized nursing 
service in the province; but this year arrangements have been made 
with the Victorian Order of Nurses to demonstrate this type of nurs
ing in a rural district to show the value of and need for a local nurs
ing service. Health literature is issued by the Provincial Board of 
Health, and in addition a Health Exhibit is conducted at the Pro
vincial Exhibition. A system of Union Hospitals is filling a long felt 
need in providing hospital accommodation for mothers in rural areas. 
Maternity grants are also given to mothers who cannot afford to ob
tain the service of a doctor on account of the distance, and also to 
help her to procure necessities for confinement. There are eleven 
nursing outposts in Saskatchewan maintained by the Red Cross So
ciety, which function as small hospitals with sixteen nurses in at
tendance.

What is needed mostly in this province is education of the people 
to the needs of a generalized nursing service.

Alberta has a population of 607,000 (two-thirds rural), and an

34 Provincial Infant Care



A. E. Wells 35
average of 14,500 births each year. The Provincial Board of Health 
has outlined the program of infant welfare work and has a director 
and a staff of eight public health nurses engaged in generalized 
nursing. Five child welfare stations are organized to serve rural 
districts, with no physicians in attendance. Through the Women’s 
Organizations a series of health conferences are held during the 
summer months, which has been found to be one of the best means of 
arousing interest. A Traveling Treatment Clinic is also conducted 
by the Provincial Board of Health for the benefit of those in rural 
districts, consisting of a physician, dentist, and one or two nurses who 
work in cooperation with the local physicians. Treatments and opera
tions are free to settlers in outlying districts, and a nominal charge is 
made of those who can afford to pay. This clinic has been well re
ceived by the people and is filling a great need. Municipal Hospitals 
which are supported through taxation, provide accommodation for a 
large number of rural mothers. The main difficulty experienced is the 
lack of cooperation and interest in infant welfare work by municipal 
councils, who are at present mostly concerned with road building and 
keeping down taxes. In Alberta there are three nursing outposts 
with six nurses in attendance maintained by the Red Cross Society, 
and conducted as small hospitals with field service in addition.

British Columbia has a population of 568,400 (two-thirds rural), 
and the average number of births is about 10,000 annually. Work 
in infant welfare is conducted according to a program advised by the 
Provincial Board of Health, through public health nurses who num
ber twenty, and is financed by local organizations and a grant from 
the Provincial Board of Health. Fifteen of these nurses are engaged 
in rural districts in generalized work. They work in conjunction 
with the Women’s Institutes who have standing committees respon
sible for the promotion of public health and child welfare work. 
There are twenty child welfare stations which physicians attend in 
some districts. The work of the nurses consists in bedside service in 
communities, home visits for follow-up of babies, health conferences, 
and home nursing classes to mothers and teen age girls. Literature 
is issued by the Provincial Board of Health, and Health Exhibits are 
held at Fall Fairs. An endeavor is being made to establish preschool 
clinics for the examination of children, and to keep a record of their 
health from the time of their birth until they enter school, when such 
records become a part of the school medical inspection records. In 
this way it is hoped to have a complete health record of children from
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the time of their birth until they leave school. There is also provision 
for maternity protection under the British Columbia Maternity Pro
tection Act, which safeguards the expectant mother in industry, and 
allows time for the breast feeding of infants during working hours. 
This provision, while not a rural measure, is a part of the provincial 
program in infant care.

We find in analyzing the various methods of organization in rural 
areas, that though there is variation, there is the same purpose and 
end in view. And it is significant that no province is entirely satis
fied with the progress made. All are too sincere in their effort to 
provide an adequate rural health service to be content with the work 
that has been done. Practically all provinces are agreed that the gen
eralized type of nursing is the most practical, economical and best 
form from the standpoint of family health work. Likewise all are 
agreed that home visiting constitutes the most important part of a 
public health nursing service in maternal and infant welfare work. 
Furthermore that health conferences for the benefit of all mothers in 
the district, and home nursing classes which include instruction in 
maternity and child care, and health exhibits at summer fairs are a 
powerful means of arousing interest and cooperation of the com
munity. Also that all provinces find the assistance of Women’s 
Institutes, United Farm Women of Canada, Red Cross Society, and 
other welfare organizations of inestimable value in supporting health 
services.

You will have noted perhaps, that prenatal clinics have not been 
mentioned as part of the rural service in any province. At the pres
ent time they seem impractical, as mothers receive advice at the child 
welfare stations and in their homes; and are referred to their family 
physicians for medical supervision. Women generally in rural areas 
are yet so uninformed of the importance of frequent prenatal ex
aminations and of the danger of neglect, that it is difficult to find 
expectant mothers early enough to do adequate prenatal work. Where 
there is a permanent generalized public health nursing service, ex
pectant mothers may be met when the nurse visits the homes of school 
children; but it is chiefly through community educational work that 
mothers may be found and given proper nursing care for their first 
born.

With regard to other permanent clinics in rural areas, it seems 
preferable to educate people to seek health supervision from the 
family physician than to organize clinics except as a special means
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for community health education. The traveling clinic however, has 
proved to be a successful means in reaching rural districts without 
medical service.

Now as to the difficulties in the various provinces. The greatest 
of these is the lack of funds for health authorities to carry on an 
adequate health program. Why this is, in view of the fact that ma
ternal and infant welfare work is the keystone of all educational and 
protective endeavor for human welfare is difficult to understand. The 
past few years of financial depression and of high taxes, has affected 
health work as well as other services, perhaps more so on account of 
it being a comparatively new branch of work. At the present time, 
most municipal officials are more interested in the side of public 
health work which obviously lessens municipal expenditure, i. e., con
trol of communicable diseases and school health inspection; than in 
maternal and infant welfare work, which may take years perhaps, to 
demonstrate its real value.

Departments of Agriculture have for many years been maintained 
to assist in problems of better and healthier stock, of larger crops, 
management of farms and farm homes to increase financial returns to 
the country, and they are most necessary. But does it not seem 
strange that as much cannot be done for the promotion of better and 
healthier rural parents and children? Surely the enormous amounts 
expended for curative and custodial purposes alone for our people, 
without the suffering and misery involved (unmeasurable in dollars 
and cents) which preventive measures decrease—should arouse public 
opinion in this matter. Knowing all sides of the problem, and its 
effect, it is hardly a question of not being able to afford expenditure 
for health work, but whether we can afford not to spend.

The next difficulty in importance is the seeming lack of interest 
and cooperation on the part of the average rural individual to ma
ternal and infant welfare work. Collectively, rural people are inter
ested in all matters that concern their welfare, and individually they 
are constantly asking for advice. To show that they are interested, it 
seems as if it will be necessary for rural mothers (who hesitate to 
make public their health problems) to awaken to the fact that they 
must become forcefully articulate, as the members of a Women’s 
Institute became not so long ago when a municipal council decided 
to dispense with the nursing service in their district.

In urban districts, direction and supervision are available at all 
hours to the workers; organizations for relief and corrective work are
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already established; transportation and climatic conditions do not gen
erally constitute difficulties.

In rural districts, the very reverse is true. Workers must take the 
initiative in promoting welfare work, do their routine duties, and in 
addition must be prepared for any emergencies at all times. Es
pecially does this obtain in the outlying districts where nurses have 
been placed because of the lack of hospital and medical service. A 
recent report of the work of one of these nurses states that “She 
worked alone at top notch of nervous strain for eighteen hours at a 
maternity case, and the baby was made to breathe only after much 
effort.” Perhaps only a physician or nurse can visualize all that such 
a brief report indicates. But I should like to draw to your attention 
that we do not officially recognize the practice of midwifery, yet we 
stipulate that these nurses shall have special training to enable them 
to undertake the work of an obstetrician. I am at liberty to speak of 
this after ten years experience in rural work, and in organizing and 
supervising nursing stations where these nurses are placed. And I 
often wonder if we are really consistent or just to these women who 
are willing to devote their service to the frontier places. No mission
ary in the foreign field has to undergo more fatigue or hardships than 
some of these nurses who are trying to meet a most urgent need. 
Although I hold no brief for state medicine, I hope the day will come 
soon, when physicians will be stationed permanently by official or
ganizations in such districts, to relieve nurses of responsibilities that 
should not be theirs. In this connection, it is interesting to note that 
mining and lumbering industries in outlying districts are required to 
provide medical care for the men. We may safely conclude that the 
needs of rural women and children are in no way less than those of 
able-bodied men.

I believe I am expected to outline a provincial program for infant 
care, and this is not easy to do ; as each province has its own particu
lar problems which must be taken into consideration in planning a 
provincial program. However, there are basic principles in organi
zation that are generally accepted, and these are: 1. that effective 
health service must have legal authorization, sufficient financial sup
port, efficient leadership, trained workers; and be continuous, 2. that 
the child health program should be outlined by a public health agency 
which has knowledge of rural conditions—with the support of private 
organizations. 3. That the purposes of a child health program are—
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(a) Teaching mothers to care for themselves, particularly during 

the prenatal period.
(b) Teaching parents and attendants of children the principles of 

hygiene, nutrition and sanitation—that children may be born without 
preventable handicaps, properly cared for, to avoid defects and dis
ability.

(c) Promoting health attitudes on the part of each member in 
the community.

4. That the health service be generalized, so that there will be a 
better understanding of the health needs of the whole family. I t is 
now conceded that the best school health work is accomplished through 
prenatal and preschool work.

5. That the unit of any project for improving maternal and child 
health is the public health nurse who visits parents in their homes.

6. That the cooperation is essential of local physicians, who (by 
reason of their understanding of the problems that make public health 
measures necessary) are the logical leaders in community health enter
prise. Without it no plan can be successful. Public health nurses act 
as assistants in preventive medicine as the hospital and private duty 
nurses act as assistants in curative medicine.

7. That medical direction and nursing supervision of the public 
health nursing service be given by a public health agency. When an 
organization occupies the whole field of public health, and draws its 
funds from the taxes, the work becomes an accepted part of public 
service for every citizen, and has the air of belonging to the people. 
The reasons for this have been briefly summed up by Miss Dyke of 
Toronto, at the last conference of the American Public Health As
sociation as follows :—•

“The public agency can bring about coordination of public and 
private agencies, and delegate functions, but it is difficult for repre
sentatives of a public agency to participate in work directed by a 
private agency.”

“The nursing service of a public department makes articulate 
that thing in government which lies buried in the heart of every 
official.”

“The nurse who visits the homes as a representative of govern
ment can interpret the essential qualities of government where all 
other influences fail, and may interpret the needs of her clients to 
intelligent philanthropy.”
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If these reasons are sufficient for an urban public health nursing 

service, they are undoubtedly of greater importance in a rural service.
In Manitoba, where a public health nursing service was organized 

by the Provincial Board of Health in 1916, through the thoughtful 
consideration of rural public health problems by the late Dr. Gordon 
Bell, and the members of the Provincial Board of H ealth; and the 
vision and effort of Dr. M. S. Fraser (the medical director) a nursing 
service has been built up to provide field workers to municipalities 
outside of Winnipeg. Though a branch of government service, it 
does not savor of paternalism or officialdom, and is a socializing in
fluence, especially among the people of non-British races.

As the Manitoba Government was the first provincial government 
to undertake such a branch of service, there was no precedent to 
guide in outlining the program of activities, and therefore, the first 
year was largely one of experiment. It was found impossible to 
adopt established city methods of work, for the rural public health 
nurse found herself confronted with problems very different from 
those in the cities.

I t was realized that in rural and town districts, where nurses are 
few and funds limited, all branches of public health nursing must of 
necessity be carried on by one nurse. Therefore, this plan of or
ganization was accepted, as the most efficient and economical for 
carrying on as complete a health program as possible.

The nursing service is administered as follows:—
When a municipal council or school board decides to inaugurate a 

nursing service, application is made to the Provincial Board of 
Health. The Board of Health then makes the appointment of the 
nurse and supervises her work.

The cost to the government of maintaining a nurse in a district is 
from $1,600 to $2,000 a year. This amount includes salary of the 
nurse, transportation, first aid supplies, records and equipment used 
to carry on her work. Up to the present time the charge against a 
district employing a nurse has been $920 a year. The cost of the 
nursing service seems to make but very little difference in the rate of 
taxes. As one municipal official put it, “it only cost the owner of a 
quarter section of land, the price of a cigar, and not such a good one 
at that.” At any rate, the municipalities who employ nurses and fully 
cooperate in all ways to make her work for them of greatest value, 
count such cost an investment.

Now, you will ask, how does the public health nurse proceed with
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her generalized program and where in particular does she work ? She 
works in the schools, in the homes, and the community, which enables 
her to reach all in her district. Because of limited time and the large 
area to cover, the program is principally one of health education, 
which usually begins with school work, and through the school, works 
back to the homes.

I shall not weary you by enumerating all of the activities of the 
public health nurse, so I will briefly outline those directly related to 
maternal and infant care.

Individual prenatal and infant work is carried on by—
1. Home visits.
2. Consultations and health conferences at child welfare stations 

and at summer fairs.
3. Correspondence or phone consultations.
4. Supervision of maternity and children’s boarding homes.
Community work is carried on through the work of the child

welfare station, health and home nursing classes, health conferences 
at summer fairs, health exhibits, press publicity, and social service 
activities in connection with local organizations, and also for public 
organizations, i. e., Child Welfare Department,—in connection with 
Mothers’ Allowances, Neglected and Dependent Children, etc. The 
most important duty of the public health nurse is instructing the ex
pectant mother in prenatal care, persuading her to consult her physi
cian, and to arrange for adequate care at confinement. Next in im
portance is the follow-up work of the babies. When a nurse is able 
to report that all of the babies are breast fed, and there have occurred 
no maternal and infant deaths, she is very proud indeed of her com
munity. All maternity homes, institutions and boarding homes for 
children and day nurseries are required to be registered with the Pro
vincial Board of Health, who grant permits if such homes and in
stitutions are suitable. It is the desire of the Provincial Board of 
Health to find suitable family boarding homes for children, and to 
encourage and aid good foster mothers to maintain and promote the 
health of children committed to their care. Investigations and regular 
inspections are made by two nurses of the staff, and by the field 
nurses in their own respective districts. This supervision was found 
necessary to protect the health of children deprived of the care of 
their natural guardians. The work of supervising boarding homes for 
children has increased greatly, due to the emphasis now being placed
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upon the need for family home care of children. Cooperation of all 
child placing and other social agencies is maintained in order that ths 
work of this service may be carried on efficiently.

To make any permanent progress in health matters it is necessary 
to interest, and depend upon the cooperation of the women in a com
munity. And for this reason, the Women’s Organizations are the 
greatest support to the nursing service by their ready assistance in 
promoting measures for health and treatment. Where arrangements 
have been made between the municipality and the Provincial Board of 
Health, bedside nursing care is given as part of the general routine, 
and precedes other work in the nurse’s program.

At the present time while nursing care is given to instruct those 
in the home in the care of the sick, or if there is an emergency, regu
lar bedside nursing care is included in the service to patients in their 
homes, in only two communities, that are -small enough in area, to 
make such work possible. This is the plan of public health nursing, 
which is considered to be of the most value in promoting health edu
cation, and will be developed as municipalities desire to have it. 
Where such a service is established, it functions under the auspices 
of a local organization. In one community the Imperial Order of the 
Daughters of the Empire sponsors the work, and in the other it is 
under an organization composed of representative citizens, called the 
Citizens’ Welfare League which collects fees from those who can 
afford to pay, and provides any necessary equipment and relief needed 
for the families served.

Child Welfare Stations are established in a public building, or a 
rest room of the Women’s Institute in a town or village. Their pur
pose is to place within the reach of every mother or expectant mother 
of a community, a health centre for prenatal consultations, child 
health conferences, clinics, classes, etc.

Regular health conferences are held there, to give infants and 
preschool children the same health service that they will freely receive 
as school children, i. e., health inspection, weighing, etc., and to em
phasize the importance of early habit training and dietary needs for 
children. When signs of disease or disability are present in children, 
they are referred to their own family physician for treatment. Physi
cians have given generously of their time and service, enabling com
munities to have free medical advice at these health conferences. 
Child health conferences are also held at summer fairs, in place of the 
old time baby shows as a means of revealing the defects of apparently
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well children, and to educate parents as to the value of annual physical 
examinations by their family physicians. A child health conference 
is recognized by Fair Boards as an important attraction at fairs, and 
in addition serves the community as a means of obtaining a health 
examination for preschool children, in order to discover defects 
before they begin their school life. The examiner—who is a child 
specialist also acts as a consultant to local general practitioners when 
so desired.

Health and home nursing classes are held under the auspices 
of local women’s organizations where instruction in maternal and 
child care is emphasized. These classes are formed in order that 
the fundamental principles of nursing may be available to every wom
an in the community, and are found to be far reaching in effect. 
Health talks to teen age groups, i. e., C. G. I. T., and Girl Guides, and 
the organizing of Little Mothers’ League Classes for the senior girls 
in the elementary schools, which includes instruction in Home Nurs
ing also have an important place in health education in this phase. In 
addition special measures in health education are conducted to stimu
late group interest by means of health exhibits at fairs and conven
tions of welfare organizations. Instruction is also given to Normal 
Students in the value of maternal and child care and in home nursing, 
to assist them in helping and advising parents in rural districts, which 
they are frequently called upon to do where there is no medical or 
nursing service. Many mothers write to headquarters for advice 
where nurses are not stationed, but we feel that literature is a poor 
substitute for the personal service of a nurse.

In 1923, the Department of Agriculture allowed us to use a coach 
of their Better Farming Train, which was fitted up for health con
ferences and lectures for mothers and children. This work especially 
demonstrated the need for health services, and indicated how anxious 
the parents of rural districts are to seek health information. We are 
hoping that we may extend the traveling type of service, as it is a 
means of taking to the people in the outlying districts the service and 
the conveniences and equipment used in cities.

Looking back over those first years we find that the work of 
organization in rural districts has been far from easy. The public 
health nurse was in many instances not the welcome visitor that she is 
to-day. In health education one is struck by the changed attitude 
toward health matters, and the amount of health knowledge shown, 
and we have reason to believe that the public health nurse has played
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some part in bringing this about. As to the difficulties encountered 
in the service, there are many, for in almost every point of approach 
there are some obstacles. Financial depression increases social service 
work, and lack of accurate morbidity and mortality statistics in rural 
areas hinders any movement to urge the necessity for the better ma
ternal and infant protection. Lack of diagnostic and medical treat
ment for the poor also hinders the work in correction and control of 
disease. The problem of inadequate nursing service is very acute. 
To meet this need smaller areas are necessary for each nurse to ac
complish satisfactory work.

In conclusion, it seems fitting to pay tribute to the individual ef
forts of pioneer physicians and nurses who have made many sacri
fices to care for rural mothers and children; to the record of achieve
ment of the Victorian Order of Nurses in establishing cottage hos
pitals and to the leaders of the Red Cross Society, who have made 
the best possible use of their funds by establishing nursing outposts 
for our pioneers.

Though there still remains a tremendous task to be performed to 
place health services within the reach of all of our rural people, we 
know that steady progress while not spectacular, is being made.

Universities have opened their doors to nurses to give knowledge 
concerning health services for mothers and children, and have placed 
the stamp of approval on such work. National welfare organizations 
are also giving more thought to this matter for we find that recently 
the National Council of Women have decided to enlarge their study 
of maternity benefits to maternity care. We may even point with 
satisfaction to the beginning that our Canadian Council of Child Wel
fare has made, in stimulating interest in maternal and child health 
problems. So we may hope that by working in unity the day may not 
be far distant when our National, Provincial and Municipal Govern
ment will see their way clear to make adequate provision for rural 
maternal and child health services. There is great concern for 
mothers and babies when conditions become so pathetic that sympathy 
demands attention. Surely we have advanced sufficiently in the 
knowledge of preventive medicine to feel that such occurrences are a 
blot upon our Dominion. I may seem to over-emphasize, but any 
rural health worker will tell you that it is impossible to exaggerate 
certain aspects of our maternal and infant problem in rural districts.

We know what the acceptance of the provisions of the Maternity 
and Infancy Act (The Sheppard-Towner Act in the United States)



A. E. Wells 45

has meant to the rural districts in the States which took advantage of 
it. Canada needs such assistance for her rural people in no less 
degree. The statement of President Coolidge in his address for peace 
requirements may well be applied to health requirements of our 
mothers and babies in rural areas. “Truth and faith and justice have 
a power of their own in which we are justified in placing a very large 
reliance.”



THE INCIDENCE OF VENEREAL DISEASES IN ANTE NATAL AND POST NATAL CLINICS*
F. J. BROW NE, M. D., D. Sc., F. R. C. S. E.

Professor of Obstetric Medicine, University of London, 
Obstetric Surgeon, University College Hospital,

London, England.
I shall deal with syphilis under four headings: (1) Frequency,

(2) Diagnosis, (3) Treatment, (4) The Outlook.
Frequency.—In the Ante-natal Clinic of the Edinburgh Royal 

Maternity Hospital, of which I was in charge for some years, Dr. 
Gladys H. Dodds found a positive W. R. in 130 of 2,000 (6.5 per 
cent.) consecutive cases examined. In 0.3 per cent, it was moderately 
strong positive; in 1.4 per cent, it was weak positive, and 0.8 per cent, 
the reaction was doubtfully positive. In 0.3 per cent, the serum was 
anti-complimentary, and finally in 0.7 per cent, the W. R. was nega
tive, but the patients were considered from other evidence to be 
syphilitic.

These figures show that in an ordinary Ante-natal Clinic the fre
quency of syphilis is at most about 7 per cent.

Diagnosis.—In diagnosis attention should be directed to the fol
lowing points:—

(1) The Clinical History.—In about 70 per cent, of syphilitic 
primigravidas a history of clinical evidence of syphilis will be ob
tained. In syphilitic multiparae such evidence is obtainable in about 
30 per cent. There is a good deal of evidence to show that the reason 
for this absence of history of syphilis in multi parse is not that signs 
of syphilis have never been present, but that they have been for
gotten or are denied. I have discussed this fully elsewhere, but have 
since then met with a striking example in illustration. A primipara 
was sent from the venereal diseases clinic of the Edinburgh Royal 
Infirmary with a letter which stated that her previous pregnancy two 
years before had ended in a miscarriage, and that just before the 
miscarriage she had come under observation, suffering from the usual 
signs of secondary syphilis, viz., rash, sore throat, mucous patches
* Read before the National Conference on Maternity and Infant Welfare,London, England, July, 1927.
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and condylomata, with a triple positive W. R. On questioning her 
most carefully regarding her past history, I found that she denied 
that any such signs had ever been present.

(2) Clinical Signs of Past Syphilis.—These may be found on 
careful examination in the form of scars of healed gummata especially 
about the calves and knees, leukoderma, etc.

(3) Obstetric History.—A history of repeated still-births, abor
tions or neo-natal deaths without obvious lesions to account for them, 
such as nephritis or birth injury should arouse suspicion.

(4) The Wassermann Reaction.—A strongly positive W. R. is, 
in my opinion, certain evidence of syphilis. I do not believe that the 
toxaemias of pregnancy can give rise to it, at least I have never seen 
an example of that. On the other hand, a case may have a negative 
reaction and yet be syphilitic and give birth to syphilitic children. It 
is important that the practitioner should recognize this. It is only 
fair to state in this connection that I have never met with a case in 
which a mother with a negative W. R. gave birth to a foetus whose 
organs contained spirochaetes.

(5) Examination of the Product of Conception.—This is perhaps 
the most valuable method of diagnosis at our disposal, and it is 
strange that it should be almost entirely overlooked by those who 
write text books. In one of the most recent and excellent text books 
on venereal diseases, for example, it is not even referred to. Evidence 
may be found in (a) the placenta, (b) the cord, (c) the foetus.

The Placenta.—The classical characters of the syphilitic placenta 
are well known; its pale greasy, bulky appearance is described in 
every midwifery text book. What is less well known is that these 
typical appearances are only found in the placenta of the macerated 
foetus, and that if the foetus is born alive though syphilitic the pla
centa may seem perfectly healthy both to naked eye and microscopic 
examination. Why is this ? Because intra-uterine death of the foetus 
in syphilis is directly due to obliteration of the foetal capillaries in the 
villi. This obliteration is brought about by sub-acute inflammation, 
the end result of which is fibrosis causing enlargement of the individ
ual villi. If the fibrosis is extensive the foetus dies and is born 
macerated; if the fibrosis is less marked the foetus is born alive, and 
the placenta shows little or no change from normal.

The normal placenta at term weighs less than l/4 th  of the foetal 
body weight and usually less than l/6th. If a placenta at term, or in 
the 9th month, weighs l/4 th  or more of the body weight it is almost
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certainly syphilitic. A placenta of a macerated syphilitic foetus may, 
however, show a normal weight ratio. This simply means that the 
placenta was small to start with, and though enlarged from syphilis, 
the enlargement was insufficient to make it exceed the normal 1 / 4th 
of the foetal body weight.

The Cord.—Most valuable evidence may be obtained from the 
cord. The piece of cord for examination must be taken as close to 
the foetal end as possible. The most usual change is round cell infil
tration around and in the walls of the umbilical vein. The spirochsete 
may be demonstrated in the tunica intima by appropriate staining 
methods. This diagnosis of syphilis from the cord is particularly 
valuable as it is available when the foetus is born alive and apparently 
healthy. It must, however, be emphasised that even when syphilis is 
present the cord may be quite normal.

The Foetus.—If the foetus is macerated this is in itself suspicious 
as one-third of all macerated foeti are syphilitic.

In the examination of the macerated foetus four points will be of 
assistance: (a) the liver, (b) the spleen, (c) the epiphyses, (d) the 
presence of the spirochsete in the organs.

The Liver.—The normal foetal liver weighs about l/20th to 
l/30th of the body weight. If it weighs l/12th or over it is almost 
certainly syphilitic. At the same time it should be remembered that 
as in the case of the placenta and chiefly for the same reason it may 
be less than l/12th, e.g., 1 /20th or l/25th, and yet the foetus be 
syphilitic.

The Spleen.—A normal foetal spleen may weigh 1/150th of the 
body weight. If it weighs more than this it is almost certainly syphi
litic. Again, as in the case of the liver and placenta its weight ratio 
may be normal and yet the spleen be syphilitic. Such exceptions, 
however, are rarer than in the case of the liver and placenta. An 
enlarged spleen is a most valuable sign of foetal syphilis.

Chondro Epiphysitis.—The jagged, irregular chondro epiphyseal 
junction is well known and requires no further description. In cases 
of doubt it may be demonstrated microscopically.

Presence of Spirochcetes.—These are, as a rule, best demonstrated 
in the liver, spleen, suprarenal gland and kidney, either by dark 
ground examination or by the Levaditi method of silver staining for 
permanent specimens. Their presence is of course absolute evidence 
of syphilis.

The Fresh Dead Foetus, or the Dead Infant.—If the foetus is ex
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pelled dead but in a fresh condition, or if the child dies in the neo
natal period, its organs are available for microscopic examination. 
The changes are best found in the liver, lungs, thyroid gland and 
pancreas, and are generally speaking of the nature of subacute in
flammation and fibrosis. I shall not refer to these as they have been 
fully described elsewhere.

(6) The Therapeutic Test.—Occasionally, in a case in which 
there have been repeated still-births, after even the most complete 
examination along the above lines, one is still left in doubt as to 
whether syphilis is present or not. It is then, I think, advisable to 
put the patient on a course of novarsenobenzol and one is then some
times rewarded by the birth of an apparently healthy child. In such 
cases it is probably a justifiable conclusion that syphilis was present 
although it is possible that arsenical treatment may have a beneficial 
action on other ante-natal diseases than syphilis—diseases of the na
ture of which we are entirely ignorant.

Treatment.—In treatment four main principles should be borne 
in mind.

(a) It should commence as early in pregnancy as possible, or 
better still, a full curative course of treatment should be com
pleted before pregnancy is allowed.

(b) The patient should be treated by arsenical compounds in 
every pregnancy—no matter whether she seems cured or not.

(c) Treatment may be continued with perfect safety up till the 
time of confinement.

(d ) Arsenic and mercury or bismuth should not be combined in 
treatment on account of their tendency to damage the kidney. 
In this respect bismuth and mercury are more dangerous than 
arsenic. If there is no albuminuria, however, they may he 
given alternately. If there is albuminuria it may be neces
sary to stop all treatment except by potassium iodide so long 
as the albuminuria lasts. In some rare cases the albuminuria 
may be due to syphilis and then arsenical treatment, carefully 
watched, may be tried.

Method of Treatment.—The best results are obtained by the use 
of Novarsenobenzol intravenously, starting with a small dose of 0.3 
or 0.45 grm. and increasing carefully to 0.6 or 0.75 grm. The in
jections should be given once weekly and continued until 6 or 8 doses 
are given. A careful watch should be kept for albuminuria. After 
this there should be a month’s interval during which mercury in the
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form of 10 minims of grey oil (corresponding to Gr. 1 of metallic 
Hg) is administered intramuscularly into the buttock once weekly, 
the site of injection being massaged so as to aid absorption. Intra 
muscular bismuth, preferably one of the insoluble compounds such as . 
bicreol, may be given as an alternative twice weekly. In the case of 
both bismuth and mercury treatment the most careful attention should 
be paid to the state of the teeth. After delivery, treatment should of 
course be continued. It is unnecessary to say that a course of treat
ment of 18 months’ duration as outlined above is the minimum, and 
that it is well to continue treatment for a year after all tests are nega
tive.

In the case of husbands with old and probably cured syphilis it is 
well to advise a prophylactic course as a safety measure for some 
weeks preceding marriage. Finally, it must be emphasised that there 
is no proof of the cure of syphilis except re-infection, and that anti 
syphilitic treatment should be repeated in every pregnancy no matter 
whether apparently cured or not.

The Outlook.—What is the outlook for obtaining a healthy child 
by such measures ?

The most complete figures with which I am acquainted are those 
of Boas and Gammeltoft, who have followed up some of the children 
for as much as 15 years.1

The following table gives the main facts:—

Treatment of Mother No. of Cases SyphiliticInfants HealthyInfants
Per

Syphilitic
Cent.

Healthy
Syphilis not treated ............. 201 194 7 96.5 3.5
Mercury before pregnancy ) 87 78 9 90.0 10.0No treatment during “ )
Salvarsan before pregnancy) 15 12 3 80.0 20.0
No treatment during “ )
Mercury during pregnancy . 111 80 31 72.0 28.0

Salvarsan before pregnancy) 26 7 19 27.0 73.0Mercury during “ )
Salvarsan during pregnancy 98 19 79 20.0 80.0
Salvarsan before pregnancy) 

“ during “ ) 7 1 6 17.0 85.0
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The best results were therefore obtained from salvarsan both 

before and during pregnancy, but even with that no guarantee can 
be given that the child will not be a congenital syphilitic.
Gonorrhcea

It is impossible to do more than give an approximate estimate of 
the frequency of gonorrhoea in pregnancy, so many are the difficulties 
surrounding its diagnosis.

My experience is that it does not often give rise to acute symptoms 
such as cystitis; if it does, the diagnosis is fairly obvious and treat
ment in the acute stages is almost standardised, viz., rest in bed, 
prevention of spread of infection by vulval protection, hot antiseptic 
sitz baths, carbohydrate diet and plenty of fluid, and as soon as the 
patient can bear it, treatment by local applications in the lithotomy 
position. Arthritis is in my experience the most common complica
tion, and its treatment often demands much circumspection.

I shall deal here with the more common sub-acute or chronic in
fection, its methods of diagnosis and treatment.

It is hardly necessary to remind you of some anatomical peculiari
ties of the female genital tract that explain why primary infection is 
limited to certain areas. The vulva and vagina are covered by a 
squamous epithelium which in the adult female is very resistant to the 
entrance of the gonococcus. But there are about the vulva certain 
vulnerable areas that are not so protected, and through which the 
gonococcus can therefore enter and set up infection. These are (1) 
the duct and gland of Bartholin. (2) The urethra and peri urethral 
glands, especially Skene’s glands. Therefore while we do not find a 
primary vulvitis in the adult we often get a Bartholinitis and a urethri
tis. (3) The cervix is the third vulnerable area in the lower genital 
tract. Its canal is lined by columnar epithelium between the cells of 
which the gonococcus can easily penetrate into the deeper cervical 
tissues. From the canal open the racemose glands of the cervix and 
into them also the gonococcus can easily enter and lie safely en
trenched beyond the reach of local applications. The cervical infec
tion sets up cervicitis, the well-known cervical “erosion” or catarrh, 
with discharge of muco-purulent secretion. This pouring over the 
vagina and vulva may set up a secondary vaginitis or vulvitis and 
both vagina and vulva become inflamed and swollen.

How to Examine a Case of Suspected Gonorrhcea.—Examination 
can only be properly carried out with the patient in the lithotomy 
position, and in a good light. In private practice this position can
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easily be obtained by a pair of lithotomy straps. The gland of Bar
tholin is first examined by picking up the labium majus at the junc
tion of its posterior and middle thirds between the finger and thumb. 
Normally the gland cannot be felt. If any enlargement is felt it is 
in 99 per cent, of cases due to gonorrhoea. It may, if only slight 
enlargement and induration are present, be caused by very old stand
ing infection.

Next, examine the orifice of the duct—a pin point opening at the 
junction of the hymen with the labium minus, near the posterior end 
of the latter. An area of rosy redness spreading on to the adjacent 
mucosa is suspicious, but it is not so strong evidence as enlargement 
of the gland. It may be possible to squeeze a little pus from the 
duct, if so it should be spread on a glass slide and allowed to dry in 
air, being afterwards sent to a bacteriologist for examination.

The Urethra should be next examined, care being taken that the 
patient has not passed urine for 3 hours. The urethra should be 
squeezed from the neck of the bladder downwards to the external 
meatus and if pus is obtained a smear and possibly a culture taken. 
The absence of Bartholinitis and urethritis, however, by no means 
excludes gonorrhoea.

The cervix should then be examined, preferably using a bivalve 
speculum, which gives the best exposure. In acute infection it usually 
appears purple and congested and bleeds on touching. In more 
chronic cases there ma)'- be actual desquamation of epithelium, the 
well-known erosion. Often it is bathed in muco-purulent secretion. 
A swab must be taken from the cervical canal, care being taken not 
to trespass above the internal os. Smear or culture is again made. 
The cervix, however, may look perfectly normal and yet gonococci 
may be obtained from the canal.

A swab merely from the vagina is generally of no value whatever 
in excluding gonorrhoea.

What is the Value of a Negative Smear?—A negative smear is 
of little value in diagnosis and it should be repeated on at least three 
successive occasions. The gonococcus is most likely to be found just 
after a period, but this test is not available in pregnancy. We may, 
however, give a provocative injection of 200 million gonococcal vac
cine and examine the discharge 24, 48 and 72 hours later. If in doubt 
regarding the diagnosis it is always better to treat the case as if it were 
gonorrhoeal.

Treatment.—The multiplicity of remedies available in gonorrhoea
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is evidence that there is none very efficient. The truth is that almost 
the weakest antiseptic will kill the gonococcus if it can be brought into 
contact with it. This is the difficulty. The organisms live entrenched 
in the peri-urethral or cervical glands beyond the reach of most local 
applications.

The patient should be in the same position as for diagnosis and 
the external genitals cleansed with a solution of lysol or perchloride 
of mercury. With a bivalve speculum the cervix is exposed, and 
from it and the vagina all muco pus is wiped either with a dry sterile 
swab or with sodium bicarbonate solution. The latter removes 
mucous better and leaves a clean surface. The portio and vagina 
should now be swabbed with a silver or other preparation, such as 
10 per cent, protargol or neoprotosil of 1 per cent, picric acid in spirit. 
After trying many of these remedies I think one gets just as good 
results by swabbing with saline solution. In pregnancy one must 
handle the parts very carefully and be especially careful in making 
application to the cervical canal lest premature labour be induced. 
One may, however, very gently swab the canal using a Playfairs probe 
dressed with cotton wool dipped in the selected solution and rotating 
the probe carefully. It is rare to find urethritis persisting at this 
stage, but if it is, it may be necessary to inject, with a glass syringe 
carrying an acorn nozzle, a silver or other preparation such as 1 per 
cent, picric acid or 1 in 1,000 acriflavine, or silver protein, 1 per cent, 
or, as an alternative, medicated urethral bougies may be used contain
ing neo-protosil 10 per cent, or any similar preparation.

Sometimes there is a chronic infection of Skenes ducts, and it is 
necessary to inject them by means of a blunt pointed hypodermic 
needle or they may be destroyed with a cautery.

Finally, cervix and vagina are dusted with an astringent dusting 
powder such as dermatol, which helps to keep the surface dry. Twice 
a week is generally sufficient for local treatment, and in most cases 
there is no need for rest in bed.

Detoxicated vaccines are of considerable assistance in clearing 
up the discharge, starting with a dose of 5,000 million, repeating once 
weekly, and gradually increasing to 100,000, which may be continued 
till the end of pregnancy.

I have no experience of ionisation or diathermy in treatment, 
neither do I think they would be applicable in pregnancy.

With the treatment outlined above it is almost always possible to
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get the discharge cleared up in a few weeks, and before delivery oc
curs. Very few of the cases cause trouble in the puerperium.

Douching is, in my opinion, dangerous, and less effective than the 
method above described, and should have no place in the treatment of 
gonorrhoea in pregnancy.

Finally, it must be emphasised that the only absolute test of cure 
of gonorrhoea is the absence of the power to re-infect the male, and 
that treatment must be continued after pregnancy is over until at 
least all clinical evidence of disease is eradicated.

REFERENCES
1 Harold Boas and S. A. Gammeltoft: Arbejder fra Fodeafdeling A ogGynaekologisk Afdeling Rigshospidalet. IV. Bind, p. 1, 1927.



THE PRACTICAL TEACHING OF MOTHERCRAFT*
MABEL G. BRODIE, M. B„ D. P. H.

Late Welfare Medical Officer, Durham County Council, England.
The publicity to-day offered by the Medical and Lay press to 

questions of Health Education is simply (1) the outcome of years of 
patient work by the importunate pioneer, and (2) the response to the 
queries of an awakening public, thirsting for further enlightenment 
on questions which they now realise are not only personal but na
tional.

The time therefore seems opportune for reconsidering what knowl
edge is to be at the disposal of the public and in what way it can most 
profitably and attractively be set out. Although, for a short time we 
propose to consider what may appear to be only a small branch of the 
major question of Public Health, a little closer consideration will make 
it obvious that a sound knowledge of parent craft (the title of the 
paper is really out of date) is the nucleus which can activate the 
growth of all the other branches, for in an elementary degree it em
bodies some knowledge of each of them.

To prove this, the following details of its scope must be set out:
(1) Practical knowledge of housecraft which embraces sanitary 

matters such as the care of water pipes, waste and supply—respect 
for the bath (when there) and the drains, the disposal of household 
refuse, the suppression of dust and smoke.

(2) Personal and domestic Hygiene illustrating the importance 
of cleanliness and other daily health habits, of the correct buying, 
making and washing of clothes, the buying, preparation and utilisa
tion of food, and elementary economics generally.

(3) Elementary physiology.
(4) Elementary psychology.
(5) Some knowledge of disease and its prevention and the source 

from which reliable knowledge can be obtained.
* Read before the National Conference on Maternity and Infant Welfare, London, England, July, 1927.
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The whole course may be modified or elaborated according to the 

age or mental capacity of those to be educated.
The various evolutionary stages of the Maternity and Child Wel

fare movement have led gradually and conclusively to the Home as 
the centre from which all educational and developmental efforts ought 
to spring, indicating therefore the necessity of the ideal atmosphere 
for the growth of the A .l child.

To-day the machinery is nearly complete for such an achievement 
—some readjustments and a few modern additions would make it 
practicable to get in touch with every home and so perfect the edu
cation of the parent, the infant, the toddler, the school child, the 
adolescent and the various teachers themselves.

One can foresee that in the space of a generation or two, not only 
will the atmosphere be improved but the surroundings will, as the 
natural consequence of events, be beautiful, productive and sanitary. 
With such a dream before us, let us study for a moment concrete ways 
and means for its realisation.

Since the Welfare Centre represents an important part of the 
State machinery for the prevention of disease, its role in this cam
paign must be made plain. The intention of the Local Government 

^ Board, and later the Ministry of Health, was to establish it as a 
Centre for educating mothers and teaching them how to prevent and 
recognise the early signs of disease in their children, i.e., a place where 
healthy children can be kept healthy. How many have fulfilled this 
hope? Rather, have not the majority lapsed into Clinical Sessions 
for ailing babies, and although a plea is perpetually put forward for 
the greater value of individual teaching, there can be no doubt that 
group teaching is also profitable. What other education authority 
would consider individual education only as practicable ? It is neither 
an economic nor a workable proposition. If all parents are to receive 
instruction before they are grandparents, group teaching will be es
sential.

One does realise the difficulties of the present-day Centre in some 
thickly populated areas, that of overcrowding with malnourished in
fants, many of whose mothers flock there for help—expecting not only 
advice, but free treatment, drugs and food. To satisfy the local party 
in power these very often have to be granted, hence the possible 
bone of contention between the welfare medical officer and the practi
tioner. This concrete giving is not truly preventive medicine, nor is 
a Centre run on such lines helping mothers to help themselves, but
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rather doing the very thing of which it has so often been accused and 
vigorously repudiated—Spoon feeding!

The establishment of Consultative Centres in selected areas would 
relieve the majority of the responsibility for the problem child, and 
so allow of more time for the healthy baby (although the former may 
be the more interesting). This would mean either the readjustment 
and grading of staff or the appointment of additional specialist officers 
for the purpose.

Whatever the type of Centre, I contend that as part of each ses
sion (where special extra meetings are‘impracticable) the work should 
be so arranged that definite instruction in mothercraft in the form of 
talks and demonstrations should be provided—that these take from 10 
to 15 minutes, repeated three to four times each session, allowing 
groups of mothers to come in turn and listen, and so causing the least 
amount of inconvenience to the actual consultation itself. Provided 
the lessons are sufficiently attractive, and a definite programme be 
drawn up conjointly by the Medical Officer, the Health Visitor and 
the Secretary, so that these lessons may be regarded as an integral 
part of the work, the mothers will attend.

It should be possible to arrange that they have their talks before 
the medical consultation and so long as the baby is not weary and 
restless. (Where voluntary workers can relieve the mother of the 
baby, her receptivity is increased.) The above arrangement pre
supposes that the doctor does not give all the talks—one session per 
month or six weeks could be set aside for the medical talk, for the 
others there is the Health Visitor, the midwife, the district nurse, the 
domestic science teacher, or the worker specially trained in Mother- 
craft; but all must be familiar with the instruction of which the 
doctor approves in order that the whole scheme of teaching be uni
form and not contradictory. These talks should be open to fathers, 
grandparents, and neighbours, and the Centre be looked upon as a 
mine of information for the parents in the area. There should be no 
insuperable difficulty in arranging special days at the better staffed 
among them for instructing the elder school girls in mothercraft, or 
for lectures in Hygiene to the older boys. Girl Guides and Scouts 
might also hold their health classes there if the building were suitable 
and available.

In many country areas the Women’s Institutes and similar or
ganisations already apply to the Health Departments for their lec
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turers on Health questions, which have been recommended for inclu
sion in all their programmes.

One would like to see on the staff of each Health Department 
(and working under the direction of the senior Medical Officers), 
the whole-time health lecturer who could follow up the instruction 
given at dispensaries and Centres, by such groups teaching as has just 
been outlined. Amateur instructors are never thoroughly satisfac
tory, and it is obvious that doctors and Health Visitors cannot be 
Jacks-of-all-Trades, viz., organisers, clinical officers, and lecturers.

The important part which could be played in this more coordi
nated educational campaign by the existing recognised voluntary 
bodies must not be omitted.

Where departments did not feel disposed to maintain the whole
time teacher, an arrangement might be made possible whereby, in 
return for adequate and regular grants to certain societies, the services 
of their lecturers, the benefit of their films, and a supply of their 
literature could be obtained. The assurance of a regular income 
would in time materially assist the societies themselves to provide the 
above at a greatly reduced rate and their sphere of activity would 
naturally increase.

It would be necessary to revise, coordinate and supplement the 
training of the various teachers of Mothercraft, since the subjects 
for all training courses have for years given rise to much controversy, 
but until there is some more or less uniform system of teaching the 
layman, much confusion is bound to result in the home and in the 
mind of the parent.

As things exist, the mother may be taught one thing by the Health 
Visitor, something slightly different by the Medical Officer, and again 
a variation of the same thing by the practitioner. Her elder daughter 
may hear another version at school, and so debate may be rife in the 
home. This may seem exaggerated, but where the father, mother and 
child have each been educated along similar lines, the result ought to 
be amplified by unity of action. It is only recently that elementary 
school teachers have had routine instruction in hygiene by lecturers 
specially qualified in that branch of Science, so that the teaching of 
Mothercraft in all schools is not yet on a very sound basis. Where 
definite courses do exist, there ought to be cooperation with the School 
Medical Officer and the Welfare Medical Officer, where they are not 
the same person. A great deal has been done in some areas by allow
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ing groups of students in training to attend school clinics and actually 
see the work there.

Then the Medical Officer of a Centre is not always specially 
trained in Preventive Medicine, and cannot therefore look at the 
work from that point of view, but the training of the Medical Student, 
so far as Public Health is concerned, is now being supplemented and 
revised, and many obtain practical experience of Welfare Centre 
methods in the University towns.

Consider for a short time the other channels through which 
Mothercraft is taught. One of the most important avenues is the 
Home itself, where individual instruction must be given—the visit of 
a kindly Health Visitor or other trained worker has done much even 
to encourage the mother to unburden her worries to a sympathetic 
listener. Much of the effect of the first visit is often lost by lack of 
following up, either the result of understaffing or because routine en
quiries occupy the time allotted for the friendly talk ; and too a certain 
number of visits is required to satisfy responsible Committees.

So far we have not followed America and assessed just what can 
be done at each visit. We could, however, with profit follow the 
example of the Toronto Branch of the Canadian Red Cross by insti
tuting the visiting Housekeeper. She instructs the inexperienced 
young wife or sets in order the house of the widower, and may be 
called upon by other homes where wives have failed to become suc
cessful home-makers either from ignorance or lack of method. She 
has done a great deal to set many homes on the right lines. One 
feels that our Home Helps might have by this time been indispensa
ble, had all the selected women undergone a course of training. Why 
should this not constitute part of the work of the Ante-natal Clinic? 
One cannot help feeling that, in the Pre-natal state, most of all, the 
young mother should have instruction by the midwife in the Home 
and at the Clinic itself. The well-run Maternity Home should give 
the mother a sound grounding in the science of breast feeding, and 
offer the baby the preparatory lessons of health education. The 
clothing and cots should be such as the mothers could copy and pat
terns should be available. In the same way all similar Municipal 
Institutions should be centres of instruction. The Health Visitors 
and Medical Officers, and doctors in the area should be familiar with 
their methods, and every patient who leaves should do so with written 
directions as to feeding and special care necessary either for the baby
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or the mother, and a card should be provided with the address of the 
nearest Centre.

In the Schools themselves, attractive posters, either painted or to 
be coloured, teach those in the Kindergarten, or it may be the Nursery 
School, a great deal. There are many instructive Health Plays for 
children, and one looks forward to the time when special health films 
may be considered necessary for their education. Health Charts as 
used in some American schools make Health habits a matter for daily 
consideration, but the hygiene class should form part of the ordinary 
curriculum of every girk and boy, so that the suggestion for instruc
tion of the father in health questions would not always be an incen
tive to mirth on the part of most audiences.

At Boys’ and Girls’ Clubs the school course could be supplemented 
and amplified—one feels that much more could have been done by 
religious bodies to foster such knowledge among their young adher
ents. So often hygiene is confused with biology and sex questions, a 
knowledge of which is still considered by many taboo. By coop
erating with the work of the Health Centres the religious Centres 
could have the benefit of the teachers and, at the same time, become 
familiar with their instruction themselves.

In the factory the Welfare Worker should cooperate with the 
health workers, and the girls and boys encouraged to realise the neces
sity for exercise and the care of the body in their off-duty time. A 
wise use of leisure is prophylactic as well as profitable.

The illuminated motto could be used to arrest the attention of the 
loafer (I should like to see them above the Welfare Centres) and for 
the cinema goer there is the film. The Press has shown itself so ready 
to receive “pithy” articles by learned men and women that this im
portant avenue must not be omitted.

Fathers can be reached through men’s clubs, through Brother
hoods, through Toe H., Miners’ Welfare Organisations, and the In
dustrial Health Educational Council. It is not always necessary to 
form separate fathers’ Committees if the men are likely to feel em
barrassed by giving such undue prominence to their domestic responsi
bilities !

While recognising that any form of stereotyped procedure or 
teaching is likely to swamp pioneer effort, I venture to suggest that so 
long as our present haphazard methods of teaching parentcraft con
tinues, a large percentage of it will be either nullified or wasted so 
long as the various teachers teach different things. At least, in the
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same area the Welfare Medical Officer, the School Medical Officer, 
and the Health Visitor, the Midwife, and the Teacher in the school, 
should teach the same main principles.

One has only to read through the books on Maternity and Child 
Welfare, Infant Feeding, etc., published by eminent men and women, 
to realise the variations that do occur.

To the independent thinker these present no real difficulty, but to 
the uninformed it is necessary to dogmatise, and one rather looks to 
the various Boards of Health to publish a handbook setting forth a 
definite scheme of teaching which can be generally acceptable to all 
grades of social workers, and which would include not only an out
line of health instruction per se but also of domestic science and 
economics. Then every doctor, and other social worker, could possess 
a copy and so be conversant with what is offered to the mother.

With the development of modern teaching in the Medical Schools 
it is obvious that the newer generation of medical men and women will 
be better qualified to act as Medical Officers of Centres, provided their 
practice allows of this. Not only that, the mother will obtain in the 
surgery the special advice she has sought from the Welfare Centre, 
so that the duties of Welfare Medical Officers ought naturally to 
revert to that of specialised teachers, and provided they add the train
ing and qualification necessary they will be regarded as consultants in 
pediatrics in their areas, an adjustment in status which should prove 
the need for both private practitioner and the State Official, and es
tablish the Centre in the position it was destined to fulfil.



YOUR RESPONSIBILITY AS PARENTS
FREDERICK H. ALLEN, M. D.

Director, All-Philadelphia Child Guidance Clinic, Philadelphia, Pa.
Child training begins with the parents and this makes their re

sponsibility a primary one. Poor methods and inadequate conception 
of their job usually means poor results. The relationship is so close 
that one can form a fair estimate of the parent by observing the re
actions and behavior of the child. Accepting and recognizing the fact 
that parents have a responsibility toward their children is only the 
beginning. The greatest bulk of our parents do realize and accept 
it, but many are somewhat in the position of an individual who, 
never having been in an automobile before, is given a machine and 
told to go out and operate it. He accepts the ownership of it but 
has very little notion what to do with it after he has once accepted it. 
He may wreck a machine or two before he learns how to handle it. 
A great many of our parents are in similar positions. They find them
selves with the responsibility of rearing and training a child and have 
very little conception as to how to meet and intelligently handle this 
great problem. The job of being a parent is about the only one in 
our present day civilization that can be taken on without any training 
or preparation. In this respect it falls into the same class as un
skilled labor. Yet there is no position requiring more skill and in
telligence, ingenuity and understanding than that of being a success
ful parent. Most parents find it necessary to try themselves out on 
the first child, relying largely on common sense, intuition and the 
advice of neighbors as to how the job is to be handled. The children 
coming after the first one are in a somewhat better position because 
they can at least profit by some of the mistakes which were made in 
the training of the first child.

The problem of developing more intelligent parents is a matter 
which is receiving an increasing amount of attention during recent 
years. Parents are coming to demand it themselves from medical 
men and from educators. It is becoming increasingly difficult for
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intelligent people to tolerate the existing state of affairs in which ap
parently intelligent people require highly trained individuals to carry 
on their business affairs but delegate the training of their children 
almost entirely to ignorant nurse maids, making very little attempt on 
their own part to acquire the large amount of information on the 
various needs of the child, its physical care, habit training, discipline, 
and other related matters which is now available.

The increasing interest on the part of parents, educators, and the 
medical profession in the child is in part an outgrowth of a realization 
that a child is really an individual with rights and interests of his own, 
living in a world that is really tremendously important to him. There 
is now a keen realization of the fact that childhood is a period during 
which the real foundations of character and personality are laid. It 
is in this period that habits are made, emotional responses shaped, 
and the future physical health of the individual determined. The full 
appreciation of the importance of this period means that parents can
not be satisfied with merely providing the child with shelter, clothing, 
food and a certain amount of affection. They can no longer say, “Oh, 
he is just a baby,” thereby expressing the idea that it does not make 
much difference what happens so long as these other things are taken 
care of. Parents can no longer regard infancy and early childhood as 
a disagreeable period through which they must go and the easier they 
can get through this period the better. A full recognition of their 
responsibility toward the child necessarily takes into consideration the 
fact that the things most important in shaping the personality and the 
future behavior of their children are the things which happen around 
and to them during this formative period. These traits are not things 
which are handed down from previous generations, upon whom praise 
or blame may be loaded, depending upon how the child turns out.

The early life of the child takes place largely in the family setting. 
His first experiences with other individuals take place there. Parents, 
being the ones who come into the closest contact with the children 
during this early period, are the ones who have the greatest influence 
on their behavior. From them their children learn how to get along 
with other individuals, their language, their every day habits, their 
prejudices, likes and dislikes.

The question then arises, “How can parents best meet this re
sponsibility ; what things should they aim for in developing the guid
ance of their children and what means are most effective in attaining 
the best results ?” These are the topics of modern child psychology.
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It is a subject that will never be fully answered because methods will 
have to be continually changing as our modes of life change. Meth
ods which were adapted to rearing children thirty years ago are now 
quite inapplicable to the child of today. Our children have different 
conditions to meet now and moreover the environment and problems 
of the adult of tomorrow will differ from those of the adult of today. 
Methods for the training of business and professional people change 
with the ever changing demands which are made on these people in 
their work. Exactly the same thing is true in the training of children.

There is no more reason for attempting to apply all the methods 
which our grandparents used in training their children than there is in 
attempting to train physicians of today in accordance with standards 
and knowledge of fifty years ago. And yet some of these methods of 
the grandparents are useful just as a great deal of the medical knowl
edge of previous generations holds true.

One can state certain general things toward which all parents aim 
in the training of their children. It helps most of us to have a goal 
for all our activities; it clarifies our ambitions and enables us to lay 
intelligent plans to carry them out. The clearer we can make the goal 
the more intelligent and purposive will be our activity, and this is 
certainly true in the work which parents have before them. Let us 
consider briefly some of these goals which parents are striving to at
tain.

We set a goal of physical perfection for our children. This goal 
is not reached without utilizing a great deal of knowledge which can 
be obtained in regard to the inculcation of proper physical habits of 
eating, sleeping, playing, and so forth, the prevention of childhood 
diseases, and the correction of physical defects. We want to develop 
a child who will become a self-reliant, self-respecting adult, capable 
of standing on his own feet, planning his own affairs, able to make 
his own living, capable of becoming an intelligent parent, and able to 
make contributions in the particular field in which he is to be active. 
We want him to come into adult life unencumbered with a load of 
emotional difficulties which could have their beginning in this im
portant early period. We want him to have habits that will make him 
a healthy and useful member of society. We want to have him re
sourceful enough to meet the ever changing demands of our present 
complex life on his own resources. We want a child to have the 
sense of fair play, to be able to recognize the rights of the other fel
low. These are general goals.
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The personal ambitions, desires, and even difficulties of parents 

will play an important part in the shaping of their ambitions for their 
children. There is a great tendency on the part of parents to re-live 
their own lives in the lives of their children and to attempt to realize 
through their children the thwarted ambitions which they have been 
unable to realize in themselves. Should parents make their children 
the mirrors of themselves or of what they unsuccessfully strove to 
be? How far are parents justified in doing this? How far do they 
violate the individuality of their children in attempting to carry out 
this type of program ? In a way it is a form of exploitation and fre
quently of a subtle and dangerous type because it arises from the 
vanity and selfishness of the parents. An example will show how this 
works to the detriment of the child.

Two apparently intelligent parents have a small daughter of four. 
She is extremely bright and intelligent. Her parents are apparently 
very proud of her. The father of this family had been thwarted in 
many of his intellectual ambitions and through force of circumstances 
had been obliged to accept a somewhat inferior position in life. He 
had developed a gnawing sense of his own inadequacy. This caused 
him a tremendous amount of unhappiness. Without appreciating it, 
he strove to shape the course of his little girl’s life in accordance with 
his own unrealized ambitions. He was expecting from this girl social 
poise and performance far beyond her years. He exploited her ex
cellent intelligence by parading her before company, insisting upon a 
public recital of very clever songs and recitations which she could 
perform well and in a very natural way when left to her own devices. 
Failure to come up to expected standards would result in severe 
punishment for the child. The child was beginning to suffer from 
these abnormal demands made upon her, becoming very shy and sensi
tive and developing numerous fears which centered about her father. 
The basis for an unhealthy personality development was thus being 
laid because the parents had a mistaken conception of their job. They 
were violating the individuality of the child and exploiting her for 
the satisfaction of their own ambitions. They were rearing a parrot, 
not an individual. The type of exploitation which aims only toward 
the development of another wage earner in the family can have far 
less serious consequence than this other form which is much less obvi
ous in its operation.

Self-reliance and ability to do things independently is a most im
portant goal in the development of children. We, however, see fre
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quent violations of it. We hear parents remark, “I had to work for 
my education; in fact I had no advantages at all and I am going to 
see that my child does not have to go through all that.” Starting with 
this as a basis, they proceed to see that the child has everything done 
for him ; that only a minimum amount of effort during this very early 
period shall be required of him. What is the result? The child 
loses the golden opportunity to learn the fact that independent effort 
is an absolutely essential thing for him. It is only through his own 
independent efforts and experiences that the young individual de
velops self-reliance and self-dependence and emancipates himself 
from some of the natural dependence which he has on his parents 
during his earlier years. Allowing the child to depend upon his par
ents to do for him things which he ought to do for himself is placing 
a very serious obstacle in the road to healthy independence. Many 
adults have never been permitted to grow up on account of well
meaning but horribly misguided parents. Later in life they break 
down when they meet a crisis that requires quick and accurate action 
and sole reliance upon their own judgment. Their number is mute 
evidence of a popular and common misconception of the parents’ re
sponsibility. Gorging a child with too much attention and promiscu
ous affection is in many respects worse than neglect. In this very 
common situation parents can be a great deal more intelligent in 
carrying out their responsibility if they have clearly before them the 
goal of ultimate self-reliance and self-dependence. To know when 
to leave your child alone is a great step in parental education.

It is the responsibility of parents to provide for their children a 
harmonious setting in which development can occur. Children are 
great imitators and the things they do and say are largely in imitation 
of the things they observe in their parents. They will quickly imi
tate the tone of voice and facial expression. Their language is a di
rect imitation of what they hear. Setting a good example is there- 
fqre one of the primary responsibilities of parenthood. The child is 
very apt to carry over into his own child relationships the things which 
he observes in his own home. This type of imitation precedes the 
ability of the child to talk so that this harmonious atmosphere is es
sential during the very early part of infancy and childhood. In dis
cussions on the rights and wrongs of divorce, we hear a great deal 
about the harm which accrues to incompatible adults who try to con
tinue living together. But it is the children who suffer most from 
these parental maladjustments. The adults may be able to start their
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lives off on a new tack but the child takes what it gets. Children fre
quently carry over from this early period many emotional difficulties 
which have their origin in the quarrels and maladjustments which they 
had observed in their parents and which had ultimately led to separa
tion. One has only to study the numerous behavior problems and 
emotional difficulties which arise from parental difficulties to recog
nize this very obvious fact. The presence of the child in the house
hold is a powerful argument for parents to get along together on 
some common ground which will provide a harmonious atmosphere. 
The child who is moved around like a pawn from one parent to an
other is to be pitied as a tragic result of the parents’ failure to accept 
their responsibility.

It is primarily a parental responsibility to guide the child’s attitude 
toward his own origin as a human being, toward his own bodily func
tions, and particularly in regard to his sex development. The dele
gation of this instruction to the physician, or to the teacher, or to the 
street is not wise. The proper place for this type of instruction is in 
the setting of the home where opportunities for a healthy and natural 
approach are frequent. In order to give the child a healthy and natu
ral attitude on this subject, the parents must have that sort of an 
attitude themselves. This is an important and frequently neglected 
parental responsibility.

Parents who approach the job with the attitude of inquiry, who 
are willing to take an inventory of their own methods when difficul
ties arise and admit that some methods simply do not work and need 
revision, parents who have a sense of fair play not only with the child, 
but with one another, parents who seek knowledge of the best that is 
available concerning the needs of their children and use it with com
mon sense, parents who can regard their own life experiences and 
standards as guides for their children and not as fixed and rigid rules, 
cannot go far wrong in carrying the responsibility which parenthood 
brings. ,



IMPORTANCE OF BRINGING THE CHILD TO SCHOOL IN GOOD HEALTH AND KEEPING HIM IN GOOD HEALTH DURING SCHOOLLIFE
BORDEN S. VEEDER, M.D.

Professor of Clinical Pediatrics, Washington University School of 
Medicine, St. Louis, Mo.

In the title of the subject upon which I have been asked to speak 
this evening, there is a certain implication which merits discussion. 
It may well be asked why “school” should be an objective or a reason 
for maintaining the health of the child. The “school” is but one of the 
environmental factors which influence the development of the child 
and certainly school cannot be regarded as a goal or an object or an 
aim in life. That the importance of health to the developing child has 
its basis in a much bigger and broader ground than “school” no one 
would think of questioning. Nevertheless “school” plays such a domi
nating and important role in the life of the child that it has an im
portance in the problem of individual health.

The older philosophy said that school is a preparation for life— 
the newer that it is life itself. It is with the latter conception that I 
agree. We must get away from the theory that school is simply a 
place to learn the three “R ’s” and their multiplication or magnification 
in one direction or another. If we consider the life of the child as a 
part of the development of the individual as a whole, it has a much 
more important role. For the first few years of a child’s life his en
vironment is closely limited to his immediate family group. His 
habits, his thoughts, his reactions, and his health are influenced and 
governed by a very small limited group of people. His development 
depends largely upon the character and personality of a very few 
individuals. The induction into school life marks the first definite 
change in his environment. For the first time the child must adapt 
himself to an environment in which he meets authority, restriction and 
limitations imposed from outside his immediate family group. It is
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the beginning of a social adjustment to hostile forces which continues 
throughout the rest of his life time. While at first these are accepted 
passively and the average child fits in without difficulty there comes 
a second stage of school life in which the adjustment is not so easy. 
This is the period of pubescence and early adolescence which is char
acterized by the conflict between the urge for individuality and inde
pendence, which comes from within, and the more or less rigid envi
ronment of the outside world with its customs, taboos, social and 
economic barriers and the like, which says to him conform. All or 
most of this takes place during what we call the school age. So we 
see that “school” is one of the most important periods in the life of the 
child and in the development of the individual. To meet this life and 
the changes in development and adjustment which are taking place 
the child needs every help and resource possible and among the most 
important of these is health. To ask or expect of a child that he 
shall make these adjustments is to ask a great deal. To' ask a child 
in poor health, from malnutrition or some definite physical disease or 
defect, is to ask too much as experience has all too frequently shown.

Experience has shown that it is dangerous as a rule for a child 
to enter the period of formal education until the age of six or seven 
years. Until this time the young growing developing organism is 
best allowed to run free without formal tasks. Modern educational 
movements have introduced a modified form of education at an earlier 
period and it has been found that with changing living conditions, par
ticularly in urban life, an entrance into the school group at an earlier 
age is not injurious. Thus the kindergarten has made an accepted 
place for itself. The nursery school movement extending group ac
tivities into a still earlier age is so negligible a factor that it can be 
ignored. Although recognized officially in Great Britain by the 
Fisher Act, passed a few years ago, there were but eighteen (18) 
such schools in England last year and in the United States still fewer. 
For the vast majority of children we can thus consider the school 
age as beginning at approximately the sixth year. It is recognized 
that any form of educational activity before the sixth year must be 
very limited in time and that physical development is of greater im
portance than formal mental training during these early years.

Let us consider the physical condition of children as we find them 
at the sixth year, or the time when school life begins for the vast 
majority. Numerous surveys have been made in all parts of the world 
and in cities and rural districts of the United States. Statistics vary
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somewhat according to the training and opinion of the personnel mak
ing the survey, as well as the material investigated, but taken as a 
whole there is surprising agreement in regard to the findings. Among 
the most important findings are malnutrition, 30 per cent., dental 
caries, 60 per cent., obstructed nasal breathing, 25 per cent. Of course 
these vary in degree and it is the degree of the defect which makes it 
of little or great importance to the welfare and health of the individ
ual. But these statistics are enough to show that a large percentage of 
children enter school life with a decided and definite handicap. It is 
quite pertinent to ask how we can expect a handicapped child to obtain 
the best from the new life which he enters at this time. As the child 
grows older we find a gradual decrease in the percentage of handicaps 
as a rule, but that new and important forms play an increasing role. 
Thus the extent of cardiac disease and of defective vision increase 
year by year as the school age advances. It has been estimated that 
75 per cent, of the children in school have one or more physical de
fects. Certainly not more than a third of these, however, have con
ditions which to any appreciable extent affect the general health and 
progress of the child.

Despite the many general studies which have been made of the 
health of school children, there are very few direct or specific studies 
showing the effect of poor health upon either the school career or 
progress in school of such children compared with physically fit chil
dren. We have accepted the general principle that children with de
fect or disease will not make the progress in school that will be made 
by normal children and practically all school medical work has ac
cepted this premise. As a matter of fact I see no reason why we 
should not accept it. It is a conclusion, I am sure, that has been 
reached by every physician in the material in his own practice. One 
of the first considerations of the pediatrist in discussing the question 
of the individual child entering school is the physical condition of the 
child. We know, for example, that for the average child the induction 
into school life means the almost certain exposure to the infectious 
diseases of childhood. The child whose health is below par is no 
more susceptible to these infections than the child in the best physical 
condition—contrary to the usual layman’s viewpoint—but the child 
physically fit will come through them as a rule without difficulty and 
is not so apt to develop complications which prolong the injury of the 
disease. The greatest damage, however, does not come from the 
specific group of communicable diseases but from the group of rather
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nondescript upper respiratory infections which are the chief cause of 
trouble among school children and the major cause of absence from 
sickness. There is no doubt but that the child with impaired health, 
and particularly the group in which obstructed nasal breathing is 
present, are not only more susceptible to such diseases, but that the 
“colds” to which exposure in school is so common have much more 
serious results on progress and development. The moment a child 
enters school the frequency of contact infection increases tremendu- 
ously. The better the health and physical condition of the child the 
less serious these will be and the less mark they will leave upon the 
normal development of the child. The physician who practices among 
children keeps considerations of this character in mind when consid
ering the question of school for the individual child.

One of the first thoughts that come to mind when one considers 
the relation between health and the school is the question of the effect 
of ill health upon progress in school and the question of retardation. 
It is most surprising to find how little definite information we have 
regarding this point which is of seemingly fundamental importance. 
For example there is little information available in school reports or 
bulletins of educational institutions regarding retardation or the 
amount of repetition. The nearest figures that can be reached is to 
calculate from age classification of pupils by grades the number who 
are two or more years over the average age of the grade, and consider 
them as retarded. Such figures are obviously open to all sorts of 
errors in any attempt to calculate from them the amount of repetition 
as a whole. The nearest conclusion that can be reached is that some
where around ten per cent, of the children in our elementary schools 
(and this figure is probably low) are definitely retarded and have had 
to repeat one or more years. To what extent this retardation is due 
to physical reasons is difficult to say. Various estimates of from ten 
to forty per cent, have been made. Such variation is due in large part 
to the type of the material investigated or studied. Every physician 
can recall striking cases where retardation has been due to illness or 
to physical causes, or of examples where apparent mental backward
ness was' not due to mental defect, but in reality the result of some 
correctible physical handicap. But the figures for the amount of 
retardation as a whole due to physical causes and ill health cannot be 
calculated. That it plays an important role I do not think can be 
doubted. But as in so many health problems, as in the reduction of 
infant mortality as an example, the causes are so complex and so
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interwoven that it is practically impossible to take one single indi
vidual item and evaluate its exact role or part. However, striking 
examples are common of the change in progress and mental activity 
of children after obstructed nasal breathing has been cleared up or 
after visual defects have been corrected. These two lesions are the 
most important specific physical handicaps which directly affect prog
ress in school. Long continued malnutrition has been found definitely 
to retard progress but we can scarcely regard malnutrition except as 
an indication of physical unfitness which may be the result of quite 
complex causes. If we could calculate the figures I am sure that we 
could obtain some interesting data from an economic standpoint, and 
would find that through preventive health measures there could be a 
marked saving in the two billions of dollars which is the approximate 
sum spent last year in the United States for elementary and high 
school education, to say nothing of the amount expended for private 
and denominational schools.

There is another relationship between the health of the school 
child and his development and progress in school which is more subtle 
but which nevertheless brings at times an important practical prob
lem which causes difficulties. The child who for physical reasons is 
unable to' enter into the usual play and activities of his schoolmates 
not infrequently develops traits or tendencies which are detrimental in 
the development of what we may call his personality. Thus, for ex
ample, the cardiac and the crippled child very frequently become 
morose and egocentric and are set aside as “queer” by their mates. To 
a lesser degree the delicate child who has to be carefully watched 
shows the same tendencies to deviations from the norm. While 
these are definite and marked where the physical handicap is severe, 
there is no question but that the minor degrees of physical unfitness 
have an important role in determining the manner in which the child 
makes his social adjustments and fits in with his group. Where we 
find a child who fails to fit in, whether the cause be due to retardation, 
physical limitations, or even exceptional ability, we find an unhappy 
child.

No matter how we approach the subject we arrive at a conclusion 
that it is quite difficult if not impossible to point out or prove in a 
specific statistical manner the importance of health to the school child. 
Nevertheless there is no question in our minds but that it is important. 
To a large extent, the importance of health in this connection rests 
upon our conception of what is meant by the term school. Perhaps
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the best way to reach an answer is to ask why school itself is impor
tant to the child. The obvious answer to this is that its purpose is to 
educate the child. Then in turn comes the question of the importance 
of education. This is not so easy to answer as it seems. When we 
reach a final analysis we can come to but one reason or conclusion. 
The purpose of education as represented by the school is to so develop 
the young growing organism that it has the best possible opportunity 
of surviving in the complex structure of the social organization of 
today. In other words it is nothing more than a mechanism which 
we use to help the individual to exist and survive in the struggle for 
existence, which is one of the two fundamental laws of biological life. 
Not only must the individual be prepared mentally, which is the 
specific task of school education, but he must be developed physically 
as well. In the centuries long past physical fitness was much more 
essential than mental development. In the structure of today’s civili
zation the place of mental development is of much greater importance 
than in the past. Perhaps we have over-emphasized mental develop
ment in the past century and today with our awakened interest in the 
health of the child we are swinging back to a much more rational 
ground. The two go hand in hand. It is wrong to consider one as 
more important than the other, or that one is an adjunct to the other, 
or that either is an end or a goal in itself. The child of school age 
is going through a period of development in which it must make an 
adjustment with the complex environment which surrounds it. It is 
very similar to the adjustment which continues throughout life. In 
this sense it is life itself that the child is living, and not simply a 
phase of development. The chief difference is that the child during 
this period is protected and guided and not until adolescence do we 
find independence. Sound health is as important as a sound mind in 
this adaptation. We cannot expect the child in poor health to make 
this adjustment, which takes place during the school years, with the 
same degree of success as the child who is physically fit, nor can we 
hope to have him fit into the complex structure of life at this time, in 
which school is such a dominating factor, with the same degree of 
smoothness as the child who enters it without handicap. If we look 
upon life as a whole, school becomes but one of the environmental 
factors and the importance of bringing a child to school in good 
health and keeping him in good health during school life rests on the 
same grounds as the importance of his going to school at all.

I fear I  have wandered somewhat from the specific theme which
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the program committee expected me to discuss from the title assigned. 
But to paraphrase an old remark, “What is a title between friends.” 
It has often seemed to me as I have discussed school and education 
with my pedagogical friends, and child health with my child hygiene 
friends that we too often considered the means and mechanisms as an 
end and not looked upon them in their proper function. What we 
are interested in is the life of the child. Both the physical and mental 
development go hand in hand and neither is of secondary importance. 
This I think is the conception we are reaching in our child hygiene 
work and the more the pedagog becomes interested in health, and the 
physician becomes conversant with education, the nearer we shall 
both come to helping the child to live his life during his school years 
in a manner which will bring about his best development.



INDIANA PROGRESS IN CHILD HYGIENE*
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Indianapolis, Indiana

The health of children has always been the concern of parents. In 
the days of the earlier settler necessity bred self-reliance. The family 
raised or procured from the lakes and forests its food, clothing and 
shelter. The family was a community unit. It made many of its 
own laws and enforced them except in emergencies. It provided for 
its own education, its own medical and social service, its religious and 
recreational facilities. Each family was its own baby health centre 
and vocational guidance bureau.

Other settlers came and kept coming. Adjustments involving the 
rights of others were necessary. A quarrel might not only involve 
your John and your Daniel, but your John and Bascomb’s William, 
and finally your John and the neighborhood gang. Public schools 
were built. The teacher replaced the governess. The consolidated 
school replaced the little red school house.

The horseback riding physician who carried his drug-store in 
saddle bags was metamorphosed into the family physician, the coun
selor and guide in the community health matters. The modern busy 
doctor often sees as many patients in “office hours” as his more re
mote predecessor saw in a week. His hurried auto visits, his line of 
waiting patients, are likely to impose limitations on his familiarity 
with family atmosphere or personal idiosyncrasies on which may de
pend a complete diagnosis.

With the growth of communities, sanitary problems arose. The 
protection of the clean from the unclean; of the susceptible from the 
disease carrier; whole communities from other communities; and, 
with increasing facility of communication, cities, states, and nations 
from other cities, states and nations. The whole world comes to us
* Read before the American Child Health Association Meeting, Washington,D. C., May, 1927.
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laden with gifts and with diseases. The east and the west, the north 
and the south, salute each other on their journeyings through the 
crossroads of America.

The ever-increasing complexity of merely living demands newer 
methods of defense. The earlier menace to the child life of the 
savage, of the lurking wolf, of the soaring eagle, could be met with 
the sure aim of the settler’s gun ; but the protection of the twentieth 
century child from malnutrition, from infection, and from the hurry 
and stress of modern life, requires the best that science can offer. A 
review of the public health laws shows that child protection is the un
derlying motive.

The Indiana law of 1891 providing for a State Board of Health 
requires that the Secretary be a licensed physician, informed in hy
giene and sanitation, who shall collect information respecting vital 
statistics, diseases, and so forth, and shall enforce health laws and 
health rules. He is. given power to regulate conduct to pro
tect the people from the spread of infections and to supervise regis
tration of births, deaths and marriages. This bookkeeping of hu
manity reveals location and causes of sickness and death and so aids 
in combating them.

The ordinary person is not a criminal who deliberately decapitates 
or stabs his victim, yet with all our boasted civilization, we must have 
laws requiring quarantine of disease infested families or localities or 
the isolation of persons infected. The quarantine law of 1903 for
bade the attendance at school of children having communicable dis
ease, or travel of infected persons in public conveyances.

In 1911, the medical school inspection law required medical in
spection in the presence of an epidemic and provided inspection and 
health tests at other times at the school board’s discretion.

In 1913, detailed instructions were given in the construction of 
sanitary school houses as to site, type of building, lighting and seating, 
water supply, heating, ventilation, waste disposal, cleanliness, and so 
forth. A law of the same year required the reporting of precautions 
against ophthalmia neonatorum and physicians’ fees might be with
held for failure to comply.

The protection of children and adults bitten by rabid animals was 
undertaken in 1911. Free diphtheria antitoxin for indigent persons 
was provided for the same year.

In 1913, rat infested property was declared a public nuisance. 
Danger to children from attacks and infections they may carry has
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been partly eliminated. A 1913 law provided the questionable source 
of any public water supply might be brought before the State Board 
of Health for investigation. Measures designed to protect against 
tuberculosis were passed in 1913 and specified report in case of dis
ease, and of disinfecting, and renting of houses formerly occupied by 
tuberculous persons was required. Later county tuberculosis hospi
tals were authorized. (Such hospitals at Indianapolis, Terre Haute, 
Gary, South Bend, Fort Wayne, Anderson and Evansville serve the 
adjacent territory. There is a State sanitarium at Rockville. In all 
of these there is special provision for children.)

The importance of proper environment and housing was empha
sized by the housing law of 1917. In 1919, the appeal for con
demnation of school buildings by the State Board of Health was pro
vided.

Protection from several diseases affecting persons entering insti
tutions was the purpose of a 1921 law. In that year constructive • 
health legislation in the second, third and fourth class cities author
ized for payment from city treasury for public health nursing service 
and the establishment of public playgrounds, baths and comfort sta
tions.

The Pure Food and Drug Law in force for twenty years has re
sulted in greatly improving the quality of both foods and drugs by 
requiring standard production and manufacturing, handling and 
labeling.

In 1925, the latest knowledge of sanitary milk production was 
embodied in a law. In 1919 a renovated butter law became effective, 
and a model bakery law which included regulation of housing and 
food handlers. Provision was made for the analysis of public drink
ing water.

In 1919 the legislature made an appropriation of $10,000 for the 
Child Hygiene Division work and $10,000 for tuberculosis work. 
The rapid development of the child hygiene activities led to the ap
propriation of an additional $5,000 for the second year, and of $20,
000 each for the third and fourth years.

In July, 1922, the Governor of Indiana accepted Federal aid 
available under the Maternity and Infancy Law. With combined 
State and Federal funds since that time (approximately $20,000 State 
matched with $20,000 Federal and $5,000 Federal unmatched each 
year) the Child Hygiene Division of the State Board of Health has 
undertaken the following program:
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To give instruction and practical demonstrations in pre

natal, maternity, infant, and preschool care in five period 
courses of study in county-wide classes.

To meet requests for lectures, exhibits, motion pictures, 
and assistance in carrying on special projects.

To assist communities in coordinating existing activities 
and to stimulate needed new ones.

To carry on periodically special health educational activities 
designed to reach large numbers of persons.

To demonstrate in all parts of the State the value of peri
odic examinations and health supervision of children, begin
ning in babyhood.

To train and develop leaders in child health work through
out the State who will “carry on.”

To stimulate the formation of Child Health Boards com
posed of delegates from official health, scientific, municipal 
and lay organizations for planning and conducting of Child 
Health activities.

Activities of the State Child Hygiene Staff are summarized 
as follows:

The holding of Baby Health Conferences in practically 
every township in every Indiana county, where 47,000 children 
have been examined and parents have been advised as to care.

(This does not include examinations by arrangement by 
Public Health Nurses, schools, and local baby centres which 
total several hundred thousand, where the State Child Hy
giene Division has given some form of assistance, as personal 
direction, loan of exhibits, and furnishing of record forms and 
usually of health pamphlets.)

Course of study in prenatal, maternity, infant, preschool 
health protection, (three lectures by physician and two demon
strations by the nurse) which has enrolled more than 40,000 
women in 4,700 classes. The last lecture illustrated by films. 
The Gift of Life, Well Born, and Diphtheria Prevention, and 
Tommy Tucker’s Tooth, is given to both men and women 
with such children as they care to bring. The pictures review 
the course of study, emphasizing preparation for parenthood.

The presentation of this course in 18 Indiana colleges to 
over 3,000 young women.

Assistance given in planning health programs for clubs of-
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all kinds—Parent Teacher Associations, American Associa
tions of University Women, Tri Kappas, League of Women 
Voters, and others.

Health talks by Child Hygiene Director and staff to audi
ences of 287,000.

Health pamphlets distributed numbering 680,000.
Results taken from our correspondence show:

More expectant mothers seek doctor’s advice early.
Mother death rate lower—now fourth from lowest (1924) 

in the United States.
More living healthy mothers to care for well babies.
Mothers now know correct feeding and care. Less cholera 

infantum.
More children starting to school in good health.
Infant death rate, five year averages ending 1914, 96; 1919, 

83; 1924, 71; year of 1925, 67; 1926, 71.
Mother death rates for same periods: 1924, 7.78; 1919, 

7.04; 1924, 6.2; 1925, 5.7.
Special annual activities designed to reach state-wide 

groups in large numbers a re :
Annual observance of May Day as Child Health Day, not 

only a day of joy for healthy children, but also the goal and 
beginning of each year’s activities.

Child Health Week as a part of the Winona Lake Chau
tauqua program. This year, exhibits, lectures, demonstrations, 
and baby conferences will emphasize safety first in maternity 
and infancy.

Assistance by staff members at chautauquas and fairs, 
teachers’ institutes, and state and district club meetings.

Better Babies activities at the Indiana State Fair.
For the last, the State Board of Agriculture furnishes a demon

stration building with equipment for baby conferences, day nursery, 
exhibits, baby bath, diet kitchen, toilets, and so forth, with a play
ground adjoining.

This year, a second building was constructed similar to the 
first, brick elevation three feet, window elevation six feet, with a ten 
foot walk around the building.

Last year 1,200 babies were examined and about 50,000 persons 
saw the demonstration State Fair week. The Indianapolis News
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carries publicity articles on child health and pages of baby pictures 
for three months, July, August and September.

In 1927, the Indiana legislature provided for the acceptance of the 
amendment to the Maternity and Infancy Act by authorizing the ex
penditure of $25,000 of the State Board of Health appropriation. 
This sum was to be matched by a like Federal appropriation.

The interest in child health is manifested by lay organizations in 
definite programs. In Indiana a survey of laws and of home and 
community conditions affecting children was made by the Federation 
of Clubs last year in Cass County. This year several counties are 
asking surveys which will reveal their status in regard to child health.

More than a hundred Parent Teacher Association groups have 
registered for the summer round-up of children and many groups not 
affiliated with State and National organizations have undertaken the 
task of health preparation for school.

The preschool study groups are including in their activities the 
sponsoring of examination of infants and preschool children. The 
American Association of University Women has preschool studies and 
favors periodic examinations.

The Tri Kappas and other sororities arrange for the summer 
health supervision of babies by doctors and nurses.

The health committees of the Legion Auxiliary are giving finan
cial and personal assistance in local and State health projects. The 
Women’s Christian Temperance Union is helping distribute needed 
health pamphlets to expectant mothers and is giving them personal 
health and cheer.

The League of Women Voters with other organizations is trying 
to establish legal safeguards to child health, and is working on local 
health projects. The Photoplay Indorsers approve health films se
lected by the Child Hygiene Division.

The Rotary, Kiwanis, Elks, Service, and other men’s clubs are 
assisting and are financing corrections and health improvements 
needed by children in their communities.

Organizations of farmers and farmers’ wives are studying all 
kinds of health promotion and are transforming rural communities. 
Four-H Clubs have health projects. One thousand winners in pro
jects were sent to the annual Round-up at Purdue University in May. 
The Child Hygiene Division Director examined the girls in the health 
contest.

Boy Scouts, Girl Scouts, Girl Reserves, Hy-Y Boys, Camp Fire
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Girls, Churches, and Sunday Schools plan programs. The Indian
apolis Chamber of Commerce prints child health programs and ap
proves them.

Many homes are becoming health centres.
The higher educational institutions give instruction in health 

standards, provide physical examination, and advice for students. 
Purdue and the Indiana Universities have practice houses. In the 
former, baby care is taught and some baby has, for a time at least, 
expert care. Extension courses in home making, in the care and 
training of children, in parent-teacher training are offered to parents, 
and courses in health education to teachers.

In three counties where the writer conducted teachers’ classes in 
health education as a part of a University Extension project, the 
health projects were planned to reach in a practical way the school 
room, the home, the child, and the community. The schools them
selves are authorized to provide medical inspection which is com
pulsory in the case of epidemics.

Public health nurses and teachers are uniting in health supervision 
and habit training of children. Children are interested in health at
tainment as a means to some desired end.

Officially the National and State Medical and Dental organiza
tions are conducting educational campaigns through lectures and press 
articles. There are medical and dental advisers in measures planned 
by Child Health Boards.

Municipal and lay organizations are planning health activities.
The remark of one prominent physician, “More progress has been 

made in child health work in the last five years than in twenty former 
years” applies to the nation as well as to Indiana. May we guide 
wisely the tremendous interest we have helped to create so that an
other five years may bring us nearer the ideal embodied in the Child’s 
Bill of Rights formulated by our Association President, Herbert 
Hoover.
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The case studies described in this article are the outgrowth of a 

cooperative effort made at Lakeside Hospital by the School of Nurs
ing and the Social Service Department. The report consists of (I)  
an introduction by the Supervisor and Instructor in Medical Nursing, 
( I I )  an introduction by the Case Supervisor of the Social Service 
Department; a verbatim record of one of the conferences held with 
the student nurses on cases studied; and some samples of social case 
reports prepared by the students.

I.

In this school of nursing, the students are assigned for a term 
on the medical wards either at the end of their second term in the 
school or at the end of their first year. They spend one term, four 
months, on the medical division: six weeks of the term on the men’s 
medical ward, six weeks on the women’s medical ward, and six weeks 
in the diet kitchen. The classes during the term are entirely related 
to medicine: lectures in medicine, medical nursing, pharmacology, 
and pathology.

Each student during the term makes four studies of her patients 
from a nursing standpoint. She selects the patients for her studies 
from the following types of cases: cardiac, respiratory disease, 
disease of the gastro-intestinal tract, and either a diabetic or a case
* Since July, 1927, Director, Course in Medical Social Work, School of AppliedSocial Sciences, Western Reserve University, Cleveland.
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of Basedow’s disease. This usually means that her studies present 
problems in nursing acutely ill patients with a high temperature, 
a chronic case, a patient receiving diet treatment and a badly decom
pensated cardiac who needs very careful nursing.

On their nursing reports the students make note of nursing prob
lems which seem difficult to them. Last year a large per cent, of the 
problems was found to be concerned with the understanding of peo
ple; how to determine the best appeal to make to various types of 
people, how to gain cooperation in order to carry out treatments or to 
make treatments effectual. Such statements as these: “Patient in the 
hospital for the first time on a diabetic diet would not cooperate, ate 
anything, could not be convinced that she must stick to her diet” ; 
“Patient needed sympathy but the question was how much should she 
have” ; occurred on almost all of the reports. Many of these students 
come from small towns and have no knowledge of the mode of life, 
habits and customs of a large city. Some of them have not encoun
tered the foreigner who has brought his own customs to complicate 
the problem of understanding the life of the patients on our wards. 
The young nurse is at a loss to understand the reactions of this hetero
geneous group, but she is expected to influence their behavior! Her 
only preparation has been a short course in Psychology and one in 
Social Aspects of Disease taken in the preliminary term.

The first step in helping the student nurse to meet these behavior 
problems with her patients was to give her a chance to know some
thing of the life of the patients previous to hospitalization. The 
only way to get this chance was through the Social Service Depart
ment of the hospital.

After several trials the following plan of procedure has been 
evolved. At the beginning of the term the Social Service Depart
ment gives to the Supervisor of Medical Nursing a list of cases. The 
medical supervisor assigns these cases to the students on the wards 
according to the nursing needs of that ward. She posts on the 
bulletin board of that ward an assignment slip stating the names 
of the student, the social worker, the patient assigned and the time of 
the weekly conference of the student and the social worker. This 
case is assigned to this nurse for nursing care as long as the patient 
stays on the ward. If he goes home the student, after consultation 
with the social worker, may make a home visit. Each student has two 
cases during her term on the medical wards, one a man and the other 
a woman.
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This work has proved very valuable to the student nurses. Many 

of them have marvelled at the increased interest they have felt in their 
work as a result of the added knowledge of the patient’s personality. 
When this knowledge is combined with the student’s knowledge of 
the medical condition of the patient, she has a basis for a tolerant 
understanding.

II.
The putting into operation of this scheme of social service par

ticipation in the education of the nurse utilizes the workers and case 
material available through the Social Service Department.

All the students scheduled for this work had taken an introduc
tory course of lectures, observation field trips, and home visits in 
their preliminary period. The purpose was to reveal to them the 
patient as an individual human being and to give them some knowl
edge of hospital social service, other social work, and the place of the 
hospital in the community. The course, because given them simul
taneously with the beginning of their full time work in the hospital, 
tended to mold their approach to patients from the first.

The social case studies in reality continue the first year work by 
their application to the individual patient under care.

The object is to help the nurse see her patient, not only as a 
medical and nursing problem, but as a sick person in relation to his 
past life, and with a future which may be modified by the present 
illness; also to help her form a relationship with her patient, which 
will be friendly and warm, and then to utilize it for his benefit, ac
cording to his need, be it better personal hygiene, encouragement, or 
help in understanding his treatment.

Patients already known to the Social Service Department are 
chosen for the Social Case Studies. Selection is made on a basis 
of suitability of the medical social problem and an equal distribution 
among the members of the Social Service Staff.

The hospital social worker, who already knows the patient, pic
tures! him to the student as he was before admission to the hospital. 
Through a series of conferences, the social worker gives the student 
information regarding the patient and his family, and also that 
secured from other agencies knowing the family. In the light of the 
present illness the social worker guides the student in seeing what 
still needs to be known before a plan can be made to insure carrying 
out the treatment after discharge. Further knowledge of the
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patient’s past experience or of his personal characteristics may be 
needed, and usually it is suggested that the nurse secure these direct 
from the patient. The patient’s visitors are seen by her to cement the 
friendly interest of the hospital or possibly to enlist their interest 
and help in the patient’s behalf. When it is found that the patient 
faces one or more social problems, the social worker and student 
discuss how they shall be met, and as often as possible, certain parts 
of the plan are delegated to the student, such as educating the patient 
in certain physical or mental habits, or persuading relatives to modify 
their attitude toward the patient. All of this is embodied in the 
student’s Social Case Study, which is handed to the Case Super
visor, is read also by the social worker, and is frequently returned 
to the student for additions or corrections.

The outline for this Social Case Study was made by a group com
posed of members of the Social Service Staff, the Case Supervisor, 
and the Instructor of Medical Nursing. After completion, the case 
studies remain in the Social Service Department, where the social 
work begun is continued. The case studies are occasionally used in 
beginning a social record; they are sometimes copied and filed, 
though if they contain nothing of value to the record, they are 
destroyed. The outline used is as follows:
Name of Student...................................................................................................................
Name of Social Worker .................................................................................................. .

SO C IA L  SE R V IC E  CASE R E P O R T
. Name of P t........................................................ A g e ............Nationality.......................

Address ...................................................................................................................................
Members of family School or
Nam e.............................  A ge...........Kinship........... Employment...........  Church.........

I. Social study of the patient as an individual.(In  covering these points, include what they mean to the patient. State whether your information was secured from the social worker, from your contact with patient, or from some other source.)
A. Appearance as first seen in the hospital.B. Your impression of the patient’s personality.C. Place the patient in his environment previous to entering the hospital, including:

1. Past life: childhood, education, work, earnings, play and recreation, religion.
2. Personality: character, ideas.
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3. Fam ily; his position in family, description of family, relatives who have visited him.4. H om e and home life.5. Experiences of other agencies with patient and family.

II. State the medical situation in terms intelligible to a lay person. W hat does this patient’s medical condition mean to him in the light of what you have learned of his life? W hat plans could be suggested in adjusting himself to his condition?
III. Plans you would suggest, which, in the light of information secured, will bring about the best medical-social adjustment for patient and family.
IV. After the final conference with the social worker, which plans were chosen?H ow  were these plans carried out?W hat part did you take in them?What contribution did your contact make in their development?

Four group conferences, attended by the Case Supervisor, Medi
cal Nursing Instructor, and all the students in the medical-nursing 
course, are held during the term. The first conference is held at the 
beginning of the term to explain the whole plan, and to take up the 
case study outline. The other meetings occur at the end of each six- 
weeks period, and provide an opportunity for presentation and dis
cussion of certain of the case studies. As far as possible, it is 
planned to have presented at these meetings, studies of patients having 
the diseases which are being taken up in the medical lectures at that 
time. All the students derive benefit from the best of the studies, and 
inasmuch as most of the students know the patients, they are inter
ested, and enter into the discussion.

The students who present the cases, do so rather informally, 
and the Case Supervisor, who leads the discussion, makes notes on 
the blackboard during the presentation.

These group discussions are felt by all to be an important and 
valuable part of the plan.

The value of the case studies is at least threefold, the first and 
most obvious being to the nurse. The decided value to the Social 
Service Department was perhaps not anticipated, as the project was 
undertaken as a continuation of the teaching work with the first 
year students. The students have often added greatly to the social 
worker’s understanding of the patient. In stimulating the nurse to 
know the patient better, the worker has, in turn, gained through the 
nurse a more intimate day by day, vivid picture of the patient, and 
has thus been enabled to fit her work more closely to his needs. 
Besides, the increased alertness of the nurses on the wards to social 
and personality problems has brought about better team play between
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nurse and social worker, and resulted in the referring of a greater 
number of patients.

From all of this, it will be seen that better work with the patient 
is inevitable and is its chief justification.

The efforts to meet physical needs and social ones, are more 
closely and effectively tied, and the patient’s daily life on the ward 
made happier as a result of better understanding of his personal 
qualities.

VERBATIM  ACCOUNT OF A GROUP CONFERENCE
Case Supervisor—Two social case studies of patients with gastric 

disease have been selected for presentation.
Miss Terry will give the first report and will tell us about Mr.

I. M., who has a duodenal ulcer.
Miss Terry—Mr. M., a Jewish man, 57 years old, was on the 

men’s medical ward. He is 5 feet inches tall and weighs 116 
pounds. Mr. M. has dark wrinkled skin, snapping black eyes, and 
is quiet as if he were the only person on the ward. He paid no atten
tion to the other patients or the personnel of the ward. He read 
Jewish newspapers and took a keen interest in the Literary Digest. 
Later I found that he is a business man and has a tailor shop. He 
could not understand why his bed had to be changed every morning. 
When I was ready to make his bed he would slowly put on his 
bedroom slippers and walk away. He answered questions, but said 
nothing more. I thought he was satisfied with the care I was giving 
him, until one morning he told the Professor of Medicine that cold 
milk made him sick and asked to have it warmed up. When the 
doctor asked me if I would warm the milk, I replied “Why, yes” 
rather questioningly. I wondered then if I had been unsuccessful in 
dealing with the patient, since the patient would rather tell the doctor 
of his preference for warm milk than to tell his nurse.

I made a conscious effort to become friendly with him. He then 
told me he had a son, Sam, 21 years old, of whom he was very 
proud. Sam never went out with the girls. He had a clerical posi
tion in a manufacturing concern down town, and was taking a cor
respondence course in engineering.

Mr. M. was found to have a duodenal ulcer. The pain subsided 
under treatment given in the medical ward. When he left he was 
instructed to continue on Routine I of the Sippy Diet and to return 
to the Gastric Clinic.
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One week after Mr. M. was discharged, I made a home call with 

Miss Jonathan, the dietitian for gastric cases. The family have a 
nice home on 138th Street off Woodward Road.. They live on the 
second floor of a two-family house. The furniture is new and very 
nicely kept, and they have a radio. Mrs. M. is tall, thin and rather 
anxious looking. She appears to be irritable and excitable. She 
said Mr. M. had gone out for a walk. He was too weak to work 
although he had tried. Mrs. M. was pleasant with me. I inquired 
in regard to diet and found that patient followed Routine I very 
thoroughly. Mrs. M. thought he wanted too much to eat and could 
not see why milk and cereals were not sufficient. She thought 
Mr. M. irritable, but “Oh well, he has always been that way, all our 
married life:” I tried to explain that Mr. M. was a sick man, there
fore irritable. I saw Abe, who is a small vivacious, healthy looking 
boy. Mrs. M. told about Rose, the 13-year-old daughter, who had 
a mastoid operation at the hospital last year. She has a great deal 
of confidence in our hospital because of our care of her family. She 
spoke highly of Sam, the grown up son, and said he helped along 
financially. It would otherwise be very hard as Mr. M. is sick and 
business poor. Mr. M. has a partner in business, who does not take 
any more than his share of the work, which makes it very hard for 
Mr. M. They hoped business would get better, but did not know. 
I wondered if they were trying to maintain too high a standard of 
living.

A week later I saw Mr. M. in the dispensary. He said he had 
to cook in the store, and that he was tired of his diet. His shop at 
— LaSalle Avenue is too far away for him to go home at noon, 
so he gets his own lunch.

About ten days later I called at the shop. The shop is small, the 
sign reads “Suits pressed and cleaned for Fifty Cents.” Mr. M. 
left the friends with whom he had been talking, extended a most 
cordial welcome, shook hands and offered a chair. He began talking 
fluently, said he felt well, no pain, was working and everything was 
fine. He explained that when he was tired of pressing, he sat down 
and mended. When he was tired of mending, he pressed. He is 
still on Routine I, the doctor in the Gastric Clinic had told him to 
go rather slowly. He had two eggs, toast, cereal for breakfast; at 
ten o’clock, milk for nourishment; at noon he cooked for himself; 
in the afternoon he had milk, and he had supper at home in the 
evening. I asked him if Mrs. M. made puddings and custards. He
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said she did, and was a very good cook, but that “she sometimes gets 
lazy.” He feels that he has enough to eat now, and said he would 
come to the dispensary the following Friday.

Two weeks later I made another home call. Mrs. M. called to 
Abe on the walk, asking who the caller was as she had lost the key 
to the door. She looked over the bannister and held the following 
conversation from the porch above. She said that Mr. M. was 
doing fine, but was very hard to cook for, but had always been that 
way. He was very gruff and was never satisfied with what you 
cooked for him. I explained that Mr. M. was not well, and that 
being on a diet as he is, would work on anyone’s nerves and disposi
tion. Mrs. M. seemed to be cooking very well for Mr. M. and to 
be interested in his condition, wanting to do her best. She said that 
business was much better. She suggested that I visit the shop, since 
Mr. M. does not tell her much about himself.

It had been our plan to be sure that Mr. M. understood his diet, 
which he now does, and that his wife knew how to prepare it. One 
difficulty was the distance of his shop from home, necessitating his 
preparing his lunch himself. And then he needed encouragement 
that the diet was worth while. Also Mrs. M. was encouraged to be 
more lenient with him. His prognosis is good, provided he keeps 
on his diet and in touch with the dispensary. If these things are 
done he will get along well.

Discussion
Case Supervisor—This report brings out three points:
1. It may be that the strain on Mr. M. of trying to maintain a 

standard of living too high for their income is a factor in his 
irritability.

2. It shows the adaptation of diet instructions to the patient.
3. An effort was made to explain him as a person to his wife. 

It was thought that if she would rest during the day, she would be 
ready to keep the atmosphere of the home cheerful when Mr. M. 
returned, thus encouraging him. There is really no grave social 
problem here.

Medical Supervisor—Do you really think Mrs. M. had lost the 
key to the door on your last visit ? Did you have a feeling that you 
were going too often or paying too much attention to the family ?

Miss Terry—I do not think Mrs. M. felt this way, but she was 
under the impression that I came simply to ask about Mr. M.’s con
dition, and she felt she could tell me just as well over the bannister
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as to have me come into the house. I felt, since this conversation was 
being carried on outside, she did not want to prolong it. She had 
to speak loudly, and the neighbors would hear. If I could have gone 
into the house, Mrs. M. would probably not have given the impres
sion that she felt I was calling too often. Of course I can’t say 
whether the key was really lost or not.

Case Supervisor—Mrs. M. is probably not aware of certain of our 
social amenities and thought nothing of talking loudly to a person on 
the street. The follow-up visits showed that he was carrying out 
the routine, and was continuing to do so. Though he will continue 
attending the Gastric Clinic, further social treatment is not necessary 
at present.

The next patient also has a gastric disease. Miss Lempke, who 
took care of him on the ward, will tell us about him.

Miss Lempke—Mr. E. is a Jew, 46 years old. He is emaciated, 
has stiff, wiry, grey hair, small keen, blue eyes. His skin is dry and 
wrinkled, and because of this, he looks as though he were frowning 
continually, even when smiling. He has a happy disposition. When 
in business he was a dealer in second-hand furniture. He was easy 
to take care of on the ward, never acutely uncomfortable except 
when attacks of pain came on. He enjoyed being with the other 
patients. He did not read very much, just some Jewish newspapers 
and a few books. When in pain he would lie in bed and moan rather 
softly. The doctor usually left an order for morphine or some 
sedative. He caused very little trouble.

His diagnosis is a retroperitoneal carcinoma with metastasis to 
the lymph glands of the groin. There is a question as to whether the 
carcinoma has metastasized to the lungs. The condition is fatal. 
A year ago when he was in the hospital for the first time, Dr. House 
attended him. He explained the fatal nature of the; disease to Mrs. 
E. at that tijne. She seemed very sensible and realized what the 
disease would mean. She agreed with the doctor that Mr. E. should 
not be told, but he soon began to realize his condition. At that time 
he had no acute gastric upsets, but had pain in the abdomen and legs. 
He had been confined to his bed for some time before his present 
admission to the hospital. This time Dr. House advised that Mr. E. 
return to the hospital for X-rays and tests of various kinds. Mr. E. 
and his wife had decided it would not be necessary for him to come 
back to the hospital, since nothing could be done for him, and he 
could be as comfortable at home. Dr. House urged him to come, as
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he wished to make another examination. Mr. E. finally consented, 
and the doctor found his condition even more serious.

There are four children in the family. Lillian, the oldest girl, is 
17; Max is 11; Esther is 9; and the youngest, Jacob, is a baby of 
18 months. Mr. E. has been unable to work now for two years. 
Lillian went to school until she was 16 and now works in a creamery 
owned by her mother’s brother, and earns $12.00 a week. This is the 
only source of income. Mrs. E .’s brother has been helping out since 
Mr. E. became ill.

They live on West 89th St. off Edgewood, in a middle class home, 
nicely kept. The furniture is new, the kitchen was untidy the Satur
day I visited them as the children were playing there. Mrs. E. un
derstands Mr. E.’s condition, is very calm, and does not become emo
tional. To meet the financial difficulties produced by the illness, it 
was thought that she might apply for a mother’s pension. She said 
that they had always been self-supporting, business had been fairly 
successful and they had lived moderately and managed to save. She 
felt that charity was unnecessary, she could manage nicely now. If 
she needed the pension later, she would apply. At present there 
seems to be no great social problem.

Mr. E. seems to have developed a rather bitter philosophy of life. 
Feels he has not been given a square deal. He is attached to the baby 
and hates to think of leaving him when he is still in the prime of life. 
He and the baby play together. He said that Lillian rubs his back so 
he calls her his night nurse, and he calls Mrs. E. his day nurse. 
He has a happier look at home than he had in the hospital.

Discussion
Medical Supervisor—He seems to have an unusual attitude for 

a patient with a fatal disease.
Case Supervisor—We experienced the same thing with another 

patient who was here in the hospital with the same diagnosis. Before 
she knew what was the matter with her, she was very hard to take 
care of, irritable, complaining, never satisfied. When she found out 
that her condition was' fatal, her attitude changed to one of courage, 
patience and cheerfulness.

Miss Lempke—Patient has an admirable spirit; although his 
philosophy of life has not made him morbid, he still feels that he has 
not been given a square deal.

Case Supervisor—Can we change his feeling?
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Miss Lempke—Patient feels it is hard to part with life, now that 

the family are growing up, and he is so very interested in the baby.
Case Supervisor—There are evidently two elements here. Part

ing from his family and the knowledge that they will be dependent.
Medical Supervisor—I suppose he feels that he is not at all to 

blame for his condition. It was not brought on by himself nor by 
bad habits.

Miss A.—Would relief from the mother’s pension insure the 
daughter’s going back to school ?

Case Supervisor—No, the Mother’s Pension Department feels 
that each member of the family should assume his share of respon
sibility toward the family. Unless it is a case where the child is 
exceptionally brilliant.

Miss Lempke—The children seem healthy and fine looking. The 
family life seems harmonious, no evidence of strain, no emotional 
difficulties, and the children are anxious to do everything they can to 
help the family.

Miss B.—Would it be possible to get the daughter who works 
in the creamery a better position?

Case Supervisor—As she is learning something at the creamery, 
and it is her first business experience, it would be better to stay until 
ready for something better.

Medical Supervisor—What type of girl is Lillian? Did you see 
her?

Miss Lempke—No, I didn’t see her. She was not at home the 
day of my visit.

Miss C—I saw her on the ward, and she seems to be fairly intel
ligent.

Miss D—The creamery seems to be a more favorable environment 
for the girl as she is still young and this position has the advantage 
of being with a relative.

Case Supervisor—She should not be given the impression that 
she can change jobs frequently, until she gets as much as possible out 
of this job.

Medical Supervisor—She might be encouraged to look for 
another position later on. What do you know about the second
hand store?

Miss Lempke—We do not know much about the store, and Mrs. 
E. said Mr. E. had not been working at all for two; years. She told 
the social worker that they had an insurance policy which would give
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$300 of this. She also told me that they had saved money. I do 
not know whether the $1000 insurance represents the saving. The 
family always seemed independent; they did not like outside inter
ference.

Case Supervisor—The family should use what resources they can 
muster first, and can decide the time for outside help.

Medical Supervisor—How can we change Mr. E .’s philosophy?
Miss C—How about the family’s church connection?
Case Supervisor—Do they belong to any church?
Miss Lempke—I do not know. The consolation might help, but 

I think the most valuable thing, would be to assure him of the fam
ily’s being taken care of after he dies.

Case Supervisor—It would be worth trying to find a way of 
changing his viewpoint. There may be some person who can give 
him a broader point of view. His trouble is great and would take 
somebody who could sense the whole thing and help him to think it 
out. The rabbi might be this person and should be consulted.

Miss A.—Does he have friends who could influence him?
Miss Lempke—Not that we know of, unless the relatives might.
Case Supervisor—Since there is no financial problem at present, 

the question of Mr. E .’s philosophy is the problem to be considered 
now.

Today we have considered the medical social problems of two 
patients; both having a gastric disease, both Jewish, and both fathers 
of families, in which there are minor children. The first is recover
ing and is again taking his place in life. In the second case we have 
been thinking of ways in which we can help the patient and his 
family to face death and its consequences.
Reproductions of the Two Social Case Studies Presented at the

Group Conference
SOCIAL CASE REPORT

Social Worker—Edna Shoup Student—Ada Terry
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Name Age Nationality Relation Occupation
Isadore M. 58 Jewish Husband Tailor
Fannie M. 53 “ W ife H ousewife
Sam M. 21 “ Son Crescent Paving Co.
Rose M. 13 “ Daughter School
Abraham M. 7 “ Son School
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I first saw Mr. M. lying quietly in bed. H is dark skinned face had a 

very worried expression. He took no interest in any other person about 
him and disliked very much being disturbed. H e talked very little and 
would not even say how he felt although it was evident that he was not 
comfortable. Mr. M. read a great deal. H e had many Jewish newspapers 
and took keen interest in the Literary Digest.

Mr. M. was born in Russia. H e came to America when he was six
teen years old. Since then he has worked at many things, but chiefly at
tailoring. He now has a tailor shop with another man at ------  LaSalle
Avenue.

I think Mr. M. is a man primarily interested in himself, his health 
and business. H e is also very concerned about his family, but he does not 
show any affection for them. H e is quite a reserved individual until he is 
sure of your confidence, then he talks freely. According to his w ife’s de
scription Mr. M. is quite a domineering individual in the home. She 
says that he is very irritable and cross with all members of the family. 
Mrs. M. seems to care greatly for him and is much interested in his con
dition as well as in his diet. She told me what and how she cooked for 
him and seemed to strictly guard his eating.

Mrs. M. is a very nervous, excitable person and when she is talking, 
she gets so excited that she fairly screams her words. Usually the con
versation is accompanied by a few tears.
Home Visit

My first visit in the home was with Miss Jonathan, the visiting dieti
tian. W e went out to explain the patient’s diet to Mrs. M. She was very 
cordial and pleasing—was very glad of the interest shown in her husband.
Children ,

W hen I made home visits the older son and daughter were not there. 
Abe, the little boy, was a lively, boisterous youngster, who looked quite 
healthy.

Mrs. M. says it would be very hard for them to get along, if it were 
not for the older son. He seems to be an energetic, enthusiastic chap, who 
has a good position and is taking a course in engineering in the evenings. 
H e gives generously toward the support of the family.
Home and Home Life

The M. home is most attractive and comfortable appearing. It is on 
138th Street off W oodward Road. They live on the second floor of a two- 
family house. It is a very nice neighborhood, clean and airy. The home 
is neatly and newly furnished; and pictures make it most attractive. Mrs. 
M. takes great pleasure in keeping it clean and tidy. It seems to me that 
probably she spends so much time and energy on her house, that she is too 
tired to enjoy her family. There seems to be considerable family friction, 
which is probably due to Mr. M.’s impatience about his poor health and 
Mrs. M.’s lack of understanding. Mr. M.’s gruffness to his family seems 
to be partially a problem of personality, because Mrs. M. says he has 
always been this way, to some extent, although more now than before.
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Business Place

The patient has a tailor shop on LaSalle Avenue. It is located in an 
unattractive business part of the city and is an unpretentious appearing 
place with suits and coats hanging in the windows.

As I went into the store Mr. M. came forward in a very cordial man
ner and asked me to sit down. H e talked very fluently about his work 
and how he felt. I asked about his diet and if he ate custards. H e said, 
“Oh yes, but my wife does not make them often, she gets lazy.”

Mrs. M. had told me that she makes things for him that he som e
times refuses to eat.
Medical Condition

Mr. M. has a diagnosis of duodenal ulcer. This means that the upper 
part of his intestine cannot carry on its normal part in digestion. To  
aid in healing and to prevent further destruction, he will have to be on a 
special diet. T his will have to be a very bland diet, high in calories and 
he will have to take meals frequently, that is, he should eat six times a day.

This is hard for Mr. M. because the Jewish people are accustomed to 
highly seasoned foods— meats, vegetables and pastry. It also means that 
he wTill have to cook for himself at the store. This he does, although the 
food is not as appetizing when prepared by himself.

After a long period of time, he may not have to be on so strict a 
diet, although it is quite probable that he will always have to be careful 
what he eats.

W hen making home calls I tried to explain to Mrs. M. that her hus
band was not well, and that probably that had a great deal to do with  
his irritability^. I also told her that she should rest more when alone, 
during the day, so that she m ight be more patient with him when he was home.

It was suggested in conference that some of the family friction might 
be due to the fact that they were trying to maintain a higher standard of 
living than their income warrants. W orry over this may aggravate the 
patient’s physical condition, since, as he says, “Business is not so good.”

Mr. M. is improving nicely and he comes regularly to the Gastric 
Clinic. H e cooks for himself at the store and eats only those things 
allowed by his diet. H is wife thoroughly understands what she is to  
cook and does it.

It seems the only thing to do is to wait for Mr. M.’s health to im
prove. This may result in a change in his frame of mind and his attitude 
at home may change as he continues to improve.

SO C IA L  S E R V IC E  CASE R E P O R T
Social W orker— Edna Shoup Student— Edna Lempke
S. E. 46 years Jewish W ard

Members of family: W ife, Sadie, 40 years; Lillian, a girl of 17, working 
in a creamery and earning $12.00 per week; Max, a boy of 11 years, and 
Esther, a girl of 9, attending school; a baby, Jacob, 18 months.

Mr. E. had been in the hospital for about two weeks before I took



96 Case Studies
care of him. H e is a very emaciated Jewish man, whose skin is yellow 
and wrinkled like parchment. H is hair is iron grey, wiry and m ost often  
sticks up straight in the air. H e has sharp little blue eyes, over which his 
brows are puckered in a perpetual frown. Even when he smiles that 
frown is there.

H e seemed a very shrewd business man and one could almost picture 
him in health, squinting his eyes, smiling and frowning and rubbing his 
hands over a good bargain. H e had been a dealer in second-hand furni
ture before his illness, had worked steadily, lived frugally, bargained well 
and saved money, not a fortune, but a neat little sum. H e lived in a fairly 
good neighborhood, provided a good living for his family, and, to all 
appearances, ruled with kindness rather than force.

On the ward he exhibited a very keen mind and delighted in arguing 
with the other patients about anything—from the weather to philosophy. 
H e had a keen sense of humor and turned out several witty sayings in his 
broken English. H is English was of the American-Jewish mixture which 
is so often heard among his people, in spite of the fact that they have 
lived for many years in America, were perhaps born here.

Up to the time of the father’s illness the family had never called upon 
any social agency for help. It was an independent and econom ically pro
ductive group. The father had been a semi-invalid for two years before 
this admission to the hospital. In that time, he had been steadily growing  
worse— his symptoms becoming more and more acute until he was forced 
to remain in bed for several weeks before this admission; to the hospital.

During these two years Dr. H ouse of the Gastric Clinic has attended 
him. About a year ago the doctor advised him to come to the hospital for 
X-rays and tests to confirm the diognosis and to see what might be done 
to help him. A diagnosis of Carcinoma was made. Mr. E. returned to 
his home after about a week— not improved. H is wife was told that he 
had a fatal disease and he, too, came gradually to realize this.

The pain, which at first was not so severe, became worse and worse 
and was no longer localized in the abdomen. It extended to the groins 
and even under the shoulders and became so bad that he could not walk. 
A t first he very bitterly resented the idea that his usefulness as a produc
tive member of society was over. H e refused to believe it. H e fought 
against it— mentally and physically—but when the pains became more 
severe, he was glad to find relief and yielded to the inevitable.

About two months ago Dr. H ouse advised that he come to the 
hospital again for examination. Mr. and Mrs. E. at first opposed this, 
for they both felt that there was no hope but the doctor kept urging and 
they finally consented.

Examinations were made, X-rays were taken and it was found that 
the original growth, which was situated behind the stomach and intestines, 
had metastasized to various parts of the body; the lymph glands in the 
groins and shoulder region had become involved. It was a hopeless con
dition and nothing could be done but make the patient comfortable until 
the end.

Nothing of this was told Mr. E. H e was encouraged to help himself
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along, but I think he realized all the while the true state of affairs. He 
was cheerful and optimistic, very cooperative and agreeable when he felt 
well. H e laughed and joked with his nurses and with the other patients, 
pulled himself up to a sitting position by means of a bath robe tie which 
he had fastened to the foot of his bed.

W hile he was in one of these better moods, he would suddenly 
be taken with severe pain in his back, abdomen and legs. H e hardly 
seemed the same man. Hd lay flat on his back, very still, with his eyes 
closed, moaning softly. I believe he never called for any help or asked 
to be given a sedative. The nurse would first notice his condition, report 
it and get som ething for him. The doctors realized the pain he suffered 
at times and usually left an order of morphine to be given when needed.

Mr. E. was almost an ideal patient from the point of view of one 
caring for him. H e never complained, but still resented his helplessness. 
H e developed a rather cynical philosophy of life and said that nothing 
was worth while. Things were not managed fairly in the world or he, 
the head of a family, with three dependent children would never have 
been stricken.

The situation was again explained to the wife, and she took him 
home. The seventeen-year-old daughter is the only wage earner in the 
home. She works in the uncle’s creamery for $12.00 a week. This brother 
of Mrs. E. had been helping them out. During their more prosperous 
days, the family had managed to save a little money. W ith these re
sources, they are m anaging quite well.

It was suggested that, if necessary, Mrs. E. apply for a mother’s 
pension. She told me she would rather not do that until the necessity for 
it arose. N ow  they are managing quite well and she preferred not to “ask 
for charity” unless she had to.

The question of the mother working does not take long to answer. 
N ow  it would be impossible. If the husband should die very soon, there 
are the baby and the younger children—the entire home to consider. It 
seems as if it would be more important for the mother, in this case an 
intelligent and sensible woman, to stay at home and care for her family. 
Mr. E .’s illness may be prolonged or it may be of short duration. W hat 
will happen afterwards remains to be worked out.

A s for the patient himself, he seems perfectly happy at home with his 
people. The baby and he have become quite chummy and his older daugh
ter rubs his back for him at night, his “night nurse” he calls her. H e is 
doing all he can to make his illness as small a burden as possible to 
himself and those who care for him. H is wife says he never complains 
and if the pain attacks him at night, they never know it unless they go to 
him and find him suffering. H e appreciates the smallest favor and does 
all he can to help himself. H e reads a good bit and when the weather 
becomes warmer— “if I’m still here”— he is going to try to sit in a com 
fortable chair in the sun.

The present need is for spiritual aid. In class discussion when this 
report was presented two suggestions were made. One was that some 
person, understanding and sympathetic, visit Mr. E. in the capacity of a
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spiritual advisor and attempt to make the patient’s last weeks peaceful 
and more or less resigned. The other suggestion was that vocational 
advice be given to Lillian.

The social worker visited the home and talked with Mrs. E. with 
this idea in mind. It was found that the family had very slight church 
connections. Mr. E. had attended church at the Jewish Center before his 
illness, but they belonged to no definite organization. Because of this, 
the wife had been rather hesitant about suggesting to her husband that 
som e rabbi visit him and still less inclined to invite one to visit him.

She was consequently very glad to hear the social worker’s plan for 
asking a rabbi from the Jewish Center to come and see the family. The 
social worker did this, explaining the situation and pointing out the need 
for some sort of spiritual consolation and support for both the patient 
and his family. The rabbi seemed very anxious to help and promised to 
visit the family in the near future.

Lillian was quite eager to secure a better position. She had had a 
short business course and had completed the second year at H igh School. 
The social worker planned to visit the H igh School and learn about the 
girl’s ability, intelligence, and then through the State City Employm ent 
Bureau, attempt to secure a better position for her.

The finances of the family do not seem  to be in any critical state at 
present. W hat will be done after Mr. E .’s death remains to be seen. 
It is not yet necessary to discuss it.

The important thing now seems to be to attempt to reconcile Mr. E. 
to his life, or rather, approaching death. A  rabbi, it seems, could do this 
better than anyone, and, incidentally building up a religious connection  
might prove a great value to the entire family during the dark days which 
must come to them.

The following report shows the interest which can be aroused in 
a patient who would ordinarily be passed over as very uninteresting.

SO C IA L  S E R V IC E  CA SE R E P O R T
Social Worker— Mary Bustard Student— Marian Shepherd
P.H ., Orange Avenue A ge 68 Men’s Medical W ard Austrian

Mr. H. has felt more or less alone in the world since his wife’s death 
on January 3rd, 1925. H is wife had been sick for four years and he had 
taken care of her until a short time before her death, when she was taken 
to City Hospital. H e and his wife were greatly devoted to one another, 
for as he, says they lived together for forty-five years.

Mr. H. has four sons and one daughter. W alter, John and Saul are 
all married and also the daughter. Otto, the youngest son, was employed  
in a candy shop before Christmas but was laid off after Christmas as they  
no longer had need for so much help. Since then he has been looking for 
work, and as it is very scarce now, he is quite discouraged. H e lives alone 
in three rooms, with wood fire in the stove as the only source of heat, and 
oil lamps for light. There were no carpets on the floors. The walls and 
the floor were so old they were black. It was very dingy though he kept
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it fairly tidy. In the room were two straight chairs, a sink, table and stove 
and a chiffonier. One of the other rooms had an old bed in it, and the 
other was closed off. O tto says he has been wanting to scrub out the place 
and get it looking decent. H e was very polite to us. O tto is som ewhat of a
spendthrift and loafer but a very pleasant sort of a young fellow, 22 years 
of age.

John seems to be the black sheep. None of the other brothers 
and sister have seen him since the mother died, though he lives here in 
Cleveland. Saul doesn’t seem interested in his father and never comes to 
see him. H e is working. W alter is married and poor financially. The 
married daughter comes to see Mr. H. once in a while.

Mr. H. speaks a very broken English and one can never get all he 
says. H e is depressed about his physical condition and says all the time 
that he is not going to get well, but with it all, he has a keen sense of 
humor.

I was greatly amused to see him imitate to perfection an old Jew  
who used to be in the bed across the way from him. H e takes every
thing in and thinks a great deal but talks little unless you come up to his 
bed and begin the conversation. After I once got acquainted with him, 
he began and told me almost everything imaginable. H e comes out with 
som ething witty at the most unexpected moments. H e is greatly inclined 
to worry and to look on the dark side of things. H e needs som e one to 
reassure him constantly and cheer him up. H e feels that his son, Otto, 
needs him to cook for him and to look after him. I imagine that in his 
younger days he kept very close tab on what his children did, probably 
much closer than they felt necessary. Before Mr. H. came to the hospital 
he stayed home and did all the cooking for Otto, and Otto worked. The 
latter says that he did not allow his father to work while he was working 
as he did not feel that his father had been able to work for some time.

Mr. H. has had very little education and has worked hard all his 
life but never earned a great deal. H e has always been under a financial 
strain.

Mr. H. is in a quite serious condition at present and realizes it himself 
though his son does not seem to. H is kidneys are badly diseased, which  
is indicated by his blood urea, which is now 117 mg. when it should be 
20-30 mg. H e has hardening of the arteries and the heart muscle is 
affected. The diseased kidneys have brought on a secondary anaemia and 
his red blood count is now about 800,000 instead of 4,500,000. The patient 
feels weaker than he did and he will probably never be any better, for he 
is steadily getting worse. H e does not have as much pain all over his 
body as he did when he1 came in. Lately he has noticed more shortness 
of breath. H e says his chest feels heavy. All of these conditions result 
from the fact that the arteries all over his body are diseased and are no 
longer elastic. H is blood pressure is very high as his heart has to beat 
harder to work against the inelastic blood vessels. This condition can 
never be cured and he can really never be any better. H e therefore can 
never look forward to a normal life again. H e himslf has given up hope 
and this of course is unfavorable.
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The main thing, therefore, is to keep his mind off his condition as 

much as possible and do all in our power to keep him from worrying about 
his hom e conditions. For example: There is an insurance premium which  
is due and he is worrying about where the m oney is going to come from to 
pay it. H e fears that he will lose all he has put in it, because of incapability 
of payment of the premium. Otto, however, has a temporary job for this 
Saturday at the Tim es Press. H e is to work about twenty hours and 
expects to receive about twenty-five dollars. H e says he will be able 
to pay the insurance with that. The insurance amounted to $3.20 a month. 
Itj would be a great help if we could help O tto to get the right kind of 
work, which would direct his interests in the right direction. A lso I would 
like to see him interested in some organization such as the Y. M. C. A., 
which would direct his recreation for he spends a great deal of his time 
in pool rooms. This worries his father. I feel that if these things were 
done, Mr. H. would be satisfied and contented. I believe he realizes that 
O tto could not take care of him in the condition in which he now is. 
Of course these adjustments are hard to make especially when work is 
so scarce, and they take time. W e must see to it that either O tto or Saul 
pay the premium.

Saul is the only one who can be reached, that is, who is able to pay. 
It seems, however, that this brings in trouble between the two brothers 
as to who gets the insurance upon the death of the father. The matter 
would have to be taken into consideration. I would also like to get Mr. H. 
interested in reading some Hungarian books, though they would have to 
be easy ones. I am fully convinced that Mr. H. has been worrying for 
sometime about the insurance and that if I had not gotten his confidence 
he would not have told me about it. It was because of my close contact 
with him that I was able to get this information.

1-19-27. Mr. H. has been having much more dyspnoea of late but is 
eating better than he did. H is kidneys, however, are in such bad condition 
that with the other things it is felt that he has not a great deal longer 
to live. H is son John came to see him today. H e said he did not know  
his father was sick and he would be glad to do anything he could. H e 
promises to come again tomorrow. H e is the one the patient has been 
waiting to see for so long. But it was not until I asked Saul in the let
ter I wrote to try to locate John, that anything was done about it. The 
insurance about which Mr. H. was worrying is all paid up now, so the 
patient seems quite well satisfied. Saul and Otto were in yesterday. I 
believe that if his children continue coming often he will be happy and 
contented here so that is what we must pay attention to.

The following case study shows what the student can learn about 
social conditions without making a home visit.
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SO C IA L  S E R V IC E  CASE R E P O R T
Social W orker— Edna Shoup Student—Jeanette Hurst
S. V., Natalie Avenue.
Name Age Kinship Employment Church
Peter 48 Father of Patient Cabinet Maker Catholic
Theresa 44 Mother of Patient Cigar Factory “
Stanley 23 Patient Truck Driver “
Paul 17 Brother of Patient School “

The family are Austrians.
My first glimpse of S., who is a diabetic, was when he was having his 

temperature taken. I was busy at the time and barely noticed him only 
that he had curly hair. I can remember him the first evening as being all 
covered up with just his head out, and having much pain. S. is a small man 
about 5 feet tall and weighs about 110 pounds and looks very much like a 
boy rather than a man.

As to personality— S. is always very cooperative and very helpful 
when trying to do som ething for him. H e is always cheerful and has 
always been in a good humor when I have taken care of him. W hen he 
was allowed up out of bed he was continually waiting upon and doing 
errands for different patients. S. can be sullen if he chooses and when 
made angry talks a great deal. But the only time I have ever seen him  
out of’ humor was once when scolded by a doctor.

In 1915 the family moved to Cleveland from Austria. S. started to 
school. There he must have been taunted by his fellow playmates for being 
a foreigner because he changed his name to Taylor instead of V—  and 
continued to go by that name until he was twenty-one. At this age he 
began to see really how foolish he was and resumed his family name 
V—  again. I have noticed while in the hospital, at first he was very 
sensitive about his nationality and never talked in his native tongue with 
any of the patients but just this last week he has talked much with 
Mr. H., who also is an Austrian. At first he would stop if the nurses ap
proached him in any way but as no one made fun of or noticed him the shy
ness wore off.

S. did not like to go to school and was continually getting into trouble 
because of his “skipping” too often. One time when he skipped school 
along with some other boys he was found by the Truant Officer and 
received some punishment from him. This made the boys “sore” at him 
(as S. stated it) and one day they “laid” for him. From what S. said I 
guess the officer got a pretty good beating up. This ended in S. being 
sent to some kind of a reform school for a while. H ow  long he remained 
in this school I did not learn. I do know that he went no farther in 
school, only through the 7th grade.

After quitting school he began to work as a truck driver, earning 
about $25.00 to $30.00 a week. W hen talking to me about this work he 
said he was not satisfied with it. H e said he wished that he had gone 
to school so that he could have been able to have some kind of work 
which did not take from daylight until dark. H e mentioned that he had
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wanted to attend night school, but that he was always too tired after 
working hard all day. M y last talk with S. concerning this subject was 
that he had decided to become a barber. H e thought he could learn this 
trade in a very short time and that the work would be easier and that the 
salary would be much higher than that of a truck driver. But by the time 
he leaves the hospital he may change his mind again. For the last year 
S. has been idle.

I do not know much about his recreation, only that he likes to go  
to shows and that he is engaged to be married and spends much of his 
time with this girl. The girl to whom he is engaged appears to be a very 
sweet little girl. She is a floor manager in one of the City Mills and 
earns more a week than S. does when he is working. About a week ago 
they quarreled over som ething and she no longer comes to see him. 
S. told me that she was angry because he stayed in the hospital, and also 
because he would stay on a ward at that, while S. argued back that it 
took too much money for a private room.

From my experience with S. on the ward I find that he is still a boy 
and that he has no idea what the word responsibility means. W hen he 
was twenty-one his father gave him $300.00 for his birthday present and 
since that time he told me he had been having a pretty good time, and 
that most of the money was gone. It seems to me that an engaged man 
who had any idea of what marriage means, would be saving his money 
instead of spending it foolishly.

There are only two faults which I have really noticed about the boy. 
They are (1) H e does not always tell the exact truth and has shifty eyes,
(2) H e can not be depended upon.

H is ideas about things in common are about the same- as any other 
young man of his type and age and education. I believe S. is a very good  
boy morally and really believes he is always doing the right thing. I 
find that he does not look forward to life with much enthusiasm, this being 
due I believe to his health. H e reads a great deal, but the type of reading 
material is not always the best. W hen I spoke to him about it, he said he 
did not feel like reading only stories that amused him.

S.’s mother appears to be a very nice woman. I have never been 
able to talk with her because she does' not speak English. W hen S. first 
came into the hospital she visited him quite frequently, but lately she does 
not come so often, this probably being due that she is too tired after work
ing hard in a factory all day. .

I have seen his father only a few times. Both his father and mother 
are true foreigners. They both are always very friendly and appear to be 
very nice people. The father is a cabinet maker for the Central W ood  
Finishing Company, earning $25.00 a week, but the last three months he 
has been idle.

The brother is a type known as the “Sheik” among the foreign people, 
slicked black hair and dresses very nicely. H e comes to see S. every night 
and several times he has brought food on the sly to him. The brother 
has attended H igh School and now attends business college. H e does not 
work.
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The whole family are always dressed very nicely. I have met several 

of his cousins and they appeared to be very nice. T hey were not so for
eign as S.’s family in their speech and appearance.

I did not visit his home but secured information from the social 
worker concerning their home. They have a very nicely furnished, clean, 
comfortable looking apartment with all modern conveniences.

The only experience we have had with S. which we did not want to 
have is concerning his diet. W hen he first came into the hospital he 
cooperated with the dietitians and was fairly satisfied with his food. But 
after a while he became tired of his meals and began to eat on the sly. 
H e was caught in the act several times and was always given another 
trial. H e was getting along pretty well when one night he was found 
eating an egg sandwich brought in to him by his brother. This was the 
clim ax of his perversity.1 The doctor had worked very hard on tests and 
had spent too much time to have everything to do over. S. was given a 
very good talking to by the doctor, it being explained to him that he had 
destroyed all that had been done for him, and that his treatment must 
again start from the very first. The doctor this time took all privileges 
away from him and made him stay in bed. This caused S. to become very 
angry and talkative, but like all boys he talked to be heard and did not 
act. The nurses and dietitians also talked with him. A t first he would 
not listen but now he has begun to understand that if he will not cooper
ate and help and do his part that there is no use for the doctors and nurses 
to do theirs. I think now that he will cooperate along this line much 
better and not eat any outside food. H e once told me that it was not that 
he was really hungry for this outside food, but it was just the idea that he 
could not have it that made him want it.

M EDICAL SITU A T IO N
I think that his medical condition means a whole lot to S., because 

being a poor boy he will always have to work for his living, and one who 
is ill cannot always do this. H aving very little education is also another 
handicap because the work which he will probably have to do will be 
heavy or hard labor, and it takes a healthy physique to be able to do this. 
W e also know that for one to be happy, he must be free from illness. 
Just think what his future will be if he does not try to cure himself from  
diabetes. If he marries other problems will arise. If he is ill and not able 
to work who will support the family? Another problem would be to 
teach his wife to cook his food according to the plans laid out by the 
dietitians. N ow  S. when home cooks his own food. The only medical 
problem that he will have to live up to is to just follow his diet and I am 
afraid it is going to be a very difficult one for him to do.

PLA NS FOR B EST M EDICAL SOCIAL A D JU ST M EN T  FOR  
FAM ILY A N D  P A T IE N T

(1) To get parents’ cooperation in having S. assume responsibility, 
a good example would be for him to help pay part of his hospital bill. 
H e told me that his father and mother would pay his bill and he has 
nothing to worry about.
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(2) T o get his parents to change their attitude towards S., that is not 

to pamper him as much as they have been doing.
(3) Occupation. H e is undecided about what he will do— a good plan 

for some kind of work he will like and be able to do is a very big problem  
to settle.

(4) It might be wise to look into the marriage situation, because if 
S. has no work, and is unable to work, it will not be very wise to rush 
into marriage at the present. If he were told what the responsibilities 
would be and really made to see them he might awaken to what respon
sibility means.

A FTER  LAST CO NFERENCE W IT H  SOCIAL W O RKER T H E  
PLA NS CH OSEN W ERE:

I. To see whether we can work out a plan to develop a sense of responsi
bility in S. (Making him assume responsibility of part of his bill.)

II. And to get the cooperation of the parents for his doing this.
III. Occupation. S. is still in the hospital so that we have not been 

able to carry out any plans.
Som ething will have to be done to make S. assume the responsibility 

of his diet, because his mother will not be able to do this. Because at 
home he will have more chances to eat on the sly than in the hospital. 
It might be that paying his own bill would aid here also, because he would 
find out that he could not afford to be sick.
Instructor’s Comment:

Your insight into S.’s personality seems very good—if you could get 
as intimate a picture of his family relationships it would be valuable in 
planning for his return to the home. H is brother must be concerned about 
S., but is directing his interest along the wrong lines. Have you seen the 
sister? W ith so many members of the family employed they must have 
a good income—would it be advisable to try to persuade Mrs. V. to remain 
at home for a time, at least, to learn to prepare S.’s diet? If he has to do 
it the temptation to deviate from his diet will be very great, unless some 
outside interest be developed to absorb his thought and thus keep his 
mind off his diet.



EDITORIAL
The Physician Looks at Social Service

The figure of the physician is making itself increasingly discernible 
in the field of social service. In the immediate future he will become 
the most conspicuous figure, the generalissimo, the Delphian Oracle 
of this, the most progressive movement known to civilization. Under 
his direct leadership, an even greater acceleration is assured, so much 
so, indeed, that any conjecture regarding the possibilities inherent 
in social service is nothing more than idle speculation.

The social service of today is a far cry from the social service of 
yesterday. Yesterday it was the isolated case of physical distress 
that received the attention of the social service worker; at that time 
its function was limited. Today, because its progressive work has 
endowed its mission with such a wide scope, it is an exception for any 
case, sick or otherwise, not to be susceptible to the application of 
social service.

Social service has grown to such an extent that it must now be 
considered a distinct and separate unit of the institution of medicine, 
and, like the other units of this institution, it should have its rightful 
place with the other specialized branches. Obviously, these various 
specialized branches are in constant coordination, and their union is 
made possible by means of a common language—the language of 
medicine.

Alone of all this family, social service cannot make its voice under
stood by the others. Social service, among its fellows, now speaks the 
language of the foreigner. Accordingly, the value of its communica
tive medium is reduced, and so social service is not considered as 
figuring on a common plane with the other branches of medicine. It 
requires the services of an interpreter—and that interpreter is the 
physician. It needs the doctor.

By virtue of his training, the physician is in a keynote position in 
all that pertains to medicine. Accordingly, all others look to him as 
the final arbiter in this province. Thus, placed in such a subordinate
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position, the social worker is ofttimes unable to assert himself. His 
word or suggestion does not carry as much weight, either with the 
physician or for that matter with the subject, as would the same 
phrases if they were uttered by the physician.

While such a situation is unfortunate, nevertheless, as social serv
ice is constituted today, it is necessarily so. Human nature being 
what it is, no individual gives attentive heed to the words or phrases 
of one whom he himself deems of lesser import.. So it is in the case 
of the physician and the social worker. The former has technical 
medical knowledge; the latter has not.

How, then, is a rapprochement to be effected between these 
two units of medicine? The question begs the answer.

Samuel A dams Cohen, M. D.



NEWS NOTES
At a conference on infant mortality held under the auspices of the 

League of Nations it was decided to investigate infant mortality in 
selected districts of Argentina, Brazil, Chile, and Uraguay, and to 
ask the League of Nations for financial aid.

As part of the active campaign for child welfare begun in Mexico, 
a corps of volunteer visiting nurses has been organized. This visit
ing nurse service will be free to all parents registering their children 
in the respective offices of the Bureau of Public Health. After being 
carefully instructed, the women who offer their services for this 
work will visit homes, watch each child’s development, and give the 
necessary advice for keeping him strong and well, recommending the 
service of clinics when necessary. Many pamphlets on child welfare 
have also been distributed by voluntary workers, while lectures on 
this subject will be given periodically in all towns. It is also planned 
to organize groups to visit small villages and hamlets to give instruc
tions to rural mothers.—Pan-American Union.

The Neighborhood Teacher Association, 222 East 79th Street, 
New York City, an organization which extends educational advan
tages to the adult foreign-born, is seeking funds to further the work 
of the Association. One great need is for more intensive work in the 
homes with women whose lives in America are restricted by old- 
world traditions, within the narrow confines of a foreign colony.

The Chinese playground in San Francisco’s Chinatown district 
has proved a real centre of recreation for 300 to 500 children daily 
who would otherwise have only the narrow streets of Chinatown 
for play space. This playground, opened some time ago as an experi
ment, was started with some misgivings because of the deep-rooted 
class distinction among the Chinese people. The leaders, however, 
have been successful in conducting all the play activities on the basis 
of complete equality by appealing to Chinese pride in politeness.— 
World’s Children.
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The Metropolitan Hospital, Welfare Island, New York City, has 

established an out-patient department for obstetrical cases at 430 
East 88th Street. Prenatal and postnatal consultations will be in
cluded in the service.

The American Child Health Association, 370 Seventh Avenue, 
has announced a ten months’ study of health work in public schools. 
Dr. George T. Palmer will direct the survey.

A course of ten lectures on mental hygiene, the first of which was 
delivered January 10th, is being given under the auspices of the Men
tal Hygiene Lecture Committee at the Y. W. C. A., New York City.

The Greenville, S. C., Chapter of the American Red Cross owns 
a “loan cow” which it lends to poor families throughout the county 
who are in need of milk. The cow was procured sometime ago when 
a pitiful case of an entire family destitute and suffering from pellagra 
was reported. Milk was essential to their recovery, and a cow was 
bought by popular subscription, to be owned by the Chapter and 
loaned to the family. Since the recovery of the pellagra victims the 
cow has been loaned to other needy families, and has been found to 
be an asset in the relief work of the Red Cross Chapter, which is the 
only organized relief agency functioning throughout Greenville 
County.—World’s Children.

The International Association for the Promotion of Child Wel
fare and the Committee of the National Section of Italy held their 
Sixth Ordinary Session in Milan in November.

The Laura Spelman Rockefeller Memorial Fund has established 
a cooperative child study centre in Washington, D. C. The American 
Home Economic Association is the organization through which the 
money contributed is to be disbursed.

The new home of the Neurological Institute at the Medical Centre 
in New York City, for which ground was broken recently, will con
sist of a fourteen-story building containing 130 ward beds, including 
a children’s ward of 10 beds; 50 private rooms, and 35 smaller 
moderately priced private rooms to meet the needs of people of 
modest income. The capacity of the Out-patient Department will also
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be greatly enlarged. One entire floor and a roof garden will be 
devoted to therapeutic facilities with special emphasis on occupa
tional therapy. There will also be an especially designed and equipped 
operating suite for neuro-surgery. The new building will also allow 
of much needed expansion in educational and research work. In 
the educational field the work of the Neurological Institute as a “pre
ventorium” will be continued in the Psychological Laboratory, the 
Classification Clinic, the Mental Health Clinic and the Court Clinic. 
Special research will be conducted by the Department of Neuro
surgery and in Epidemic Encephalitis.

The Ohio Federation of Women’s Clubs, among their many activi
ties, have instituted a health program stressing periodic health exam
inations, a community health study campaign, tuberculosis and the 
sale of Christmas Health Seals and the distribution of health 
literature.

The Habit Clinics for Pre-school Children, which have been main
tained in Boston, Mass., on privately raised funds since 1921, have 
consolidated and will hereafter be under the control and guidance of 
a central office. Dr. Douglas A. Thom is director.

A clinic for the treatment of the diseases of the thyroid gland 
has been opened at the German Polyclinic Dispensary, 137 Second 
Avenue, New York.

The next annual meeting of the National Tuberculosis Associa
tion will be held in Portland, Oregon.

Eight informal talks on Health and Social Work in Clinics, ar
ranged by The Associated Out-Patient Clinics Committee of the New 
York Tuberculosis and Health Association and the North Atlantic 
District of the American Association of Hospital Social Workers, are 
being well attended and are creating great interest among public 
health and social workers. The subjects cover a wide field and the 
speakers are men and women of national reputation in their special 
field of work. The first meeting was held in November and the 
course extends throughout the winter and early spring months.

An Institute on Prenatal Care under the auspices of the Obstetric
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Department of Stanford University, the University of California 
and the Bureau of Child Hygiene of the State Department of Health 
was recently held at the Stanford University Hospital, San Francisco, 
California. The films “Well Born” and “Sunshine for Babies” were 
exhibited and demonstrations of procedures in prenatal care were 
given by the nurses.

The Laura Spelman Rockefeller Institute of Child Welfare estab
lished at the University of California is housed in an 18-room modern 
house adjacent to the University campus. The remodeled building will 
contain offices, laboratories and nurseries. Specific problems in child 
welfare will be studied. Part of the grounds will be devoted to play
ground purposes. The Director of the Institute is Dr. Herbert R. 
Stolz.

The nutrition service of the public schools of Yonkers, New York, 
which was promoted and maintained during the past two years by the 
Yonkers Tuberculosis and Health Association has been taken over 
on a full-time basis by the Board of Education.

The International Child Welfare Congress will be held in Paris, 
July, 1928.

Dr. Grenfell, who for many years has devoted his life to medical 
missionary work among the fisherfolk of Newfoundland and on the 
Labrador Coast, has been Knighted by King George.

Beloit, Kansas, and Wauseon, Ohio, have been selected by the 
Commonwealth Fund of New York for the fourth and fifth rural 
hospitals in the series which the fund is helping to build as a contribu
tion toward the improvement of health and medical conditions in 
country districts.

The clinic session of the Diabetic Clinic at the Montefiore Hos
pital, New York City, formerly held Mondays, has been changed to 
Wednesdays at 2 P. M.

Dr. William H. Walsh, executive director of the American Hos
pital Association since 1924, has tendered his resignation to take 
effect January 1, 1928. Dr. Walsh is returning to his private prac
tice of hospital consultant, with offices in New York and Chicago.
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The Patriotic Institute of Athens, Greece, which maintains 10 

welfare centres, dealing with about 2,000 children in the course of the 
year, states that among infants supervised by these centres the mor
tality rate is about one-third of that in the city as a whole.— World’s 
Children (London).

Health Week, promoted by the Royal Sanitary Institute, was cele
brated in many of the cities and large towns in Great Britain in 
October.

A large number of public health officials, friends and associates 
attended a testimonial dinner given to Dr. Lee K. Frankel at the 
Hotel Biltmore, New York City, on the occasion of his 60th birthday.

The American Public Health Association has acquired “The Na
tion’s Health” and will merge this magazine with “The American 
Journal of Public Health,” the official publication of the Association.
. The Norfolk Branch of the British Red Cross maintains several 
child welfare centres for children of preschool age.

An hospital for crippled children which will be known as the 
Henry Eustis Hospital for Crippled Children is to be erected on the 
campus of the University of Minnesota.

A very complete program of school medical service in connection 
with 279 public elementary schools in Belfast is announced by The 
Irish Nursing News. A  chief medical officer with assistants, 
dentists and other specialists and 14 nurses will compose the staff. 
A clinic for tonsil and adenoid cases has been planned where children 
may stay the night before and the night after operation. Two other 
branch clinics with “cleansing stations” are part of the scheme. These 
will be under the supervision of a nurse.—World’s Children.

During the recent 148th convocation of the University of Chicago 
several new clinics were dedicated and the University inaugurated a 
$20,000,000.00 program to create a medical centre.

It has been reported that a special narcotic hospital under the
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control of the International Narcotic Education Association will be 
established in New York City.

According to a recently published report, the result of a survey 
made by Dr. Frederick L. Hoffman, consulting statistician for the 
Prudential Life Insurance Company of America, the death rate from 
cancer continues to rise. In 23 American cities having an aggregate 
population of 34,004,600 the rate was 114.5 per 100,000 in 1926. In 
1906 the death rate was 74.5 per 100,000; in 1916 the rate was 92.3.

Tulane University, New Orleans, La., which has for the past 7 
years been giving preparatory courses in social work, has been for
tunate in securing funds which have made it possible to establish 
a School of Social Work with 8 full-time members on its staff; other 
members of the faculty will give part-time service. The New Orleans 
Chapter of the American Association of Social Workers has taken 
a very active part in promoting the school and planning the cur
riculum.

The London, England, newspapers have a “gentlemen’s agree
ment” that nothing shall be published that will make possible the 
identification of any child brought into the juvenile court.— Better 
Times.

The Federated Jewish Charities of Boston, Mass., have an
nounced the creation of a new department of mental hygiene.

As a result of the union of the New York Hospital and the Medi
cal School of Cornell University, New York City is to have another 
large medical centre. The plans at present are for the erection of 
suitable buildings at 68th Street and Avenue A, just north of the 
Rockefeller Institute for Medical Research.

A decree issued by the President of France provides for the 
establishment of a National Commission on Juvenile Delinquency, 
to be attached to the Ministry of Justice. The commission will con
sist of 25 members appointed by the Minister of Justice, vacancies 
occurring later to be filled by the commission itself. It is to study 
questions of legislation and of the administration of institutions 
caring for delinquent children. It will also serve as a link between
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those institutions, coordinating their work and suggesting improve
ments.— World’s Children.

As a result of the recommendations of Dr. C.-E. A. Winslow, of 
Yale University, who conducted a survey for the Community Health 
Association of Boston, Mass., last year, the Boston Health League 
has appointed a standing committee on mental hygiene to advise it as 
to how the League can further the interests of mental hygiene and 
also to suggest ways and means as to how the existing organizations 
in Boston interested in mental hygiene can be of assistance to the 
League.—Mass. Soc. Ment. Hyg. Bui.

A revised edition of “Cancer, Its Prevention and Cure” is now 
ready for distribution. This pamphlet may be obtained from the 
New York State Department of Health.

The thoughts of William Penn on education, copied from a recent 
issue of “The World’s Children” (London, England), might well be 
written in regard to the education of children of the present day.

“The World is certainly a great and stately volume of natural
things............ But, alas; how very few Leaves of it do we seriously
turn over! This ought to be the subject of the education of our 
youth, who, at Twenty, when they should be fit for Business, know 
little or nothing of it.

“We are in Pain to make them Scholars, but not men! To talk, 
rather than to know, which is true canting.

“The first Thing obvious to Children is what is sensible; and that 
we make no Part of their Rudiments.

“We press their Memory too soon, and puzzle, strain and load 
them with Words and Rules; to know grammer and rhetorick, and a 
strange Tongue or two, that it is ten to one may never be useful to 
them; Leaving their natural genius to mechanical and physical, or 
natural knowledge uncultivated and neglected; which would be of 
exceeding Use and Pleasure to them through the whole course of 
their life.”—“Some Fruits of Solitude ” 1693.

W ANTED
Some subscribers wishing to complete their sets of Hospital Social 

Service want to obtain copies of Hospital Social Service for October,
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1925, and for November, 1926, which are out of print. If you have 
no further use for either of these copies we would appreciate having 
your copy.—Editor.

NEW PUBLICATIONS
“After the Rain” is the title of a charming and beautifully edited 

book or reader for school children from 3rd to 5th grades, by Grace 
T. Hallock, with an introduction by Dr. C.-E. A. Winslow, published 
by the School Department of the Cleanliness Institute, New York 
City.

The small students are taught health habits in a most delightful way 
and while being instructed become acquainted with the children of 
France, Japan, Italy, England, Poland, Finland, Africa and Holland. 
In addition to the valuable health lessons, especially adapted to the 
minds of children, they incidentally absorb considerable knowledge 
of the habits, customs, folk-lore, play and life of the children of 
other nations. The illustrations by Lou Rogers and Harold Smith 
add a distinct charm. Copies may be secured by writing School De
partment, Cleanliness Institute, 45 East 17th Street, New York City. 
A limited number will be supplied free for school use.

The Annual Report of the Saint Luke’s Hospital, Bedford, Mass., 
gives a concise and interesting account of the work accomplished 
during the past year. The report of the Social Service Department 
is of special interest. Some three years ago the policy of close 
cooperative work with outside agencies was adopted and has proven 
most effective. The department shows a steady development and 
expansion. One can but wish that the report of social service activi
ties were not so brief.

The Annual Report of the Board of Health of the City of White 
Plains gives a complete summary of the work of the health depart
ment during the past year. The report is interesting and comprehen
sive and gives an account of all public and private health activities 
in the community. One of the features of this report is that, while 
the achievements are enumerated, the weak spots in the city’s health 
work are also emphasized.
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The Annual Report of the Winifred Masterson Burke Relief 

Foundation gives a detailed account of the work in the past year. 
The wide distribution of this interesting and attractively edited 
report would seem to be one of the best means of creating a 
wider and more intelligent interest in the expansion of service of the 
present convalescent homes and the establishment of other convales
cent homes to meet the needs of the many patients who are, for 
various reasons, not eligible for admission. During the year 5,869 
patients received supervised continued medical care under ideal condi
tions. The report is illustrated by photographs of the patients at 
work and play and judging from their serene, contented faces, con
valescence in the country is a happy sequel to illness.

Smallpox Is Preventable is the title of a re-issued and com
pletely revised pamphlet published by the American Association for 
Medical Progress, Inc., 370 Seventh Avenue, New York City.

This pamphlet calls our attention to the fact that smallpox is still 
a menace, especially in cities where vaccination has been neglected 
or opposed. The danger is convincingly shown by the report of a 
western city in which there were 3,641 cases of smallpox in 1924. Of 
this number 97 per cent, of the cases had never been vaccinated. The 
same city had another epidemic in 1926. The pamphlet gives a short, 
concise and authoritative history of the disease; a discussion of vac
cination theory and practice; the story of several epidemics and the 
efficacy of vaccination; an analysis of the relation between state vac
cination laws and the prevalence of smallpox. Tables compiled from 
figures in the United States Health Report and other reliable sources 
uphold the belief th a t: (1) Vaccination protects the individual;
(2)* Systematic vaccination protects the community; and (3) En
forcement of adequate laws is the one effective means of providing 
communal security against the disease. Copies may be obtained in 
lots of 100 or more at $4.00, and in lots of 1,000 or more at $37.50, 
carriage prepaid.

The Preschool Service in a General Health Program, pub
lished by the East Harlem Nursing and Health Demonstration, New 
York City, is an interesting account of the work accomplished in the 
past 4^2 years in behalf of mothers and young children.

The population of the small area in which the East Harlem Nurs
ing and Health Demonstration has been carried on is approximately
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40,000. Of this number there are some 6,000 children of preschool 
age. This booklet on preschool work gives in outline form the 
standards which have been evolved by the demonstration staff. Part 
I includes the aims and policies of the service and facilities for child 
care. Teaching devices are presented and elaborated by discussion. 
Some of the topics discussed are the essentials of the home visit, the 
educational aspect of medical conferences, the details of manage
ment, equipment, and routine; the purpose and procedure of such 
auxiliary services as the posture class, the health habit class, the 
special nutrition conference and the mothers’ class. Part II gives in 
outline a series of 14 lessons which are used in group study. For the 
group, the objectives are to bring the mothers together for considera
tion of a common interest—the preschool child: to present an environ
ment that offers suggestions to the mothers for the improvement of 
their own homes: to give a better understanding of the values of 
health education in terms of family and community life : to stimulate 
social and community interest. For the organization the objectives 
are to complement, broaden, and strengthen the contact made by the 
field worker for the education of the mother in the home: to promote 
a better mutual understandng of the family health needs; to deter
mine the comparative cost, in relation to value, of the field and group 
work. Group work has been proven to be the most effective means 
of getting the idea of positive health firmly fixed in the minds of the 
parents and it has been found that by beginning the health education 
of the mother in the home and advancing to group instruction, it is 
comparatively easy to gain her intelligent cooperation later on by 
means of the medical conference and other allied services. The re
port is devoted to methods and an outline of the work. No attempt 
is made to analyze the work. This is wise. One has but to give a 
cursory glance through the pages to realize that in this preschool 
work, as in all other branches of public health and social work, it is 
impossible to compute in figures or describe in words the full value 
of the work. This booklet, which is one of a series, will prove useful 
to public health nurses, social workers, and of immense value to any
one interested in the study and care of the preschool child. Copies 
may be obtained from the East Harlem Nursing and Health Demon
stration, 354 East 116th Street, New York City. Price 50 cents.

A Study of Delinquent and Neglected Negro Children, brought
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before the New York City Children’s Court; issued by the Joint 
Committee on Negro Child Study in New York City.

This report is the result of a seven months’ investigation of a com
mittee in cooperation with the National Urban League and the Wo
men’s City Club of New York. The report covers not only Harlem, 
but the five boroughs of New York City, and points out that in the 
last ten years through migration from the south the Negro population 
has increased at a rate nearly four times as great as the increase in 
general population; that there are now in the city more than 200,000 
Negroes; that largely as a result of enforced parental neglect and be
cause of lack of organized recreational facilities there has been since 
1919 a decided increase in delinquency and neglect of Negro children 
as against a decrease among white children. Based on population, 
delinquency among Negro children is far greater than among white 
children. The committee found that some of the important contribut
ing causes of delinquency among Negro children were (1) lack of op
portunity for supervised recreation; (2) lack of parental control 
commonly when mothers worked outside the home; (3) retardation 
in school and resulting tendency to truancy. The report also em
phasizes the fact that the facilities for institutional care of delinquent 
colored children are hopelessly inadequate. The committee make the 
following recommendations: increased recreational programs for 
adolescent colored youth; an increase in the municipal facilities for 
play; after school and summer activities in school buildings; social 
centres for adults and the family as a unit; more summer camp fa
cilities for those who can pay as well as for the poor; an extension of 
probation service for colored children; more visiting teachers in 
schools dealing with colored children; more Big Brother and Big 
Sister supervision of colored children; increased appropriations from 
the state legislature to increase the capacity of the New York Train
ing School for Girls; provision for neglected Negro boys and girls 
who are Protestants, particularly for those over 12 years of age; more 
suitable provision in state institutions for young delinquent boys. It 
is to be hoped that this report, which is a simple statement of facts 
ferreted out through patient research work, will awaken public inter
est and rescue this very large group of future citizens from the 
baneful influences surrounding the neglected city child.

The Metropolitan Life Insurance Company has issued three at
tractive and interesting health booklets, the titles of which are “Tuber
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culosis,” “Feeding Your Baby” and “Out of Babyhood Into Child
hood,” and a pamphlet “Is Your Child Safe To-day?”

The first, “Tuberculosis,” gives information in regard to causes, 
first signs, how to get well, rules for protecting others, and sane and 
helpful suggestions for living a healthy life. “Feeding Your Baby” is 
devoted to the diet of the child during the first 6 years of life. “Out 
of Babyhood Into Childhood” consists of health talks to parents of 
children from 2 to 6 years of age. “Is Your Child Safe To-day?”, an 
attractive folder, gives a sketch of a Pilgrim Father, gun in hand, 
walking with his children and on the qui vive for Indians, as a 
peril of the past. The present day dangers are warned against, and 
safety rules set down for the protection of children from road and 
street accidents and so graphically illustrated that any child would 
heed. The wide distribution of this folder will undoubtedly result 
in fewer fatal or maiming accidents to children.

Archives of Grady Hospital, Atlanta, Georgia. The publication 
of this new medical journal is the result of a desire on the part 
of the visiting staff of this large municipal hospital, the clientele 
of which is limited to charity patients, to share their observa
tions, experience in the diagnosis and treatm ent of disease and 
a wealth of medical data with their colleagues in the South. Medical 
articles, case reports or symposiums based upon clinical observations 
of the staff will be published monthly. Requests for publication of 
papers, written by the staff, on special diseases, operations, technique, 
etc., will be given consideration whenever possible. The editor is Dr. 
Newdigate M. Owensby, Medical Arts Building, Atlanta, Georgia.

The Growing Child, by Herman Bundesen, M. D., Commis
sioner of Health, Chicago, 111.

This delightful edition of Chicago’s Health, a weekly bulletin of 
health news and health instruction, in book form, gives complete infor
mation in simple form on how to' safeguard the health and lives of 
growing children and how to keep them physically and mentally fit. 
A scroll in front of the book headed “Playing by the Rules of the 
Game—the Greatest of All Games Is the Good Health Game”—gives 
nine rules for healthful living and health conservation with reference 
to the chapter, in which the fully illustrated text gives in minute detail 
all the rules to be observed if parents desire their children to reach 
the winning post in the game of health. Parents, teachers, nurses and
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even physicians will find this book a guide in everything which affects 
the spiritual, mental and physical growth and development of 
children.

The Annual Report of the Society of the Lying-In H os
pital of New York City gives a clear and concise account of the 
work accomplished in the past year for women and infants. During 
the year there were 4,944 confinements with 35 maternal deaths—a 
mortality of a little over .7 of one per cent. Of this number many 
of the cases were hopeless before admission to the hospital. In the 
out-door department no maternal deaths were reported. The After
care Clinic for infants is an important activity of the hospital. From 
January 1, 1926, to December 31, 1926, the figures given are: 11,849 
former patients and -2,894 new patients—a total of 14,743 attended 
clinic sessions. There were 2,972 home visits made by nurses to 
the homes of infants. Another outstanding feature of the work is 
the hospital’s facilities for the care of premature infants. The re
port, like most reports, gives an excellent account of the work and 
tabulated statistics but the real value of the endeavor to safeguard 
the lives of mothers and infants must be read between the lines.

The Extent of Child Dependency and Delinquency in Seven 
Pennsylvania Counties. By Neva R. Deardorff, Ph. D., and pub
lished by the U. S. Department of Labor, Children’s Bureau.

This pamphlet, which is separate from Publication No. 176 
(Child-Welfare Conditions and Resources in Seven Pennsylvania 
Counties), is an abstract of the whole report and deals specifically 
with the extent of child delinquency and dependency in the districts 
studied. It will be valuable to students and others interested in the 
subject as the situation in Pennsylvania differs to no great extent from 
conditions found elsewhere.

The Children’s Bureau of Cleveland—a Study of the Care of 
Dependent Children in Cleveland, Ohio. By Mary Mather Leete. 
Issued by the U. S. Department of Labor, Children’s Bureau, Bureau 
Publication No. 177.

The problem of child dependency has been studied from every 
angle and the report of the survey is interesting and illuminating. 
One of the outstanding facts brought out is the important part played 
by the Social Service Clearing House. The work of this organization
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prevented duplication of effort and made possible the close coopera
tion of the various agencies interested to plan together tO' keep many 
children, who otherwise would have been placed in institutions, in 
their own homes. The Children’s Bureau of Cleveland has made the 
first attempt to handle as a unit the community problem of child de
pendency and the result of this intensive study will be of general 
interest to child-placing agencies and institutions and, incidentally, to 
anyone interested in social work.

ABSTRACTS
“The Hospital Library Service.” R. O. Beard. Minn. Med.y 

1927 ; IX, 295. The author has watched the gradual development of 
the hospital library service from the first year of its adoption in St.. 
Paul, some fifteen years ago. Since then the plan has been followed 
by Minneapolis and has extended to the University of Minnesota,, 
where a five-year course for hospital librarians has been outlined. 
This course has been officially approved by the American Hospital 
Association. The duties of an hospital librarian are many and varied 
and her influence is felt not only by the patients but by the adminis
trative force, the intern staff and the nurses. They all may be in
cluded among her beneficiaries. This influence should be recognized 
by hospital administrators, who have the power to make the work 
practical. A large sunny room with sufficient shelf room and other 
necessary equipment should be provided. The library, if furnished 
with tables, comfortable chairs and supplied with a generous assort
ment of current periodicals, can be used as a reading room by ambu
lant patients, and the services of the Women’s Auxiliary can be 
counted upon to give the room a home-like atmosphere. Even 
though the hospital gets its major supply of books from a pub
lic library, a library fund should be included in the hospital 
budget. This fund will enable the librarian to replace worn 
volumes and purchase new books at her discretion. The li
brarian, in addition to her knowledge of books and special train
ing, m ust possess the ability to appreciate the effect of prolonged 
illness or convalescence on the minds and spirits of the patients. To 
interest patients in things apart from their illness and occupy their
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minds is a real service to the patients, their physicians and their 
nurses. “Reading is a form of occupational therapy, although it 

^  works with its own peculiar technic.” Every patient who through 
the hospital library has been taught the joy of reading is “a convert 

^  to a new faith and carries its gospel far.” Reading is as contagious
vT) as it is a remedial practice is the belief of the author, and he relates 

an amusing story of an old woman whose husband had spent a long 
time in an hospital. She said, “I don’t know what all they did to him 
down there—he just reads the evenings through and it’s difficult to 
get him to bed.” When asked if her husband were not better for it, 
she replied, “Well, he’s more livable to live with.” The author con- 

-X' siders the hospital library service real missionary work and believes 
that if the librarian has the necessary attributes and interest in her 

' work her influence will be far reaching.
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“The Rehabilitation of Cardiac Patients Through Organized 
Effort.” L. A. Connor. Jour. A. M., 1927; LXXXIX, 496. The 
rehabilitation of the chronic heart cripple is the phase of cardiac work 
stressed in this interesting article. A brief and authoritative account 
of the first organized effort to combat the disease and rehabilitate its 
victims is given in outline. A tentative effort to apply organized 
methods of care, similar to those used in the treatment of tuberculosis, 
was made at Bellevue Hospital, New York City, some 15 years ago, 
when a special out-patient clinic for cardiacs, discharged from the 
wards, was established. The clinic was founded on the theory that 
constant supervision of these patients, who were drawn largely from 
the laboring class, would prevent future breakdown and hospitaliza
tion. The opening of a small country convalescent home where 
laboring men suffering from heart disease could receive the necessary 
prolonged rest and care and at the same time be taught a trade suit
able to their impaired physical condition was also opened. The ex
periment was successful and in two years the important fact, that 
heart cripples could do fairly hard work for the greater part of each 
day without aggravating their condition was established. In many 
cases it was found that the work not only benefited the patient, but 
actually improved the cardiac condition. As a result of this experi
ment, directors of convalescent homes heretofore closed to the cardiac 
were convinced that carefully selected cardiac patients might be ad
mitted with safety. Another outstanding and far-reaching result of 
this experiment was the organization in 1915 of the New York Asso-
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ciation for the Prevention and Relief of Heart Disease, later known 
as the New York Heart Association. Similar associations were organ
ized in other large cities and the increasing interest in the public 
health aspects of heart disease was shown by the rapid growth of out
patient cardiac clinics throughout 'the country and in Canada. In 
order to unify and coordinate these scattered units a national body, 
the American Heart Association, was incorporated in 1924. The 
cardiac clinic or class if properly conducted is an effective and satis
factory means of dealing with the problem of relief and rehabilita
tion. According to the latest available statistics there are now 169 
cardiac classes in 22 States in this country and 9 in Canada. To con
duct a cardiac clinic effectively and efficiently the physicians in charge 
must be trained and experienced in heart work and must be given 
competent clerical assistance, as records must be carefully kept. The 
service of a trained social worker is also essential. The cardiac clinic 
not only assumes the medical and social care of the family but reaches 
out into the home and into the industrial world. The patient, his 
family, and the patient’s employer must be educated in order that the 
patient is safeguarded from unnecessary exposure or strain. In New 
York City there are 42 approved cardiac clinics. Ten are designed 
to serve both adults and children, 16 to serve adults and 16 for chil
dren. Approximately 8,500 patients were carried on the active rolls 
of these clinics during 1926. Quoting from carefully compiled fig
ures, the author tells us that 58 per cent, of the patients in New York 
City clinics in 1926 were below the age of 16; 42 per cent, were 16 
or over. In a recent report 35 per cent, of the cases were classified 
etiologically as belonging to the rheumatic type and 20 per cent, to 
the “undetermined” class. Although giving no history of rheumatism 
it is believed that nearly all of these latter cases are of rheumatic 
origin. The functional capacity of patients when admitted to the 
clinics is rated according to the classification table of the American 
Heart Association. The author gives interesting information regard
ing the special cardiac classes in the public schools for cardiac chil
dren, the gradual development and expansion of convalescent homes 
to meet the urgent need of cardiac cases and of the trade schools 
which have been included in the general program of rehabilitation. 
Vocational guidance, especially in the case of children, has also proved 
a valuable adjunct. The Employment Bureau for the Handicapped, 
which functioned for a number of years as a branch of the New 
York Hospital Social Service Association, did excellent work in re-
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establishing the cardiac cripple. This pioneer work of the various 
clinics and agencies has resulted in the clearly defined program which 
is now being carried on successfully in behalf of the cardiac cripple. 
One of the significant developments in the campaign against heart 
disease has been the tendency toward affiliation of local heart associa
tions with the local tuberculosis associations. This tendency to con
solidate forces will undoubtedly spread to the national organizations.

“Open-Air Schools.” G. H. Widdows. Revue. Internat. de 
VEnfant, 1927; III, 444. The author of this interesting article is 
architect to the Derbyshire (England) Education Committee and 
therefore speaks with authority on plans for types of school buildings 
best suited to the health needs of childhood. In Derbyshire an open- 
air type of building which meets the hygienic requirements of child
hood has been adopted. The special features are ventilation, light
ing and heating. In this type of school separate windows are pro
vided for lighting and ventilation. A verandah is provided on each 
side of the classroom which serves as a corridor from classroom to 
cloakroom, etc. Full length windows of glazed glass enclose this 
passageway. These door-windows are so constructed that they can 
be opened to full extent, or sections closed according to weather con
ditions. An ideal lighting system has been provided by a continuous 
skylight running the whole length of the room and inclined at an 
angle of 60 degrees and facing north. Photometric measurements 
show that the value of this light is greatly in excess of the light ad
mitted through windows in a vertical face. The heating system is 
unique, as the floors, which are covered by concrete slabs and 
special patent flooring blocks, are heated by under-floor hot water 
pipes. The surface floor temperature is 39 degrees Centigrade, which 
is considered ample for a school carried on throughout the year on 
open-air lines. The theory of this heating plan is if the feet are 
warm the blood circulates and good circulation makes it possible to 
stand the cold air. The alternation of warmth and coolness has a 
tonic effect, prevents the feeling of weariness and lassitude found in 
buildings where the air is warm, moist and stagnant. This method of 
school planning is being widely adopted.

“The Vocational Classification of Cardiac Workers.” F. G. 
Elton. Rehabil. Rev., 1927; I, 244. The placement worker in secur
ing employment for physically handicapped persons, whether victims
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of disease or accident, assumes serious responsibility. In the case of 
cardiacs, wisely chosen employment often improves the condition 
while, on the other hand, the condition is not only aggravated but 
serious results follow unwise selection of work. Physicians who 
examine accident cases should be on the alert for cardiac, lung and 
other defects as, frequently, a severe accident results in shock which 
causes physical defects, or, at least, aggravates unsuspected existing 
defects. When a heart condition is found it is absolutely necessary 
to depend upon a physician for guidance in the selection of employ
ment. Cooperation between physician and placement worker is im
perative and the physician must translate the cardiac condition to the 
worker, not in terms of actual and specific jobs but in terms of 
endurance and resistance. Employment conditions and demands upon 
the physical resources of the worker vary; work in one plant may be 
too arduous while in another establishment under different conditions, 
the very same occupation may be entirely suitable. The following 
method of classification that has been worked out by the Association 
for the Prevention and Relief of Heart Disease serves as a guide. 
These classifications are as follows: This patient is in class (as
checked below) and able to exercise freely—moderately—very little. 
(1) Organic—able to carry on; habitual physical activity. (2) 
greatly diminished activity. (3) Organic—unequal to any physical 
activity. (4) “Possible” heart disease, doubtful murm ur; mainly 
accidental, possible organic. (5) Potential— (predisposing history). 
This classification should be made by a physician who has followed 
the case for a prolonged period and who has been able to study indus
trial and cardiac peculiarities of the patient. Medical follow-up is of 
the utmost importance in the rehabilitation of the cardiac. The Car
diac Clinic, with its special social service nurse, plays an important 
role in the re-establishment of the cardiac. The regular medical ex
amination and follow-up work of the social service nurse makes it 
possible to detect the first symptoms of relapse. A study of 100 
cardiac cases made by Gertrude Stein for the State Bureau of Re
habilitation indicates that patients in Class 1 can be sent into industry 
but that patients in Class 3 are unemployable. A large group of car
diacs fall between Class 1 and Class 3. These are the 2A and 2B 
patients. The 2B cases vary and can as a rule do certain kinds of work 
only under ideal conditions. The most important and most hopeful 
patients are those grouped in 2A. These patients have potential 
working powers if suitable work is secured. The selection of work
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is best left to the placement worker but the physician must classify the 
patient with the greatest exactness. Too much care can not be given 
to the examination for defects as the breaking down of a patient 
frequently proves the undoing of a rehabilitation plan.

“Medical Social Service in Hospitals.” F. N. Gordon, M. D. 
U. S. Vet. Bur. Med Bui., 1927 ; III, 460. During the years follow
ing the World W ar and until recently the American Red Cross 
carried on the recreational service and social work in the Veterans’ 
Bureau Hospitals. In September, 1926, the Bureau recognized the 
need of incorporating the social work in the medical service and took 
over the work in 16 neuropsychiatric and 4 general hospitals. Plans 
are being made to take over the service in the other general and 
tuberculosis hospitals. The author calls attention to the fact that the 
complexities of modern life have brought changes in the practice of 
medicine. The family physician, excepting in rare instances, has 
neither time nor opportunity to acquaint himself with the intimate 
personal matters affecting his patients. Physicians recognize the fact 
that a knowledge of the patient’s background aids materially in mak
ing a diagnosis, planning treatment and effecting a cure and have 
turned to the social service for this important information. The 
medical social worker supplies the missing social data and completes 
the picture of the patient not only as a person in need of medical 
care but as an individual. Many times the physician, guided by the 
social findings, has been able to effect a cure where otherwise treat
ment would be unsuccessful, if not useless. The author also notes 
the marked change of attitude of the general public towards the hos
pital. Formerly the popular idea of an hospital was that it was a 
place of last resort. Now all classes prefer hospital treatment to home 
care when ill. The medical social worker, working with large groups 
of hospital cases, makes available to the doctor the outstanding factors 
in a patient’s life that have a distinct bearing on his mental or physical 
condition. She is also a valuable agent in educating the patient, 
his family and the community in disease prevention and health con
servation. Dr. Gordon, who is medical officer in charge of the U. S. 
Veterans’ Hospital, Dwight, 111., has a rare understanding of the 
value of social service as an aid to medical treatment and we sincerely 
hope he will help plan and manage a work which will so deeply affect 
and influence the lives of the ex-service men in government hospitals.
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CALIFORNIA

an d  w h at nurses are  doing in the  far W est, you should read  
their m agazine, The Pacific Coast Journal of Nursing. It 
publishes the  nursing news of C alifornia as well as stim 
ulating articles on the  prob lem s and  activities of m odern  
nurses. It should be read  by  everyone in terested  in nursing.

PRICE, $2.50 A YEAR.

THE PACIFIC COAST JOURNAL OF NURSING
743 Call Building San Francisco, Cal.
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