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THE LABRADOR ESKIMO AND HIS PROBLEMS
SAMUEL KING HUTTON, M.D., F.R.G.S.

Fellow, American Geographical Society.
To one who has lived a number of years upon their coast, it 

would seem that the Eskimos of Northern Labrador are faced by a 
stern struggle for existence. They may not know it: they live their 
life in a happy-go-lucky way, content with their own little world; 
but none the less they are battling with problems that affect their 
wellbeing and even their existence as a race.

First, the problem of their own environment; the problem of 
getting a living from so barren and inhospitable a portion of the 
world. The Eskimo is a flesh-eater; by sea and by land he hunts
for his food. It means little to him that the ground is frozen and
snow-covered for nine months of the year. He is no tiller of the 
soil; he knows nothing of crops and harvests. He eats, it is true, 
as a relish to his meat, some few of the buds and shoots that come 
in the belated springtime; he gathers the berries from the hillsides in 
the autumn; and no doubt he gains from these some of the vitamins 
that his flesh dietary lacks. No, he is a born hunter and fisherman,
well fitted by Nature for his bare and stormy coast; he is master of
the elements, able to face and conquer storms on land and sea; he 
gets, by skill of hand and eye and by his own inherited cunning, the 
seal-meat and fish to which he looks in the main for his sustenance. 
If seal-meat and fish are scarce, he ekes them out with other flesh 
foods—walrus, bear, caribou, various sea birds, and so on, as they 
happen to come within his range or his knowledge.

But it seems that these native foods are becoming less plentiful; 
competition in hunting and fishing is becoming keener; and the 
Eskimo is forced in these days to rely, to some extent, on imported 
foods such as flour and ship’s biscuit. It is my experience that the
Dr. Hutton has published a book, “Among the Eskimos of Labrador.” Lippin- cott.—E ditor.
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374 The Eskimo
Eskimos are more healthy when they have plenty of their native 
foods; indeed, I would venture to say that it seems to me that the 
Eskimo race has little chance of long survival if these native foods 
are to be replaced by imported ones—and particularly by farinaceous 
foods. Two things can be done, it seems to me, to help in the solv
ing of this problem: firstly, the Eskimos should be encouraged to 
remain Eskimo in the matter of their food; and secondly, the re
sources of their coast should as far as possible be conserved for 
them. To both of these things I shall refer later on.

Second, the problem of disease. We might imagine that the 
Eskimo, with his hard work and his open-air life, would be among 
the healthiest of mortals; and certainly the smiling, ruddy faces that 
greet us when the natives climb aboard our ship, and the active mus
cular figures of them, would lend color to this view. But, one fact 
stands out: the Eskimo constitution shows a low resisting power to 
disease. Ailments which are mild and non-fatal in more civilized 
lands are apt to run a severe course in Eskimo patients. Take for 
example rubella and mumps: both these diseases mean serious illness 
to the Eskimo, while measles can be a very fatal thing. I have told 
the story elsewhere of one of the hardiest of these people, a man of 
middle age, used to the greatest hardships; a man who was driver of 
my dog-sledge for a number of years, and who proved a tireless path
finder and a splendid long-distance runner: this fine, sturdy, and 
healthy little man died of the measles!

I will not attempt an explanation of the apparent low resisting 
power; I merely record the fact as a matter of experience; though 
one might speculate on such causes as the one-sided dietary, the close 
relationship of the families in the villages, and the fact that such 
diseases as the fevers are of comparatively recent introduction and 
therefore strike virgin soil. Influenza—spoken of in the old diaries 
as the Eskimo cold, and known in the native language as Nuvak— 
seems to be a disease that has always been known among the native 
population; and seldom a year passes without some deaths from 
influenza or its bronchial complications, while from time to time fatal 
pandemics arise.

The fact seems to remain that, whatever the disease, the Eskimo 
constitution resists badly: the frame, muscular and active, inured to 
hardship and toil, fails to withstand the attacks of microbic invasion.

But the problem lies, not only in the low resisting power, but in 
the fact that, as the Labrador Coast opens up, and contact with civili-



zation is taking the place of the former almost complete isolation, 
new diseases are creeping in—diseases of which I can find no record 
as having occurred among the Eskimos of more primitive times.

True, our records do not take us very far back: the Eskimos have 
written no history of their own, and the diaries of the Moravian Mis
sionaries do not go further back than 1771—a mere century and a 
half; but syphilis only made its appearance twenty-five years ago, 
and some diseases, like scarlet fever and diphtheria, are still unknown.

What can be done? The Eskimo will always have a low resist
ing power to disease, but it seems to us we shall serve him best, and 
fit him best for his life as a hunter, by keeping him as far as we can 
to his native foods; for without doubt on such a diet he is more robust 
than those of his fellows who live on tinned foods and tea.

Vaccination may save him from smallpox; protective inoculation 
may lessen the ravages of influenza; adequate treatment may wipe 
out some of the marks that syphilis has left upon the race; but much 
of our hope will still be in the natural isolation of the Labrador, 
which I can hardly imagine will ever be fully overcome, and in the 
pure and frozen air, and in better conditions of living.

Third, the problem of sanitation. Here the wide spaces are the 
Eskimo’s salvation. The reader can well understand how difficult 
any scheme of sanitation or refuse disposal is in a land where every
thing is frozen for eight or nine months of the year. The Eskimo 
method was to fling refuse outside the door of the hut; the dogs, 
though scavengers, are a nuisance in their unclean habits; and so 
the villages quickly become foul. The remedy is twofold: we en
courage the Eskimos to make their homes at the water’s edge, so that 
refuse—frozen and harmless in the winter—may be washed away by 
the tides in the summer; and we advocate a spreading of the people, 
so that they live in groups instead of in large villages, and change 
their camping grounds as their hunting and fishing direct. Educa
tion is advancing; habits of personal cleanliness are being taught; 
and the people are living under much more wholesome conditions 
than they did in former days.

Fourth, the problem of the future. If  it be true that the future 
of a race is in the hands of the children, then is the problem of the 
future for the Eskimos a keen one indeed. The death-rate among 
Eskimo children has always been a high one: the ancient burying 
places on the coast-slopes are full of children’s graves; and you may 
see where the little folks of a byegone age were laid to rest with their
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childish toys beside them. Today the death-rate in childhood is still 
high, and therein lies much of the problem of the fu ture; but it is 
encouraging to know that the birth-rate seems to be rising, and that 
the balance of child-survival is on the right side. It is not alone on 
caring for the children that the solution of our problem depends; the 
health of the parents is of equal importance. It is particularly notice
able that the critical period for the Eskimo child is the first year of 
its life; once this is weathered the chances of living are greater, and 
in any crowd of Eskimos you may see ruddy, lively, and healthy- 
looking children. To better the chance for the child in its first year, 
the care of the mother is the chief concern. Natural feeding of in
fants is becoming more and more difficult; and this must, I believe, 
be laid to the door of a change in the food of the adult population.

Again we come back to our standpoint, that the Eskimo race has 
the best hope of survival and growth if the native foods can be 
conserved for their use. It seems to me that the Moravian Mission
aries, who have had the practical care of the Eskimos for the past 
one hundred and fifty years and more, have done a great work both 
in the direction of preserving the health of the people and in defend
ing them from evil ways.

Gambling and drink have been kept at bay, though these two 
vices are always a sore temptation to a Nature People; and in this 
particular the Government of Newfoundland has rendered the Eski
mos an inestimably great service by making the supplying of strong 
drink to an Eskimo a punishable offence. One feels very grateful to 
the Government for this, and for their law forbidding the exporta
tion of Eskimos for exhibition purposes.

The Labrador Coast is opening up; contact with civilization and 
its ways, both good and bad, is on the increase; and it must be our 
aim both to protect the Eskimos from that which is evil, and to en
courage in them that which is good, in order that, if it be possible, 
this interesting folk may grow and prosper.

The Eskimos have but a small place in the world’s economy; but 
they are masters of the arctic cold, and natural hunters with a kindly 
and dignified bearing, whose place in the world—though small—can 
never be filled by any other race so well fitted for the bleak surround
ings and inhospitable climate of the Northern Labrador.



ON SOME OF THE RELATIONSHIPS OF 
ENDOCRINOLOGY TO PSYCHIATRY*

LEW ELLYS F. BARKER, M.D.
Baltimore, Md.

Both psychiatry and endocrinology have undergone an unprece
dented development since the turn of the century. The older psy
chiatry dealt mainly with descriptions of the symptomatology of those 
severer mental disturbances that required the detention of those who 
manifested them in closed institutions. The newer psychiatry has 
added to its domain the symptomatology of the minor psychoses and 
the psychoneuroses and the study of pre-psychotic personalities, the 
kind of personalities that exist before the outbreak of mental disease. 
I t has gone beyond mere symptomatology to the grouping of symp
toms into syndromes and to the construction of nosological units that 
are based not only upon the clinical pictures at given moments but 
also upon modes of onset, course and termination of the abnormal 
mental processes. Not satisfied with this, it has made extensive 
inquiries into the causation and the chain of events in these psychi
atric syndromes. Psychopathologists have sought the internal con
nections of the psychic processes in order better to understand the 
origin and the architecture of the psychoses encountered. Even 
further, they have tried to apply modern biological conceptions to 
the study of their patients, analyzing the pathological phenotypes (or 
realized persons), into their genotypic and paratypic constituents; 
that is to say, investigating the relations of heredity on the one hand 
and of environment on the other to the development of the psycho
physical constitution, correlating as far as possible physical structure 
with personality manifestations, and attempting new classifications of 
mental disorders from such genetic viewpoints. Studies of the whole 
psychophysical make-up of individuals have convinced psychiatrists 
of the importance, for their subjects, of inquiries that extend beyond
* Address delivered before the Yale Medical School, 1927.
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378 Endocrinology and Psychiatry
the brain and even beyond the nervous system to the organism as a 
whole and to the physical, psychical and social environment in which 
that organism lives and moves.

Endocrinology, in turn, is a wholly new discipline that has de
veloped in our own time. It has revealed the importance of the so- 
called internal secretions both for the development and functioning 
of the physical organism throughout the period of its growth and 
for the performance of its somatic and psychic functions during the 
maturation period and throughout adulthood. With the advent of 
so-called “correlation physiology” and “correlation pathology,” en
tirely new conceptions have been gained of the role played by the 
internal secretions in the origin of the somatic or bodily substrata of 
normal and pathological mental life. Certain abnormal psychic mani
festations met with in persons suffering from anomalies and diseases 
of the glands of internal secretion have stimulated inquiries into the 
possible relations of endocrine functions also to the psychic disturb
ances that are met with in the exogenous and the endogenous psy
choses. (I  have to take it for granted, and I was told, that this 
audience knew a good deal about endocrinology and a good deal about 
psychiatry, but now and then, for the sake of those who are unfamiliar 
with these subjects, I shall explain certain of the terms used. Thus, 
an endogenous psychosis is one that is supposed to start “from the 
inside,” whereas an exogenous psychosis is one that is supposed to 
start through some infection or intoxication or severe strain “from 
the outside.” ) Such investigations have undoubtedly been fruitful, 
but, as is so often the case in science, the positive results achieved 
soon led to over-optimism, even to rank speculation. Uncritical de
ductions of genetic relationships were based upon mere symptomatic 
similarities. They have required correction by those who are more 
sober-minded and conservative. Notwithstanding the extravagances 
of the builders of fantastic hypotheses, however, real progress has 
been made in psychiatry and is still in the making by those who have 
directed their attention to the study of the internal secretions, that is 
to say, of the endocrine functions, of their relations to somatopsychic 
constitutions of various sorts, and of reactions of such constitutions to 
environmental stimuli. Particularly important have been certain con
clusions regarding the formation of unitary neuroendocrine mecha
nisms that determine certain psychophysical manifestations in both 
normal and pathological human phenotypes. (Do not let that word 
“phenotype” bother you. Those of you who have been through the
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biological laboratory know what it means. It simply means a real
ized person. You might just as well say “a person,” but in science, 
for the sake of exactness, it is often necessary to coin new words.)

Perhaps the subject can best be approached by a description of 
some of the abnormal mental manifestations that may be met with in 
association with outspoken diseases of the endocrine apparatus. We 
may afterwards inquire what endocrine disturbances, if any, are 
demonstrable in patients manifesting outspoken mental disease, and, 
finally, we may consider the relations of the endocrine functions to 
the physiology and pathology of human constitutions and, in turn, the 
relations of constitutional make-up to psychoneurotic and psychotic 
reaction types.

The principal endocrine glands are the thyroid, the parathyroids, 
the hypophysis cerebri (the pituitary gland), the epiphysis cerebri, 
the islands of Langerhans in the pancreas, the thymus gland, the 
chromaffin system, the interrenal system, and the gonads or genital 
glands. We are best informed about abnormalities of the thyroid, 
the parathyroids and the hypophysis, but we already know a good 
deal also about diseases of the pancreas, the gonads, the suprarenals 
and the other glands mentioned, though far less than we should like 
to know.

When we consider the diseases of the thyroid gland, we recognize 
two striking thyreopathic syndromes: (1) myxoedema due to absence 
or to under-function of the gland, and (2) Graves’ disease, or exoph
thalmic goitre, presumably due to over-function of the gland. In 
myxoedema (under-function of the gland), we are familiar with the 
dry and wrinkled skin, the falling out of the hair, the tendency to 
obesity, the slowed digestion and excretion, the clumsiness, slowness 
and stiffness of movement, the sensitiveness to cold (they often feel 
that they need more cover at night than other people), the apathetic, 
quiet, expressionless look, the drowsiness, the dullness of sensation 
and of apperception, the poverty of thought, the lack of feeling, and 
the retarded basal metabolic rate. In Graves’ disease we recall the 
protrusion of the eyeballs, the swelling and pulsation of the thyroid 
gland, the fine tremor of the long, slender fingers, the marked tachy
cardia (rapid pulse), the tendency to emaciation, the unbearable feel
ings of heat (very little covering is desired at night), the excitable 
vasomotors, the anxious look on the face, the restless haste of move
ment, the hypersensitiveness to psychic stimuli, the irritability, the 
restlessness, the insomnia, and the accelerated basal metabolic rate.
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In patients suffering from Graves’ disease, we meet, too, with char
acter anomalies and often with pathological ideas of injury, impera
tive ideas and fears (phobias) ; sometimes they exhibit maniacal 
excitement, reminding us of those observable in cyclothymic states.

When the parathyroid glands are removed or are made insufficient 
in function by disease, tetany develops, with its typical tonic spasms. 
The hand assumes a peculiar shape, the so-called “obstetrical hand,” 
and there may be spasms involving both the hands and feet (carpo
pedal spasms). There is increased electrical excitability of the 
muscles and nerves and also increased mechanical excitability (re
vealed as Erb’s sign, as Trousseau’s sign and as Chvostek’s sign). 
In chronic cases of tetany, we see profound disturbances of nutri
tion, manifested in alterations of the enamel of the teeth (little black 
lines of enamel defect run parallel to one another across the teeth), in 
the occurrence of perinuclear cataracts in the eyes, and in certain 
abnormal psychic manifestations in that the patients are irritable, tire 
easily, and have increased need of sleep. In tetany, too, the chemistry 
of the blood is profoundly altered; there is instability of the acid- 
base equilibrium and the calcium content is diminished.

In  diseases of the hypophysis cerebri (pituitary gland), we are 
familiar with two contrasting syndromes, corresponding to over
function of the gland on the one hand, so-called acromegaly, and to 
under-function of the gland, on the other hand, so-called dystrophia 
adiposogenitalis, sometimes spoken of as Frohlich’s syndrome. In 
acromegaly, the hexagonal face, the so-called “nutcracker profile,” 
the prominent acra, the upcurved chin, the projecting malar bones 
and supraorbital arches, the spade-like hands with sausage-shaped 
fingers, the enlarged feet and the kyphosis are characteristic signs. 
In association with acromegaly we sometimes observe psychotic mani
festations that are not unlike those seen in manic phases of cyclo
thymic states. When there is under-function of the gland (dystro
phia adiposogenitalis), particularly when this under-function has 
been present in early life, we see a peculiar form of obesity asso
ciated with general hypotrichosis of the body, and with failure of the 
secondary sexual characters to develop normally. I shall show you 
lantern slides illustrating the appearances later. The fat is particu
larly abundant on the upper arms and on the thighs, about the breasts 
and about the abdomen. In such patients, the psyche is nearly al
ways somewhat subnormal. There is usually some slight reduction 
of the mental powers with a tendency to what has been called “negli-
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gent content” and to euphoria, that is, there may be a little elation, 
often associated, however, with drowsiness and heaviness.

When there is insufficiency of the internal secretory apparatus of 
the pancreas (the islands of Langerhans), diabetes mellitus develops 
with glycosuria and hyperglycemia. In diabetic patients there may 
be some disturbances of the psyche, but the manifestations are so ir
regular that their relations to the hypofunction of the pancreas are 
not clear. It is interesting that, on treating diabetic patients with 
insulin (that wonderful substance discovered by Banting and Best in 
Toronto), if too large a dose be administered, insulin shock or a 
hypoglycemic crisis may result, that is to say, too much sugar goes 
out of the blood and peculiar symptoms develop. In one patient 
whom I observed recently, suffering from such insulin shock, there 
were sudden narcoleptic attacks that lasted several hours. The man 
went to sleep in my office and slept for several hours. On another 
occasion, when staying in the hospital, he went across town in a taxi
cab and the chauffeur found him asleep and brought him back uncon
scious to the institution. The attacks could be arrested promptly by 
the administration of glucose. We found that his blood sugar during 
the attacks was at a very low level.

When the gonads (sex glands) have been removed in the young 
male, so-called “eunuchism” develops. In certain parts of the Orient 
the so-called “Skopzi” are members of a religious sect in which many 
of the males are castrated in youth, so that among them there are 
excellent opportunities for the study of the physical and mental ef
fects of castration. When the sex glands fail to develop normally in 
certain persons, so-called “eunuchoids,” the whole bodily configura
tion deviates from the normal. The arms and legs become too long; 
there is an abnormal distribution of the hair upon the body, and the 
patients look drowsy and apathetic. Many such persons also develop 
anti-social or asocial behavior; they may exhibit criminal tendencies, 
labile affective states, a peculiar taciturnity and a tendency to isola
tion. In women, the relations of menstruation, on the one hand, and 
of the menopause, on the other, to abnormal mental states, is well 
known, even to the laity, again illustrating the important relationship 
of certain internal secretions to the psyche.

In diseases of the suprarenal glands, the clinical pictures vary ac
cording as the medulla (or chromaffin part), on the one hand, or the 
cortex (or interrenal part), on the other, is diseased. The chro
maffin part produces epinephrin (adrenalin), which is a sensitizer of
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the sympathetic nervous system. The interrenal part can be responsi
ble for two contrasting syndromes, according to whether there is 
destruction or under-activity, on the one hand, or hyperplasia and 
over-activity, on the other. The clinical picture of Addison’s disease, 
with its low blood pressure, great weakness, and inability to do any
thing without great exhaustion, is due to injury to both parts of the 
suprarenal glands (most often by tuberculous disease); the patients 
show low emotional tension, a tendency to anxiety, to phobias, and to 
querulousness. When there is over-activity of the cortex of the 
suprarenal gland (due to hyperplasia or to tumor—like hyperne
phroma), the clinical picture varies with the time of life at which the 
disease occurs. Thus, if it occur during the foetal period pseudo
hermaphroditism results; the children are born with sex organs that 
resemble both those of the male and those of the female. If it occur 
during childhood we meet with remarkable instances of so-called pre
mature puberty; little girls or little boys will develop the bodily sex 
characters and the sexual psyche of mature persons, developing ex
uberant personalities; they show remarkable physical and psychical 
vigor, so-called “sthenic phenomena,” in marked contrast with the 
asthenic symptoms of Addison’s disease. When I was in India, Dr. 
Margaret McKellar told me that, among the Hindus, there were many 
cases of little girls who menstruated, whose breasts were well- 
developed and whose sexual psyche resembled that of adults. We see 
them occasionally in this country, too. I shall show you some of them 
in lantern slides. When the over-activity of the suprarenal cortex 
develops in adult life, hair may grow all over the body (hirsutism) 
and the patients may become abnormally vigorous (virilism).

The close relationship of the functions of the endocrine glands to 
the tonus of the vegetative nervous system is well known, and in turn 
the relationship of the functions of the vegetative nervous system 
(sympathetic and parasympathetic) to affective states (emotional ten
sion and emotional coloring) is also well known. It is not surprising, 
therefore, that disturbances of the endocrine functions should be 
associated with abnormal moods or with anomalies of character and 
temperament.

When the endocrine diseases are particularly severe, symptomatic 
psychoses may develop that are indistinguishable from the exogenous 
reaction-types of psychosis described by Bonhoeffer; the patients 
suffer from illusions, hallucinations, disorientation and delirious con
fusion. In some instances, psychotic pictures develop that resemble
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closely the syndromes met with in endogenous psychoses like manic- 
depressive insanity, dementia praecox and epilepsy.

Though mild disturbances of the endocrine functions are not at 
all uncommon in the major psychoses, many such psychoses occur 
unassociated with any outspoken symptoms referable to endocrine 
disturbances. Moreover, histological studies of the endocrine glands 
at autopsy in persons who have manifested major psychoses during 
life have been disappointing, inasmuch as they have not demonstrated 
the existence of any constant or characteristic changes. The simi
larity of certain manic states to the psychic disturbances sometimes 
met with in Graves’ disease and of certain depressive states to the 
psychic manifestations observable in myxoedema gave rise to the idea 
that Manic-depressive insanity might have a thyreopathic basis, but 
this view receives very litle support from the facts thus far available. 
The hypothesis illustrates, I think, the danger of assuming genetic 
relationships from similarities of symptomatology. That is not to 
say that the endocrine glands during development may not have 
helped to give a constitution predisposing to manic-depressive in
sanity ; but it does not seem at all likely that any acute disturbance of 
the endocrine glands is responsible for the outbreaks of manic-depres
sive insanity (mania or melancholia) in adults.

For dementia prcecox, the idea has been widely promulgated that 
a disturbance of the internal secretion of the gonads is an important 
etiological factor. This theory was based largely upon the fact that 
the onset of dementia praecox frequently coincides with the puberty- 
phase of development. Moreover, studies with Abderhalden’s tests 
for a time seemed to lend support to this view. But a sober consid
eration of the facts available indicates that the influence of the gonads 
in dementia praecox has been greatly exaggerated. For, in the first 
place, further studies of Abderhalden’s reaction have shown the 
fallacy of basing far-reaching conclusions upon the results that it 
yields. In the second place, it is a serious mistake to relate the whole 
puberty psyche to gonadal development and to the effects of the in
ternal secretion of the gonads. Although this internal secretion un
doubtedly has an effect in that it erotizes the body, the puberty psyche 
is a much more complex affair than mere erotization. And, in the 
third place, the onset of dementia praecox does not of necessity coin
cide with the advent of puberty or adolescence.

In the origin of idiopathic epilepsy, also, far too much stress has, 
in my opinion, been laid upon the possible relations to the internal
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secretions. A tendency to elementary spasm is, it is true, met with in 
a whole series of endocrine diseases, but constitutional epilepsy is far 
too complex a problem to be explained by any endocrine data that, as 
yet, are at our disposal.

The possible relation of the endocrine glands to the symptoms of 
the so-called toxi-infectious psychoses (exogenous reaction-types of 
Bonhoeffer) has led to many discussions. Recent studies indicate 
that the similarity of the symptoms in these abnormal mental states 
points to the existence of pre-formed mechanisms that come into play 
under the influence of various exogenous injuries. Here we see un
doubtedly the protoplastic influence of constitution. Different kinds 
of exogenous stimuli yield in persons of a certain constitutional make
up similar reactions. This fact makes plausible the view that there 
must be intermediate links in the disease process, links that are inter
polated between the poisons from the outside and the psychic re
actions. It is not impossible that the endocrine glands are those links 
and that they are responsible for the transformation of the hetero
geneous stimuli and account for the similarity of the reactions ex
hibited in very different intoxications and infections. Since, in severe 
endocrine diseases, psychoses often result that are symptomatically 
indistinguishable from the psychoses that follow upon exogenous poi
sonings of various sorts, as I have said, it has been suggested that the 
external poisons do not act upon the brain directly but only through 
the intermediation of the endocrine glands. That is an interesting 
suggestion, it is tru e ; I do not, however, regard it as proven.

Now, in the idiocies and imbecilities met with in early life, a direct 
relation to injuries of the endocrine glands or to anomalies of their 
development is sometimes demonstrable. Thus, in certain childhood 
infections an acute thyroiditis may develop; in hereditary syphilis, 
the pituitary gland is often involved; and, in other infections, the 
thymus gland may be implicated. Such infections may be followed 
by disturbances of development of the nervous system that are asso
ciated with idiocy or imbecility. Again, cretinism (any of you who 
have been in Switzerland and seen the cretins there will know what I 
mean) is very common in regions where iodin, an activator of the 
thyroid gland, is lacking in the food or in the water supply; but cre
tinism is something more than mere thyroid insufficiency. Myxce- 
dema of childhood is not identical with endemic cretinism. Cretins 
are helped by the administration of thyroid extract but not nearly so 
much as are children who suffer from simple myxoedema. Some
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have attempted to establish a relationship between thymic defects and 
epileptic idiocy, between hypophyseal defects and erethic imbecility, 
and between thyreo-parathyroid defects and Mongoloid idiocy. Cer
tain relationships have been postulated, too, between hyperplasia of 
the thymus and spasmophilia. Whether disturbed endocrine func
tions are responsible for the development of achondroplastic dwarfs, 
with their peculiar bodily configuration, their hypersexuality and 
their humorous behavior (which sometimes led to their selection as 
court fools) has also been much discussed.

Though the role of internal secretions in growth and development 
is undoubtedly very important, the subject is so extremely complex 
and the interrelationships of the glands are so little understood that, 
as yet, we can do little more than guess as to the exact disturbances 
that may be responsible for individual types. We are far from being 
able to write down the “endocrine formula” of any given constitution 
or personality, though the perusal of certain popular treatises might 
lead one to believe that such formulation is an easy matter. Nor is 
endocrine therapy of any real value in improving the mental condition 
of the majority of imbeciles and idiots. I would especially empha
size that fac t! Aside from the favorable influence of the administra
tion of thyroid substance upon the hypothyroid states in certain back
ward children, very little is to be gained by the administration of 
endocrine products to idiots or to feeble-minded children. The ex
pectations of fond parents are all-too-often doomed to disappoint
ment. There has been nothing more tragic in my experience than to 
have parent after parent come to me with an imbecile child or an 
idiot, thinking that if I could only find the particular gland of internal 
secretion that was faulty the child’s mind could be restored to normal.

Recently, there has been a marked revival of studies of constitu
tion and especially of the part played by the internal secretions in the 
production of different constitutional types. Though the genotypic 
pattern, that is, the inheritance pattern, is laid down in the fertilized 
egg cell (zygote), the realized person (phenotype) that results from 
this genotypic pattern depends, in large measure, upon the external 
influences (physical, psychical and social) that act upon the develop
ing organism at the different stages of its evolution. The nutrition 
of the foetus within the mother’s womb and the influences that act 
upon the growing child are of vast importance for the type of organ
ism that is to result from any given genotypic pattern or any given 
fertilized egg cell. During ontogenesis, it seems certain that the
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glands of internal secretion play an important role. The interrela
tions of these endocrine glands are undoubtedly exceedingly complex. 
At one period, the influence of one gland, or set of glands, seems to 
be dominant, only to give way, later on, to the dominance of another 
gland, or set of glands. For the role played by these glands, the 
genotype derived from the parents is, in the main, responsible; but 
activators in the food (for example, iodin as an activator of the thy
roid) and certain of the food supplies, especially vitamins, which 
reach the developing organism, undoubtedly have a great influence 
upon endocrine function. Attempts have been made to explain dif
ferences in constitution upon the basis, as I have said, of varying 
“endocrine formulae.” Interesting as such speculations are, we must 
be cautious lest we become over-enthusiastic regarding them. Only 
a very limited supply of facts is as yet available in support of these 
hypotheses.

There is, however, some evidence that, during development, 
“neuro-hormonal mechanisms” are formed that go far toward de
termining the kinds of reaction, both physical and psychical, that 
phenotypes will exhibit. In this connection, great interest has been 
evinced in attempts at correlation of physical types of constitution 
with mental reaction types. The studies of Kretschmer and others 
in Europe and of Wertheimer and Hesketh in this country upon 
varieties of physical constitution in relation to varieties of character 
and of temperament, and in relation to the types of mental disease 
that may develop, are stimulating. Thus, in the so-called pyknic type 
of physical constitution (sometimes called the apoplectic type), 
there is a round or pentangular face, a tendency to obesity, and 
a tendency to develop the cycloid or extrovert type of personality; 
that is, these people are “good mixers” ; they look out, not in ; they are 
not shy and sensitive, but are rather easy-going; they get along well 
with other people; they vibrate in sympathy with their surroundings. 
In case mental disease develops in this pyknic type of individual, it is 
said to be frequently of the elation-depression type. In the asthenic 
type of physical constitution, on the other hand, the face tends to be 
oval or elongated, the neck and extremities are long, there is a tend
ency to emaciation rather than to obesity, and the blood pressure 
tends to remain low. In connection with this asthenic habitus, the so- 
called schizoid or introvert type of personality is said to be more often 
present; that is, persons of this type are shy, shut-in, do not always 
get on well with those about them, go their own way, do not vibrate
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in sympathy with their surroundings, and are not good mixers; often
times, however, they are good students, and sometimes they develop 
into profound philosophers; but if they develop a psychosis, it is said 
to be more often of the schizoid type than of the manic-depressive 
type. It should not be forgotten, however, that pure pyknic and pure 
asthenic types are rarely met with; most persons are alloys of the 
two types, in which one or other type may be predominant. Bleuler 
is probably right when he says that we should not ask the question, 
“Is this person cycloid or is he schizoid ?” but rather, “In how far is 
he cycloid and in how far is he schizoid in tendency ?”

In the so-called dysplastic types of physical constitution, we en
counter marked deviations from both the pyknic and the asthenic type. 
It is probable that the endocrine glands play some part—perhaps a 
very important part—in the origin of all these physical types of con
stitution. If so, it would seem that the “endocrine formulae” deviate 
more from the average in the dysplastic types than in the other types.

H. Fischer, recognizing that the glands of internal secretion have 
special affinities for certain inorganic activators in the food, for ac
cessory foodstuffs (like vitamins), and for various chemicals of 
endogenous origin, suggests that these glands may be regarded as 
analyzers or, as he calls them, “analysators” that stand in relation to 
the vegetative nervous system much as do the external sense organs 
to the brain of the animal nervous system. The idea is ingenious and 
may prove to be heuristic. (By “heuristic” I mean stimulative of 
investigation.) Last night, in New York, I saw the endocranial casts 
of primitive man, which Dr. Tilney is studying, made from the Java 
skull which is at least 500,000 years old, perhaps 2,000,000 years old, 
the Piltdown skull, a Neanderthal skull and a Cro-Magnon skull. 
The reconstructed heads and faces of these four skulls are most in
teresting from the endocrinological and constitutional standpoints. 
The three older heads are distinctly acromegaloid in appearance, or 
hyperpituitary in appearance, whereas the Cro-Magnon face and head 
suggests more the pyknic type. At the same meeting, Dr. George 
Draper, who is much interested in constitutional studies, suggested 
to me that the change in the faces of New England families that 
migrate to the Mississippi Valley may depend upon changes in the 
food supplies. The sharp features (angular contours) of the New 
Englander are transformed, in the Mississippi Valley, in two or three 
generations to the broad-faced, flat-nosed type that suggests lessened 
thyroid activity. Well, that need not be surprising, since, in New
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England, the people eat much sea food and breathe sea air, and there 
is iodin in the sea food and in the sea air, whereas in the Mississippi 
Valley and along the Great Lakes there is very little iodin in the foods 
and in the a ir ; fresh-water fish are almost devoid of iodin, in compari
son with sea fish, which are rich in iodin. We shall, perhaps, have to 
ship more oysters and other fresh sea foods to the Mississippi Valley!

These studies of constitution and of its relationship to the en
docrine apparatus, on the one hand, and to mental reaction types, on 
the other, are being welcomed by some, but they are also being severely 
criticized by others. It is important, in mooted questions, to con
sider the evidence on both sides. In how far these newer studies 
will prove to be helpful in affording a better understanding of human 
beings and of their modes of reaction remains yet to be seen. One 
of my colleagues, an excellent young psychiatrist, feels that too much 
emphasis is, at present, being laid upon constitutional studies; he is of 
the opinion that within five years we shall see a pronounced reaction 
against them. That, of course, may be true. The history of medi
cine shows that marked oscillations in the importance laid upon con
stitutional studies, on the one hand, and upon the effects of environ
mental influences, upon the other, have long characterized medical 
research. A few years ago, under the influence of bacteriology and 
parasitology, the constitution was, temporarily, almost lost sight of. 
Today, there is such a pronounced revival of interest in constitutions 
and in their relationships to disease dispositions that there may be 
some little danger of neglect, by some, of exogenous factors. But we 
can be sure that if too much emphasis should be laid upon this side 
of medical study for a time, the corrective influences will sooner or 
later make their appearance. Meanwhile, it is, perhaps, desirable 
that such studies should be pushed as far as is legitimate, in the hope 
that at least something may be done toward expanding our knowledge 
of the correlation of special types of physical structure with special 
mental reaction types and with tendencies to the development of spe
cial psychopathological states.



IMPORTANCE OF FRATERNAL ASSOCIATIONS 
TO SOCIAL SERVICE*

E. B. M OUNTAIN, M.D.
Medical Director, Brotherhood of American Yeomen, Des Moines, la.

Fraternal societies began with the dawn of civilization when man 
in his crude simple way learned the value of fellowship. I fancy that 
this was accomplished with another impulse to protect and assist in 
times of need and distress, which marked the beginning of social 
work, so out of these early human events evolved two great organized 
forces for service.

The fraternal societies are divided into three large groups: First 
—the so-called secret organizations such as the Masons, Odd Fel
lows, Moose, Knights of Columbus, Knights of Pythias, Shriners, 
etc. Second—the more recently formed social and patriotic organi
zations such as the American Legion, Kiwanis, Rotary, Cooperative, 
Lions Clubs, etc. Third—the great fraternal life insurance associa
tions which had their origin three hundred years ago among the poor 
classes in England. These peasants living under the tyranny of 
Kings were subjected to imprisonment for indebtedness, even though 
caused by sickness or death. In order to prevent bondage they or
ganized themselves in neighborhood societies called guilds which pro
rated such expenses among the members. These guilds became popu
lar, grew and multiplied. The assessments soon became regulated 
and the benefits became definite in amount. Little did they realize 
that they were starting the largest business in the world; that of life 
insurance.

Fraternal societies have always and are still active in helping the 
sick and destitute members in an unheralded manner. They also 
have performed outstanding achievements by establishing tuberculosis 
sanitoriums, hospitals for crippled children and the sick, recreation
* Read before the National Conference of Social Work, Des Moines, Iowa, May, 1927.
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camps, play grounds and homes for orphaned children and the aged. 
If these organizations, which have committed themselves to human 
service, should suspend their work, yours would be an insurmountable 
task.

I can see how the fraternal societies could be made of invaluable 
assistance in carrying on your work by securing their cooperation by 
appeals through their lodges which radiate to the farthermost parts 
of the land and through their magazines which enter millions of 
homes. Social work will be necessary so long as there is human 
weakness. It seems to me that in the midst of present day achieve
ments, our duty should be to eliminate the cause which makes social 
work necessary rather than continue performing our duties and let
ting this go unchallenged.

This may be illustrated by the present flood of the lower Missis
sippi River. The mad waters are breaking through the dykes and 
making thousands of people homeless and destitute and we as a 
nation are rushing aid to them. But what does it mean? Nothing, 
only to repeat the task when more floods come. How much better it 
would have been if the Government had built a series of dams and 
held back the waters in the upper channels and had no floods. This 
can be applied to every day social work. The principal cause of des
titution is impaired health; if we remove this, then the crying need 
for aid will be materially lessened.

Henry Ford says, “Our great sin today is waste; we waste more 
than we use; we waste men, we waste materials, we waste every
thing.” Mr. Ford speaks with authority. He eliminates waste in 
the colossal automobile industry and in other enterprises. Most big 
corporations now are fighting waste. They have to keep up the fight 
to remain in business. The same principle should apply to health and 
not let waste by disease and ill health go unchallenged which makes 
social work necessary.

The daily papers a few weeks ago carried the picture of an 
elderly Des Moines couple who took a vacation trip in their 1910 
Model Ford car and passed through Detroit. It attracted the atten
tion of Mr. Ford who purchased it and also gave them a new car to 
boot. The car was in perfect running condition; the brass radiator 
and rods were polished and it still had the original top. The owner 
had given it excellent care. Compare this with cars we frequently 
see on the street, rattling, knocking, wabbling wrecks, with the radia
tor caved in, fenders dangling, the top flapping and covered with



E. B. Mountain 391
fitting epigrams. Between these extremes are cars showing various 
degrees of abuse. Some fine cars are junked in a few weeks while 
others more cheaply constructed run indefinitely. It depends entirely 
upon the driver.

A striking comparison can be made of the human body. We have 
all seen fine old gentlemen and ladies with keen minds, supple bodies 
and clear skin who have weathered the years of strife unmarred. We 
also have seen people of all ages headed for the rocks due entirely 
to their carelessness and indifference. Some men with strong con
stitutions have become physical wrecks and met with untimely death 
because of disregard to some essential rules of right living; others 
with frail bodies or who have met with serious illness, have lived on 
by adjusting their mode of living to meet the requirements. John 
D. Rockefeller at the age of forty-five had a serious stomach dis
order and was expected to live but a short time, but by rigidly adher
ing to a buttermilk diet over several years’ duration, he mastered the 
disease and now enjoys health at a ripe old age.

The human body is a marvelous machine, easily cared for if 
given only a chance. People should be trained to skilfully operate 
their own bodies; machines which cannot be replaced. The old 
world is a great place in which to live. Life itself is a fascinating 
thing. We possess it but once. We cling to it as long as we can. 
We should do everything to make life worth living. Full measure 
of success and pleasure is pivoted upon health. Without health man 
sees the beautiful things through distorted lenses and his ambitions 
are thwarted.

The uninterrupted span of human life is about 100 years. The 
U. S. census limit is 106 years; insurance actuaries base their calcu
lations on age ninety-six; biblical tradition places it at age seventy. 
The average length of life today is fifty-eight years, which through 
better understanding of how to live has increased 15 years in the last 
twenty years.

The full expectation of life is not reached because of unnecessary 
losses through preventable diseases and accidents. Professor Fisher 
last year made a hopeful prophesy saying that we will be a nation of 
octogenarians before the close of this century. This is quite different 
from a statement made by Dr. Osier twenty years ago when he 
startled the world by saying that man lost his usefulness at the age 
of sixty. In reality, men should be more useful in advanced years, 
by contributing to the world their accumulated experience and wis-
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dom. The captains of many large industries of today are men far 
past sixty. It is not age that incapacitates man, but disease and er
roneous living. .

Ignorance, prejudice and indifference are the principal adversaries 
of health. Not until this era was any organized effort made to over
come these barriers. People have lived in disease and unsanitary 
conditions for centuries and plagues had played havoc with entire 
communities. But conditions have changed through organized educa
tion of people, through applying sanitary measures and through re
cent medical discoveries. The youth has profited most by health 
directed programs, through control and elimination of transmitted 
diseases. The degenerative diseases of adult life, such as heart and 
kidney diseases, hardening of the arteries, cancer and diabetes, have 
shown very little improvement. These are caused largely by neglect 
and abuse, but are surely amenable to treatment if taken in time.

The purpose of health education is not to make people introspec
tive but rather to give them a broad understanding of the basic prin
ciples of good living and acquaint them with the danger signals of 
impending diseases.

The National Tuberculosis Association, organized in 1901, was the 
first organization of importance to do effective work. Tuberculosis 
at that time was considered incurable and was the principal cause of 
death. One out of every five deaths was due to tuberculosis. The 
Association used the printed page, hired lecturers and established 
clinics to teach people, and built sanatoriums to care for them. As 
a result a large percentage of cases are cured and the death rate has 
been reduced so that only one out of every twelve deaths are from 
tuberculosis. Last year 75,000 died of tuberculosis, but if conditions 
had not changed, if would have been 189,000. Efforts in this line 
resulted in saving 114,000 lives.

Many other organizations have been formed, such as the National 
Child Welfare Bureau, which is doing a wonderful work among 
children of school age, teaching them the principles of hygiene, cor
recting physical impairments, which would retard and handicap the 
child throughout life and immunizing them against dreaded diseases 
such as smallpox and diphtheria. There are several other national 
organizations, and these have coordinated their efforts through the 
National Health Council in order to establish teamwork and avoid 
overlapping efforts.

There are 3,000,000 seriously sick at all times in the United
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States. The 38,000,000 wage-earners lose an average of nine days 
every year on account of sickness. This not only means a great 
economic loss, but it also produces a permanent morbidity in hun
dreds of thousands, with reduced earning power and shortening of 
life. Sixty per cent, of this sickness could be avoided with resultant 
extension of life of over fifteen years.

Life insurance is the only institution which can make social work 
self-supporting. This is due to the fact, that the cost of insurance is 
based upon expected mortality under the prevailing living conditions. 
If these improve and the insured live longer, then more premiums will 
be received and longer use will be had of the benefit fund.

Life insurance companies in the past have been content with a 
careful physical examination of the insured at the time of entry; it 
did not occur to them that further inspection of the risk was important 
until the Life Extension Institute showed them the benefits that 
could be derived from periodical physical examinations with the object 
of detecting impairments which would later become serious.

Some Life Insurance Companies adopted the service and after a 
thorough trial were surprised to learn that the group supervised by 
physical examinations showed a saving in mortality of twenty-eight 
per cent, and that for every dollar they expended, two dollars was 
saved in the benefit fund. An explanation of this is as follows:

Every $1,000 carried by a company is worth $70 in interest and 
premium for every extended year the risk is carried. The same 
proportion is true for larger risks; a $5,000 risk means $350, and a 
$25,000 risk $1,750 annually. Failure to take advantage of these sav
ings is waste. Waste today is a disgrace to any institution. For this 
reason it will not be long until every life insurance association will 
inspect its risks regularly the same as fire insurance companies do 
now, by spending their money in frequent inspections rather than 
fire losses.

We must also consider the benefits derived by the insured and his 
beneficiaries. The average individual carries insurance equal to one 
year’s income. If his life be prolonged, his insurance benefits would 
be multiplied accordingly. To illustrate—take a man carrying $2,000 
insurance, his income would be $2,000, and if he were to live ten 
years longer, his family would be benefited by these additional years 
of income, plus the insurance, making a total of $22,000 instead of 
$2,000. The insured himself would have added years of health and
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happiness and would have lived perhaps to see his dependent children 
grow to self-supporting age.

The Fraternal Life Insurance Associations had been doing a great 
work in the customary way of aiding unfortunate members, but they 
saw that this alone would not stop the amount of human wastage. 
They decided to give their influence to promote the modern methods 
of prevention through use of their lodge meetings and magazines 
which reach eleven million families. Two years ago they appointed 
a central committee to synchronize and direct the health conservation 
and welfare work. Much has been accomplished. Educational ar
ticles on health and hygiene now appear regularly in our magazines 
which are prepared by Dr. Eugene Lyman Fisk, Medical Director of 
the Life Extension Institute, a recognized authority on hygiene and 
author of two popular books entitled “How to Live” and “Health 
Building and Life Extension.” Several of the associations have 
started giving free health service to their members. The committee 
expects to prepare health pamphlets upon specific diseases for dis
tribution. The committee stands ready to cooperate with all national 
and local health organizations. It has already assisted the National 
Child Welfare Bureau in launching May Day as health day for 
children and also to popularize the use of toxin-antitoxin to eliminate 
diphtheria. We stand ready to assist you in your worthy social work. 
Health building is the great human need of today. It will lessen the 
necessity for social work.
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Professor of Obstetric Medicine, University of London 
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College Hospital. London, England.
Few complications of pregnancy give rise to greater difficulty 

in diagnosis and treatment than the venereal diseases do, and per
haps in none does the practitioner receive less help from the current 
textbooks, either of Obstetrics or of Venereal Diseases. Especially 
is this true in regard to syphilis, in the diagnosis and treatment of 
which many important advances have been made during the last few 
years. I should like to lay special emphasis upon diagnosis.

In the ante-natal clinic of the Edinburgh Royal Maternity Hos
pital, of which I was in charge for some years, Dr. Gladys H. Dodds 
found a positive Wassermann reaction in 130 of 2,000 (6.5%) con
secutive cases examined. In 3.6 per cent, of these the reaction was 
triple positive. In 0.3 per cent, it was moderately strongly positive; 
in 1.4 per cent., it was weakly positive, and in 0.8 per cent, the reac
tion was doubtfully positive. In 0.3 per cent, the serum was anti
complementary ; and, finally, in 0.7 per cent, the reaction was 
negative, but the patients were considered from other evidence to be 
syphilitic.1

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

In diagnosis attention should be directed to the following points : 
1. The Clinical History. In about 70 per cent, of syphilitic 

primigravidae a history of clinical evidence of syphilis will be ob-
*Read before the Imperial Social Hygiene Congress, London, England, October 

6th, 1927.
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tained. In syphilitic multiparae such information is only 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 multiparae is not 
that signs of syphilis have never been present, but that they have 
been forgotten or are denied. I have discussed this fully elsewhere,2 
but have since then met with a striking example in illustration. A 
1-para was sent from the venereal diseases clinic of the Edinburgh 
Royal Infirmary with a letter which stated that her previous preg
nancy 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—namely, rash, sore throat, 
mucous patches, and condylomata, with a triple positive Wassermann 
reaction. 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, espe
cially about the calves and knees, leucoderma, etc.

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

4. The Wassermann Reaction. A strongly positive Wassermann 
reaction 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 patient 
may have a negative reaction and yet be syphilitic and give birth to 
syphilitic children. It is important that the practitioner should recog
nize 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 Wassermann gave 
birth to a foetus the organs of which 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 textbooks. In one of the most recent and excellent textbooks 
on venereal diseases, for example, it is not even referred to. Signs 
of syphilis in the product of conception are certain evidence of syphilis 
in the mother as the mother of a syphilitic child is always herself 
syphilitic, although the opposite does not hold and a syphilitic mother, 
especially one with old syphilis, may give birth to a healthy child.
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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 textbook. 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 
placenta may seem perfectly healthy both to naked-eye and micro
scopic examination. Why is that? Because the immediate cause of 
intrauterine death of the foetus in syphilis is obliteration of the foetal 
capillaries in the villi. This obliteration is brought about by subacute 
inflammation, the end result of which is fibrosis causing enlargement 
of the individual 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 or near term weighs about one-sixth and 
never more than one-fourth of the foetal body weight. If a placenta 
at term, or in the ninth month, weighs one-fourth or more of the 
body weight it is almost certainly syphilitic.

The placenta, however, with a normal weight ratio does not neces
sarily exclude syphilis. That is because a healthy placenta at term 
may weigh as little as one-tenth or even one-fifteenth of the foetal 
body weight. Even if such a small placenta were affected by syphilis 
the consequent enlargement might not be sufficient to raise its weight 
ratio above or even to the normal limit.

Although the microscopic examination of the syphilitic placenta 
usually reveals nothing absolutely diagnostic, yet the appearances are 
generally highly suggestive—namely, the enlarged cellular avascular 
villi with the correspondingly diminished intervillous spaces.

In passing it may be noted that spirochaetes are practically never 
found in the syphilitic placenta.

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 usual change is round-cell infiltra
tion around, and in the walls of, the umbilical vein. The spirochaete 
may be demonstrated in the tunica intima by appropriate staining 
methods. This diagnosis of syphilis from the cord is particularly 
valuable, as the cord is available when the foetus is born alive and ap-
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patently healthy. It must, however, be emphasized 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 foetuses 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 spirochaete in the organs.

The Liver. The normal foetal liver weighs about one-twentieth, 
but never more than one-twelfth, of the body weight. If it weighs 
more than one-twelfth it is almost certainly syphilitic. At the same 
time it should be remembered that, as in the case of the placenta, and 
for the same reason, it may be less than one-twelfth—for example, 
one-twentieth or one-twenty-fifth—and yet 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 
syphilitic. Again, as in the case of the liver and placenta, a normal 
weight ratio does not exclude syphilis. 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 
doubtful cases the epiphyses should be examined microscopically.

Presence of Spirochaetes. 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 
expelled dead but in a fresh condition, or if the child dies its organs 
are available for microscopic examination. The changes are best 
and frequently only 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.3

6. The Therapeutic Test. Occasionally after a complete exam
ination along the lines detailed above one is still left in doubt as to 
whether syphilis is present or not. There may be, for example, a sus
picious obstetric history without any other positive evidence except 
possibly an enlarged placenta, foetal liver or spleen, but with a re-
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peatedly negative Wassermann reaction. I think it is useful in such 
cases to put the patient during her next pregnancy (or earlier if 
possible) on a course of arsenic and mercury or bismuth. This is not 
infrequently followed by the birth of a living and healthy child, and 
one is then, I consider, justified in concluding that the case was really 
one of latent syphilis. I have used this “therapeutic test” on several 
occasions and with sufficient success to enable me to strongly recom
mend it as an additional aid to diagnosis in the type of case indicated.

In treatment four main principles should be borne in m ind:
(a) It should commence as early in pregnancy as possible, or, 

better still, a full curative course of treatment should be completed 
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 kidneys. In 
this respect bismuth and mercury are more dangerous than arsenic; 
if there is no albuminuria, however, they may be given alternately. 
If there is albuminuria it may be necessary to stop all treatment, ex
cept 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 gram, and increasing carefully to 0.6 or 0.75 gram. The in
jections should be given once weekly, and continued until six or 
eight doses are given. A careful watch should be kept for albu
minuria. After this there should be a month’s interval, during which 
mercury, in the form of 10 minims of grey oil (corresponding to 1 
grain of metallic mercury), is administered intramuscularly into the 
buttock once weekly, the site of injection being massaged so as to aid 
absorption. Intramuscular bismuth—preferably one of the insoluble 
compounds such as bicreol—or as recommended by Lees,4 an in
soluble salt in a very fine suspension in isotonic glucose solution, may 
be given as an alternative twice weekly. Bismuth is at least as 
efficacious as mercury, and is superior in that its injection is less 
painful and less liable to damage the kidney. In the case of both
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bismuth and mercury treatment the most careful attention should be 
paid to the state of the teeth. These courses of arsenic and mercury 
or bismuth should be given alternately until the end of pregnancy. 
After delivery treatment should be continued; a course of treatment 
of eighteen months’ duration, as outlined above, is the minimum, and 
it is advisable 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 emphasized that there 
is no proof of the cure of syphilis except reinfection, and that anti
syphilitic treatment should be repeated in every pregnancy, no matter 
whether apparently cured or not.

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,5 who have followed up some of the children 
for as long as fifteen years. The following table gives the main facts:

Treatment of Mother No. of Cases Syphilitic Healthy Infants Infants Percentage Syphilitic Healthy
Syphilis not treated. 201 194 7 96.5 3.5
Mercury before pregnancy.No treatment during pregnancy. 87 78 9 90.0 10.0
Salvarsan before pregnancy.No treatment during pregnancy. 15 12 3 80.0 20.0
Mercury during pregnancy. 111 80 31 72.0 28.0
Salvarsan before pregnancy. Mercury during pregnancy. 26 7 19 27.0 73.0
Salvarsan during pregnancy. 98 19 79 20.0 80.0
Salvarsan before pregnancy. Salvarsan during pregnancy. 7 1 6 17.0 85.0

The best results in this series therefore were obtained from sal- 
varsan both before and during pregnancy, but even with that no 
guarantee could be given that the child would not be a congenital 
syphilitic. It is probable that better results can be obtained by the 
continued treatment by arsenic and mercury or bismuth as described 
above.

My experience of gonorrhoea in pregnancy is that it does not 
often give rise to acute symptoms such as cystitis; if it does the



diagnosis is fairly obvious, and treatment in the acute stages is almost 
standardized—namely, 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 experi
ence, the most common complication, and its treatment often demands 
much circumspection.

I shall deal here with the more common subacute or chronic infec
tion, its methods of diagnosis and treatment.

Some anatomical peculiarities of the female genital tract explain 
why primary infection is limited to certain areas. The vulva and 
vagina are covered by 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 which are not so pro
tected 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 periurethral glands, especially Skene’s glands. There
fore, while we do not find a primary vulvitis in the adult, we often 
get a Bartholinitis and a urethritis. The cervix is a third vulnerable 
area in the lower genital tract. Its canal is lined by columnar epi
thelium, between the cells of which the gonococcus can easily pene
trate into the deeper cervical tissues. From the canal open the race
mose glands of the cervix, and into them also the gonococcus can 
easily enter and lie safely entrenched beyond the reach of local appli
cations. The cervical infection sets up cervicitis—the well-known 
cervical “erosion” or catarrh with discharge of muco-purulent secre
tion ; this, pouring over the vagina and vulva, may set up a secondary 
vaginitis or vulvitis, and both vagina and vulva become inflamed and 
swollen.

Diagnosis
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 easily be obtained by a pair of lithotomy straps. The 
gland of Bartholin is first examined by picking up the labium majus 
at the junction of its posterior and middle thirds between the finger 
and thumb. Normally the gland is not palpable. If any enlarge
ment is felt it is almost invariably due to gonorrhoea. It may, if only 
slight enlargement and induration are present, be caused by very 
old-standing infection.
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Next the orifice of the duct should be examined; this is 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 spread
ing 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 next be examined, care being taken that the 
patient has not passed urine for three hours. The urethra should be 
milked from the neck of the bladder downwards to the external 
meatus, and if pus is obtained a smear, and possibly a culture, should 
be taken. The absence of Bartholinitis and urethritis, 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 may be actual desquamation of epithelium, 
the well-known erosion. Often it is bathed in muco-purulent secre
tion. 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.

W hat 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 
vaccine and examine the discharge twenty-four, forty-eight, and 
seventy-two 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 in gonorrhoea is evidence that none 

is very efficient. Almost the weakest antiseptic will kill the gon
ococcus if it can be brought into contact with it, but the organisms lie 
entrenched in the periurethral or cervical glands beyond the reach of 
most local applications.
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The patient should be in the same position as for diagnosis and 

the external genitals cleansed with a solution of lysol or mercury per- 
chloride. 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 mucus 
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, pro- 
targol or neoprotosil, or 1 per cent, picric acid in spirit. After try
ing many of these remedies I think as good results are obtained by 
swabbing with saline solution. In pregnancy the parts must be 
handled very carefully, and special care be taken in making applica
tion to the cervical canal, lest premature labour be induced. One may, 
however, very gently swab the canal, using a Playfair’s 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 1 per cent, silver protein; or, as an 
alternative, medicated urethral bougies may be used containing 10 
per cent, neoprotosil or any similar preparation. Sometimes there 
is a chronic infection of Skene’s ducts, and it is necessary to inject 
them by means of a blunt-pointed hypodermic needle, or they may 
be destroyed by a cautery. Finally, the cervix and vagina are dusted 
with an astringent dusting powder such as dermatol (subgallate of 
bismuth), 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.

F. J. Browne

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 50,000 million, which may be 
continued till the end of pregnancy. I have no experience of ioniza
tion 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 
get the discharge much improved in a few weeks and before delivery 
occurs. 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.
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Finally, it must be emphasized that the only absolute test of cure 

of gonorrhoea is the absence of the power to reinfect the male, and 
that treatment must be continued after pregnancy is over until at 
least all clinical evidence of disease is eradicated.

Arrangement for Diagnosis and Treatment
The following principle may be laid down as the minimum neces

sary for the proper diagnosis and treatment of venereal disease in 
pregnancy:

1. A routine Wassermann test should be carried out on every 
patient at the first visit to the ante-natal clinic, treatment being started 
immediately a positive diagnosis of syphilis is made.

2. The treatment centre should be in the maternity hospital, 
special days being set apart for that purpose. Pregnant women with 
venereal disease are generally innocent victims, and resent attendance 
at an ordinary venereal disease department among patients of doubtful 
character.

3. The treatment should be carried out by a woman expert, who 
may or may not be a member of the maternity hospital staff. It is 
probably preferable that she should be the person responsible for the 
treatment of women in the ordinary venereal disease clinic. She 
would then have charge of the mothers also after delivery and until 
discharged cured.

4. Ante-natal beds should be provided in the maternity hospital 
for women suffering from venereal disease. These should not be 
labelled “V.D.” beds, but simply “ante-natal/’ In the Edinburgh 
ante-natal department of 25 ante-natal beds 13 were devoted to 
venereal cases. The beds were always referred to (amongst the 
staff) as “D.K. beds” and the department as the “D.K. department.” 
To the patients it was simply the “ante-natal department,” although 
the venereal cases were in separate wards with a separate nursing 
staff. Such beds are necessary for—

(a) Cases of acute gonorrhoea and those ill with complica
tions such as arthritis.

(b) Cases living too far away to attend as out-patients.
(c) Cases who, because of the advanced stage of pregnancy, 

cannot attend as out-patients with sufficient regularity.
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(d) Patients suffering from venereal disease plus some of 

the ordinary non^venereal complications of pregnancy— 
for example, albuminuria—requiring indoor treatment

5. All cases suffering from severe vaginal discharge should be 
treated in the clinic, whether the gonococcus has been found or not. 
If  only cases of proved gonorrhoea are treated the majority will be 
missed, and if the department is not labelled “V.D.” no stigma 
attaches to treatment there.

6. Attached to every maternity hospital there should be a path
ologist who is expert in the examination of the products of concep
tion for evidence of syphilis. Unless this is done invaluable evidence 
—often the only evidence—will be missed.

7. At the end of each month or oftener, a list of syphilitic infants 
or of suspected cases requiring observation should be sent to the child 
welfare medical officer. He will, of course, keep in touch with the 
children, examine them at intervals, and have treatment carried out 
if necessary.

8. The maternity hospital venereal disease clinic should be in 
close contact with the general venereal disease clinic of the hospital 
or town in which it is situated. After delivery it will generally be 
found best that treatment should be continued in the general clinic. 
This continuity of contact will be easy if the treatment in each is 
carried out by the same medical officer.

9. Any complete scheme demands the appointment of a nurse 
who will follow up patients failing to attend regularly for treatment. 
It is unnecessary to tell patients that they are suffering from syphilis 
or gonorrhoea, but if they fail to attend regularly or refuse to undergo 
treatment it is often best to do so, and a quiet talk with the patient, 
and perhaps with her husband, usually has a salutary effect.

10. Cooperation with the venereal disease centre will ensure get
ting in touch with the husband and treating him as well as the mother.

The scheme I have outlined is practically that which has been in 
operation in Edinburgh since 1920 and has been elaborated in co
operation with Dr. David Lees of the Venereal Department, Royal 
Infirmary, and Dr. T. Y. Finlay, Child Welfare medical officer for the 
city.

In conclusion, I feel it my duty once again to advocate the com
pulsory notification of pregnancy at an early period, say the third
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or fourth month. Only in that way will all cases of syphilis in preg
nancy be discovered at such an early period that effective treatment 
may be carried out. If all syphilitic pregnancies ended in abortion or 
in the birth of macerated foetuses such early notification would not 
matter. Diagnosis could be made at delivery and treatment carried 
out before and during the next pregnancy. But such a happy ter
mination does not always take place. A baby may be born alive and 
continue to live with congenital syphilis, and grow up to be a burden 
to itself and the community. As Professor Karl Pearson says:6 “We 
prosecute parents for cruelty to their children, but what is greater 
cruelty than bringing children into the world of whom we can predict 
on the average that a certain number will suffer from incurable dis
ease, and that others, without being afflicted, will transmit that disease 
to the next generation ?”
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SOCIAL SERVICE DIAGNOSIS
SAMUEL ADAMS COHEN, M.D.

New York, N . Y.
Social service in its incipient stages was in the main concerned 

with treatment—with providing relief and succor for the distressed 
and disabled—and, for the most part, it continues to stress this 
function. So, too, until comparatively recent times, was medicine 
concerned primarily with pathological conditions. As the definite 
etiology of disease, such as the discovery of bacteria, became more 
certain, there ensued a radical and rapid shift of emphasis in the 
methodology of medicine: treatment was subordinated to diagnosis.

To social service, by virtue of its intimacy with medicine, by 
virtue of the fact that it is a unit of medicine, there has been com
municated that same contemporary passion for ferreting out Cause. 
This ardent desire to delve into ultimate motivating factors has of late 
been increasingly evident in the realm of social service. Notably ex
emplifying this trend is the research work of Miss Gordon Hamilton, 
Presbyterian Hospital, New York, who, in a commendable paper, ably 
prefaced by Dr. Hugh Auchincloss, told of her pioneer endeavors in 
social service terminology.*

This new emphasis, namely, that of the why and the wherefore, 
tends to focus attention on diagnosing. Diagnosis is a convenient 
handle or label used to describe a specific condition. It is, then, a con
cise and condensed expression or terminology formulated to summar-' 
ize a given situation. The diagnosis is the “I guess” or the “I believe” 
which is deduced, only after due deliberation, from an evaluation of 
reliable information and experienced observation. It is, therefore, 
analogous to the verdict rendered by the judge or jury after a re
hearsal of all the testimony presented. Now, since it is virtually 
impossible to obtain all the data in any one instance, it must always 
be borne in mind that a diagnosis is, for all intents and purposes, the
♦ Hospital Social Service, Vol. XV, No. 3 (March, 1927) p. 199 et seq.
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most logical deduction under the circumstances. Moreover, when 
new evidence is introduced and additional facts are presented, this 
diagnosis is subject to change; and, unless one is certain that all the 
data has been appraised, every diagnosis is, practically speaking, 
merely tentative. This, however, does not at all impair its value 
as a working hypothesis in the specific instance of social service.

What advantage, then, is social service to gain from diagnosis? 
Broadly, this question may be viewed from three aspects, namely, the 
subject under consideration, the social service worker, and the field of 
social service itself.

Just as the patient is uppermost in the mind of the physician, so 
the subject must be pre-eminent with the social service worker. The 
physician’s primary objective is to arrive at a diagnosis, and the 
patient, through self-interest, naturally assists him in every way pos
sible. Now, however, if we take the same subject, in the case of 
social service, this significant difference is observed: the same volun
tary participation is sadly lacking. But, if the social service worker 
were to shift the emphasis from treatment to diagnosis, the subject, 
because of the universal inherent tendency to fathom causes, would 
subconsciously be induced to cooperate with him to a far greater de
gree. It would, indeed, not be injudicious to predict that, as a result 
of these proceedings revolving from diagnosis, and, incidentally, 
etiology, the subject will incline to analysis and introspection, so 
much so that this close self-scrutiny will often result in the subject’s 
diagnosing himself, and, in many instances, coming to the social 
service worker only for verification of the true state of affairs, and 
for his expert advice and guidance.

Because of this recipient feeling on the part of the subject, there 
will be a greater exchange of confidence between the subject and the 
social worker. The newer and closer intimacy will tend to promote 
greater efficiency. This will inevitably redound to the subject’s wel
fare, because the social service worker, having won the subject’s full 
confidence, will be more free to act according to his own professional 
judgment.

In addition, the social service worker will gain other advantages. 
In human endeavor, there is no factor comparable to that inner urge 
to “carry on.” The search for Truth, for the “raison d’etre,” grips 
one with glamor and fascination. To the social service worker’s 
activities such magnetism must be imparted, doing away with the
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monotony that lies in the repetition of detail. Treatment is routine, 
but diagnosis is ever-changing; and with the change comes that in
tense interest that contributes to one’s feeling of gratification. This 
emotion will serve as a tremendous incentive to stimulate that per
sonal interest and personal desire to identify one’s efforts with praise
worthy and satisfying results.

In any profession or calling there are two indices of personal 
success.. The first is that inner feeling of self-satisfaction. When 
a diagnosis is made as a result of painstaking efforts, careful thought, 
the social service worker will experience that profound feeling of 
pride that thrills the artist when his efforts bear rich fruit. The 
second is the spontaneous commendation of others, the winning of 
the approval and applause of one’s associates, because of work well 
executed.

In every field of endeavor there is a scale indicating relative 
merit. What is the scale that indicates the relative worth of social 
service workers ? If such a scale exists, then the writer must plead 
ignorance of it. Now, were diagnosis to be introduced into social 
service work, such a scale would automatically be set up, and the 
worker, as a result of individual effort and skill and diagnostic 
acumen, would readily establish his rating on that scale. The leaders 
would soon be called upon to diagnosticate the more difficult situa
tions. Moreover, just as in other professions, these social service 
workers, because of their prominence, would be consulted for advice 
and counsel in those special problems, in which they excelled. The 
reputation thus established by the leaders would bring them such 
rewards as come in any profession to those who have distinguished 
themselves by signal service.

One decided advantage of establishing the process of diagnosis is 
the fixation of a routine. Constant repetition and practice inevitably 
establish a tried and proven formula from which in general, no de
parture is made. It is by following this procedure that the social 
service worker will be able to attain any degree of perfection. Pas
teur, Einstein, Euclides, Kreisler, Socrates, Galli-Curci, Osier—one 
and all, in addition to their native genius, found it necessary to adhere 
to a most exacting routine to attain their mastership. The goal of 
the social service worker is no less lofty—and no less exacting.

The routine which will develop when the procedure of diagnosis 
in social service work becomes established, will be a great boon to
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mutual understanding among social service workers. They will be 
so familiar with the routine procedure that it will be comparatively 
easy for one worker to continue with the lead developed by another. 
In this way, not only will collaboration, substantiation and verifica
tion be facilitated, but there will be offered a splendid opportunity for 
constructive criticism. This dovetailing of work will tend to foster 
a general good-will and “esprit de corps.”

There is another factor to be considered because of its stimulating 
effect. Since diagnosing is based on calculation, the social service 
worker will be afforded that mental tonic which is so desirable and 
necessary in the pursuance of ideals of good social service work. 
After a time, social service calculation will be more rapid and greater 
accuracy will be developed. All this in turn will make for a more 
efficient social service worker.

More efficient social service workers, together with subjects who 
are more responsive to them, will naturally make for the improvement 
of social service work as a whole. In this manner, diagnosis will 
indirectly influence social service. It will, likewise, have a direct in
fluence on social service. For instance, some diagnosis will occur 
with more regularity than others. This will consequently stimulate 
interest in endeavors to combat the provocative agents. The more 
difficult situations will attract the attention of those who desire to 
wrestle with the more perplexing problems. These, together with 
the so-called unsolved problems, will serve as a target for research 
endeavors. As they diminish in number, their solutions will be 
recorded and will thus be added to the fund of common knowledge in 
social service.

Regarding the names to be used in the terminology of social serv
ice diagnosis, only the future can tell what is in store. In every new 
endeavor, terms are coined as they are needed. Soon more termin
ology is added to label or describe new conditions. Indefinite terms 
are dropped for others more precise. The long list in the terminology 
proposed by Miss Hamilton is an excellent beginning.

This, however, is the all important issue: the establishment of a 
social service diagnosis. And its institution is inevitable.



THE RELATION OF VENEREAL DISEASES TO 
VISION DEFECTS*

B. FRA N K LIN  ROYER, M.D. D.Sc.
Medical Director, National Society for the Prevention o f Blindness,

New York, N. Y.
A great deal of blindness in the United States may justly be 

attributed directly to the reluctance to discuss publicly and truthfully 
the very close relation of venereal disease to blindness or seriously 
defective vision. Fear of offending the blind and the partially blind 
whose inherited handicap is in no way related to diseases which may 
involve moral turpitude has, for many years, caused health and social 
workers, and even a part of the medical profession, to lean over back
ward, at least in public, in any discussion linking blindness or impair
ment of vision with venereal diseases.

Classification of the causes of vision defects and blindness is not 
yet satisfactory in this country. Incomplete case histories in the many 
eye clinics of our great cities, both at the ambulatory clinic and in the 
hospitals, make evaluation of records difficult. Only a few of the 
causes of impaired vision and blindness are reportable afflictions; 
hence, complete case records rarely come within the review of the 
health authorities. Statistical evaluation over a period of years will 
not be attempted.

Within recent years, however, the diagnoses established by 
ophthalmologists have been carefully set forth at the time of admis
sion of pupils to schools for training the blind; in some instances, 
workshops and institutions for the blind have had ophthalmologists 
determine the cause of the disaster. Sore eyes in babies due to birth
* Read before the National Conference of Social Work, Des Moines, Iowa,May 18, 1927.

411



412 Venereal Diseases
infections have been reported now for a long enough period in a few 
places to give us some measure of the incidence of such infections. 
By tabulating the statistics in schools for the blind, we have been able 
to note more exact statistical trends over a period of years.

The medical profession have always known something of the great 
disaster wrought by syphilitic invasion of the eye tissues. Syphilis, 
however, was not a reportable disease until about the time we entered 
the great World War, and is not even now reported anywhere with 
any great degree of accuracy. A cross-section view of the prevalence 
is hard to secure.

The two types of venereal disease, both of which are all too com
mon in this country and both of which are responsible for a great 
deal of impairment of vision and considerable blindness, do have 
distinct trails readily recognizable by the social worker.

Gonorrhea, the venereal disease caused by a specific germ known 
as the gonococcus, is recognized as a transmissible infection causing 
great wreckage in the genito-urinary and birth canals and adjoining 
tissues. A hundred years ago, Gibson, of Manchester, England, 
pointed out that expectant mothers afflicted with this disease were 
likely to give birth to children whose eyes would shortly be invaded or 
lost from its ravages. It is rather interesting, too, to note that even 
a hundred years ago this wise clinician pointed out not only the neces
sity for cleansing and treatment of the birth canal long before the 
expectant birth, but also necessity for removing all possible soilage 
of the eye tissues by copious cleansing and irrigation immediately 
after birth.

This wise preachment of Gibson fell largely on deaf ears until the 
advent of modern bacteriology and the application of Crede’s obser
vations in the Maternity Hospital of Leipsic, in 1881. The prophy
lactic treatment was begun by Crede that, with but slight modification, 
has continued to this day and is responsible for averting many of the 
eye tragedies due to infections which would have occurred had this 
teaching not been generally adopted.

It is only fair to the teaching of Gibson, however, to say that the 
modern methods begun in 1881 are but an elaboration of the methods 
advocated a hundred years ago, but now based on a modern knowl
edge of germ life and growth.

Today, we feel that the family teacher, be that person public
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health nurse, social worker or physician, is grossly remiss if the family 
is uninformed of the natural possibilities of germ invasion of the 
birth canal, of easy germ invasion of the eyes of the newborn and of 
their possible catastrophic results. Further, those who are not alert 
in practicing such preventive procedures as may spare the newborn 
baby the tragedy of blindness or seriously impaired vision are un
faithful to the guild to which they belong.

A little clarification of teaching on this point may not be amiss. 
For too long a time the public health and social workers and even 
physicians were altogether too much impressed with the idea that the 
eye tragedies of the newborn were all due to a social disease involv
ing, in many instances, moral turpitude. About twenty-five years ago, 
a young ophthalmologist, Mark Stevenson, of Akron, Ohio, was wise 
enough to give us bacterial explanation of these eye infections. 
Establishment of these facts enabled teachers to proceed with no 
thought of offending public sentiment and enabled us to teach what 
would be a wise precaution following all births.

Dr. Stevenson pointed out that birth infections were due to at 
least half a dozen different germs, and in the succeeding years we 
have learned to recognize these germs by skilfully applied laboratory 
technique. No worker in the social field with any kind of knowledge 
of birth procedures but will at once see that it is almost impossible for 
a baby to be born without having its eye tissues soiled with the colon 
bacillus.

Any person who knows the frequent occurrence of boils, pimples 
and various local irritations that are caused by the staphylococci will 
readily see that it is in no way disgraceful for these germs to be 
transmitted to the birth canal and for such eye infections to occur.

Those who appreciate that the septic conditions following child
birth are usually due to the streptococci and that they may have multi
plied in the bruised tissues of the uterus or birth canal, having been 
carried there from a focus of infection in some distant area of the 
body or from the hands or implements of the examining accoucheur, 
will readily appreciate that streptococci will be found from time to 
time in the newborn babe’s eyes.

Pneumococci, so constantly present in throat and lungs, may be 
transferred readily by the expectant mother’s hands to the vaginal 
tissues and thence gain access to the baby’s eyes during birth. The
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micrococcus catarrhalis sometimes found in babies’ sore eyes may 
have been transferred to the birth canal by the same route.

Briefly, it is now rather generally accepted that approximately 60 
per cent, of the birth infections are due to the gonococcus, a germ 
associated with a common form of venereal disease, and that 40 per 
cent, are due to the other infections, any of which may be disastrous 
to vision.

Social workers from such studies will see the justification for 
urging that every newborn baby should have its eyes cleansed and 
protected from any possibility of any sort of birth infection, and they 
will see that there is complete justification for teaching every mother 
to insist upon having drops placed in the eyes of her baby. This is 
the small price of safety.

At the present time, thirty-two states supply to doctors and mid
wives, most of them free of cost, silver nitrate solution in the strength 
of 1 per cent., all compounded and dispensed in wax ampules conven
ient for use, and in packages suitable for carrying in obstetric bag 
outfits. There is no excuse, then, in the vast majority of our Amer
ican families for not cleaning up immediately after birth any eye 
infection acquired as the baby passes through the birth canal.

We have records in large maternity hospitals with statistics cover
ing many thousands of births, including many births where the 
mothers came from a walk of life with great exposure to the more 
virulent birth canal infection. Despite this factor, these hospitals 
assure us that no eye infection developed and no eye disaster occurred. 
The trail of this particular venereal disease due to the gonococcus, 
then, may be rendered less distinct and certainly less hazardous by 
bringing the expectant mother under competent medical supervision 
as soon as possible after conception and by use of laboratorian’s 
technique in studying the secretions of the birth canal so that if they 
are dangerously infected appropriate treatment may take place long 
before birth occurs, thus not only rendering the baby less liable to 
eye infection but also rendering the mother less liable to serious bac
terial invasion of her pelvic tissues.

The second place where this trail may be rendered less hazardous 
is by the general application of drops of silver in the eyes of the baby 
as soon as possible after birth. It is not necessary to feature the 
need for immediate report of babies’ sore eyes to the health authori-
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ties and immediate treatment of the inflamed eyes of any baby occur
ring within a fortnight after birth. This is the law and is the kind 
of procedure all social workers would urge in any event.

The other great venereal disease left a distinct trail readily picked 
up by social workers prior to the Christian era. Biblical references 
are made to a disease that affects the second and third generation, 
undoubtedly referring to the hereditary evidences of syphilis. We 
have on every hand along this trail of syphilis hazards of the gravest 
moment to vision. It is safe to say that at least 15 per cent, of all 
blindness in America is due to this single social disease. For every 
case of total blindness traceable to syphilis, social workers will meet 
a still greater number, certainly several times as many, with serious 
impairment of vision due to syphilis.

It is of some interest to the social worker to appreciate that when 
syphilis is transmitted to the newborn through the blood of the 
mother and it attacks the visual apparatus, it is very much more apt 
to affect the muscular and vascular coats of the eyeball than other 
parts of the eye, and it affects these coats early in life.

In this type of syphilis of the eye, the disease is apt to be sluggish 
and stubbornly recurring in character. The individual is likely to 
have his vision impaired a little more year by year through childhood 
and school life, with partial or complete invalidism due to his impair
ment of vision reaching its height during the earlier productive years 
and with partial blindness being the fate throughout the most useful 
period of life and until the end of life. Interstitial keratitis, in other 
words, inflammation of the cornea; iritis, inflammation of the muscu
lar shutter; choroiditis, inflammation of the vascular coat of the eye; 
retinitis, inflammation of the nerve of sight; each recurring attack of 
these inflammations adds more impairment of vision. The pupil of 
the eye may be frozen; i.e., completely caught in the inflammatory 
scar, and anchored as firmly as a stiff joint becomes anchored. It 
may be closed down to a small opening or it may be caught with 
considerable width of opening—fortunate for the individual if it be 
wide open! The ophthalmologist dilates the pupil as a part of treat
ment of iritis, to make the best of a bad condition.

In this variety of syphilis of the eye, which is a by-product of 
social disease of the preceding generation, we may deal more hope
fully now than formerly. With modern methods of attacking the
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virus of syphilis by appropriate medication injected into the blood 
vessels before birth of the child, much may be done to avert these 
eye catastrophes and, incidentally, also to avert all of the other mani
festations of syphilis.

We have come to recognize the value and importance of routine 
Wassermann tests of the blood of the expectant mother to determine 
the possibility of syphilitic infection, and of asking the aid of social 
workers to urge efficient and intensive treatment until cured. We 
are assured by syphilographers, obstetricians and pediatricians that 
if treatment of the expectant mother be begun by the fourth month of 
gestation and if treatment be given properly, the child born of such a 
mother is almost certain to be free from any evidence of syphilis.

Much may be done by the medical-social worker, however, even 
for the child born without having had this treatment through the 
blood of its mother for months prior to birth. The hospital and 
ambulant clinics all over America ever have a long train of children 
and young adults entering and leaving, discontinuing treatment and 
resuming it again, month after month and year after year, most of 
them not continuing treatment long enough to be cured, the vast 
majority of them being doomed to be economically and visually handi
capped for life—community deficits, and becoming heavier deficits 
from year to year. Much may be done to avert these vision tragedies 
by holding these children to strict and long continued treatment in 
infancy or when recognized in childhood by finding the first eye 
stigmata.

Every effort in the interest of a better social hygiene campaign, 
every effort looking toward the establishment of more complete social 
hygiene procedures, adequate support of social hygiene clinics, with 
well-equipped social field workers, is bound to show its reflex in the 
minimizing of hereditary syphilis that attacks the tissues of the eye.

I should like to add a word about the acquired form of syphilis 
and particularly that acquired during adult life. Under modern con
ditions of living, many an individual becomes afflicted with syphilis 
without in any way bearing the stigma of immorality. Whether or 
not the disease be acquired in innocence is a secondary matter when 
we consider the disease from the standpoint of public health and 
physical salvage of the individual. Speaking particularly from the
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standpoint of conservation of vision of the afflicted, we cannot too 
strongly urge the routine Wassermann test of the blood of every 
individual who might in any way be suspected of having had the 
disease, and of persistent and.efficient treatment until the individual 
is cured.

Unfortunately, the eye symptoms of syphilis acquired in adult 
life give warning long after the initial symptoms of syphilis have 
been manifested. Many an individual, having taken treatment for a 
little while and seeing no signs of skin disfigurement or external evi
dence that would prompt treatment, and not much out of health, 
neglects to follow the medical man’s advice. The eye tissues, like 
the tissues of the spinal cord and central nervous system, catch the 
brunt of the infection and suffer most from the toxic accumulations, 
sometimes only becoming easily recognizable twenty and even thirty 
or more years after onset.

Too often an individual reached by the social worker or seeking 
medical advice comes forward with a shuffling gait and dragging toe, 
lost knee jerks, swaying station and failing vision. The ophthalmol
ogist finds a hopelessly progressive atrophy of the optic nerve and 
blindness the inevitable result. If the patient had had adequate treat
ment fifteen or twenty years earlier, no such eye sequel would have 
resulted and the locomotor ataxia and other grave complication might 
have been avoided.

The message to the social worker who must devote much time to 
these social diseases, then, should be to teach early medical treatment 
of the birth canal where infection may be suspected, adequate treat
ment of the syphilis-infected mother, drops in the eyes of every new
born baby, adequate treatment of every baby, child or adult infected 
with syphilis, with treatment continued until the physician is ready to 
assure the individual that a cure has been brought about.

If, as social workers, we are able in the next ten or fifteen years 
to make the public realize that these two venereal diseases which so 
often cause serious impairment of vision or blindness are preventable, 
that they are curable if recognized in the early stages, and that it is 
vastly more economical to practice prevention than cure—then we 
shall have performed our duty to mankind.

In closing, I should like to refer to the general topic before us, 
“The trail of social hygiene in social work,” by pointing out that the
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deeper the trail of social workers becomes worn by their follow-up, 
by their education of the public, by their family welfare activities, 
the fainter will grow the trail of the venereal diseases with their con
comitants; economic deficiency, physical handicaps, and social and 
spiritual misery.



PREVENTION VERSUS SALVAGE*
CHLOE OW INGS

American Social Hygiene Association, New York, N . Y.
“The social hygiene movement,” says Dr. Edward L. Keyes, 

scientist and educator, “is an epic of standardization, uniting medicine 
and law with morals to establish a foundation upon which the future 
will found, for all time, the health and idealism of its youth, the 
strength of its maturity, the protection of its family life.” 1

Social hygiene seeks to strengthen and preserve the family as the 
basic social unit. It desires to sponsor and encourage the things 
which strengthen the family and to combat those things which weaken 
it. One of the dominant factors in family life is sex; therefore social 
hygiene is concerned that it shall be so developed and adapted that 
the individual shall attain the deepest personal happiness which is 
compatible with his social obligations. Because social hygiene deals 
with matters which affect so directly our whole social organism as 
well as the intimate life of our people, it is one of the most important 
phases of our public health program.

Historically, efforts in the social hygiene field have followed sub
stantially the chronological order indicated by Dr. Keyes, namely, 
medicine, law, morals. Medical measures have often served as the 
channel through which social hygiene has been developed because a 
health program brings together the varied interests in the community. 
Medical measures have consisted of the discovery, treatment and con
trol of infected individuals and educational campaigns directed toward 
the prevention of new infections and the early treatment of infected 
organs. This machinery has included laboratories, clinics, hospitals, 
laws dealing with the reporting and treatment of infectious diseases, 
medical social workers, intelligent and continuous publicity, and of 
greatest single importance, the practicing physician.2
* Read before the National Conference of Social Work, Des Moines, Iowa, May 18, 1927.
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It is difficult to obtain with any degree of accuracy the prevalence 

of venereal diseases. In the State of New York, for instance, in 1924 
in the list of reported communicable diseases they ranked second only 
to measles.3 It is estimated that at least 10 per cent, of our total popu
lation is infected with venereal diseases.4 During the World W ar in 
1918 when the influenza epidemic was at its peak, it was the only 
cause of sickness reported which ranked above venereal diseases.5

We know a great deal about the burden of human misery entailed 
by these diseases—sterility,6 premature births, blindness, insanity, 
imbecility, locomotor ataxia, general paralysis and many other physical 
incapacities. The New York Charity Organization Society reports 
that during the last fiscal year 8.9 per cent, of its case load was directly 
traceable to venereal infection as compared with 8.3 per cent, of tuber
culosis. As long ago as 1921 the annual loss in earnings due to 
venereal diseases in otherwise able-bodied men in industry in this 
country was said to be $54,000,000 and the loss in earnings together 
with the custodial care of those whose insanity was due to syphilis 
was estimated as $467,000,000.7

Medical Science has discovered the causes of venereal diseases 
and how to control them but medicine alone has been unable to combat 
them effectively for much of the work required is not medical in 
character. The application of these measures must have the support 
of informed public opinion. For instance from the strictly medical 
approach studies of former conditions showed that from 75 to 95 per 
cent, of commercial prostitutes in certain segregated districts were 
venereally diseased.8

The control and suppression of regulated prostitution, however, 
has not proved to be a matter of medical procedure, and thus medicine 
has united with law and morals. Until a comparatively recent time, 
and this is true in many places today, public opinion has accepted the 
doctrine of the sexual necessity for men and therefore prostitution as 
a “necessary evil,” with the resulting double standard of sex morals. 
Fortunately for future progress and in justice to both sexes these 
doctrines have been exploded in as authoritative a manner as pos
sible. Eminent scientists and medical men in three separate confer
ences—in the meeting of the General Medical Board of the Council 
of National Defense, May 7, 1917, at the American Medical Associa
tion meeting in 1917, and the All-America Conference on Venereal 
Diseases held in Washington in December, 1920, have declared sexual
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continence compatible with health, and further, that it is the best pre
vention of venereal diseases.9

But if medical science should provide us today with simple infal
lible methods for the recognition of infection, for rapid and accurate 
diagnosis and cure of venereal diseases, social hygiene would not 
relax its vigilance in commercialized prostitution. It constitutes a 
grave danger to family life and indulgence in it is evidence of lack of 
sound education and of self-direction. Commercialized prostitution 
must be wiped out not only to reduce infections but also to minimize 
temptation to our youth and to eliminate the traffic which draws its 
recruits of both sexes from their ranks.

It is well known that if profits are taken out of prostitution it 
cannot endure. To keep profits large, the demand must be artificially 
stimulated and a constant supply of new women and girls provided. 
Persistent law enforcement does reduce profits and proper legislation 
for the repression of prostitution and its strict enforcement by police 
and the courts are essential.10 There is need also of understanding 
cooperation between public and private agencies organized for the 
prevention of sex delinquency and the social rehabilitation of the 
delinquent. The workers in these agencies should have a body of 
facts in biology, psychology and sociology, adequate to an under
standing of the part which sex plays in life.

It is, we know, infinitely easier to go over the line into delinquency 
than to return. This is bitterly true of sex delinquency, due not alone 
to the barriers which society and social traditions place in the way, 
principally of the girl, but also to that difficult psychical, emotional 
and physical readjustment when such equilibrium has been lost in this 
particular kind of experience.

It is recognized that if boys and girls, notably during the adoles
cent period can be kept happily busy on interesting projects of work 
and of play, they will have little time or curiosity to wander far afield 
into sex delinquency.

An all year round community program of recreation and leisure 
time activities, includes not only play grounds in parks, and in school 
grounds, boy and girl scouts, campfire girls, and all similar boy and 
girl groups, civic and religious, under the direction of trained leaders, 
but these leaders must be keenly aware of the factors involved in sex- 
social relations.

The work of the visiting teacher, the school nurse, psychologist
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and psychiatrist, and of all workers in child welfare to be wholly 
effective must take into account this same factor of sex-social rela
tionships.

Now that the home as a meeting and play place for children and 
young people is increasingly in competition with commercialized and 
other outside recreation, there is need of effective organized surveil
lance of community conditions which might tempt adolescents away 
from the security of the home and neighborhood environment. These 
include unregulated and unsupervised dance halls, road houses, mov
ing picture houses and other types of unwholesome amusement places, 
unlighted and inadequately policed parks and benches, the activities 
of prostitutes and procurers, and the use of automobiles for purposes 
of prostitution.

In every community, large or small, there is an organized depart
ment of government which, in principle, is charged with the preven
tion of crimes and delinquency and whose program, theoretically, does 
include this surveillance, namely the Police Department.

While some men police officers have for years done preventive 
work in relation to men and boys their selection for police work has, 
in the main, been based on their ability “to protect life and property 
and to preserve public order.” But society is no longer satisfied to 
deal solely with offenders, and has placed added emphasis on the pre
ventive functions of the police. Concurrently the number of girls 
and women in industry, in public affairs and in general community 
life and activities has increased rapidly. The entry of women into 
police work has been partially due to these two factors, together with 
a lessening of family and neighborhood solidarity, a situation which 
leaves children and adolescents with inadequate guidance by adults.

Women police officers are, with their brother officers, the only 
community agents equipped with police powers and at the same 
time charged specificially to search out those minors in need of super
vision, and those social conditions conducive to sex delinquency. The 
women officers should have adequate training and experience and 
should be selected with great care as to their fitness for the task.11

All of these measures—medical, legal and protective are pri
marily concerned with conditions in the environment. Keeping the 
environment clear of vicious influences is essential if a community 
desires to safeguard its family life. This, however, is not sufficient 
to secure the most constructive use of sex which is a dominant factor
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in family life. The sex instinct has no inherent moral quality. It is 
neither good nor bad in itself. However, it colors the whole of life 
for the individual and the nature of its contributions to life and 
society depends on the way he directs it as a result of his experience 
and training.

The problems with which social hygiene measures in medicine, 
law and the prevention of sex delinquency are concerned are chiefly 
results of its direction and mismanagement. It is therefore necessary 
for each individual to understand the whole meaning of sex in life— 
biologically, psychologically and sociologically—as a basis for formu
lating a personal philosophy to guide, control and use this native 
endowment for normal self-development and social good, and to 
direct him in the selection of his mate, and to assure happy marital 
relations and successful parenthood.

Today, as never before, when the instincts and emotions of young 
and of older persons are being forced and stimulated, they are in need 
of understanding what these emotions and instincts mean. Boys and 
girls rarely understand the manifestations of the emotional life of 
each other and there lies a great menace. Tess of the D’Urberville 
says, “I didn’t understand your meaning until it was too late”—and 
Alec Smith replies, “That is what every woman says. I thought by 
your smiling that you quite understood.” ,

Social hygiene recognizes that this education in sex, from being 
a separate isolated feature, must rather take its appropriate place in 
general education. It is, moreover, a social waste and a gamble 
in individual happiness to leave education in correct sex information 
and sound sex attitudes to chance. The primary responsibility for 
it rests squarely upon the home. The birthright of every child is the 
guidance of its parents.

The responsibility for such education is doubly that of parents 
because it begins at birth. One cannot wait until adolescence. As 
well try to launch a sail boat in the path of a typhoon or to sail a kite 
in a Kansas whirlwind as to expect miraculously, overnight as it were, 
to develop a strong technique of choice in the matter of friends, cloth
ing and conduct in the adolescent who has had no vocational training, 
so to speak, in such technique. And it is- a technique. Further, the 
preparation is continuous and cannot be compressed into class room 
periods. Where homes are unable to meet their responsibilities their 
efforts should be supplemented by the schools, the churches, and other



agencies which have to do with the education and guidance of young 
people.

Thus, out of the “epic of standardization” of which Dr. Keyes 
writes, there has evolved a social hygiene plan which considers that 
discovery, diagnosis and care of venereal diseases, the repression of 
prostitution, and the rehabilitation of the sex delinquent are urgent 
parts of its program. They may often be salvage, and salvage at a 
tremendous individual and social cost. Further, social hygiene con
siders that all community efforts to safeguard adolescents, especially 
those whose general technique of choice is undeveloped and whose 
family life does not provide adequate protection, are vital in the pre
vention of sex delinquency.

But the main preventive task of social hygiene is to create in the 
individual a sense of calm, frank dignity of sex and a right emotional 
attitude toward it to assure him his education in sex as in other 
matters which are of vital importance to his individual happiness and 
to his social usefulness.

This, when done, will make for “health and idealism in our youth, 
strength in our maturity and protection of our family life.”
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THE DEVELOPMENT OF SOCIAL WORK IN ENGLAND AND THE UNITED STATES, AND THE INFLUENCE OF MENTAL HYGIENE UPON SOCIAL WORK
ELO ISE R. G R IFFIT H

Executive Secretary, Nutley Social Service Bureau,
Nutley, N. J.

In order to show the influence of mental hygiene on social work 
in the United States, it will be necessary to trace briefly the develop
ment of social work in England from the idea of “charity” to its 
present concept, and the progress made in the understanding, treat
ment and prevention of mental disease and disability.

Interest in the welfare of the sick and the unfortunate, which is 
the basis of charity and out of which modern social work grew, is as 
old as humanity; but with the advent of the Christian religion charity 
assumed a new meaning and emphasis because of the attitude taken 
by Christ. Thus it was for centuries the Christian Church fostered 
and financed all the relief given to the sick and the poor.

Until the suppression of the monasteries by Henry V III in the 
16th century, practically all the sick and poor of England were cared 
for by the great religious houses scattered throughout the land. 
Wealthy families were encouraged to bequeath their riches to these 
houses, and were taught to believe that they acquired merit in the next 
world by such disposition of their property.

As time went on, the number of the sick and the poor increased. 
There was another class of people, the mendicants or beggars, who 
also looked to the monasteries for shelter, food and clothing. Appli
cants for charity presented themselves at the doors of these institu
tions, made their requests for help, and were immediately taken care 
of. No questions were asked them. After the religious houses 
ceased to carry on this work, the State was obliged to take over the 
care of the growing numbers of the population who were dependent.
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The general policy of the State was laissez faire, although poor 

laws were enacted and amended from time to time. It became the 
custom to place the old, the insane, and persons convicted of minor 
crimes, together with orphan and illegitimate children, in almshouses 
or workhouses, as they were called. It was because of the fact that 
petty offenders were housed with the poor that the latter came under 
suspicion. The Poor Law was looked upon as something subsidiary 
to the penal system of England.

Generally speaking, no attempt was made to rehabilitate any of the 
inmates of the workhouses. Those who could work were compelled 
to labor about the miserable buildings, and the dependent children 
were placed out as apprentices in the various trades. Later these 
children were turned over to the manufacturers in large numbers. 
Usually they were cruelly exploited. Foss and West, in their book 
entitled “The Social Worker and Modem Charity,” write that many 
of these factory children were “harassed to the brink of death by 
the excess of labor; fettered, tortured and starved to the bone while 
flogged to their work. Many were driven to suicide.”

There are very few bright spots in the story of England’s care 
of her dependents until the 19th century. Foss and West tell of one 
parish, however, which in the darkest days of the 18th century opened 
the way for better things. The dependent children in this parish 
were decently housed, properly fed, educated to some extent, and 
treated kindly. Later it was shown that while “nearly the whole of 
the children of other parishes where their education and training were 
neglected became thieves and pests of society, in this parish where 
better care was taken the children became industrious and valuable 
members of society.”1

A long stride forward was taken toward social betterment when 
Robert Owen made his famous experiment in Glasgow during 1815. 
Owen was the manager of large cotton mills. He refused to hire the 
little children from the workhouses. (Usually they were between six 
and twelve years of age). The older children whom he did employ 
were properly housed, fed and educated. They, as well as the older 
workers, were paid a living wage. The working day was shortened 
to ten hours. Other manufacturers watched Owen’s venture with the 
keenest interest, predicting utter financial ruin for him. To their 
great surprise, not only did Owen’s factory show profits as a business
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proposition; but whereas all the factory centers in the large cities 
were notorious for their excessive drunkenness, disease and vice, 
Owen’s district was almost entirely free from these social evils. His 
experiment was a tremendous success.

In the meantime, the attention of Parliament was insistently called 
to the problem of caring for the sick and poor, to say nothing of 
criminals, because of the vast increase in the population of the hos
pitals and workhouses, and the ever growing burden of expense 
made necessary by the methods used in caring for the inmates. In 
1815 wages were lower and living higher than ever before. In the 
cities industry was growing; but the workers were forced to live in 
overcrowded houses, which brought on the grave problem of disease. 
There was more misery and destitution than ever.

It was not until 1832, however, that a Royal Commission was ap
pointed to investigate conditions among the poor and the sick. Its 
report, published in 1834, roused the social conscience of the country. 
Other investigations were undertaken privately, and a reaction set in 
against the inhumanity of the State’s doctrine of non-interference. 
There gradually appeared organizations and societies interested in the 
care of the aged poor, the insane, the blind, prisoners, convalescents, 
orphans and illegitimate children. Soon came better housing and 
more intelligent care of these groups. Under leaders like Lord 
Shaftsbury, little by little the factory code was improved, trade 
unions were formed as well as combinations of employers, the work
ing hours of women and children were restricted, cooperative societies 
were formed and, as the franchise was extended to the middle class, 
political organizations came into being.

Private philanthropy supplemented public charity. The Charity 
Organization Society of London was founded in 1867. Movements 
began among small groups of people to ameliorate the sufferings of 
the poor and the sick in their homes, and a great deal of interest was 
centered on little children who were dependent. Settlements were 
founded and young men from the great universities came to live 
among the poor in the cities in order to understand them and help 
them. These early social workers, however, were at first handicapped 
by suspicion of the poor and the unfortunate. There was a sharp 
distinction drawn between the ‘‘worthy” and the “unworthy.” This 
attitude encouraged hypocrisy in the people they were trying to help. 
They went no further for a long time than attempting to relieve the
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obvious distress which they found on every side, and stemming the 
tide of the harm done by the State in the giving of doles to the poor 
outside of the workhouses. This was the first movement away from 
the morbid acceptance of suffering among the poor. One of the first 
things which was made clear by the work of these pioneers in social 
service was the fact that mental and physical illness caused most of the 
pauperism in England, and that a good deal of the crime committed 
came into existence because of pauperism.

Turning now to the United States, we find that in the 17th and 
18th centuries conditions were very similar to those in the mother 
country, so far as the care of the sick and the poor was concerned. 
Institutions very like the English workhouses were scattered over the 
states, and the same dreadful neglect and abuse of orphan and illegiti
mate children were allowed. These children were cared for in the 
same buildings with the old, the insane, the criminal and the diseased. 
Investigations similar to those made in England were conducted in 
the early years of the 19th century. The social conscience of the 
public was roused, and the states were compelled to segregate the 
various classes of dependents and to give more kindly and intelligent 
care to the orphan and illegitimate children. Voluntary societies 
sprang up to assist the state in caring for its dependents. In the 
cities, especially, settlement houses were founded and, as in England, 
college men and women of letters, as well as paid workers, began to 
live and work among the poor. The efforts of these early workers 
were directed toward relieving misery by the application of obvious 
material relief to the equally obvious need. They went in for legis
lation on a wholesale basis to help solve the problems which they dis
covered on every side. The sanitary laws enacted at this time were 
very helpful. They abolished cholera and some other contagious 
diseases.

The most thoughtful workers in public and private organizations 
began gradually to look beneath the surface of the poverty, disease 
and crime which were rampant. They realized that these were only 
the outstanding symptoms of deeper difficulties which were imbedded 
in society and in the individual lives of the people whom they sought 
to help. Sometimes their efforts failed to help, and they then began 
in a humble and inquiring spirit to examine themselves and their 
methods. Many of the private charities went to pieces because of 
the false theory that rich people were of a higher order than their
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less wealthy brethren. The scientific approach, which was bearing 
rich fruit in other fields of endeavor, began to be used in social work. 
Problems were carefully studied. Research work was done; surveys 
were made to get at the facts in many situations. Matters like public 
health, unemployment, education, the care of the insane and the wel
fare of children were given thorough consideration. It became 
evident that there were no short-cut remedies to meet the evils and 
abuses of the social structure. It also became evident that so far 
as the individual lives of the poor were concerned, ill health was the 
chief cause of their poverty. Very slowly indeed the emphasis in 
social work changed from treating symptoms to investigation, diag
nosis and careful treatment of causes.

In this same wonderful 19th century, great strides were made in 
the field of mental hygiene or psychiatry, as it is technically called.

As early as 460 B.C., Hippocrates taught that mental disease was 
due to bodily causes and was associated particularly with the brain. 
This teaching was contrary to the current belief that mental health 
was a gift of the gods, and that when insanity appeared, the victim 
was possessed by an evil spirit, which was a sign that the gods were 
angry with him. It is not difficult to see how as time went on the 
insane were avoided as being in league with the devil. During the 
middle ages, those mentally disturbed people who happened to have a 
benign form of disease with symptoms like seeing visions of heavenly 
places or hearing voices from on high, were considered to be saints; 
while those who suffered from delusions and hallucinations of other 
sorts were suspected of witchcraft, and tortured, whipped violently 
with rods to drive out the evil spirit, placed in seclusion with fetters 
in dark rooms, and often burned at the stake.

Sometimes the monks would give ecclesiastical and medical 
therapy. Herbs mixed with holy water and foreign ale were con
sidered beneficial for cases of mild mania. For epilepsy in a child, 
the “brain of a mountain goat was drawn through a golden ring and 
given to the child before he tasted milk.2

Among the old monastic writings there is still preserved the fol
lowing suggestion for treatment of a lunatic:

“In case a man be a lunatic, take a skin of mere-swine (Porpoise) 
work it into a whip and swinge the man therewith; soon he will be 
well. Amen.”
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Holy water and salt were used extensively, because the devil hated 
salt! Emetics, purges, opening veins under the tongue, blood-letting 
and blisters were freely and frequently used on the helpless victims 
of mental disturbances. A favorite remedy was to anoint the back
bone of the sufferer with a “choice balsam of earth worms and 
bats.’’3

In the 17th century whipping posts, stocks and cages were very 
commonly used to quiet insane people. Mouth gags or “witch’s 
bridles” were the order of the day.

The monasteries were dreadful enough, but after they were sup
pressed in England, the treatment accorded mental sufferers in mad
houses and workhouses was infinitely more brutal. Patients were 
“chained to the wall or bed where they lay on dirty straw, and fre
quently, in the depth of winter, without a rag to cover them.” Ignor
ance and superstition were back of these cruelties. Scientific approach 
to their problem alone brought intelligent understanding and treat
ment to these pitifully helpless people.

As in England, the attention of the American public was directed 
to the problem of caring for the mentally ill, partly because of the 
ever growing population of the institutions caring for them, and 
partly because of the tremendous expense which these institutions 
cost the state. When investigations were made, and reports pub
lished which showed the fearful neglect and awful cruelties surround
ing the insane, the public conscience was thoroughly roused. States 
and counties began to plan for better conditions for the insane asylums 
and in the workhouses insane patients were segregated from the other 
inmates and moved into special institutions as room was made for 
them. As in the field of social work, so in mental hygiene, physicians 
and laymen began to study the problem of insanity from the scientific 
point of view, with the idea of understanding the causes of mental 
disturbance as well as applying curative treatment and bettering the 
conditions under which the insane were compelled to live. Very 
soon a more kindly attitude was taken toward insanity and its victims. 
Patients were found to improve when they were allowed light, fresh 
air, decent food and simple employment. Some recovered, and were 
able to go home and live a normal life in the community. “Moral” 
treatment was found effective, and persuasion triumphed over the 
barbarous practices of the Middle Ages.
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Dr. Benjamin Bush of Philadelphia was one of the pioneers in 

the kindlier understanding and treatment of the insane. He at first 
used a “strait-jacket” and other repressive measures as tranquilizers 
for disturbed patients, and sometimes deprived them of food until 
they were quiet, but gradually these methods were replaced by warm 
continuous baths and other similar forms of treatment, which were 
found to work wonders in calming and soothing the patients.

Very slowly but surely the older notion that the insane were pos
sessed of devils gave way to the newer conception that an insane per
son was a sick person. Sympathy instead of fear became the attitude 
of those closest to the problem. The dark dungeons, filthy cells, rags, 
cold and exposure to rain and snow were proven to be hindrances to 
quiet behavior and improvement, and were gradually changed to 
decent housing and considerate care. Insane asylums became hos
pitals.

As their studies progressed, the specialists in psychiatry were able 
to classify the inmates of these hospitals into three great groups: 
mind “lack,” mind “loss,” and mind “twist.” As time went on, it was 
discovered that at least one group of the mind “lack” class could be 
converted into useful and happy people, providing they were given 
tasks within their mental capacity to understand, and were kept under 
firm but kindly supervision. These were the feebleminded and moron 
types. The mind “loss” group was found usually to have an organic 
disease involving the brain and the central nervous system, which, 
if discovered and treated in its early stages, could be cured. The 
mind “twist” group, subjected to the same careful study, gave 
greatest promise of complete recovery. Some were able to return 
to their homes, and when fitted into congenial work, they remained 
normal.

It was clearly brought out that in this mind “twist” group the 
mental breakdown came because one or more of the fundamental 
needs of the normal individual were not met properly or adequately. 
These four needs are described as follows: the need of security 
in babyhood; the need of satisfying curiosity in childhood; the need 
of self-expression in adolescence, and the need of a sense of success in 
life in adulthood. With this knowledge, much progress was made 
with the handling of the problem.

It was in 1912, however, that the greatest impetus was given to 
mental hygiene. A book entitled “A Mind That Found Itself,”
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written by Clifford W. Beers, was published. It was an account of 
Mr. Beers’s own experience of insanity, and the treatment which he 
received in the various state and private sanitoria in which he was 
cared for during that time. Perhaps because it was written with 
great self-restraint, it made a very powerful appeal to its readers. 
At the end of the book, Mr. Beers suggested that a National Com
mittee of Mental Hygiene be formed to cope with the problem of 
understanding, treating and finally preventing insanity. Within a 
very short time this Committee was organized. Mr. Beers was made 
its secretary. He is still holding that position (1927). It is to this 
Committee and its far-reaching activities that the field of social work 
owes a debt of gratitude.

Not only has the Committee worked for better and more intelligent 
care of the inmates of state hospitals; it has sponsored mental hygiene 
clinics throughout the country by means of which mental break
down could be discovered, diagnosed and treated in its early stages; 
it has done research w ork; it has made surveys and studies of par
ticular phases of the problem of insanity. It has published a vast 
amount of educational literature, which has done a great deal to 
change the attitude of the general public toward mental disease and 
disability. It looks forward to the day when not only the workers 
in mental hygiene but the general public as well, will look upon in
sanity with the same tender consideration and sympathy which is now 
shown to the victims of tuberculosis and cancer.

Besides these mental and educational activities, the committee fos
ters a preventive program. By means of vocational guidance clinics, 
child guidance clinics, habit forming clinics for children of pre-school 
age, baby welfare stations and pre-natal clinics, the committee sees 
the hope of preventing mental breakdown in the future.

Family social work in the United States is the outgrowth of that 
ancient thing called charity. It represents public and private efforts 
to deal with the poor, the sick and the maladjusted. As the scientific 
method has been followed in social work, it has searched beneath the 
presenting symptoms of poverty and disease to their causes. It has 
become increasingly clear that while some of these causes are to be 
found in society itself, a very large amount of social difficulty and 
suffering is caused by mental illness or “twist.” Through the dis
coveries and progress made in the field of mental hygiene, and especi
ally because of the means made available through the work of the Na



tional Committee of Mental Hygiene, the social worker today has 
finer and surer tools with which to help families out of their troubles. 
Through the clinical facilities now open, it is possible not only to 
make a correct diagnosis and an intelligent plan for treatment; but 
through the positive preventive measures of recreation and joy-giving 
activities, it is able to decrease the number of families and individuals 
who need social treatment.

It seems fair to say that by the harmonious cooperation of the 
fields of social service and mental hygiene, there is the greatest pos
sible hope of the gradual elimination of the causes of mental and 
physical illness, the chief problems which lead families to seek the 
social agencies for help.

REFERENCES
1 The Social Worker and Modern Charity. Foss and West.
2 Essentials of Psychiatry. Henry.
3 Essentials of Psychiatry. Henry.
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WHAT SHALL WE DO WITH THE YOUNG 
OFFENDER?*

TH E HONORABLE THOM AS P. REV ELLE 
United States Attorney, Seattle, Washington.

The query is concerning the young offender rather than the crimi
nal. The terms “offender” and “criminal” are not necessarily synony
mous. Many, if not most, young offenders are not necessarily 
criminals.

The problem of the young offender is one of the most important 
problems that confront us today. During the past twenty-five years 
the average age of those convicted of crime has been reduced from 
40 to 25 years. If it were not for the other facts, this would indeed 
be a most startling statement, but when we consider that during the 
past twenty-five years many things have been made unlawful by legis
lative enactment which prior to that time were not so considered, we 
are comforted with the -suggestion that after all perhaps the youth of 
the land is no worse today than he was yesterday. A few days ago 
I read of a couple of boys being arrested and turned over to the Ju
venile authorities for stealing some melons. In my boyhood days 
the stealing of a melon was not considered a crime but an escapade—- 
and so there are many things that are today found in the catagory of 
misdemeanors and crimes by reason of certain legislative enactments 
which in other days were mere youthful pranks. However, the 
youthful offender is a serious problem—one which is proving not 
easily solved, but at the same time worthy of our best efforts in 
solution, and holds full possibilities of solution. To confess our in
ability to solve this problem is to confess our failure as a Government 
and society.

Most everything has been said upon this subject that can be said.
* Read before the Annual Prison Congress, Tacoma, Washington, August, 1927.
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436 The Young Offender
The need of today is not more discussion of the problem, but more 
intelligent application to the solution thereto. W ith the hope of re
newing our interest in the problem and at the risk of repetition, I will 
make a few suggestions with regard to it.

First, may I suggest that a study be made of the offender, in
cluding a thorough examination as to his physical and mental make
up. Such a study would reveal a surprisingly large number of de
linquents and offenders among the youth due to some physical or 
mental defect. A few days ago in conversation with one of our 
country’s leading optometrists he told me of a boy of the age of fif
teen or sixteen charged in Court with some misdemeanor or crime. 
A fter having studied the boy for a while the Court had him taken 
to his chambers and said to the boy: “What jio you propose to be in 
life?” The boy answered: “A crook.” The Judge said: “Very well, 
but be a big one. Whatever you be, be a big one. You have but 
little education. I advise you to go back to school and get more edu
cation so that if you still desire to be a crook you can be a master 
crook.” With a flash of defiance and hatred in his face, the boy said: 
“No, I will not go back to school.” The Judge asked him why. After 
some further kindly conversation, the boy said: “If I told you why, 
you would not believe me. No one has ever believed me.” The 
Judge said: “I will believe you.” The boy then said: “As God is 
our Judge, when I read a book for two or three minutes I cannot see 
any more. It all becomes blank to me. I have told several teachers 
and they all said I was a liar.” This boy was examined, and it was 
found that he was very defective in vision. He was cared for by a 
specialist, and is now in school, having finished his sophomore year 
making splendid progress.

A few months ago there was brought into the District Court at 
Seattle, a young man charged with having violated the Dyer Act. He 
had some record of prior law infraction. The arresting officers felt 
that he was of necessity a persistent, if not a hardened criminal, and 
insisted that something be done with him, with which I agreed. I 
called in some of his friends and found that from early youth he had 
manifested some strange traits of character. I had him examined 
by some of our most able physicians and they found him mentally 
defective. He is under the care of his friends, instead of at McNeil 
Island.

Many a wrongful act is committed by the youth of the land be-
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cause of some bodily or mental defect. Therefore, I urge that in 
solution of the problem we must have a thorough physical and mental 
examination of the young offender. Do not say we cannot afford it. 
Is not the life and the future of such an offender worth more to so
ciety and this Government than the few dollars it costs to make an 
examination? The youth is not responsible for his presence in our 
midst—neither for the defects which retard him as he attempts to 
make progress. He is entitled to every chance from society, having 
been brought into existence without any will on his part, and we are 
bound by every consideration to give him every chance. Not only 
so, but would it not be better business, more economical, a greater 
saving to the Government to make such examinations and enable it
self to help such youths to become good, producing citizens rather 
than to feed and support them for months in some institution and 
then turn them out to commit more crime? We not only owe it to 
the youth himself, but we owe it to society.

We should not only make a thorough study of the offender him
self, but a full investigation of his environments, past and present. 
There cannot be any contradiction to the statement that environment 
has a great deal to do with the shaping of the young life.

Some four years ago there was brought into my office a man 
forty years of age, and a boy eighteen, picked up on the streets of 
Seattle with some six hundred dollars worth of opium in their pos
session. They had taken it from one of the ships entering our har
bor, having discovered it through some Chinamen who were smug
gling it in. The man told me that he had persuaded the boy to take 
and sell it as they were short of ready money. The man was sent to 
McNeil Island. I had the boy placed in one of our large lumbering 
mills. I said to him, “I do not want you to report to me. I want to 
give you my fullest trust. If anything extraordinary arises in your 
life, then come back to me.” Some three years after, a handsome 
young man came into my office and said, “Are you ever going to try 
me on that charge ?” I said, “What charge ?” and he told me. I 
said, “Why do you ask?” He replied, “I am engaged to a dear, 
lovely girl in this city. We want to be married. I do not want to 
marry her if I am to be tried.” I said, “I here and now sentence you 
for life to a state of matrimony.” He was married, and is making 
extremely good.

About two years ago three boys, sixteen years of age, were
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brought to me on account of having stolen a sedan and transported 
it inter-state from Washington to California. Upon investigation I 
ascertained that they came from three of our good Seattle homes,— 
at least their parents stood well in Seattle society. My investigation 
showed me that there was no influence in the home for positive evil. 
On the other hand there was an absence of any influence for good. 
In other words, the fathers of these boys were so taken up with their 
business affairs and various clubs, and the mothers so taken up with 
socials and card parties of various kinds that the boys were at liberty 
to go and come about as they pleased. I decided in my own mind that 
they were not the guilty parties, but, if any, their parents. I called the 
fathers into my office and introduced them to their own sons, and said 
to them that of all the people with whom they associated, they were 
perhaps less acquainted with their own boys than with anyone else. I 
said to the boys that I would send them back home instead of prose
cuting them, so that they might exert some influence on their own 
parents and show them how to be such fathers and mothers as are 
needed in this present day. I believe that that was the best solution 
to the problem that confronted me.

I could multiply instances like that to the amount of more than 
thirty since I have occupied this office, and from such instances I 
have been firmly convinced that we cannot properly solve the prob
lems confronting derelictions on the part of the youth of this land 
until we have made a thorough study of the youth charged with 
crime as well as a thorough investigation of the environments in 
which he lived prior to his wrongful act as well as the environments 
which perhaps influenced him in the committing of the act.

In the instances cited and others not mentioned here I endeavored, 
so far as possible, to get the background of these youths and to 
learn something of the environments in which they had lived and, as 
well, the immediate influence that was brought to bear upon them in 
connection with their violation. I was, therefore, enabled to not only 
do that which was best for the youth himself but, as I believed, the 
thing that was much better for the Government than incarcerating 
these young men in some penitentiary with hardened criminals.

It cannot be disputed that the problem of the youthful offender 
is worthy of solution and that the sooner we set ourselves to the task 
the better it will be for all concerned. It is necessary to its solution 
that willing and complete cooperation on the part of all officials, in
cluding the courts, be had. I believe that we have sufficient laws
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effecting this matter. The need is not for more laws but for a 
greater spirit of cooperation among Federal officials under the law, 
and this lack of cooperation, in my judgment, is due to the fact that 
too many public officials have not given sufficient serious consideration 
to the problem. Under our present laws a provision is made for pro
bation officers whose duty it is to look after offenders granted sus
pended sentences and to report their future misconduct, if any, to the 
Courts. I believe that the spirit of that law reaches further than 
that. I believe the real spirit of the entire movement and the law 
resulting therefrom contemplated a more kindly interest in the youth
ful offender than merely to watch over him. The weakness of the 
whole situation as it now exists is that in too many instances the 
probationary officers are selected in a somewhat haphazard manner. 
Instead of some person selected because of his special fitness for such 
work, the Courts, in the absence of any regular constituted official for 
that work, find it necessary to appoint different persons to serve in 
the capacity of probation officers;—such persons as deputy marshals, 
assistant United States attorneys, some other enforcement officials, 

i the relatives of the offender, and, even worse than that, attorneys for
the offender himself. Such persons as these above mentioned cannot 
be expected to give the services that are needed in this matter because 
they have neither the time nor, in many instances, the disposition. No 
one should necessarily expect a relative of an offender to keep the 
Court fully advised as to the offender’s future misconduct. On the 
other hand it should be expected that such a probation officer would 
naturally protect his relatives, and for that reason and purpose would, 
in all probability, fail to report to the Court such misconduct. Cer
tainly no one could expect the average criminal attorney to report 

l future misconduct of some client that he had represented in Court
\ for a price. The point I am trying to make is not that such probation

officers would betray the trust imposed in them by the Court, but 
that the defendant himself would reason like I have reasoned above, 
—namely, that his relative or his attorney would be loath to report 
his future infractions. Thus reasoning, he would not so much feel 

( the need of upright conduct as he would if he knew that he was under
the supervision of one who, being kindly disposed toward him, never
theless would insist that full faith be kept with the Government.

{ My plea is for the appointment of a sufficient number of proba
tion officials to properly carry out the law in the spirit in which I 
believe it was written. There certainly should be one such probation
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officer in each Federal District. He, or she, should be a person of a 
kind heart; full of compassion for men; clean in mind and in act; 
of a strong determination; a person who loves his country and its 
institutions; a person who loves his fellow m en; one who would find 
pleasure in playing the part of a big brother; one whose duty it would 
be, and who would find pleasure in such a duty, to investigate all such 
cases as those to which I have referred. This investigation should be 
made prior to the appearance of the youthful offender in Court for his 
plea or trial, so that the probation officer could fully advise the Court 
ih each instance of the background of the offender and of the influ
ence that had been exerted upon his life prior to and at the time of the 
wrong committed by him, and who would be able to advise the court 
the best thing for both the youth and society as to whether the sen
tence should be suspended or not, and if suspended then to take such 
an offender into his affection and life to assist him to retrace his steps 
and to get his feet in the pathway of right living and to accompany 
him along that pathway until the youth himself should have developed 
strength enough to stand alone and a sufficient strong purpose to resist 
evil.



SOME USES OF THE INTELLIGENCE QUOTIENT IN THE ADJUSTMENT OF THE DELINQUENT GIRL*
RUTH G. F ISH  j

University Hospital, Ann Arbor, Mich.
At the University Hospital, we make a very definite use of the 

intelligence quotient, in dealing with the delinquent girls who come 
to our attention as unmarried mothers, in the Obstetrical Department.

Our child placements are made through the Michigan Children’s 
Aid Society, the House of Providence and the State Public School. 
Every effort is made to assist the girls or their families to keep their 
infants. Formerly the patients were given psychometric examina
tions only when the worker suspected mental deficiency, which 
might affect the placement of the child or indicate institutional com
mitment.

Developments in many cases which were followed, proved that 
this method of attempting to judge mental content was not reliable 
or satisfactory. The increasing demands of the child-placing agencies 
for intelligence quotients of the mothers and the final decision of the 
Michigan Children’s Aid Society to take for adoption placement only 
those infants whose mother’s intelligence quotients were above eighty 
per cent, led us to make the psychometric examination of every girl 
a matter of routine.

W e were prepared for the findings in borderline cases, but have 
had constantly recurring occasion for surprise at the findings revealed 
in both the groups of higher and lower rating.

The intelligence quotient is, of course, not alone the deciding fac
tor in making our plans. It is an index in every case but it is from the 
psychological and psychiatric analysis that we usually take our leads. 
The revelation of special abilities or lack of abilities may often point 
the way to a satisfactory plan.

The ante-partum period of residence at the ward makes possible 
a degree of personality study and the behavior and habits correlate
♦ Read before the Michigan Inter-City Conference of Social Work.
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closely with the character analysis of the examination in almost every 
case.

Innate abilities and traits are modified of course by training and 
experience, into habits and tendencies of thought and action that must 
be considered in rehabilitation. Augusta Bronner has long since 
pointed out the necessity of knowing as much as possible about the 
special abilities or disabilities in addition to estimating the general 
ability of those for whom we are attempting to arrange a construc
tive program. Without personality studies and mental measurements 
it is difficult to proceed. Grading the individual up and searching for 
assets are essential, although liabilities have to be considered. “To 
differentiate between innate personality make-up and what is the 
result of environment and experience is a delicate task,” but must be 
attempted if sound advice is to be given. There are the constitu
tionally defective girls who are not mental defectives but who lack 
ability to face life’s issues squarely as well as the definitely inferior 
girl who cannot be expected to be responsible for her own weak
nesses and lack of inhibitions. We find very often the over-dynamic, 
impulsive, hyperactive girl who often lacks control and the intelligent 
type who is over sensitive and cannot adjust easily to the demands 
of the average of the group and therefore requires special considera
tion. Our first objective is to help the patient to keep or regain her 
self-respect. The thing she would like best to do is considered and 
if it is possible we try to direct her interests into achieving this goal. 
Modification is often necessary but in a gratifying number of cases 
rehabilitation along ideal lines is possible. The problems of institu
tionalization or sterilization with home supervision are frequently 
presented and here the differentiation is very necessary.

In dealing with unmarried mothers the natural maternal instinct 
of the patients and the chastening influence of the experience con
spire to develop the better characteristics and are of great value in 
readjustment to home and community life.

Time forbids a lengthy case presentation. It seems advisable, 
however, to mention a few cases where we have made use of the 
intelligence quotient in making our plans for our girls.

(a) There is the diffident girl whose appearance is not prepos
sessing but whose intelligence and personality we found warranted 
a high degree of trust.
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(b) Despite a low intelligence rating a girl can carry on suc

cessfully under direction even in special educational lines.
(c) Joyce O. was a very beautiful girl, apparently well bred, 

with a soft voice and dressed in good taste, far from our usual idea 
of a mental defective. Her intelligence quotient was found to be 
sixty-three. Investigation revealed that she had been a sex delin
quent for several years and was quite incorrigible so was not con
sidered a suitable custodian for her child and continued institution
alization was recommended.

(d) and (e) At one time last year there were two girls at the 
hospital with intelligence quotients of 67. The psychological analysis 
showed one to have defective practical judgment, poor comprehension 
of social situations and difficulty in thought associations. The other 
girl had fair critical judgment, was cooperative and evidenced com
prehension of social situations. The correlation of behavior enabled 
us to decide that one girl should be committed to the Industrial 
School and the other given work under friendly supervision. The 
one has failed on probation and the other girl has been able to sup
port her child, assist her family and proven herself entirely trust
worthy.

( f )  Another girl who made a very good appearance was reported 
by the examiner to have an intelligence quotient of 73, to be co
operative, although she showed little social insight. Close super
vision and direction of activities were recommended. She was 
industrious and insisted upon taking her infant. Within eleven 
months she returned, pregnant, and had another child. This infant 
was placed and within four months she returned to the hospital with 
a diagnosis of venereal disease and ectopic pregnancy which neces
sitated an operation. By this time the agencies in her community 
saw the necessity of institutional care.

(g) A girl with a high average intelligence quotient who was a 
student in a school of expression, after graduation from high school, 
was reported to have memory defects and poor conception of rela
tionship coupled with marked emotional tendencies. She attempted 
to keep her child but soon gave it up. She is unable to hold a position 
except for a very short time and is suspected to be a sex delinquent 
at this time.

(h) Bernice X. came to us well dressed, vivacious and gave no 
evidence of mental deficiency. Her intelligence quotient was so low
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that recommendation for institutional care or special supervision was 
made. Upon referring her case to the Judge of Probate of her county 
she was found to be a repeated sex offender and the family history 
was found to contain many records of institutional care and anti
social reactions. The girl was placed in the Training School and the 
child referred to the State Public School for observation until his 
mental capacity can be determined.



THE FUNCTIONS OF HOSPITAL SOCIAL 
SERVICE**

A REPO RT OF T H E  COM M ITTEE ON FUNCTIONS 
FOREW ORD

The present interval report is in no sense meant as a final state
ment of the findings and conclusions of the Committee on Functions. 
It is an attempt on the part of the Committee to review its experience, 
to present the results of its study, to state its present conception of 
the problem, to submit tentative conclusions, and to propose the next 
steps in its program.

Looking back over the past four years since the Committee started 
its work, it appears that most of our effort has been directed to reach
ing a clearer understanding of the problem we were asked to study ; 
namely, the definition of the functions of hospital social service. De
fining the unit of study is often the most difficult phase of any re
search.

During the first two years we learned that the problem was larger, 
more confused, more difficult to analyze than we had at first realized. 
During the last two years we have carried on a study designed to 
show the common and usual practice of present-day social service in 
representative hospitals of North America by analyzing a series of 
actual cases with a view to discovering what social workers have 
contributed to hospital care, what they have attempted, and what they 
have accomplished along certain lines, e.g., whether, in these cases, 
their inquiry and reporting of personal and family history and rela
tionships, work experience, etc., have contributed to medical and so
cial diagnosis, whether they have influenced the planning and carry
ing out of treatment.

The results of the study are gratifying. It is remarkable that so 
much common understanding appears, considering the large number 
of individuals participating, from so wide-spread an area, and the 
inadequacy of any printed guide.

The Committee takes this opportunity to express publicly its ap-
**An Interval Report of the Committee appointed by the American Association of Hospital Social Workers.
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predation and gratitude to Dr. Bryant for the labor undertaken in 
her vacation and rest time, and her sympathetic understanding of 
our endeavor. The fact that the material was prepared by persons 
unfamiliar with statistical method made the task more difficult; that 
it was put into shape and has meaning for us now is largely due to 
Dr. Bryant’s skill.

The first section of the report consists of a statistical analysis of 
the thousand cases; this is followed by the report of the Committee, 
containing comments, tentative conclusions, and a program of further 
study for completing its work.
STATISTICAL R EPO R T O F ONE THOUSAND SOCIAL 

CASES CLASSIFIED AND IN TERPRETED *
By Louise Stevens Bryant, Ph.D.

M ETHOD AND SCOPE OF STUDY
In the spring of 1924, the Functions Committee of the American 

Association of Hospital Social Workers began to formulate a plan 
of study, and to work on a schedule. After a number of attempts a 
questionnaire was decided upon, and copies and instructions were 
distributed to representative hospitals. The returns were collected 
and turned over to me. I coded and tabulated the data and prepared 
a preliminary report on 200 cases in the spring of 1926. This was 
distributed to various individuals and discussed at the 1926 annual 
meeting of the Association. The present report is made on 1000 cases 
and takes advantage of the criticisms and suggestions resulting from 
the preliminary paper.

Eighty-six hospitals in thirty-four cities, in nineteen states and in 
Canada were asked to cooperate, and the quotas of cases assigned 
originally to these hospitals amounted to thirteen hundred and fifty. 
The returns numbered 1029 cases, or 76 per cent, of the 1350 asked 
for. Of the hospitals, 60 (or 70 per cent.) fulfilled their promise, and 
more cases than their quotas called for, and several sent fewer. De
tails are shown in the accompanying list.

As such things go, this is a fine showing, and the Committee may 
be well pleased with the replies, which evidenced care and attention, 
and real devotion on the part of the workers.

* Report on 1000 cases studied under the auspices of the Committee on Functions of the American Association of Hospital Social Workers, 1925-1927. This report constitutes the statistical study of the cases upon which is based in part the Interval Report of the Committee.



Report and Case Study 447
NUMBER OF CASES REQUESTED AND CONTRIBUTED ACCORD

ING TO GEOGRAPHICAL LOCATION OF HOSPITALS
Hospital CasesCity New England District Requested Received

Boston Boston Dispensary Children’s
15 1430 15

City 30 24
Dept, of State Adult Poor 5 4
Massachusetts General 30 75
Massachusetts Homeopathic 10 10
Psychopathic 30 10
Robert Brigham 15 15

Cambridge Cambridge 5 10
Chelsea U. S. Naval 5 5
Dorchester Boston State 5 15
Fall River Union 5 0
Hartford Municipal 5 0
Pawtucket Pawtucket 5 0
Providence Rhode Island General 5 0
Taunton Taunton State 5 0
Tewksbury State Infirmary 

North Atlantic District
5 10

New York City Bellevue 15 0Brooklyn 15 0Cornell Clinic 15 0Lenox Hill 20 20Manhattan State 15 0Mount Sinai 15 0
Post Graduate 15 0Presbyterian 50 90St. Luke’s 15 22Sloane 15 15
Vanderbilt
Middle Atlantic District

15 0

Philadelphia Episcopal 15 0Hahnemann 15 0Pennsylvania 15 14Philadelphia General 15 6Polyclinic 15 7Presbyterian 15 0
University 
Potomac District

15 22

Baltimore Hebrew 30 0Johns Hopkins 30 38Mercy 15 0University of Maryland 15 0
Washington Georgetown University 15 15St. Elizabeth’s 15 15
Wilmington Delaware

Eastern Central District
30 15

Pittsburgh Allegheny General 15 15Mercy 15 15Montefiore 15 25Presbyterian 15 4
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City Requested Received
South Side 15 10Western Pennsylvania 15 34Rochester Rochester General 15 0Rochester Homeopathic 
Western Central District

5 4

Buffalo Buffalo General 5 7U. S. Marine No. 3 5 3Cleveland Charity 15 25Lakeside 15 17Mount Sinai 15 29St. Luke’s 
Illinois District

5 3

Chicago Central Free Dispensary 15 15Chicago State Children’s Memorial 15 015 21Cook County 15 15The Institute for Juvenile Research 15 15* Presbyterian 15 0Michael Reese Dispensary 15 15Michael Reese Hospital 
Indiana District

15 15

Indianapolis Indianapolis City Dispensary 15 15Indianapolis City Hospital 15 11Robert Long Hospital 
Iowa District

30 30

Iowa City State Psychopathic (Univ. of Iowa)
Minnesota District

15 15

Minneapolis University of Minnesota 15 15St. Paul The Wilder Dispensary 15 0Ancker 15 0Rochester The Mayo Clinic 
St. Louis District

15 15

St. Louis St. Louis Social Service 
Eastern Canada District

50 50

Montreal Children’s Memorial 15 15Montreal General 15 12Montreal General (Western Divis.) 15 11Royal Victoria
Districts not yet Organized

15 12

Boulder University of Colorado 15 0Louisville Louisville City 15 5Memphis Memphis General . 15 15Milwaukee Marquette Dispensary 15 0Omaha University of Nebraska 15 15San Francisco Stanford Clinics 15 0Mount Zion 15 0Toronto Hosp. for Sick Children 20 0Toronto General 20 20
TOTAL 1350 1029

^Indicates Hospitals unable to make study at this time.
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The questions were devised so as to avoid the necessity for verbal 

formulation, which is the great obstacle to satisfactory results in 
studies conducted by means of questionnaires.

Selection of Group of Cases.—Quotation from the instruction 
sheet will best make clear the method by which the cases were to be 
selected and the answers to be recorded:

All cases are to be either “closed” cases or cases in which treatment had been established for three months or more.All cases are to be taken in order of admittance to the care of Social Service beginning at a certain date, for example, 10-1-23.It is desirable to have the analyses made by the worker who was responsible for the case, or at least took some prominent part in it. This is not a study of record keeping, but of content and meaning of hospital social work. All information, whether recorded or in the minds of workers, should be drawn upon. This should include the cooperative services of Community Agencies contributed to the case; also the contribution made by physicians, or other of definite social character.In short, it is a pooling of all social contributions to the case and not a limited description of a particular worker’s or a particular department’s contribution.All questions should be answered by one of four replies, “yes,” “no,” “not 
applicable,” or “not attempted.”The answers “yes” or “no” should be construed as “in the main it is so.” Some of us will be tempted to say “yes” and “no” to the same question. I t  is the Committee’s belief that in every instance of this kind painstaking review of the course of events and the outcome will resolve doubt, and the process of making this review will teach us much.The answer “no” means attempted but not successful.Code in which replies are to be made:Y Yes; N No; — Not applicable; X Not attempted.

The returns were made on large tally sheets, each of which had 
a sample entry of an entire case at the top to serve as a model. Each 
case required one line of answers, and the sheets were made to hold 
fifteen cases apiece. The usual way of filling these seems to have 
been for two workers, one of them familiar with the particular case, 
to talk over the case together and to make the entries for each question 
as they came to it. In addition to the formal replies, several workers 
sent in detailed case histories in which the questions were answered 
concretely. The following sample case illustrates the form of ques
tionnaire and the type of reply.

SAM PLE CASE TO ILLUSTRATE QUESTIONNAIRE
1. No .,—. Sex, Female. Age, 42.2. Type of Medical Problem : Cardiac. Medical Diagnosis: Hypertension; angina pectoris; myocarditis; nephritis, chronic; diabetes mellitus (mild).3. Type of Social Problem : Chronic Invalid. Social Diagnosis: Adjustment of family life to chronic invalid, securing partnership of family in plan.4. Duration of Medical Care: October 10, 1922—still open. (May, 1925.)5. Duration of Social Care: December 13, 1924—still open. (May, 1925.)
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Part A. Diagnosis.

6. I. Did you convey the patient’s social setting to the physician? Ans.— Yes. Social history attached to hospital history.II. Did your investigation of the patient’s personal history (e. g., familyhistory; development, behavior, school, interests and recreation, companions, personality traits, etc.) contribute:7. a. To the specific medical diagnosis ? Ans.—Not applicable. Diagnosis based on clinical findings.8. b. To the understanding of the entire health problem of the patient? Ans.—Yes. Personality traits revealed reasons for emotional upsets reacting upon physical condition.III. Did your investigation of the family life and relationships contribute:9. a. To the specific medical diagnosis ? Ans.—Not applicable. Diagnosis based on clinical findings.10. b. To the understanding of the entire health problem of the patient ? Ans.—Yes. Emotional family ties revealed reaction upon patient’s physical condition.IV. Did your investigation of the adequacy and stability of sources of supportcontribute:11. a. To the specific medical diagnosis ? Ans.—Not applicable. Diagnosis based on clinical findings.12. b. To the understanding of the entire health problem of the patient ?Ans.—Yes. History of poverty and privation, especially latter on patient’s part for sake of children. *V. Did your investigation of patient’s work history contribute:13. a. To the specific medical diagnosis? Ans.—Not applicable. Diagnosis based on clinical findings.14. b. To the understanding of the entire health problem of the patient? Ans.—Yes. Persistent hard work when physically unable to carry on.
Part B. Interpretation and Treatment.

I. Did you interpret the patient’s mental and physical condition to the following:15. a. Himself ? Ans.—Yes. Attempts made to reconcile patient to chronic 
invalidism.16. b. His family? Ans.—Yes. Prognosis, recommendations and instructions given by the doctor interpreted to older sons and daughters.17. c. His friends ? Ans.—Not attempted. Neighbors who were friends thought patient lazy. Because of their tendency to over-sympathize, interpretation might have proved detrimental to patient.

Community agencies:
18. d. Health? Ans.—To Visiting Nurse Association when called in for temporary service. To Dental Clinic to which patient was referred.19. e. Social ? Ans.—Yes. Patient’s limitations and prognosis interpreted to Family Welfare when they were asked to furnish housekeeper.20. f . Industrial ? Ans.—Not applicable. Patient a housewife.
21. g. Educational ? Ans.—Not applicable. Patient an adult.
22. h. Recreational? Ans.—Not applicable. No connection with organized 

recreation.23. i. Religious ? Ans.—Not applicable. No church affiliation.24. j. Legal? Ans.—Not applicable. No legal situation.
II. Did you report the patient’s social setting to the following community

agencies:
25. a. Health ? Ans.—In detail to out-patient doctor of Family Welfare 

Agency, who was asked to treat patient in home to avoid exertion of attending 
clinic. It helped to stimulate and sustain his interest in a long-time trying case.

■ 8
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26. b. Social ? Ans.—Yes. To Family Welfare Agency, when requesting them to provide housekeeper and cooperate, should home have to be broken up.27. c. Industrial ? Ans.—Not applicable. Patient a housewife.28. d. Educational ? Ans.—Not applicable. Patient an adult.29. e. Recreational? Ans.—Not applicable. No connection with organized recreation.30. f. Religious ? Ans.—Not applicable. No church affiliation.31. g. Legal ? Ans.—Not applicable. No legal situation.32. III. Did your investigation of the patient’s personal history and social setting contribute to the plan for Medical-( Social) Treatment? Ans.—Yes. Plan to have patient remain at home, attended by out-patient doctor, and to have assistance in housework, based upon personal history and social setting.33. IV. Did your investigation of the adequacy and stability of sources of support contribute to the plan for Medical-(Social) Treatment? Ans.—Yes. Investigation showed that family budget allowed margin to pay for assistance in housework.34. V. Did the facts about the patient’s character or health revealed in the work history contribute to the plan for Medical-( Social) Treatment? Ans.— Yes. Plan based upon patient’s demand for high standards of housework.VI. Were available resources utilized for Medical- ( Social) Treatment:35. a. Within the patient himself ? Ans.—Yes. To guard against desires for activities tending to over-exertion, to stimulate thinking out her own plan.36. b. Within the family? Ans.—Yes. Sons encouraged and urged to plan for family adjustment and patient’s supervision.37. c. Within his friends ? Ans.—Not attempted. Danger of their oversympathizing with patient.
Within Community Agencies:

38. d. Health? Ans.—Yes. Visiting Nurse Association; Out-patient doctor of Family W elfare; Dental School Clinic.39. e. Social ? Ans.—Family Welfare.40. f. Industrial? Ans.—Not applicable. Patient a housewife.41. g. Educational ? Ans.—Not applicable. Patient an adult.
42. h. Recreational ? Ans.—Not applicable. Not indicated for patient.43. i. Religious ? Ans.—Not applicable. No church affiliation, nor indica

tion for one.
44. j. Legal? Ans.—Not applicable. No legal situation.VII. Was adjusting or improving the condition of the patient within the homeor in outside relationships accomplished or in process of accomp

lishment by means of the following:
45. a. Improving the household management ? Ans.—Yes. Outside help 

for heavy housework and division of labor at home.
46. b. Improving the physical condition of the household ? Ans.—Bed pur

chased for 6-year-old daughter so that she could sleep alone.47. c. Building up family loyalty and affection ? Ans.—Yes. Stimulating 
responsibility and duty in proportion to age and affection in members of family.

48. d. Stimulating better relationship between the patient and his friends ? 
Ans.—Not attempted. Would have involved interpretation of patient’s condi
tion, and sympathy of neighbors might have done more harm than good.

49. e. Promoting recreation ? Ans.—Not applicable. Patient limited to 
minimum exertion.

50. f. Improving the patient’s management of relationship in work? Ans.—• 
Yes. Through division of household duties patient and daughter found less 
cause for friction.51. g. Improving the patient’s physical conditions at work? Ans.—Getting outside help for heavy housework.
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52. h. Other means? (Workers were requested to suggest other means used by them for promoting patient’s welfare.) Recreation for other members of the family? Ans.—Yes. Home and outside recreation for three daughters.53. i. Other means? (None suggested).

Part C. Constructive Measures for Health Conservation.
I. The patient and his family:54 a. Was the patient helped to understand his disability and how to live most profitably within its limitations? Ans.—Yes. Through detailed instructions regarding daily routine of living.55. b. Was the patient helped to recognize and safeguard his elements of strength, and to develop these to their full extent? Ans.—Not applicable. Because of diagnosis and poor prognosis.c. Were you able to stabilize or increase the income to meet the health needs:56. Of the patient? Ans.—Yes. Married son paid for housekeeper.57. Of the family? Ans.—Yes. Contribution of sons increased. Married son paid for new bed.d. Were constructive health measures taught (both personal hygiene and sanitation) :58. To the patient? Ans.—Yes. Diet and hygiene.59. To the patient’s family? Ans.—Yes. Mental hygiene for six-year-old daughter, and pre-obese diet for another daughter.60. e. Did you secure a medical examination for any members of the patient’s family? Ans.—Yes. For two daughters. Six year old overcame enuresis through treatment in habit clinic.II. Community Relations: In treating the patient, were any steps taken towards- improving:61. a. The general working conditions within his industry or business? Ans.—Not applicable. Patient a housewife.62. b. School or other educational field, e. g., reformatories, specialized institutions, etc.? Ans.—Not applicable. Patient a housewife.63. c. Recreation, e. g., movies, playgrounds, etc.? Ans.—Not attempted. Impractical to attempt improvement of cheap picture shows in neighborhood.64. d. Public Sanitation, e. g., marketing food, housing, etc.? Ans.—Not attempted. Impractical to attempt improvement although neighborhood was poor.

65. III. Is there indication that the conduct of this case brought about better cooperation and coordination among social and health agencies? Ans.—Yes. through cooperation with family agency and out-patient doctor.66. IV. Was this case used in any study or research work, e. g., unmarried mothers; industrial disease, diagnostic index, etc. ? Indicate by abbreviation, or enter on back. Ans.—Not attempted.
When the returns were in, the answers were reduced to code and 

guides prepared for making statistical punch cards, so that the ma
terial could be sorted and counted mechanically by means of machines 
similar to those used in compiling the United States Census. The 
Underwriters’ Statistical Bureau of New York punched, sorted and 
counted the cards and prepared the original tabulations from which 
the tables given in this report are constructed.
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ANALYSIS O F CASES
Among the thousand cases, there were more than one hundred 

separate medical diagnoses. These have been combined into less than 
fifty heads, and are shown in Table I, arranged in two main groups, 
the first including all those of a general medical and surgical nature, 
and the second those presenting a nervous or mental condition. These 
in turn are subdivided into the kinds of cases handled by various 
services, such as medicine, obstetrics and gynecology, orthopedic in
cluding accidents, and the specialties of eye, ear, nose and throat. 
Under the second group come the four subdivisions of diseases of 
brain or cord, psychopathic states, mental defects, and behavior 
problems.

The principle of classification is a practical one, made with the 
general administration of a medical institution in mind, rather than 
according to any of the theories of medical nomenclature. In general, 
the assignment of any special condition to the subdivisions was de
termined by the use of Lambert’s system.1

The distribution of diagnosis is quite different from that which 
would appear if all the cases handled in a hospital were listed. It is to 
be borne in mind, however, that the study was not planned to measure 
the incidence of social factors in the various clinical divisions of 
Medicine. The selective process usually followed in assigning cases 
to social service, and the development of special provisions for certain 
groups, such as tuberculous or pediatric, probably account for the un
even distribution which is noted. For example, in this study more 
than half the diagnoses belong to the internal medicine subdivision, 
(A ) which usually comprises a much smaller proportion of the total 
clinic cases.2 Similarly, obstetrical and gynecological cases (B ) in 
this study occur about one in eight, as compared with one in seven
teen of the usual clinic population, and eye, ear, nose and throat diag
noses occur in less than 3 per cent, of the cases in this study, as com
pared with 27 per cent, in clinics as a whole, if figures concerning 
New York clinics are typical.

The most marked difference, however, is in the mental and nervous 
conditions, where 282 cases, or 28 per cent., were grouped in this
1 Lambert, Adrian V. S., “A Terminology of Disease,” New York, Hoeber,1926, 3rd edition revised.
2 Davis, M. M., “Clinics, Hospitals and Health Centers,” New York, 1927,Harpers, pp. 48-49.



454 Report and Case Study
study as compared with only 4 per cent, of the average clinic cases. 
I t is interesting in this connection to note that among 1000 families 
under the care of New York family welfare organizations in 1925, 
276 had one or more members presenting mental or nervous 
problems.8

Social Problems
Following the same plan of grouping employed in connection with 

the medical diagnoses, the social problems as defined by the workers 
were grouped in two main categories, the first containing those with 
general problems only, and the second those with special psycho
logical problems. The cases grouped as psychological problems in
cluded all those in which the major difficulty listed was within the 
patient’s mind or personality, and where anything from persuasion to 
entire psychic re-education was required if medical treatment were to 
be effective. Of course this dichotomous distinction is arbitrary, as 
no social problem is without its psychological features. The “general” 
problems were simply those in which these features were not men
tioned.

In Table I, each medical diagnosis is shown in relation to the 
general type of social problem listed. In Table I-A the figures in 
Table I are summarized, so as to show the percentage of medical 
conditions. Each group is also shown as related to the type of social 
problem, in per cent. form. In Table II, the distribution of social 
problems is given more in detail, each of the two general groups being 
subdivided into the combinations of problems presented, making seven 
subdivisions in all, thus:

I. In the first group, without a psychological factor being listed 
there were 593 cases. Among these were:

1. Those presenting social problems directly connected with 
medical condition, numbering 95. These included special hy
gienic care and instruction as related to the individual, the 
family or the community, institutional placement, or occupa
tional therapy, and are called “medical-social.”

2. Those which presented only such problems as might 
exist apart from the medical problem, and be handled by an 
outside organization, including economic or employment in- 3

3 Bryant, Louise Stevens, “Better Doctoring—Less Dependency,” New York,1927.
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sufficiency, family maladjustment, legal complications, etc. 
These numbered 185, and are called “general social.”

3. Those which had a combination of 1 and 2, numbering 
313.

II. In the second group there were those presenting psychological 
problems sufficiently marked to be a main condition. These totalled 
407, and were further subdivided into those with only these problems, 
71; with medical-social in addition, 55; with general social or economic 
in addition, 157; and finally those with all three items, 124.

The way in which these different social factors were associated 
with the general medical problems is shown in the second part of 
Table II  where the figures are given in per cents. While 29 per cent, 
of the cases with general medical or surgical diagnoses presented 
psychological problems, 71 per cent, of the other group were so listed.

Table II-A  shows how the three elements of the social problems, 
medical, social or economic and psychological, combined in the 1000 
cases. Thus in 779 cases, or over three-quarters, there were general 
social factors such as might be met with in cases coming under the 
care of any social agency. In 587, the predominant social problems 
were such as are incident to illness and hospital care and are usually 
undertaken by Hospital Social Service. In 407, the outstanding 
problems were such as required understanding of psychology, either 
in the normal or the psychiatric field.

In Table III, the individual social problems most frequently listed 
are shown, totalling 2,258, and grouped according to whether they 
are directly related to the medical problem or whether the connection 
is indirect. The distinction means that while the social problems in 
the first group depended definitely upon the medical condition, in the 
sense of not existing apart from it, those in the second would have 
been difficulties in any circumstances, whether the patient had hap
pened to need medical care or not. Of course some of the particular 
problems listed were aggravated by the medical factor, as for example 
the economic and employment questions. All in the group not directly 
related to the medical problem were such as might be encountered 
by any social service agency doing case work.

Under the first heading there were 1,144 problems, of which those 
involving personality adjustment were most numerous, amounting 
to 407; those requiring special hygiene related to their medical con
dition came next with 286; those needing general instruction in hy
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giene for themselves or family, 154; those with industrial handicaps 
because of physical conditions, 126; those for whom institutional care 
of some sort was required, 124; and finally those whose major prob
lem involved the protection of the community because of contagious 
disease, 47.

In the second group of problems, totalling 1,114, the most fre
quent was economic insufficiency, from unemployment or other causes, 
affecting 491, or nearly half of all. Next came family or home mal
adjustments of various sorts, including widowhood, desertion, in
compatibility, 456. Illegitimacy was the next most frequent, with 75, 
a large number when it is noted that there were only 99 cases of 
pregnancy. Finally came mental disorders in other members of the 
family, 56; and prostitution, 36. Many of these are psychological in 
character, of course, but were not included in that category because 
they did not involve specific personality adjustments related to the 
medical condition.

A ge and Sex
Among the 1,000 cases there were 238 men, 440 women and 322 

children under sixteen with 159 boys and 163 girls. The distribution 
of the children into various age groups is shown in Table IV. There 
were 240 school children of whom 120 were boys and 120 girls; 37 
pre-school, with 19 girls and 18 boys and 45 babies under 2 years, 
of which 21 were boys and 24 girls.

In this table the general type of medical and social problems for 
each age and sex group is shown. Thus in the whole group, 72 per 
cent, had general medical or surgical conditions, and 28 nervous; 
while 59 per cent had general social problems and 41 psychological 
social problems. Among the adults, the medical problems were al
most equally distributed between the sexes, with 26 per cent, of the 
men and 28 per cent, of the women in the nervous group. Among 
the children there were relatively more boys with nervous conditions, 
32 per cent, as compared with 27 per cent, of the girls. Likewise 
in the case of the social problems, the women had a larger proportion 
in the psychological group, with 44 per cent, as compared with 34 
per cent, of the men. Among the children, however, 45 per cent, of 
the boys had psychological difficulties, as compared with 35 per cent, 
of the girls. This was particularly true of the school children where 
57 per cent, of the boys were listed as having psychological problems, 
and only 43 per cent, of the girls.
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In the preliminary study of 200 cases, the single largest sodal 

problem listed for women was personality adjustment, a quarter of 
all requiring this, as compared with 7 per cent, of the men. The 
women presented more social problems directly related to their medi
cal diagnosis than the men did, and so also did the children.

T ime of Care
The periods during which the cases had been under the physician’s 

care and under the care of the social service department are shown 
in Table V. Most of the cases were closed at the time the study was 
made, but not all. The only requirement with regard to the length of 
the care was that the case should be at least three months old, so as 
to insure opportunity for most of the facts about it to have been 
gathered.

The time varied from under a month to over ten years in a few 
cases. In the table the periods are grouped according to one month 
intervals up to a year, then by six months to two years, then by years 
up to five and over. Under both headings the figures are given in two 
ways: first the number of cases under care for each specified length 
of time; and second the number of cases within the length of time 
cumulatively considered. Thus there were 21 cases that happened 
to have been in the hospitals’ files for eleven months, but there were 
658 cases that had been there eleven months or less.

Each column is further subdivided by three lines, indicating the 
quartiles, or the periods within which successively a quarter, a half, 
and three quarters of all the cases were under care.

The length of time the cases were under hospital care varied from 
less than a month, in a few cases two weeks, to extremely long 
periods, 65 or over 6 per cent, being under care over five years. Con
sidered by quartiles, the first quartile fell in the two months interval, 
with 309 with two months or less. Over half were under hospital 
care six months or less and over three quarters less than a year and 
a half.

On the whole the time was longer under social care, as there were 
far fewer listed for brief periods, as under a month or for one or two 
months. The first quartile fell within four months, with 318, or 
nearly a third in this period. Over half were under social care for 
seven months or less and 805, over three-quarters, within seventeen
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months. On the other hand, not so many were under extremely long 
social service care as under hospital care, there being only 36 over 
five years as compared with 65 under hospital care.

There appears to be no more than a general relation between the 
time under hospital and social care for the same cases. This is shown 
in Table VII, where the thousand cases are shown distributed accord
ing to the length of time under both sorts of care, in the three sub
divisions of three months or less, four and five months, and six months 
and over. Of the 366 cases under hospital care three months or less, 
183 were under social care for the same time, but 61 were four or five 
months, and 122 for over six months. Of the 523 cases under hos
pital care for over six months 40 were under social care for three 
months or less, 40 for four or five and 443 for six months or more.

These relationships are shown more clearly in parts B and C of 
Table V II, where the figures are given in per cent. form. Thus of 
every 100 cases under hospital care for three months or less, 50 had 
the same time under social care, 16 were cared for four or five 
months and 34 were cared for over six months. Similarly in C it 
may be seen that for each 100 cases under social care for four or five 
months, 37 had been under hospital care for three months or less, 40 
for four or five and 23 for over six months.

The relation of the time under hospital or social care and the 
general character of the medical and social problems is shown in 
Table VI. From this it appears that the hospital care was longer 
in the general medical cases than in the nervous and mental. Thus 
those under care for less than three months constituted 30 per cent, 
of the general and 34 of the nervous, while 35 per cent, of the general 
were under care a year or more, as compared with only 31 per cent 
of the nervous group. When one considers the social problems, how
ever, one finds that those with psychological difficulties had relatively 
more hospital care than the other, the difference being between 38 and 
32 per cent, respectively, within a year or more.

The time under social service care showed still different distribu
tions, those with general medical problems being under care for 
shorter periods than the nervous groups. Of the nervous group 36 
per cent, were under social service care for a year or more as com
pared with 29 per cent, of the general medical cases. Similarly the 
patients with psychological problems were under longer care than 
the other, 39 per cent, being listed for a year or more, while only 28 
per cent, of the others remained that long.
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Contributions of S ocial F actors
The way in which social factors contributed to the medical care of 

the cases under social service was brought out by the main body of 
questions in the schedules. The general answers to each question 
from six to sixty-six are shown in Table V III, where in each case 
the following things are shown. First, the cases are divided into 
those where the question was considered applicable, and those where 
it was not so considered. Those where the question was considered 
applicable are further divided according to whether the particular 
procedure mentioned was tried or not, and with what result. It was 
assumed in interpreting the answers, that “yes” meant tried and 
successful, “no” tried without success. The percentage of successful 
trials is shown in each case, on the basis of the number considered 
applicable, rather than on the whole thousand. The figures in the 
first column show the proportion of the whole number where the 
question was considered applicable. It is interesting to note that the 
workers analyzing their cases considered the questions applicable in 
the vast majority of cases. The lowest proportion where the question 
was considered to apply was 357, which was No. 61 relating to the 
utilization of the case history in attempting to alter working condi
tions. Altogether, of the 61 questions, 45 were considered applicable 
to more than half the cases, and 26 applied to over three quarters. 
This is evidence of the probable usefulness of the inquiry, as it ap
peared to be relevant to those questioned. This is not always the 
case with questionnaires.

Table V III may be used as a sort of source table, as it covers the 
whole inquiry in summary form. The details of the answers are 
shown in the tables following, in which the various questions are 
grouped, corresponding to Sections A, B, C, etc., of Table V III, 
according to the various parts of the schedule. In all the rest of the 
tables no attention is given to anything but the cases in which the 
answer to any question was yes. The figures are shown for the total 
1,000 cases, and then for each group of problems, medical and social, 
on a percentage basis. The way to read any table is as follows. The 
numbers on the schedule are noted at the top under each heading. 
Thus in Table IX, Social Factors in Medical Diagnosis, the schedule 
numbers covered are from 6 to 14, inclusive. The particular ques
tions are listed to the left, beginning with No. 6, “Social report made
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to physician.” The first column represents the percentage of the 
total cases in which this was answered “yes,” which in this case was 
96. Then there are four columns corresponding to the medical and 
social diagnoses. Under A, are the two medical groups of problems, 
1) General; and 2) Nervous; and under B. are the two general groups 
of social problems, 1) General; and 2) Psychological. The figures 
under each heading represent the per cent, of each type of case in 
which that particular question was answered “yes.”

Thus it may be seen that the social report was made to the 
physician in 95 per cent, of all the cases with a general medical or 
surgical condition, and 96 per cent, of those with a nervous one. The 
report was made in 96 per cent, of all the cases whether the social 
problem was general or psychological. All the rest of the questions 
are arranged similarly.

A. Social Factors in Medical Diagnosis— ( Questions 6-14.)
Under this heading there were nine questions. These related to 

three factors: first was the social setting of the case reported to the 
physician; second, did the information contribute to the specific 
diagnosis; third, did it contribute to the general understanding of the 
health problem of the patient, in other words, to the whole diagnosis? 
It is apparent that social workers, as a matter of routine, report to 
physicians the social setting of the patients, since such a report was 
made in 97 per cent, of the cases where the question was considered 
applicable. Reference to Table V III shows that in general the facts 
revealed by study of the social situation made a contribution to the 
process of reaching or confirming diagnosis.

The interpretation of these figures is of some doubt in view of the 
fact that the instruction sheet indicated that the social contribution 
represented a pooling of all social factors irrespective of who dis
covered them, and in the detailed questions the form of statement 
indicated that the contribution was to be that of the social worker. It 
is recognized further that the final judgment as set down in the 
answers represents formulation not by the physician but by the 
worker. This raises a question upon which light might be thrown by 
further medical and social study.

The other questions under this head are more searching. I t is 
conceivable that a report on the social history of the patient might be 
made and that the matter stopped there. However, in answer to the
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question as to whether the diagnosis was modified or influenced in 
any way by the considerations presented, the following appears:

In 35 per cent, or over one-third of all the cases the personal 
history of the patient was believed to have affected the specific medical 
diagnosis. By definition this was supposed to mean that the item 
contributed to the making of the diagnosis or that it substantiated 
or negatived it. This was claimed in 22 per cent, of cases with a 
general medical or surgical condition, and in 68 per cent, of cases with 
a nervous or mental one. If this is true, personal history would seem 
to influence medical diagnosis in three times as many nervous as gen
eral cases. Classifying the cases according to the two categories of 
social problems (those which we have called general social problems, 
and those in which a psychological element was prominent) it is found 
that the personal history contributed to the medical diagnosis of 51 
per cent, of the patients presenting psychological problems. The 
personal history of patients whose predominant problem was of a 
more general nature, as economic insufficiency, made a contribution 
to diagnosis in only 24 per cent, of the cases.

Similar differences appear with regard to the other items in the 
social record, those relating to the family, to the economic and work 
histories. In each case, the relation between the social factors and 
the specific medical condition was more pronounced in the nervous 
and psychological cases than in those with general medical and social 
problems.

This was naturally far more influenced by the social history than 
was the specific medical diagnosis. The personal history made a 
contribution in 82 per cent, of the general medical group, and in 90 
per cent, of the nervous; the family history modified the health picture 
in 80 per cent, of the general medical group and in 87 of the nervous; 
the economic history was effective in 72 per cent, of the general and 
70 per cent, of the nervous; and the work history in 47 of the general 
and 54 of the nervous. Considering the social types, similar differ
ences appear.

Taking the whole group of questions together under this head, 
“Social Factors in Diagnosis,” of all the possible answers to ques
tions concerning contribution to diagnosis, numbering 9,000, there 
were 4,896 positive replies, or more than half of all. If only the ones 
where the question was considered applicable are included the positive 
answers form over 70 per cent.
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In evaluating these results it should be recalled that these cases 

are selected, and that they represent only a limited proportion of hos
pital patients. This consideration modifies very much the impression 
that might otherwise be gained of the weight of social factors in 
medical diagnosis, if it were assumed for example that one in five 
hospital cases was diagnosed even in part on the basis of items re
vealed by social inquiry.

B. Medical Social Service as Interpreter. ( Questions 15-24).
The next ten questions related to what is perhaps an essential 

function of medical social service, or indeed of any social case work, 
that of interpretation of the situation to the individual, and to his 
family and friends, and to the various agencies in the community that 
are interested or might be enlisted.

The questions in this section were considered applicable in over 
two-thirds of all instances, and the process was tried in a large num
ber, with a marked score on the side of success, as may be seen from 
part B. of Table V III, and also in Table X. Thus his condition was 
interpreted to the patient himself in 77 per cent, of the total, to his 
family in 84 per cent, and to his friends in 39 per cent.; and to 
various community agencies in different degrees.

The extent to which outside agencies were involved is significant, 
and is brought out in other parts of the schedule, as in C and E. The 
social and health agencies are naturally most referred to, appearing 
in about two-thirds of all, but the others, like educational, industrial, 
religious, legal and recreational are involved in from 20 to 30 per 
cent, of all.

In regard to interpretation of the patient’s situation to an outside 
agency, this would mean that in two out of three cases either some 
prior association existed between the patient and another agency, or 
that a sufficiently close association was established early enough in 
the course of the treatment to make necessary an intimate acquain
tance by the agency with the mental and physical status of the case.

On the whole, interpretation was made in more instances in the 
nervous and psychological groups than in the general ones. Inter
pretation to the family took place in about the same number of 
instances in each group. Interpretation of his condition was made 
somewhat less often to the nervous patient than to the general one, 
but interpretation of the nervous patient’s disability was made to
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others more frequently than interpretation of the general patient’s 
condition. For example, interpretation was made to friends of ner
vous patients in 46 out of a hundred cases as compared with 36 out of 
a hundred general ones; to social agencies in 71 as compared with 
65 out of a hundred; to educational agencies, 43 as against 23.

In the two social categories also, more interpretation of the 
psychological problems was needed than of the general problems.

C. Social Setting of Patients Reported to Community Agencies.
( Questions 25-31)

Presumably the reporting of the social setting of the patient to an 
outside agency would indicate that the case was being referred for 
outside treatment of some sort. Some sort of outside agency was 
reported to in from 65 or 19 per cent, of the cases, the greatest 
number being to social and health agencies. Here there was little 
difference according to the type of problem either medical or social.

D. and E. Medical-Social Treatment. ( Questions 32-34 and 35-44)
As might be expected, the social investigation made considerable 

contribution to the plan of medical-(social) treatment. As shown in 
Table X II the personal and family history made a positive contribu
tion in 95 per cent, of the cases, the proportion being 96 and 99 in the 
nervous and psychological groups.

The character of the resources utilized in medical-social treatment 
is shown in Table X III. In more than three-quarters of all the cases 
resources within the patient himself and his family were drawn upon, 
and among his friends in over a third. Here again there was a 
slightly greater use made of personal resources in the nervous and 
psychological groups.

Health agencies were utilized in 70 per cent, of all the cases, and 
social in 66. Social, educational, religious, legal and recreational 
agencies were utilized more for the nervous and psychological groups 
than the general, while the health and industrial were used more for 
the general groups.

F. Means of Improvement. ( Questions 45-53)
The next questions were closely related to the preceding and had 

to do with the measures used in adjusting or improving the condition
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of the patient within the home or in outside relationship. The meas
ure most frequently attempted was stimulation of family loyalty and 
affection, which was attempted in 60 per cent, of all cases. It was 
considered not applicable in 31 per cent., and was not attempted in 
9 per cent. Some success was claimed in 46 per cent, of all cases, 
with a higher proportion of application of the measure to nervous 
and psychological problems. Of the cases considered applicable suc
cess was claimed in 66 per cent.

The measure next used most frequently was improvement of the 
physical condition of the household, which was applied in 38 per cent, 
of all cases, with little distinction among the various types of problem. 
Almost as frequent was the attempt to improve the household manage
ment, with a total of 36 per cent, of all cases and 40 per cent, in the 
ones with psychological problems.

Promoting recreation applied to 29 per cent, of all, and to nearly 
half of those with nervous and mental troubles. Curiously enough 
the group with psychological troubles had their recreation looked into 
in only 22 per cent, of the cases. This is not consistent with the 
preceding figures, in Table X III in which it appeared that recreational 
community resources were used in 35 per cent, of the cases with 
psychological problems. The question must have been construed to 
mean direct provision by the social worker of incentives to recrea
tional activities, possibly of a personal kind, not covered by the com
munity resources.

Stimulating better relationship between the patient and his friends 
was effected in a quarter of all cases with the emphasis on the nervous
and psychological cases.

Improvement of working conditions and relationships was effected 
in a fifth of all, the relationships being stressed in the nervous and 
psychological groups.

G. Constructive Measures for Health Conservation.
( Questions 54-60)

The responses to the questions under this head were strikingly 
positive. The questions were considered applicable in nearly all 
cases. The per cent, in which the answers were ‘yes’ is shown in 
Table XV.

Measures to help the patient understand his disability and to live 
most profitably within its limitation were taken in 80 per cent, of the
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cases. In 15 per cent, the question was deemed not applicable. A 
very large claim is made as to the success of these measures, as the 
workers felt that they accomplished the desired result in three-quar
ters of the cases to which they applied these measures.

The patient was helped to recognize and safeguard his elements of 
strength and to develop them to their full extent in two-thirds of 
all cases, with a trifle higher showing in those with a psychological 
problem.

Economic adjustments to meet the health needs of the patient or of 
the family as a whole were made in about a third of all cases, with 
more instances among the general groups than the nervous or psycho
logical.

Seventy per cent, of all the patients and 57 per cent, of the fami
lies were taught constructive health measures.

Perhaps the single most striking result was obtained in regard to 
securing medical examinations for members of the patients’ families. 
This question was considered applicable in 783 cases, and some medi
cal care was secured for 449 of these. It was not tried in only 136 
or about one-eighth of all. It was unsuccessfully attempted in 198. 
(See Table V III) . It would be interesting to know in how many 
cases these examinations were “health examinations” in that the per
son examined had no overt symptoms. In any case, a substantial con
tribution to community health was made by aiding so many persons 
to secure medical care.

H. General Community Welfare. (Questions 61-66)
The last set of questions related to the place of medical social 

service in the welfare enterprises of the community at large. This 
was a different sort of approach from that in the other questions, and 
the degree of positive answers must be evaluated somewhat 
differently.

Four questions involved the consideration of whether the particu
lar case treatment included attempts to improve conditions in various 
fields, the industrial, the educational, the recreational and that of 
public health. In about one in ten some accomplishment was noted in 
promoting education and public sanitation, and in about one in twenty 
in relation to industry and recreation. There was little difference 
among the various types of problems. These on the whole are high
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figures and show a substantial partaking of medical social workers in 
the larger community movements.

The question as to whether the case treatment involved coordina
tion of health and social agencies was answered positively in 56 per 
cent, of the cases, with a slightly higher proportion in the nervous 
group. This was to be expected in a majority of cases.

Fifteen per cent., or one in seven, of the cases reported upon were 
used in “research.” As described in the questionnaire, “study or re
search work” included such topics as “unmarried mothers, industrial 
disease, diagnostic index, etc.” The category was purposely made 
broad and comprises, besides specific research, the accumulation of 
material for study, and the collection of cases for group study and 
discussion.

Meaning of the Study
W hat light does the study of the thousand cases throw on the 

question of practice of hospital social work in North America?
The study shows the hospital social workers proceeding in the 

following way: making inquiry into the social situations of the 
patients referred to their care and expressing the social problems 
thus revealed; communicating their findings to the physician; and 
(by implication) learning from the physician what the whole medico- 
social situation means as to the patient’s outlook, and interpreting 
this to the patient and others who are required to assist the patient 
in carrying out the medico-social plan of treatment; discovering 
and utilizing measures for the medico-social treatment; and finally 
aiding in the prevention of disease by teaching the patient to safe
guard his strength.

The social worker’s major contributions to medical care, gauged 
by frequency of performance, are: (1) the securing of information 
to enable an adequate understanding of the general health problem of 
the patient, (2) interpretation of the patient’s health problem to him
self, his family and community welfare agencies, and (3) the mo
bilizing of measures for the relief of the patient and his associates.

The social worker’s main purposes in all this appear to be the 
improvement of particular individuals suffering from specific health 
disturbances rather than community health promotion or general im
provement of conditions in industry, education, public health, etc. 
(Tables 15 and 16.)

Briefly, then, the basic practices of hospital social work exhibited
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in the study under consideration can be described as discovery of the 
relevant social factors in the health problems of particular patients 
and influencing these factors in such ways as to further the patient’s 
medical care.

Does this study give a true representation of usual and current 
hospital social practices, or does it by reason of a pre-arranged de
sign or pattern of thought force the items of practice into an artificial 
representation ? The questionnaire method whenever used neces
sarily limits the subject matter to be considered. The questionnaire 
sent out by the Committee was limited to the use of hospitals where 
Social Service Departments already exist to serve hospital patients 
and act as centers of control for determining the use of outside social 
agencies on behalf of hospital patients. It was not sent to hospitals 
lacking such departments. Also, in designing the questionnaire cer
tain frank assumptions were made. One assumption is that there 
exists a vital relationship between the practice of medicine and social 
service in hospitals, based on the idea that the social situation of the 
patient and his reaction to this are significant to medicine both in 
diagnosis and treatment. A further assumption is that the social 
worker follows an orderly plan of practice; viz., to study or investi
gate the social situation, to report this situation to the physician, to 
learn the relevance of the social to the medical condition, and the 
meaning for the patient’s life of the whole medico-social problem 
thus brought under consideration, and finally to attempt change or 
modification of the social situation as the medico-social problem may 
require.

These two general assumptions as to the nature of hospital social 
service suggest an a priori conception of hospital social functions. Do 
the answers to the questionnaire afford any grounds for believing the 
a priori conception warranted ? We believe they do afford such 
grounds by indicating that the conception is accepted in usual practice. 
In the first place, sixty different hospitals in widely separated localities 
were able to fill out the questionnaire, i.e., they found the questions 
applicable. As Dr. Bryant points out (Page 459) “the workers 
analyzing their cases considered the questions applicable in the vast 
majority of cases.” Then too, the questionnaire was found to be 
fairly inclusive, for no important items were added although in every 
group of questions space was arranged to give opportunity to do so. 
And finally, there was general agreement among those who took part
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in the study that the questionnaire did offer an outline into which the 
major processes of social case work in hospitals easily fitted.

It seems, then, reasonable to believe that this study as far as it 
goes presents a trustworthy picture of hospital social practice. It 
also seems that the practice conforms in the main to the Committee’s 
conception, as formulated in the questionnaire, of activities appro
priate for hospital social service to engage in.*

We ask the reader, at this point, to review carefully the sample 
case (Page 449) in Dr. Bryant’s description of the study, in order 
to understand the conceptions and familiarize himself with the gen
eral type of answers from which the tables ( Pages 449-452) are 
compiled.

We ask, too, that he bear in mind the limitations of the “yes and 
no” method employed and that he also make allowance for some in
adequacies of the instructions issued to guide in filling out the ques
tionnaire. The answers “yes,” “no,” “not applicable” reveal only 
partially the meaning in the mind of the answerer. Obviously much 
variation in interpretation is thereby permitted. Opinion as to success 
or failure varies from hour to hour in the same mind, and capacity for 
critical judgment varies even more extravagantly from mind to mind. 
Likewise, opinion varies greatly as to what course of action is applica
ble and to be attempted in a given case. For instance, in the sample 
case quoted (Pages 449-452) we find the following answers:

“Did you report the patient’s social setting to the following community agencies?
21. Educational? Not applicable. Patient an adult.
22. Recreational ? Not applicable. No connection with organized recreation.
23. Religious? Not applicable. No church affiliation.”
“Was adjusting or improving the condition of the patient within 

the home or in outside relationship accomplished or in process of 
accomplishment by means of the following:49. Promoting recreation? Not applicable. Patient limited to 
minimum exertion.”The answers as given seem to indicate that the worker who filled 
out this schedule thought of “education” as school activities only, 
“recreation” as organized activities involving physical exertion, “re-
*A11 cases considered in this study were referred to Social Service because of some symptom of social need and, therefore, do not represent a cross-section of hospital work. How much social factors in the general run of cases influence the receiving and the giving of medical care, we do not know.
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ligion” as church relationships. A different conception of the terms 
“education,” “recreation,” “religion,” might have made them seem 
applicable to this patient. Indeed, for a real and deep understanding 
of function, a fine discrimination in the matter of what is and what 
is not applicable is fundamental. One wishes that it might have been 
feasible to know explicitly what constituted “not applicable” in the 
mind of each worker.

Again, that “no” was not always used in the sense “attempted but 
not successful” seems to be indicated by the tabulation (Table 8) of 
the replies to Question 66, “Was this case used in any study or re
search?” The answer was “no” in 431 cases, which if used accord
ing to the directions in the schedule meant that study or research was 
attempted but unsuccessful in forty-three per cent, of all cases. I t is 
obvious that the workers meant this “no” in the sense of “not at
tempted.”

The difficulty of understanding the meaning of answers not 
phrased to describe what was done is very striking in Table V III, 
“Part A : Social Factors in Diagnosis”—comprising answers to the 
questions “Did your investigation of the patient’s personal history and 
relationships, adequacy and stability of sources of support, work his
tory, contribute to the specific medical diagnosis?”

The instruction sheet reads: “Contribution to diagnosis, either 
to the specific medical diagnosis or to the understanding of the entire 
health problem of the patient, which is construed to mean:

1. contribute to the process of reaching diagnosis
2. substantiate or negative the diagnosis already made.

Such instruction permitted, we now feel sure, very loose and inac
curate interpretation of “contribution,” for in thirty-five per cent, 
of the whole number of cases the social worker’s investigation is said 
to have contributed to the specific medical diagnosis. Using the 
classifications “General Medical and Surgical” and “Nervous and 
Mental,” contribution to specific medical diagnosis is claimed in 
twenty-two per cent, of the former, and in sixty per cent, of the latter. 
Without reviewing the 350 cases where contribution is claimed, no 
satisfactory explanation of the meaning of the “contribution” can be 
offered.

It is possible that workers construed questions 1 and 2 very 
broadly in the sense that symptoms or personal history in general 
contribute to diagnosis and if a social worker secured, say, the per
sonal history, she contributed to the process of reaching diagnosis.
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But even should the social worker secure the whole personal history 
and convey it to the physician, it would not be proper to claim that 
the social findings contributed to the specific medical diagnosis in 
such conditions as myocarditis or pneumonia where diagnosis is al
most entirely based on clinical observation. Whether or not social 
workers observe and report physical symptoms and signs—as fever, 
pain, cough, rash, etc., is irrelevant in this study, which is primarily 
concerned with social elements and the meaning of these in hospital 
practice. Social workers probably did discover and report physical 
symptoms in some of the 1,000 cases, and confused this with dis
covery and reporting of social symptoms. (I t may have happened 
also that in a few instances social findings contributed negatively to 
specific medical diagnosis in the general medical and surgical cases by 
ruling out such conditions as anxiety and exposure to industrial haz
ards.) On the other hand, no one questions that social findings, by 
whomsoever found, contributed to specific diagnosis in the psycho
neurotic cases, as well as to the “understanding of the entire health 
problem of the patient” ; and no one, we believe, questions that the 
social worker’s investigation of family life and relationships, ade
quacy of support, work history, etc., contributed to both of these.

But the Committee is of the opinion that the schedule and the in
structions did not adequately safeguard the answers pertaining to the 
contribution of the social worker to the specific medical diagnosis.

Another criticism of the instruction sheet relates to the request to 
classify cases broadly as to general type of social problem; as, for ex
ample, personality, economic, vocational. In making the tabulation 
this gave the broad grouping “General Social” and “Psychological,” all 
the personality group being called psychological. In a general way, 
this division has obvious value as indicating the main concern of the 
worker, but the Committee would caution the reader to guard against 
the inclination to underestimate the large psychological element in 
many of the conditions classified as “general.” Surely in most voca
tional problems, and in family relationship problems, the psychological 
element is great. It is again a matter of varying interpretation on the 
part of the worker whether emphasis is placed on the subjective or 
objective element in any situation. An economic problem may result 
from loss of job due to poor intelligence or emotional instability. The 
result is economic; the inciting cause psychological.

The Committee frankly recognized at the beginning the difficulty 
of varying interpretation when deciding to use the “Yes and No”
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questionnaire. Our original attempt had been a questionnaire calling 
for descriptive answers such a s : “What, in the opinion of the doctor, 
was contributed to the specific medical diagnosis by the social find
ings?” A small number of cases assembled by this method proved 
too difficult to classify and interpret. It was thought that a large 
number of cases done by the rougher “Yes and No” questionnaire 
method and by a larger number of workers would result in a truer 
picture of practice.

The Committee thinks that the outcome has justified its decision 
in favor of the larger numbers and simpler material for statistical 
grouping. Never before that we know of have so many hospital 
social workers collaborated in a common task for the purpose of 
reaching a common understanding of their objectives and methods.

As we have said, what the Committee sought in this study was a 
rough picture of practice rather than accurate measurement. For our 
immediate purpose, it is important to know that hospital social serv
ice in the sixty hospitals reporting cases is generally attempting to 
bring some social contribution to the several processes of medical 
care—study, diagnosis, treatment and prevention. The bulk of their 
contribution is to these medical processes. Attempts on the part of 
hospital social service to influence general community welfare—in
dustrial conditions, public sanitation, recreational resources, etc.— 
make a much smaller showing. This study could only show these 
attempts in connection with the particular cases reported and hence 
may not be a correct measure of this kind of activity. Even so, it is 
significant for a consideration of functions that the social workers in 
these hospitals discovered need for improving public sanitation and 
recreational resources, working conditions within industries or busi
ness, in from one-third to one-half of the cases, and that they suc
ceeded in making some improvement in from three per cent, to nine 
per cent, of the actual cases.

For the hospital social worker’s contribution to community wel
fare in general, perhaps the most significant items in this study appear 
under the heading “Constructive Measures for Health Conservation.” 
The contributions here are mainly directed toward prevention of ill 
health by helping the patient to understand his disability and to live 
most profitably within his limitations, to recognize and safeguard his 
elements of strength, and to develop these to their fullest extent; 
teaching constructive health measures both to the patient and to his 
family, and securing medical care for members of the patient’s family.
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More searching inquiry must still be made to discover the exact 

nature of all these activities, but we are satisfied that the assembling 
of these thousand examples even in rough outline has been significant. 
Not the least benefit has been the bringing together of so many social 
workers in a joint task and the discussion of functions and profes
sional requirements thereby provoked. The fact that the members 
of the Association are standing behind us and are willing to coop
erate encourages the Committee to go forward in its quest.

T H E  COM M ITTEE’S TEN TA TIV E CONCLUSIONS AND
NEXT STEPS 

Summary of Functions*
What has the Committee gained in understanding of the func

tions of hospital social work ?
In the first place, we have come to make a precise use of the term 

function, to mean activity appropriate to the agent in distinction to 
practice, which we understand to mean any activity commonly carried 
on by the agent. The questionnaire material represents practice rather 
than function, although, as has been said, the prevalence of the prac
tices reported indicates that they are generally considered appropriate. 
Still, we recognize the fact that the existence of a practice is not proof 
of its appropriateness for the practitioner, or in the circumstances. 
The questionnaire itself, however, represents an outline of activi
ties which the Committee considers appropriate to hospital social 
work. The replies show that actual current practice corresponds more 
closely to this outline than we had expected.

It remains for the Committee to present its argument for the ap
propriateness of the activities outlined in the questionnaire.

Appropriateness, let us admit, cannot be determined, as can prac
tice, by scrutiny of one set of facts. It is an idea of relation between 
several sets of facts, and in so complex a matter as professional func
tion it is probably not possible to demonstrate it beyond doubt and 
difference of opinion. That it is a matter for argument the Commit
tee accepts, marshalling what facts we may as basis for our argument.

What, then, is “appropriateness” in the sense in which we are 
using the word? We think of three tests of the appropriateness of 
the activities under discussion. Do the activities meet an actual need ?
*We are indebted to Miss M. Antoinette Cannon for assistance with thissection of our report.



Are they carried on by persons able and equipped for such perform
ance? Is the best interest of hospital and community served by hav
ing the activities directed and controlled by the hospital, or would 
some arrangement with outside social agencies for meeting the need 
of social service in hospital practice be more expedient ?

The assumptions of the questionnaire as to the relation of social 
work to medicine, as to appropriate procedure of study, interpretation, 
and treatment, and as to connection of hospital work with that of 
other social and health agencies, are all based upon these three ideas 
of fitness.

Let us illustrate with the one item of study of family life . 
Does it meet a need ? Probably it will be readily admitted that there 
are times when a person in trouble can be best helped by aid of an 
understanding of the development of his family relationships. It will 
be admitted, too, that sickness is one common element in the trouble
some situations which require study of family life. Medical study 
of cases is incomplete unless it includes more or less consideration of 
family history, and some medical-social situations require thorough 
study of family both in biological and social aspects. We assume that 
study of family does meet an actual need.

Is a person trained in social work capable of studying the social 
aspects of family life? Again, we think it will be admitted that 
social case work has developed a method for this activity, and that 
this method may be practiced by the social worker in the hospital.

Now let us apply the third fitness test, that of expedient division 
of labor. We shall not so easily find agreement as to where lines had 
best be drawn. Indeed, it is on this ground that not a little confusion 
has existed as to the functions of hospital social work. The question 
of division of labor becomes still more controversial in connection with 
social treatment, where the borderline between medical-social and 
non-medical social agency may broaden to a no-man’s land except as 
it can be determined point by point and case by case in joint agree
ment. One of the reasons for such a study of function as we are 
now engaged in is to prevent a no-man’s land in which sick people 
needing community help may be lost.*

As to division of labor within the hospital, there is also room for

Report and Case Study 473

♦ The controversy over the question whether training in nursing is required for competent performance of social service in hospitals is not discussed by this Committee as it seems to belong properly to the Committee on Education.
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divergence of opinion, since the physician must study and treat the 
sick person rather than the disease, and he may delegate more or less 
of this study and treatment to a special social work department of the 
hospital, just as he may more or less rely upon a laboratory for help in 
his chemical analyses.

Physicians hold somewhat different opinions as to what part of 
social study and treatment is appropriately assigned to hospital social 
workers in the whole program of medical care. It is generally agreed, 
however, that social relationships (domestic, civic, industrial, recrea
tional) and physical environment (shelter, clothing, workshops, 
streets, playgrounds) are appropriate subjects for hospital social 
workers to study and treat in connection with medical care. Study 
and treatment of the personality disturbances and problems of pa
tients are thought a more delicate and intimate task for collaboration, 
and some physicians feel this task should not be delegated. Many 
physicians, on the other hand, find collaboration with a social worker 
an effective way of helping to solve personality problems, and more 
and more work of this sort is being delegated to social workers. E f
fective treatment of all human relationships requires the understand
ing and influencing of personalities, and the unadjustments manifested 
within the patient’s own personality do not appear essentially different 
from those manifested in his social relationships. The Committee 
therefore concludes that treatment of the personality problems is as 
appropriate for hospital social workers as the treatment of social rela
tionships. The important point in both is ability to understand and 
influence.

The question, however, as to where medical-social study and treat
ment best fit into the scheme of special services within the hospital 
and within the community has not been clearly answered.

The Functions Study questionnaire assumes a centre of social 
study and social treatment within the hospital. The answers to the 
questionnaire show that such centres exist and are in action. This 
does not prove that the best results are obtained by giving the doctor 
a special aid within his own organization, and by including certain 
forms of social study and treatment within the range of the hospital’s 
service rather than by distributing to outside agencies all that the 
doctor himself does not attempt. Evaluation of costs and results of 
this particular division of labor must rest upon an interpretation of 
data so extensive as to be beyond the scope of the present study. Here 
we are primarily concerned to find out what the social needs of hos-
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pital practice are, and we think that not until the nature of the social 
work needed is better understood can profitable inquiry be made of 
expediency of means.

The Functions Study questionnaire not only assumes the general 
appropriateness of social practice within the hospital; it also shows 
the special appropriateness of social practice along lines which relate 
to medical practice, and it indicates what those lines are, and the na
ture of the inter-relationship. “Did you convey the patient’s social 
setting to the physician?” “Did your investigation . . . contribute to 
the understanding of the entire health problem of the patient?” “Did 
you interpret the patient’s mental and physical condition to himself? 
his family? etc.” “Did you report the patient’s social setting to the 
following social agencies?”— (A question on the distribution of non
medical social problems to agencies outside the hospital.) “Were 
available resources utilized for medical-(social) treatment: within 
the patient? etc.” “Was the patient helped to understand his dis
ability and to live most profitably within its limitations?” A review 
at this point of the entire set of questions will show how in making it 
the Committee had in mind at every point the bearing of the particular 
activity mentioned upon the care of ill-health, obviously the primary 
purpose of the hospital.

It is an accepted idea that whatever activity is required for the 
medical care of patients is an appropriate activity for a hospital to 
engage in. Social factors in the lives of patients affect their health, 
hence medical care requires consideration of these, and therefore this 
consideration is within the proper scope of a hospital’s activity and 
especially of the department maintained by the hospital to deal with 
social situations.

Social factors which appear in hospital practice fall into three main 
categories:

1. Social conditions which bear directly on the health of the pa
tient, either inducing susceptibility to ill-health, or helping or hindering the securing and completing of medical care.

2. Social distress caused to others by the illness of patients; such as, loss of income, neglect of children, etc.
3. Social problems not having direct cause-and-effect relation to the health condition, but collateral to it. Such problems would exist 

independently of the sickness.
These factors exist in many possible combinations.

It is clear that the social factors which fall into Class 1 are the
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proper and special concern of the doctor and therefore of the hospital, 
and that if any social work is to be done under hospital auspices, much 
of it will deal with the conditions in this class. Not all social causes 
of sickness can be dealt with by hospitals; many come within the 
field of public departments, many within the field of social work done 
under non-hospital auspices; e.g., ignorance and poverty. Neverthe
less, it is inevitable that the hospital by following the clue of individ
ual sickness should unearth a great many such underlying personal 
and environmental conditions which the physician must be able to 
control because of the greater unity and effectiveness of a study and 
treatment which envisages the whole man.

The meeting of social needs caused by sickness (Class 2) is in 
perhaps greater measure the responsibility of the community outside 
the hospital; for instance, no one would expect the medical institution 
to undertake the care of all families left dependent by the sickness 
and death of its patients. But here also the hospital will play a part 
by discovering the need, advising as to ways of meeting it, and giving 
information about the condition and outlook of the patient.

The social problems of the third class seem to fall outside the aim 
of the hospital; yet even this group comes into the medical view of 
“the whole man,” and may play its part in the cycle of mental and 
physical changes which are the focus of the physician’s attention. 
For this collateral problem the hospital must, when necessary, try to 
find resources outside of medical auspices, whether within the im
mediate patient-group or in one of the community’s agencies. The 
hospital must indeed at times seek such resources beyond its own 
walls in all three types of social complication. And in all three types 
there will be cases in which the whole treatment, medical and social, 
will fall within the purpose of the hospital and may best be accom
plished under its auspices.

To understand these needs is a service which the hospital owes to 
all patients. It follows that an inquiry should be made into the per
sonal and environmental circumstances of all patients and we con
sider participation in this inquiry a major function of hospital social 
work. Such inquiry is not the chance discovery of episodes in the 
patient’s past life or of his present needs and desires. It is a delib
erate, methodical undertaking, directed to specific ends. It takes 
place by direct observation on the part of the inquirer, and by the 
securing of testimony from the patient himself, and from others asso
ciated with him. It should reveal all the facts essential to a knowl-
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edge of the meaning of his sickness and the means he has, or lacks, 
for meeting his disability. It may be brief or extended. Even a brief 
inquiry, planned and carried out with enough precision to give facts 
which make the main issues clear will save much waste motion for 
patient and for hospital.

During the process of gathering these social facts, which we have 
called inquiry, another process goes on which we have also assumed 
to be an appropriate and a necessary function—the diagnostic process. 
This consists in discovering and noting relationships between facts, 
separating the relevant from the irrelevant to a certain purpose, trac
ing effects back to their causes, distinguishing between assets and 
liabilities. In diagnosing one adds to the facts gathered in the par
ticular case one’s knowledge of facts and principles gained from ex
perience of other cases, comparing, testing, trying to form an articu
lated idea of this situation which will serve as a reasonable basis on 
which to plan treatment.

Diagnostic process has long been recognized as essential to medi
cal practice. In social work it has been generally recognized as a 
possibility and a necessity since Miss Richmond wrote the first con
siderable book on social case method and called it “Social Diagnosis.” 
If the social factors in health problems are to be reasonably dealt 
with, they too must be distinguished and articulated to the whole. 
Diagnosis is the key function of medical-social work. It opens up 
possibilities for treatment. Intelligent treatment demands both medi
cal and social diagnosis, which safeguards the patient against hasty, 
ill-directed treatment on the one hand, and fruitless, indiscriminate 
inquiry on the other.

The diagnostic process usually results in a more or less brief, 
formulated statement of the main issues in the situation which is com
monly called the diagnosis. In medicine the diagnosis is in terms of 
classification. To understand the essentials of any particular medical 
case, one needs not only this classifying diagnosis, as “tuberculosis,” 
“pneumonia,” etc., but also a description of its effect upon the par
ticular patient. In social work the diagnosis is usually in descriptive 
terms as to a particular situation.

A medical-social diagnosis should be, we believe, something more 
than a social diagnosis added to a medical diagnosis.* It should sig-
*The Committee recognizes that medical diagnosis plus social diagnosis is a formulation which is useful to doctor and social worker, whether or not a medical-social diagnosis in our sense be possible. It is however the special usefulness and appropriateness of the medical-social diagnosis which we wish to emphasize here.
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nify the condition resulting from the interaction of the health and 
social situation. The findings of the social worker regarding social 
relationships, behavior, and physical environment are a contribution 
which the physician responsible for the care of the patient must re
late to other findings (his own observations and those of others; the 
testimony of the patient himself and of others about the patient) in 
order to express the full significance of the health disturbance. The 
hospital social worker cannot alone determine a medical-social diag
nosis. Social findings have significance for medicine proper only in 
the light of other findings which the social worker as social worker 
has no skill to discover or evaluate. On the other hand, many medi
cal findings are useless to social work proper unless they are inter
preted in terms of the sick person’s capacities and needs. Whether 
the patient has hyperthyroidism or heart disease matters to the social 
worker only as it affects the patient’s manner of life and outlook. 
The social worker needs to learn not only the effect of the disease but 
also the general physical conditions, other disabilities or liabilities, and 
the compensating assets.

This whole condition, which when expressed becomes the medical- 
social diagnosis, contains within it the basis of prognosis or estimate 
as to probable outcome of a given case in given circumstances. Such 
prognosis must be secured from the physician for sound planning of 
social treatment. The questions on “interpretation” imply that such 
information was obtained.

Interpretation is assumed to be one of the specific functions of 
medical social work. It is a part of medical-social treatment. It is 
sometimes the only direct help needed from the medical-social worker, 
often a continuing process in the attempt to change attitudes of pa
tients and patient-group, and to enlist their participation in treatment, 
and always an essential in the making of joint plans and carrying out 
of joint treatment involving doctor, medical-social worker, and other 
social agencies, as well as the patient and his associates. It is the 
process of helping someone—patient, patient’s family, employer, or 
outside social worker—to understand the medical-social diagnosis and 
prognosis. By means of the interpretative process, the medical plan 
becomes integrated into the patient’s scheme of life. Interpretation 
is a poor word for this process, but we do not know of another that 
comes as near to indicating this function, and this is in common use 
in the sense in which we have used it.
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The activities described in preceding pages have been preparation 

for the main purpose of the hospital, viz., treatment. Medical-social 
treatment, like medical-social diagnosis, is largely a joint undertaking 
of the doctor and the social worker. As pointed out before, disturb
ances in the social life of a patient not directly connected with or 
bearing on the medical care, become manifest in social inquiry, and 
the hospital through the social worker may decide to act or not to act 
on behalf of the patient, depending on urgency of need, the patient’s 
powers of self-direction, etc. The hospital’s action in such cases can 
usually be limited to directing the patient or his family to suitable 
sources of help in the community.*

The social work of the hospital should, we believe, be confined in 
the main to matters concerned with medical care, whether it, by its 
own endeavors, enables the patient to carry out the plan of care, or 
solicits for him the aid of other community welfare agencies.

Tables 8 and 14 show the extent to which the various resources 
and means were utilized for treatment purposes in the thousand cases. 
It would, we think, take us too far afield to discuss the methods and 
techniques by which these purposes are accomplished. We realize, 
though, that a more vivid and adequate understanding of any ac
tivity is attained by knowing how it is performed, and in our final 
report it may seem necessary to attempt description of techniques, 
at least the two indispensable ones to social workers, interviewing 
and group discussion. At this time recognition of the major func
tions of hospital social service is our only concern.

The major activities recognized so far as appropriate to hospital 
social service we may recapitulate a s :

1. Inquiry into the social situation of hospital patients and the 
reporting of the findings to the responsible physician.

2. Determining, in collaboration with the physician, the factors in 
the social situation pertinent to the patient’s health and stating these as medical social problems or diagnoses.

3. Setting up, in collaboration with the physician, a possible goal 
or best estate for patient to aim for, given the medical problems and
*This Committee is not concerned in the present report with humanitarian demands on hospitals for relief of social distress in communities where agencies of social relief have not been founded. I t  is our opinion, however, that hospitals everywhere should accept the responsibility of influencing their communities to establish agencies for social relief and protection.
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the social situation of patient, and distinguishing the role the social 
worker is to play in plan for helping patient achieve the goal.

4. Executing the social worker’s part in the plan for helping pa
tient achieve his best estate.

These activities constitute the essential service of the social worker 
for the relief of the patient as an individual. In performing these 
activities the social worker has been obviously but following a track 
parallel to that of the main track of medical practice. Medical practice 
further accepts as function two other broad phases of service to human 
life—the “prevention of disease” and the “promotion of health.” The 
Committee is of the opinion that social workers connected with hos
pitals are advantageously situated for entering into both these phases 
of service. Those seeking care in medical institutions are apt to be in a 
receptive mood toward health teaching, while the prestige of the hos
pital gives force to the teaching; and more important still, the influ
ence of the medical profession somewhat safeguards teaching of 
hygiene and keeps it in touch with medical science.

The question of expedient and economical division of labor, how
ever, arises again here as it does at so many other points in our com
plex communal endeavors. Schools and colleges, newspapers and 
magazines, have undertaken “health education” on a wholesale scale; 
many organizations such as settlements, playground associations, ath
letic clubs, state and national parks have undertaken “health promo
tion” likewise on a huge scale; other associations have undertaken to 
improve industrial conditions, housing, streets, neighborhoods. The 
social worker in the hospital can have no such large opportunity. Her 
service is usually to individuals or small groups, and it is possible that 
she can contribute most to human welfare by furthering the rehabili
tation of individual patients whose health needs can be accurately 
learned from the physician and whose behavior and circumstances the 
social worker can herself learn to understand through her own ef
forts. We know that social workers are directly promoting the health 
of individual patients and their families by helping them to under
stand the resources as well as the hazards of their circumstances, and 
through better control of these, to enjoy a better manner of life. We 
know, too, on the other hand that they can and do promote health by 
running vacation camps, and by giving health talks and health exhibits. 
Both types of activity meet our first two tests of appropriateness. 
The activities are needed and trained medical-social workers are quali
fied to engage in them. Doubt arises only as to the expediency of
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devoting the time of the hospital social staff to general health pur
poses until the medical-social needs of the hospital’s own particular 
patients are more adequately met.

Public health activities for the education of the community at 
large are not now generally regarded as a necessary obligation of hos
pitals ; for the present and perhaps for a long time to come the load 
of case treatment strains their every resource. The Committee is 
disposed to think that social service, understood as one of the several 
services for assisting in the medical case work practice of the hospital, 
is for the present obligated to put its whole strength (all too meager 
at best) into case treatment.

Summing up briefly the main points discussed in this section:— 
The hospital needs to understand the patient as he usually lives, thinks 
and feels, as well as his usual habitat or physical environment in order 
to give treatment which takes into account the whole health problem.

Having such understanding added to the understanding of the 
disease, the hospital is able to determine the course of treatment most 
advantageous to the patient in the circumstances, and to utilize 
in effecting treatment sources of insight and cooperation which it could 
not otherwise have.

A special service or department within the hospital for securing 
information about the usual mode of life and habitat of patient and 
controlling and regulating these on behalf of medical care—a method 
developed during the past twenty years and being adopted by many 
leading hospitals—appears to be meeting the need for social work in 
hospitals to some extent. At present we do not know how much of 
the need is not being met, nor do we know which will be the sound 
and expedient way to meet the whole need,—whether by an expansion 
of this intra-mural service with increased cooperative relationship to 
community welfare agencies, or by the development of some other 
method.

The intra-mural method closely associated with the medical prac
tice of the hospital and functioning as an arm of the medical service 
(assuming a reasonably broad point of view on the part of the hospi
tal) would seem better safeguarded against error and waste motion 
than any other method we have been able to think of.

In our present Report we have tried to demonstrate the need of 
discovering and influencing the social elements in medical practice. 
Until the nature and importance of these elements are more generally 
recognized and understood no intelligent scheme for handling them
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can be made. When once this need is made clear, much that is now 
doubtful and controversial as to organization and operation of a 
service to meet the need will vanish and cease to trouble us.

We have much to learn about all the points discussed in the present 
Report. We have expressed our opinions freely hoping that issues 
so stated will lead to frank discussion and thus to clarification and 
better understanding.

N ext Steps
The Committee has decided that further study of current practice 

on a large scale will not be desirable. Such study would be costly and 
also would not yield a complete formulation of the functions of hos
pital social service. Practice in this field has to a large extent grown 
out of hospital deficiencies, and local demands and needs (not always 
social) for which provision has not otherwise been made by the hos
pital management.

The following program is proposed:
1. A  Study of the Activities Involved in the Care of III Health. 

For proper understanding of the need and the place of social work in 
a hospital we have come to recognize that we must understand the 
whole subject of the care of ill health. We propose therefore,

a. To outline, with the help of physicians and others, the es
sential phases of the care of ill health, namely, sickness, after
care, prevention; the nature of the activities appropriate to each 
phase; and the agents concerned in handling these.

b. To outline, as a corollary, the major processes in the man
agement of institutions for medical practice.

(1) To determine the difference, in practice and in princi
ple, between the management of the procedures that bear di
rectly on the treatment of the patient, and those that do not.

(2) To study further those procedures which bear directly 
on the treatment of the patient and discover which involve the 
direct participation of the patient.

(3) To discover in the case of those which involve the di
rect participation of the patient what sort of inquiry of the 
patient, what mode of interpretation, and what methods of 
influencing bring about the best results.

2. Group Discussion. We suggest bringing together in different
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parts of the country three or four small groups of social workers and 
physicians interested in the development of social service for hospitals 
to review and analyze their own experience in the care of ill health and 
in the management of medical institutions; to consider the material 
presented in this Report and any other material that may seem neces
sary, and to sum up their opinions in a formal report.

3. District Studies. Study in each district of the Association of 
any questions that may grow out of the discussion of the present Re
port or that arise in connection with any other subject related to the 
functions of social service in hospitals. We hope that the results of 
such studies will be shared with the National Committee.

Finally it should be said that this Committee is limiting its pro
gram to the study of the essential nature, or the content, of hospital 
social service, and is omitting (1) Teaching, (2) Research, (3) O r
ganization and Maintenance of Service, since these three activities 
are common to all professions.

It is proposed that the above program be completed by June 1929, 
or June 1930. We believe that we can accomplish more by setting 
ourselves goals and time limits.

Committee on Functions:
Edith Baker, St. Louis.
M iriam F inkelstein , Pittsburgh.
D orothy K etcham, Ann Arbor.
Mary K. Taylor, New York.
L ena W aters, Philadelphia.
Constance B. W ebb, Cleveland.
Janet T hornton, New York, Chairman.
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TABLE I

MEDICAL DIAGNOSIS OF 1000 CASES UNDER SOCIAL CARE 
Distribution by Age and Sex and Type of Social Problem

GrandTotal

Age and Sex Type of Social Problem
Diagnosis

Men Women Children General Psychological

Grand Total Cases................... 1000 238 440 322 593 407
Group I 718 175 225 511 207General Medical and Surgical. 318

A. Medical ............................. 511 152 189 170 368 143
Tuberculosis (all fo rm s). 123 46 34 43 99 24
Cardiac and Circulatory.. 100 33 36 31 71 29
Venereal ............................. 79 15 33 31 48 31

Syphilis ........................... 61 10 27 24 38 23
Gonorrhea ....................... 18 5 6 7 10 8

Metabolic ........................... 59 14 16 29 36 23
Diabetes ........................... 24 11 9 4 11 13
Malnutrition and Rickets 24 0 0 24 15 9
Other ............................... 11 3 7 1 10 1Gastro-intestinal ................ 36 15 12 9 26 10

Cancer ................................. 27 8 19 0 24 3
N on-tubercular Respirato ry 25 4 8 13 17 8
Arthritis ............................. 22 10 10 2 17 5
Nephritis ............................ 22 5 10 7 18 4
Infections (general).......... 10 2 3 5 6 4
Goitre .................................. 8 0 8 0 6 2

B. Obstetrical and Gyneco-logical ......................... 120 0 113 7 90 30
Pregnancy ........................... 99 0 93 6 82 17

Uncomplicated ............... 61> 0 57 4 55 6With complications........ 31 0 29 2 24 7Stillbirths or Abortions. 7 0 7 0 3 4Gynecological ..................... 21 0 20 1 8 13
C. Orthopedic and Accidents 57 19 10 28 34 23

Bone disease ....................... 24 8 4 12 13 11Muscle disorder................. 20 6 3 11 12 8Fractures ............................ 10 4 2 4 8 2Burns .................................. 3 1 1 1 1 2
D. Sense Organs................... 28 3 5 20 18 10

Eye ....................................... 11 2 4 5 8 3Nose and Throat................ 9 1 0 8 3 6Ear ....................................... 8 0 1 7 7 1
No present diagnosis............. 2 1 1 0 1 1
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TABLE I—(Continued)
MEDICAL DIAGNOSIS OF 1000 CASES UNDER SOCIAL CARE 

Distribution by Age and Sex and Type of Social Problem

GrandTotal

Age and Sex Type of Social Problem
Diagnosis

Men Women Children General Psychological

Group IINervous and Mental.............. 282 63 122 97 82 200
E. Diseases of Brain andCord ............................. 91 25 28 38 54 37

Paralytic dementia, tabes,ataxia ........................... 20 12 8 0 11 9Chorea ................................. 24 1 3 20 13 11Epilepsy ................... .......... 13 5 4 4 8 5Tumors and sclera............. 12 4 7 1 11 1Infantile paralysis.............. 11 0 4 7 7 4 'Encephalitis ....................... 7 1 1 5 1 6Slight paralysis................. 4 2 1 1 3 1
F. Psychopathic States......... 119 34 75 10 16 103

Psychoses and neurosesunspecified ................. 30 10 15 5 4 26Toxic psychoses ................ 19 8 10 1 6 13Schizo-phrenia ................... 17 8 8 1 3 14Manic-depressive ............... 15 1 14 0 1 14Anxiety and compensation neurosis ....................... 12 3 8 1 2 10Hysteria ............................. 11 1 8 2 0 11Psychaesthenia .................. 8 2 6 0 0 8Melancholia ....................... 4 1 3 0 0 4Paranoia ............................. 3 0 3 0 0 3
G. Mental Defects ................ 34 2 15 17 12 22

Feeble-minded ................... 19 0 3 16 10 9Constitutional inferior or psychopathic personality ........................... .. 11 2 8 1 1 10Both defective and diseased 4 0 4 0 1 3
H. Behavior Problems.......... 35 1 2 32 0 35
Not a mental case................. 3 1 2 0 0 3



T A B L E  I-A
MEDICAL DIAGNOSIS OF 1000 CASES UNDER SOCIAL CARE 
Per Cent of Distribution of Main Groups by Age and Sex and Type ofSocial Problem

Medical Diagnosis Group Total
\

Age and Sex Per 100 Each Type of Social Problem

Men Women Children General Psychological
Total .......................................... 100 100 100 100 59 41
I. General Medical or Surgical 72 73 73 70 72 28

A. Medical .............................B. Obstetrical and Gyneco- 51 63 44 53 72 28
logical ......................... 12 0 26 2 76 24C. Orthopedic and Accidents 6 8 2 9 60 40D. Sense Organs .................. 3 2 1 6 65 35

II. Nervous and Mental.......... 28 27 27 30 30 70
E. Diseases of Brain andCord ............................. 9 11 6 12 60 40F. Psychopathic states.......... 12 14 17 3 14 86G. Mental defects.................. 3 1 3 5 33 67H. Behavior problems.......... 4 1 1 10 0 100

TABLE II
SOCIAL PROBLEMS ASSOCIATED W IT H  EACH TY PE OF MEDICAL PROBLEM

A. Medical Problem
B. Medical-Social Problems Number Per Cent

Total (1)General (2)Nervous Total (1)General Nervous
Total ............................. ............. 1000 718 282 100 100 100
(1) General .............................. 593 511 82 59 71 30

Straight Medical-Social 19only .............................. 95 76 10 11 7General Social andEconomic ................... 185 166 19 19 23 7Medical and Social or
F.ennnmir ........................ 313 269 44 31 37 16

(2) With Psychological Ele-ment ............................. 407 207 200 41 29 70
Psychological only............. 71 16 55 7 2 19Psychological and Medical 55 36 19 6 5 7Psychological and Gener-al Social ..................... 157 73 84 16 10 29Psychological and Medical and General Social 124

i
82 42 12 12 15

486
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T A B L E  II-A
COMPONENT PARTS OF SOCIAL PROBLEMS IN  1000 MEDICALSO C IA L CASES

Incidence of Elements

Total

Combinations of Elements Cases
A B C

Medical Social Psychological
1000 587 779 407

AB Medical and Social...................... 313 313 313 — .

B Social and Economic only.......... 185 — 185 —
BC Psychological and Social............ 157 — 157 157
ABC Psychological, Medical andSocial .......................................... 124 124 124 124
A Medical only.................................. 95 95 — —
C Psychological only........................ 71 — — 71
AC Medical and Psychological........ 55 55 — 55

TABLE III
SO C IA L PR O B LEM S M OST F R E Q U E N T L Y  E N U M ER A TED  IN  1000 CASES UNDER MEDICAL SOCIAL CARE

TimesGroups Enumerated
Total Problems Listed .........................................................................  2,258
A. Directly Related to Medical Condition....................................... 1,144

Personality Adjustment ...........................................................  407Specific Hygiene ..............................................    286General Personal or Family H ygiene...................................  154Industrial Handicaps, or A djustm ent................................... 126Institutional Care .......................................................................  124Community Hygiene or Protection............................................... 47
B. General Social or Economic........................................................... 1,114

Economic Insufficiency ............................................................. 491Family or Home M aladjustm ent............................................. 456Illegitimacy ..................................................................................  75Mental Disease of O ther Member of Fam ily............................   56Prostitution ........................................................................................  36



488 Report and Case Study

TABLE IV
AGE AND SEX  D IS T R IB U T IO N  O F 1000 CASES U N D ER  MEDICAL SOCIAL CARE

Per Cent W ith Each Type of Problem
A. Medical B. Social

TotalNumber (1)General (2)Nervous (1)General
(2)Psychological

Grand T o ta l........................ 1000 72 28 59 41
Total M ale.......................... 397 71 29 61 39Total Fem ale...................... 603 72 28 59 41
Adults ...... ........................... 678 73 27 60 40

Men ............................... 238 74 26 66 34W omen ........................ 440 72 28 56 44
Children ............................... 322 70 30 60 40

Boys ............................. 159 68 32 55 45Girls .............................. 163 73 27 65 35
School Children.................. 240 63 37 49 51

Boys ............................ 120 60 40 43 57Girls .............................. 120 65 35 57 43
Pre-school Children.......... 37 92 8 79 21

Boys ............................. 18 89 11 80 20Girls .............................. 19 95 5 79 21
Babies ................................... 45 91 9 98 2

Boys ............................ 21 95 5 100 0Girls .............................. 24 90 10 96 4
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T A B L E  V
TIM E UNDER MEDICAL CARE AND UNDER CARE OF M ED IC A L SO CIA L SE R V IC E  IN  1000 CASES

Period
Hospital Care Social Care

Separate Cumulative Separate Cumulative

Under One M onth.................. 89 89 22 22
One Month .............................. 138 227 66 88
Two Months .......................... _82 309 68 156
Three Months ........................ 57 368 78 234
Four M onths............................ 45 411 84 318
Five M onths.............................. 66 477 83 401
Six M onths................................ 39 516 66 467
Seven M onths........................... 45 561 81 548
Eight M onths............................ 31 592 55 603
Nine M onths............................. 27 619 32 635
Ten M onths............................... 18 637 23 658
Eleven M onths........................ 21 658 19 677
One Year—17 M onths.......... 122 775 128 805
Eighteen—23 M onths.............. 46 821 60 865
Two Years—35 M onths........ 51 872 54 919
Three Years—47 M o n th s .... 42 914 29 948
Four Years—59 M onths........ 21 935 16 964
Five Years and over.............. 65 1000 36 1000
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T A B L E  V I
TIM E UNDER MEDICAL AND SOCIAL CARE COMPARING T Y P E S  O F PR O B LEM

! Period Total

1. Time Under Hospital Care Per 100 Each Type of Problem

A. Medical
0 )  (2) General Nervous

B. Social 
0 )  (2) General Psychological

Two months and less. . . 31 30 34 30 31
Three to six m onths---- 21 20 23 22 20
Seven to eleven m onths. 14 15 12 16 11
One year or m ore............ 34 35 31 32 38

2. Time Under Social Care

Two months and le s s .. . 16 16 15 16 15
Three to six m onths. . . . 31 33 29 33 28
Seven to eleven m onths. 21 22 20 23 18
One year or m ore.......... 32 29 36 28 39
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T A B L E  V II
RELATION OF TIM E UNDER MEDICAL CARE TO TIM E U N D E R  SO C IA L CARE

Months Under Medical Care Total
A. Months Under Social Care

Three and Less Four and Five Six and More
Total ........................................... 1000 324 167 599

Three and less........................... 366 183 61 122
Four and five............................. 111 11 66 34
Six and m ore............................ 523 40 40 443

B. Per 100 Each Period under Hospital Care
Total ........................................... 100 23 17 60
Three and less.......... ................ 100 50 16 34
Four and five............................ 100 10 60 30
Six and m ore............................. 100 8 8 84

C. Per 100 Each Period under Social Care
Total ........................................... 100 100 100 100
Threei and less.......................... 37 80 37 20

11 3 40 6
Six and m ore............................. 52 17 23 74
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T A B L E  V III

FU N C T IO N S O F M ED IC A L SO C IA L SE R V IC E  AS R E P O R T E DIN  1000 CASES
(Total Answers to Questions 6-34 on Schedule)

Items in Schedule

Question Considered Applicable

Qu
est

ion
 N

ot 
Ap

pli
cab

leTotal

Result of Trial

No
t T

rie
d

Success

Fa
ilu

re

Nu
mb

er

Pe
r 

Ce
nt

A. Social Factors in Diagnosis6. Social setting reported to physician .. 987 956 97 14 17 13Personal history contributed to:7. Specific medical diagnosis.................... 722 350 49 336 36 2788. General health picture........................... 927 843 91 73 11 73Family history contributed to:Sk~Specific medical diagnosis.................... 699 306 44 360 33 3011<). General health picture.......................... 909 821 90 76 12 91Economic history contributed to:11. Specific medical diagnosis.................... 593 178 30 375 40 40712. General health picture........................... 833 715 86 98 20 167W ork history contributed to:13. Specific medical diagnosis.................... 460 188 41 238 34 54014. General health p icture.......................... 617 488 79 107 22 383
B. Social Service as Interpreter to:

15. Patient ...... ............................................... 890 768 86 60 62 11016. His Fam ily................................................ 924 839 90 42 43 7617. His Friends............................................... 750 389 50 151 210 25018. Health Agency......................................... 832 652 79 79 101 16819. Social Agency........................................... 842 669 79 74 99 15820. Industrial Agency................................... 439 226 51 94 119 56121. Educational Agency.............................. 470 286 61 85 99 53022. Recreational Agency............................... 542 197 21 104 241 45823. Religious Agency..................................... 654 211 33 123 320 34624. Legal Agency.......... ................................ 405 214 53 68 123 595
C. Community Agencies Reported to:

25. Health ....................................................... 809 616 76 92 101 19126. Social ......................................................... 817 649 79 78 90 18327. Industrial .................................................. 428 220 52 90 118 57228. Educational .............................................. 483 280 58 90 113 51729. Recreational ............................................. 540 188 35 116 236 46030. Religious ................................................... 647 206 32 132 309 35331. Legal ......................................................... 379 204 54 68 107 621
D. Medical Social Treatment

32. Contribution of: Personal H isto ry .... 979 953 98 16 10 2133. Economic Factors ............................ 947 892 94 44 11 5334. W ork Factors ..................................... 671 576 85 71 24 329
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T A B L E  V III— (Continued)

FU N C T IO N S O F M ED IC A L SO C IA L SE R V IC E  AS R E P O R T E DIN  1000 CASES
(Total Answers to Questions 35-66 on Schedule)

Items in Schedule

E. Resources Utilized for Treatment
35. W ithin Patient ........................................36. W ithin His Fam ily.................................37. His Friends .............................................38. Health Agency .......................................39. Social Agency .........................................40. Industrial Agency ................................41. Educational Agency...............................42. Recreational Agency ............................43. Religious Agency ...................................44. Legal Agency ..........................................

F. Means of Improvement
45. Household Management...........................46. Physical Condition of H o u seh o ld ....47. Family Loyalty and Affection............48. Relation to Friends.................................49. Recreation ................................................50. Relations with Fellow-workers..........51. Physical Conditions at W ork ..............52. Other .........................................................53. Other .........................................................

G. Health Conservation
54. Understanding of Disability................55. Safeguarding Strength ........................56. Income for Patient’s Health N eeds..57. Income for Family’s Health N eeds..58. Hygienic Instruction of Patien t..........59. Hygienic Instruction of Fam ily..........60. Medical Examinations for Fam ily----

H. Community Relations
61. W orking Conditions ..............................62. School or Institution..............................63. Recreational Resources ......................64. Public Sanitation ...................................65. Relations of Agencies............................66. Relation to Research..............................

Question Considered Applicable

Qu
est

ion
 N

ot 
Ap

pli
cab

leTotal

Resu
Sue

JOSs
fc

It of 
cess

"S<Du
uvPh

H
Fa

ilu
re

No
t T

rie
d

877 770 88 64 43 123911 786 86 82 43 89759 383 50 133 243 241857 702 82 62 93 143843 660 78 77 106 157428 250 59 77 101 572493 280 57 86 127 507577 224 39 102 251 423661 213 32 122 326 339381 205 54 63 113 619

691 363 53 174 154 309685 381 55 162 142 315692 458 66 145 89 308615 248 40 127 240 385656 293 45 113 250 344387 208 54 66 113 613361 200 56 61 100 639587 106 18 45 436 413566 63 11 47 456 434

846 738 87 61 47 154811 659 81 88 64 189676 335 50 177 164 324661 292 44 174 195 339847 696 82 73 78 153797 570 72 109 118 203783 449 57 198 136 217

357 52 15 103 202 643427 90 21 100 237 573480 49 10 104 327 520494 91 19 122 281 506830 561 68 184 85 170919 148 16 431 340 81
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T A B L E  IX
SO C IA L FA CTO RS IN  M ED IC A L D IA G N O SIS

(Schedule Numbers 6-14)
Among 100 Cases of Each of Problem Type

Social Factors Total A. Medical 
0 )  (2) General Nervous

B. Social 
(1) (2)PsychoGeneral logical

6. Social Report made Physician . . . . . . . to 96 95 96 96 96
Contribution of H istory 
(a) Specific Diagnosis 
7. Personal ....................

to:

35 22 68 24 51
9. Family ....................... 31 18 61 21 44

11. Economic .................. 18 13 30 15 22
13. W ork .......................... 19 12 37x 12 28
(b) General Health Picture 
8. Personal ............................ 84 82 90 80 90

10. Family ........................ 82 80 87 78 88
12. Economic .................. 72 72 70 70 74
14. W ork ........................... 49 47 54 43 57



T A B L E  X
M ED IC A L SO C IA L SE R V IC E  AS IN T E R P R E T E R  

(Schedule Numbers 15-24)
Among 100 Cases of Each Type of Problem

Interpretation of Patient’s Condition to: Total A. Medical 
0 )  (2) General Nervous

B.
(1)

General

Social(2)Psychological

15. Patient himself ................ 77 78 74 74 81
16. His family ......................... 84 84 83 81 88
17. His friends ........................ 39 36 46 39 39

Community Agencies
19. Social ................................... 67 65 71 66 68
18. Health ................................ 65 69 56 67 62
21. Educational ...................... 29 23 43 20 40
20. Industrial ........................... 23 22 23 22 23
23. Religious ........................... 21 19 26 21 21
24. Legal .................................. 21 19 27 21 22
22. Recreational ...................... 20 16 29 12 30

’ *
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T A B L E  XI
SO C IA L SE T T IN G  O F P A T IE N T S  R E P O R T E D  TO CO M M U N ITY  A G EN C IES

(Schedule Numbers 25-31)

Agency Total

Among 100 Cases of Pro

A. Medical 
(1) (2) General Nervous

of Each Type blem

B. Social 
(1) (2)PsychoGeneral logical

26. Social . . ............................... 65 65 65 65 66
25. Health ................................ 62 65 52 65 57
28. Educational ...................... 28 24 38 21 38
27. Industrial .......................... 22 21 24 21 24
30. Religious ............................ 21 19 24 21 20
31. Legal ................................... 20 19 25 20 21
29. Recreational ...................... 19 15 28 11 30

T A B L E  X II
SO C IA L FA C TO RS IN  T R E A T M E N T

(Schedule Numbers 32-34)
Among 100 Cases of Each of Problem Type

Contributions of: Total A. Medical
(1) (2) General Nervous

B. Social 
(1) (2)PsychoGeneral ligical

32. Personal and Family H istory .......................... 95 95 96 93 99
33. Economic Status .............. 89 90 86 90 89
34. W ork History .................. 58 52 64 52 65
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T A B LE X III
RESO U R C ES U T IL IZ E D  IN  T R E A T M E N T

(Schedule Numbers 35-44)
Among 100 Cases of Each of Problem Type

Resources Total A. Medical 
0 )  (2) General Nervous

B. Social 
0 )  (2)PsychoGeneral logical

Personal
35. W ithin Patient H im self.. 77 76 78 74 82
36. His family ........................ 79 79 78 78 80
37. His friends ............ ........... 38 36 44 38 39

Community Agencies
38. Health ................................. 70 72 66 71 69
39. Social .................................. 66 65 68 66 65
41. Educational ...................... 28 23 40 20 40
40. In d u stria l............................. 25 26 23 25 26
43. Religious ............................ 21 19 27 21 22
44. Legal .................................. 21 18 26 20 21
42. Recreational ...................... 22 18 34 14 35
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T A B L E  X IV
M EANS U T IL IZ E D  IN  PR O M O T IN G  P A T IE N T ’S W E L F A R E

(Schedule Numbers 45-53)
Among 100 Cases of Each Type of Problem

Means Total A. Medical 
0 )  (2) General Nervous

B.
(1)

General

Social
Psychological

Improving Household
45. Management .................... 36 36 37 34 40
46. Physical Conditions........ 38 39 37 37 39
47. Building family loya lty ... 46 45 49 41 53
48. Stimulating friendlyrelations........................... 25 21 35 21 30
49. Prom oting recreation . . . 29 23 46 34 22
50. Improving relationshipsin w o rk ............................. 21 19 26 16 29
51. Improving working con

ditions ............................ 20 21 18 18 22
52. O ther ................................... 11 9 16 8 15
53. O ther ................................... 6 5 10 4 10
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T A B L E  XV
M ED IC A L SO C IA L SE R V IC E  AND PE R SO N A L  AND FA M ILY  W E L L -B E IN G

(Schedule Numbers 54-60)
Among 100 Cases of Each Type of Problem

Measures Taken To: Total A. Medical 
0 )  (2) General Nervous

B.
0 )

General

Social ' (2) Psychological

54. Help patient understanddisability ....................... 73 75 72 71 78
55. Safeguard his elements of strength .................... 66 67 63 64 70

Adjust income to meet health needs:
56. of patient .......................... 34 36 26 37 29
57. of family ............................ 29 31 26 31 27

Teach constructive health measures:
58. to patient ........................... 70 71 67 66 76
59. to family ............................ 57 56 59 56 59
60. Secure medical examinations for fam ily............ 45 46 41 46 44
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T A B L E  X V I
M ED IC A L SO C IA L SE R V IC E  AND CO M M U N ITY  W E L F A R E

(Schedule Numbers 61-66)
Among 100 Cases of Each of Problem Type

Conduct of Case Involved: Total A. Medical 
0 )  x (2) General Nervous

B. Social 
(1) (2)PsychoGeneral logical

Attem pts to improve conditions in
61. patient’s industry .............. 5 5 5 4 6
62. educational field................ •9 9 10 8 10
63. recreational field................ 5 4 6 4 6
64. public sanitation................ 9 10 7 9 9
65. Coordination of health and social ag en c ie s .... 56 55 59 56 56
66. Use of its material for research ......................... 15 14 17 13 18



WHAT IS A NORMAL CHILD MENTALLY?*
EM ERSON A. NORTH, M.D.

Director, The Central Clinic o f the Community Chest and Council of 
Social Agencies, Cincinnati, Ohio

This paper will not consider the influences of poor physical health, 
such as deformities or organic changes that might very decidedly 
influence mental health, nor such mental states as seen in the feeble
minded, the psychopathic and defective child. In fact, there is no 
criteria by which we can say what is normal mentally and what is 
abnormal. We see all gradations in peculiarities and it is difficult to 
say in many instances where the normal leaves off and the abnormal 
begins. W e may see two children who show very different types of 
mentality as expressed in thought, character and conduct, yet both 
may be perfectly normal when considered with the knowledge of the 
social setting, educational advantages and disadvantages, types of 
training had, and the character of mentality as expressed by the group 
in which they live, grow and function.

Thus we may see one type of mental expression in the uncivilized 
child on the one hand and another type of mental expression in the 
civilized child on the other. Yet as long as either of these types 
of expression are found in the social setting demanding that type of 
mental expression in order for the child to make proper adjustments 
and adaptations to his particular environment it should be considered 
both normal and desirable. If, however, the uncivilized child should 
show the same type of mental expression in a highly civilized setting, 
or vice versa, then I am sure we would consider it both abnormal and 
undesirable, not because it necessarily indicates mental disease or 
feeble-mindedness but because it does indicate that the child has not 
been properly trained and conditioned to meet efficiently or success
fully the complicated business of living, and all that this means, in the
♦ Read before the National Conference of Social Workers, Des Moines, Iowa, May, 1927.
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civilization in which he finds himself. In  other words, the life’s 
experiences have not been such as to be valuable to him in building up 
knowledge necessary to determine successful action to this new situa
tion. Therefore, in considering “what a normal child is mentally” 
we must first compare the ways in which his mentality is expressed 
with the styles of mental expression of those with whom he lives, 
in consideration with the degree of success this method of expression 
enables him to live happily and successfully with the group.

Through psychological methods we can determine quantity of 
certain aspects of mind, but as yet through psychological methods we 
can determine quality only to slight degree. Quantity in so far as 
portraying academic possibilities, but not quality, in terms of suc
cessful usages in social or academic efficiency and accomplishment. 
We can only study mind as expressed by mind. This means a study 
of how a child acts, what he says and does, how and why he does it 
and whether or not it has a purposive meaning. We might add fur
ther, is the thing he does and the way in which he does it valuable 
to him in making satisfactory adjustments to the environment in 
which he lives? If it is, it might be considered as normal; if it is not, 
it might be considered as abnormal. Yet this does not seem to be 
altogether true, nor does it accurately fit all types of cases, because 
we often see a child react thoroughly normally in his home and not at 
all normally in the school or in the community. A child may start to 
school with all of the physical possibilities of normal mentality and 
yet have certain attitudes toward school as a result of which he does 
not use properly nor successfully this normal mentality to the school 
setting. For instance, if this child has been threatened as a means of 
punishment with being whipped and punished for showing certain 
types of behavior in school, he approaches his school with abnormal 
fears. In the school he might be considered abnormal. An aesthetic 
child may not make a good adjustment to a mechanical world. Perhaps 
it would be better, should we say, is the thing he does and the way 
in which he does it constructive to the purposive meaning behind the 
act and though not always successful to him in making good adjust
ments to the environment in which he lives, is not detrimental to the 
personal rights of any ?

The difficult thing for adults to remember is that the child is living 
in an adult world, if interpreted in adult terms, and is a savage 
mentally as determined by the life’s experiences and the knowledge
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thus obtained, if he is expected to live up to and follow all the adult 
styles and standards. While there should be child standards, they 
should be built up on childish patterns. It is just as essential to 
realize that the child’s intellect, emotions and feelings are as immature 
as are his stomach and digestive system. It is no easier for a child 
to digest and assimilate mentally the mental diet of the adult than 
it is for him to digest and assimilate physiologically the coarser foods 
of the adult food diet. The normal child then mentally is not the 
adult who has not grown up, but is a sensitive, living bunch of pro
toplasm in the form of the human, with a highly organized nervous 
system being fashioned into adulthood. This adulthood must depend 
much upon the fashioning process of childhood.

The normal child is fortified by having a good physique and all 
the healthy organs necessary for human function, a central nervous 
system capable of normal function with a mentality in proportion to 
its age and the life’s experiences incident to that age. Neither is the 
physical nor mental development of a two-year-old child the same as 
that of the six-year-old child. Neither is the physical and mental 
development exactly the same in all two-year-old children. No two 
children may react in the same way in the same social setting. It is 
difficult, however, for two children to have exactly the same social 
setting. These differences depend in part upon the influences of 
heredity, in the determination of temperament and trends. This 
makes for individual differences in interests, desires, likes and dis
likes, and the abilities and disabilities and yet remain in the range of 
normality.

We know that the race horse is hereditarily different from the 
draft horse, and while they both have the physical characteristics of 
the species, they do not have the same personalities, temperaments or 
abilities. They must be trained differently in order to best fit them for 
the purposes their natural trends direct. This is no less true with 
human beings, and should be constantly borne in mind in considering 
child life and normal child mentality.

Two children may not react the same to the same environment 
because of temperamental differences, as determined by heredity in
fluences, and should not in every instance be expected to do so. When 
such a child, who is supposed to react abnormally, is understood in 
terms of his interests and urges, he is often found to be reacting 
normally for his natural trends and the environment of the moment.
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Some children are of the aesthetic type and feel and think differently 
from the mechanical and seemingly more practical child, hence the 
aesthetic child, the one who has his natural trends toward the finer 
things, the beautiful, such as art, music, rhythm, etc., may find many 
conflicts and oppositions in a setting constantly opposed to such 
trends. Often such a child becomes timid and shy, and is considered 
abnormal. Such a child may be thoroughly normal mentally, but is 
misunderstood or out of tune with his environment. While such a 
child may be thoroughly normal, unless his individualities are under
stood and carefully considered during this normal stage of childhood 
he may be so badly conditioned that he may react badly not only dur
ing childhood, but on through into adolescence and use unsuccessfully 
the traits he might have decided capabilities for.

“Maladjustment, especially in younger childhood, may be chiefly 
indicated by undesirable habits, such as thumb-sucking, nail-biting, 
enuresis, masturbation, peculiar food fads, night terrors, etc., or it 
may be indicated by the child’s personality traits, by sensitiveness, 
seclusiveness, apathy, day dreaming, excessive imagination and fanci
ful lying, nervousness, moodiness, obstinacy, quarrelsomeness, selfish
ness, laziness, lack of ambition or interest, fearfulness, inability to get 
along with others, general restlessness, wanderlust, etc., and it may 
be displayed by undesirable behavior such as disobedience, teasing, 
temper tantrums, bragging or showing off, defiance of authority, seek
ing bad companions, keeping late hours, lying, stealing, truancy, dis- 
tructiveness, cruelty to persons or animals, sex activities, etc.”

We should look upon these things as merely symptoms, as the 
outward manifestations of serious underlying disturbances, which in 
the normal child who has no physical reasons, and who is not feeble
minded, must be found in the social sphere. In the main, it will be 
found to be the childish way of coping with some misunderstood 
situation. A normal child wants, he has his desires but he does not 
steal; he may use various methods of getting the things he wants 
other than stealing. This does not necessarily mean abnormal men
tality in the terms of sanity but it does mean abnormal in the use of 
mentality as determined by the social laws of the time.

From babyhood, through childhood certain functions develop at 
certain ages, depending upon physical growth and development, much 
depending upon the development of the central nervous system. In 
babyhood there is no conscious mentality and little or no coordinated
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muscular activity. All action is reflexly aroused through various 
stimuli. As acts become coordinated and remembered mentality 
begins. From this point on the natural trends determined by heredity 
are conditioned and the mentality moulded and shapened by the life’s 
experiences. The normal child mentally is a child who has been 
properly conditioned from early infancy. In other words, he is his 
hereditary tendencies, plus what the adults in his environment have 
made him.

Every normal child has certain definite tendencies which may be 
termed instinctive. McDougal says, “instinct is energising force” and 
it is these forces that create action or effort. The ways in which 
these forces are expended depend upon many things, the natural 
tendencies as determined by heredity, the patterns from which copies 
are made and the various influences upon the emotions. As the re
sult of experiments and studies with children, John B. Watson says 
there are three “typical” modes of behavior indicating instinctive 
emotions, namely rage, love and fear. Since they are observable 
practically from birth they may be called fundamental trends. While 
children may show behavior expressing either or all of these instinc
tive emotions we know that if expressed in one way it becomes highly 
constructive and inducive to sel f -preservation and self-perpetuation, 
whereas, if expressed in another way it becomes highly destructive 
and may lead to starvation or extinction. That these functions have 
been made instinctive emotions in the scheme of things, to use a bit 
of speculation, within all probability has been for the set purpose of 
aiding in self -preservation and self-perpetuation. It is only under 
civilized conditions that the behavior resulting from these emotions 
has the contrary result. It is because of the unnatural conditions 
existing in our high stage of civilization with the tendency to greater 
speed and less safety that we point it out at all.

These instinctive emotions are definitely subjected to conditioning 
and training just as certainly as is muscular dexterity. The normal 
child is one who is being so conditioned that the emotions, rage, love 
and fear have a constructive significance. The child in whom they 
are so completely balanced that they lead him into safety and comfort 
rather than danger and anxiety. To illustrate, the normal child has 
fears through which he is directed into healthy habits of living and 
away from natural dangers, not the fears through which he develops 
a morbid dread of crossing streets; nor the morbid fear of disease
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which may end in hypochondriasis. The normal child has periods of 
rage through which he is able to fight his own battles and take his own 
part, not the anger that makes him weak and shiver and ineffectual 
at battle. The normal child has love through which he is compan
ionable, sociable, able to mix with his playmates, and finally mate and 
reproduce, not the love that is so self-centered that he becomes an 
egotistical snob, unsociable and paranoid in trend.

The strength of these instinctive forces is probably determined 
by something innate but the forces are conditioned into directions of 
usage by environment.

To sum up, a normal child mentally is the child who has normal 
native intelligence, who has lived in an environment in which he has 
been understood, and has understood himself, in which he has had 
opportunities to develop his mental interests and abilities, in which 
the emotional forces have been properly balanced, with the formation 
of correct attitudes toward life and toward work.



You Can’t Lay Down Too Many Rules!
A Professional Employment Worker’s Plea

To do a piece of social service work well one needs a very high 
type of worker. I suppose all of us appreciate that fact. When 
we need someone, we want someone good and someone who will 
stay. How often do we get this paragon? Not frequently, and 
for two reasons. First, we do not always know what we want. 
Second, if we do know what we want we usually cannot get it. There 
is a great dearth of effective social workers in this country. They 
may be well trained, they may be energetic, they may be industrious, 
they may be academically sound, they may know all the routine of 
their job, but this does not necessarily make them effective. Efficiency 
is necessary, but this cannot be the only standard of effectiveness. A 
person may be excellent at working out a statistical problem, but this 
does not transform her into a good case worker. One might be a 
cracker jack office manager and yet be quite unsuccessful as a girls’ 
club director. One might have been a great social success and yet 
have little value in dealing with a committee.

The trouble is not that there are not enough people who consider 
themselves eligible for any social service job open. I  never receive 
a call for workers of this kind that the director does not say “Please 
don’t send too many. Send me someone good. I hate to have any
one know I have an opening or I ’ll be swamped with the wrong 
people applying.”

This endless weeding out is, however, a part of the job of every
one who is selecting social workers. It is a chore and not an easy 
chore, but it is essential for we cannot use too many artificial limita
tions in stating our specifications. There are too few good workers. 
We cannot say “I will only take college graduates” and expect that 
this will bring us a pattern-made staff of effective case workers. We 
cannot say we will take only trained nurses and expect that all our
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problems about securing unusual hospital social service workers will 
at once be solved. It is very difficult to generalize about specifications 
for a job. This is a problem that must be met in no cut and dried 
way. There must be greater flexibility of standards.

During the last ten years the specifications on social service jobs 
have become increasingly complicated. There is a very good reason 
for this. Formerly social work was the refuge of all good ladies who 
had no preparation for anything in particular and whose wealthy 
society friends provided employment for them in this way. It is 
difficult for the conscientious director to get rid of people of this kind 
without having a set of rigid requirements for each job and thus 
being able to explain to her committee why she turned the “good 
lady” down.

If one says “I employ no one but college graduates” it is a simple 
matter to send away those applying for a job who have not a diploma. 
But is the easiest way necessarily the most effective? Is there not a 
great deal of very valuable material being lost just because those who 
are selecting personnel have not the initiative and intuition to dis
cover it ?

Selecting people is not simple. It is the most difficult and one of 
the most important functions of an executive, and yet how many 
executives analyse their task? If they are honest with themselves, 
they know that it is a bit of real luck when one acquires an effective 
worker easily.

Executives have been using the methods recently of laying down 
many rules and specifications to help them secure good material for 
their staffs. Maybe they are right. I don’t think so. I believe in a 
more flexible method of selection. I do not believe that social workers 
whose main function is to deal with human problems can be job 
specified in the same categorical way as one can describe the require
ments for a more mechanical process such as typing or assembly 
work. One’s standards must be high. In  fact, I do not consider that 
our standards for social work are yet high enough, but they must be 
flexible.

For instance, in some American cities it is considered that a per
son must be a trained nurse to make an effective hospital social service 
worker. In others nursing is not essential, but graduation from a 
school of social work is essential. I t would seem that an easy way 
out of this problem would be to employ only trained nurses who are
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graduates of social work schools. That is simple, but where does one 
find such people and even if they can be found may they not lack in 
other equally important directions ?

My plea is that we cannot lay down too many rules. In selecting 
personnel for social service we must be flexible. By this I do not 
mean that we should select a less educated or less qualified group of 
workers than we now have. Let us first decide what we want. What 
we want is effective workers. How can we find them ?

I hesitate to give you my plan, for then you will say that I am lay
ing down rules myself. I have not made my meaning clear if any
thing I have said appears categorical excepting the one admonition— 
“Be Flexible

Gertrude R. Stein .



NEWS NOTES
May Day Bears Fruit

Into the minds of a preoccupied and rushing people the idea of 
May Day for Child Health dropped five years ago as an inspirational 
medium to focus thought upon wholesome childhood on the traditional 
festival day of spring.

Of this idea one writer commented at the tim e:
“May Day in Europe registers the revolutionary tide of the year— 

sometimes higher, sometimes lower. In our American country-sides 
May Day often passes unnoticed in the serious pageantry of spring; 
in our cities, beneath the surface gayeties of maypoles in the paries 
and charity fairs on the avenues, has more than once run the sombre 
undercurrent of the processions of the unemployed.

“This year, by a singularly happy stroke of imagination, May Day 
has been dedicated to all the children of America and to the effort to 
give to each of them that wholeness of body and mind which might 
wipe out the old injustices and evils which ache within our social 
consciousness and mar the full miracle of the world re-born. Whether 
or not this really poetic impulse can be made strong enough to 
transend the shackles of organization and give effective meaning to 
the old pagan festival, is measure of the strength and the integrity 
of those of us who give it at least lip service.”

The impulse to stir a nation of a hundred million people to free 
its children of handicaps and give them health rights beyond those 
hitherto known held in it something so kindling to the imagination 
that it could not well lose its poetic impulse.

May Day has survived and has transended the shackles of organi
zation. It still holds within it the very essence of poetry. So strong 
has been the imaginative appeal that individuals, groups and whole 
communities have been roused to discontent if they were not definitely 
moving towards the hope of perfected childhood which May Day has 
thrown out. Under this stimulus very remarkable results have been 
accomplished.
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In the large, May Day has become a means of permeating the 
whole nation with higher standards of health for children, and the 
hope of wholeness. Specifically, it is helping to build machinery which 
reinforces these standards and fulfils this hope. Every State in the 
Union, as well as Hawaii, last year had a May Day organization. In 
thirty-five states that organization centered in the State Boards of 
Health, which means that there was official motive power back of this 
"poetic impulse.”

The machinery which has developed is taking on permanence. In 
a number of states and communities May Day committees are con
tinuously active throughout the year, May Day serving as a point of 
initiation and climax.

Leading national organizations have in several instances used 
May Day as a pivot about which they build campaigns looking to
wards the end of freer and happier childhood. Such, for instance, is 
the Summer Round-up inaugurated by the National Congress of 
Parents and Teachers, a campaign to make every first-grader enter 
school physically at par, as an asset instead of a liability.

The American Federation of Labor has taken May Day as a 
medium through which to inject interest in the health of children 
into its local groups and auxiliaries. So strong has its endorsement 
of May Day become that at its convention in Los Angeles in October, 
1927, the Executive Council passed a resolution to urge Congress to 
set aside May 1st as official Child Health Day, and this move was 
compared with Labor’s initiation of legislation for compulsory educa
tion and of legislation against child labor.

The health officers of the country recently, through their executive 
committee, endorsed May Day as part of their official year-round 
health program.

Whole states under the May Day stimulus, have focused their 
efforts upon new standards of health achievements for children. In 
Virginia the May Day program centered about what was called the 
"Five-Point Child,” with campaigns in schools throughout the state. 
Seven per cent, of the total school enrollment received Five-Point 
certificates. One school in the state achieved a rating of 100 per cent. 
Five-Point children.

Another state reported as a result of May Day activity 16,000 chil
dren immunized against diphtheria.

The District of Columbia announced the inauguration of a diph



512 News Notes
theria immunization campaign so active that “it will be carried for
ward until diphtheria is stamped out in the District of Columbia.”

A southern state reported as definite results of May D ay:
“In one county the Parent-Teacher Associations of each com

munity have formed committees to reach every rural mother with 
literature and advice to prepare the pre-school child to enter school 
physically fit. Another county has under way a hookworm survey, 
summer pre-school and baby conferences, swimming and life-saving 
classes; another has set for its goal finding leaders for the child health 
work and establishing hot lunches in the county schools; others, 
clinics and corrective work for pre-school children, immunization 
against diphtheria, typhoid and smallpox. One county, with the 
mayor and the marshall already enlisted, has embarked upon a cam
paign to clean up the county seat.”

These results testify to more than “lip service.” May Day is 
bearing fruit.

Mr. Hoover, who as president of the American Child Health As
sociation has carried over to American children his intense interest 
in the conservation of child life aroused by his European experience, 
several years ago framed a Child’s Bill of Rights which has become 
the working platform of the May Day campaign. Back of that Bill 
of Rights has accumulated a great volume of public sentiment. It has 
been called the Magna Charta of childhood.

T H E  CHILD’S BILL O F RIGHTS
The ideal to which we should strive is that there shall be no child 

in America:
That has not been born under proper conditions;
That does not live in hygienic surroundings;
That ever suffers from undernourishment;
That does not have prompt and efficient medical atten

tion and inspection;
That does not receive primary instruction in the ele

ments of hygiene and good health;
That has not the complete birthright of a sound mind in 

a sound body;
That has not the encouragement to express in fullest 

measure the spirit which is the final endowment of 
every human being. — H erbert H oover.
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Those rights hinge upon seven clearly defined points:

Preparedness for parenthood;
Wholesome environment;
Sound nutrition;
Physical examination, correction of defects, protection 

against disease;
Training in health habits and knowledge;
Mental and emotional soundness;
Spiritual encouragement.

These seven cardinal points stand for seven definite goals. If 
everywhere in this country parenthood—using the term in the large 
sense—should rally around these goals we should undoubtedly begin 
to realize new human assets which would contribute towards the “full 
miracle of the world re-born.”

The challenge which May Day this year throws out to the country 
is to make the Child’s Bill of Rights a living reality in the lives of as 
many American children as possible. Thirty-five national organiza
tions are pledged to permanent endorsement of May Day objectives. 
These volunteer groups, combined with the official health and educa
tional authorities, together with such forces as the American Federa
tion of Labor, the Department of Agriculture, and Chambers of 
Commerce throughout the country make up a powerful vanguard 
which, leading on towards these seven concrete goals, should roll up 
great results under the banner of May Day 1928.—Katherine 
Glover. .

The Trained Nurse and Hospital Review, announcing the recent 
death of Mary Davies in Cannes, gives the following brief account 
of Miss Davies’ courage and sacrificial devotion to humanity.

“In the American Hospital at Neuilly, Paris, tests were being 
carried out for the treatment of gas gangrene infection. It was in 
1915 when the war tension had the world in its grip. Miss Mary 
Davies, daughter of Sir R. H. Davies, formerly Lieutenant Governor 
of Punjab, was located at the hospital assisting the bacteriologist in 
the laboratories in her off moments while fulfilling her function as 
a nurse during her on-duty periods.

“The test, which had been applied to guinea pigs, was inconclusive.



The bacteriologist expressed the desire to test his treatment out upon 
human material before risking a soldier’s life in the experiment. Miss 
Davies, unknown to all, decided to become the subject for such experi
ment. Accordingly she injected herself with two full doses of cul
ture bacilli in the thighs. When the infection spread she reported to 
the surgeon in charge and asked that the hydro-chlorine injection of 
quinine, which had been used upon the guinea pigs, be tried in her case. 
The treatment proved effective and subsequently the lives of many 
soldiers in the Allied Armies were saved by the application of the 
treatment which she was brave enough to test out upon herself.” 

Walter Reed’s name stands out in this country for his contribu
tion as a physician to the elimination of the fever which was devastat
ing the armies of the United States in time of w ar; this sacrifice 
of Miss Davies, a nurse, demands similar recognition the world over.
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At the beginning of the new year the Canadian Child Welfare 
Council requested opinions on foster home care of dependent children 
from the five Canadian provinces where placing out and boarding out 
of children had been carried on to any considerable degree in recent 
years. The answers consisted of unequivocal statements of endorsa- 
tion, based on actual experience.

The beautiful new buildings of the Beth Israel Hospital, Newark, 
N. J., are open for the reception of patients.

The January issue of the Bulletin of the American Association 
of Hospital Social Workers, which was devoted to the medical social 
service work of the American Red Cross, gives a comprehensive idea 
of the vast amount of social service and rehabilitation work accom
plished in Government hospitals for ex-service men.

During the years 1918 to 1925 inclusive the infant death rate 
decreased 4 and 5% a year. This encouraging fact, reported by Dr. 
Lee K. Frankel of the Metropolitan Life Insurance Company, is 
somewhat offset by the evidence that the mortality of infants on the 
first day of life has not decreased at all, and that of infants under one 
month of age has decreased only 1-8% per year. The general decrease 
has depended upon sanitary and economic conditions in the home, and 
especially upon the mother’s better knowledge of infant care and
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feeding, which has undoubtedly resulted from the effective campaigns 
conducted by the public health movement during recent years. How
ever, there has been a sharp increase of more than 5% a year during 
the past ten years in the death rate from injuries at birth, which Dr. 
Frankel suggests may be “an index of the increased use of instru
mental means for hastening delivery.”—World’s Children.

I t has been announced that the Commonwealth Fund of New 
York will finance the visits of a number of distinguished English 
leaders in medicine, education and social service to this country for 
the purpose of studying American methods in psychiatric social work, 
mental hygiene and child guidance clinics.

A new and fully equipped dental clinic has been opened in the Beth 
Moses Hospital, Brooklyn, N. Y. Dr. E. Blumenthal and a staff of 
5 assistants will carry on the work for the hospital and out-patient 
department and will also be able to treat the people in the immediate 
neighborhood.

It has been reported that the trustees of the New York Infirmary 
for Women and Children, which was founded by Dr. Elizabeth 
Blackwell in 1853, have voted to close the hospital.

Dr. Douglas A. Thom, director of the Division of Mental Hygiene 
of the Massachusetts Department of Mental Diseases, has been 
awarded the medal for the best book for parents published during 
1927. The medal, which is presented by “Children, The Magazine 
for Parents,” is awarded for Dr. Thom’s book, “Everyday Prob
lems of the Everyday Child.” Last year the first award of this medal 
was made to Angelo Patri for his book, “The Problem of Childhood.” 
The medal is the work of Miss Jessie Gillespie, and the inscription 
reads, “Puer melior—civis optimus,” or “The better the child, the 
better the citizen.”

The Home for Destitute Crippled Children of Chicago is to trans
fer its main hospital to the campus of the University of Chicago, 
where new buildings providing 100 beds will be erected. Part of 
the present plant of the Home will be maintained as an emergency 
hospital and free dispensary for the west side. The hospital will
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remain under the jurisdiction of the institution, but the University 
will provide the medical care. This is the fifth hospital for children’s 
work now connected with the University, and its addition means an
other step toward establishing a clinic similar to those in Vienna and 
Berlin.— World’s Children.

“Health News,” the weekly bulletin of the New York State De
partment of Health, reports that the Amsterdam City Medical So
ciety has adopted a preventive program. The society will devote 
its main activities for the year 1928 to “civic and municipal affairs 
that should properly be led by medical men.” Particular emphasis is 
to be laid on tuberculosis and toxin-antitoxin.

It has been announced that John Markle has given $500,000 to the 
Salvation Army for the purpose of erecting an hotel for working 
girls on 13th Street, New York City. The proposed building will 
accommodate from 300 to 400 girls and will be known as the John 
and Mary Markle Memorial.

The supervisors of the poor of one New York county were able 
to reduce their budget by $3,500, although the appropriation for the 
children’s agency had been materially increased, because the intensive 
work of the agency resulted in reducing the cost of maintaining de
pendent children. This was accomplished by securing specialized 
care in institutions for handicapped and subnormal children, collecting 
money from relatives, placing children in free homes, and especially 
through measures which enabled children to remain in their own 
homes. Other counties had similar experiences, with the result that 
7 of them have materially increased the appropriation from their 
budget for child welfare work.— World’s Children.

The U. S. Public Health Service has discovered that the smoke 
over Manhattan Island cuts out 42% of the sunlight on winter morn
ings and 18% at noon, the percentages being higher on foggy days. 
The heavy smoke over manufacturing centers causes not only a loss 
of efficiency from decreased lighting but screens out a goodly propor
tion of the health-giving ultra-violet rays.—World’s Children.

The Board of Trustees of Mount Sinai Hospital, New York City,
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have appointed Dr. Joseph Turner Associate Director of the hospital. 
Dr. Turner previously was the Assistant Director. Dr. Stephen Man- 
heimer was appointed Assistant Director.

The Institute for Crippled and Disabled Men, New York City, 
has extended its activities to include women. The name has been 
changed to The Institute for the Crippled and Disabled.

The Board of Directors of the Commonwealth Fund at a recent 
meeting appropriated $358,438 for the Fund’s rural hospital program.

Montefiore Hospital, New York City, recently opened the new 
110 bed addition to the nurses’ home. Five of the 9 buildings of the 
new tuberculosis unit at Bedford Hills are completed and 2 others 
will be finished shortly.

The National Committee for the Prevention of Blindness is plan
ning a general campaign against the major causes of blindness. It 
will continue its efforts to wipe out ophthalmia neonatorum, the most 
prolific single cause, for there are still 19 States and 2 Territories 
without adequate regulations concerning the use of a prophylactic in 
the eyes of the new-born. It proposes a nation-wide examination of 
the eyes of pre-school children, a new technique having been demon
strated in 35 cities last year; a project for the conservation of the 
eyes of school children; research into the causes of and methods for 
eradicating trachoma; the cooperation with national industrial and 
public health organizations in reduction of eye hazards in industrial 
occupations and from the social diseases.—World's Children.

“There’s no place like home.” Our hospitals have come to see 
the truth of this. They are our homes when illness overtakes us. 
The old monotonous sameness in furnishings is being replaced by 
artistic designs and color effects. Cleanliness is next to Godliness, but 
both of these may be tempered with a touch of art.—A. C., in Hosp. 
Progress.

Our readers will be interested in a unique piece of public health 
and nutritional work undertaken in Montreal, Canada, through the 
Montreal Diet Dispensary. The chief function of the dispensary has
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been heretofore the supplying of nourishing food to invalids. This 
work is still carried on but the activities have been extended. Hos
pitals and physicians refer patients to the dispensary for instruction 
in regard to special diets, especially in the case of diabetes and gastric 
ulcer. Clients are instructed in the preparation of food, economical 
buying and budgeting. Special emphasis is placed on the feeding and 
care of malnourished children. For the convenience of mothers of 
young children who cannot be left at home volunteers care for and 
amuse the children while the mothers attend class.

The Board of Directors of the New York Post-Graduate Medical 
School and Hospital have announced the appointment of Dr. Edward 
Hicks Hume as Director of the Medical School and Hospital. Dr. 
Hume, a former president of the Colleges of Yale-in-China, has been 
for many years closely identified with national and international hos
pital and medical educational work.

The National Red Cross has announced the appointment of Harry 
Bruce Wilson, Superintendent of Schools, Berkeley, California, as 
National Director of the American Junior Red Cross.

Dr. Stephen A. Douglass, formerly county health officer of Catta
raugus County, New York, has been appointed Field Secretary of the 
American Heart Association.

One of the important activities of the Committee on Public Health 
of the Women’s City Club, New York City, was the series of lectures 
on nutrition, diet, exercise, physical examination and mental health 
held during April.

A campaign to raise $1,500,000 for the erection of the Babies’ 
Hospital unit at Columbia University Medical Centre is well under 
way.

The first National Public Welfare Congress was opened at Monte
video, Uruguay, on December 12, 1927, before a distinguished audi
ence representative of all sections of the country. Important among 
the resolutions passed were those providing for the organization of 
an active campaign against tuberculosis by the establishment of dis
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pensaries and institutes for medical and social assistance, and the 
appointment of a national commission to plan details of the cam
paign, supervise it, and propose necessary legislative measures. In 
addition to papers on the treatment of specific diseases, other subjects 
considered were standardization of hospitals, the reorganization of 
the system of home visits, changes in clinical service, the improve
ment of obstetrical assistance in the country, and the treatment of the 
insane. In connection with the congress an exposition was held show
ing the progress of many national industries and laboratories supply
ing hospital and medical equipment, and featuring graphs and other 
exhibits prepared by the National Council of Hygiene.—Pan-Ameri
can Union.

The Bronx County Medical Society, New York City, has out
lined and will carry out during the year an intensive community health 
program. Two of the important activities will be an extensive medi
cal service in the public schools and baby health stations.

The Public Health and Charity Commission of Granada, Nica- 
raugua, has established a venereal disease hospital for women.

It has been announced that the sum of $195,000 has been given 
by the Chemical Foundation to the School of Hygiene and Public 
Health of Johns Hopkins University for the purpose of making a 
study of “the origin, nature and possible cure of the common cold.”

The Directors of Robin’s Nest, a summer home for children in 
Tarry town, N. Y., have decided in the future to keep the home open 
the entire year.

The late Dr. Lewis Duncan Mason bequeathed his Brooklyn resi
dence, valued at $85,000, to the Physicians’ Home, Inc.

The National Council of Education of Buenos Aires has re
opened the seaside camp at Mar del Plata for children who are in 
poor health or predisposed to various diseases. A month’s stay will 
be afforded three groups of 220 each. There are 6 special schools 
in Buenos Aires for children below normal in health, where they
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receive the benefits of fresh air, sunshine, special food and care.— 
Pan-American Union.

The Illinois State Department of Health plans to inaugurate a 
public health nursing service in every one of the 102 counties of the 
State.

The board of trustees of the Children’s Hospital, Cincinnati, 
Ohio, has announced a gift of $2,500,000 from William C. Proctor to 
be used for pediatric investigation and teaching. The sum of $500,000 
is to be used for building a research laboratory and for the develop
ment of an out-patient clinic.

Sir Edward Penton, K.B.E. of London, addressed the New 
York Post-Graduate Nurses’ Association at the Nurses’ Home on 
Tuesday, March 6. His subject was old age pensions for nurses. 
Sir Edward is chairman of the Provisional Council, of the Scheme of 
Pensions for Nurses and Hospital Officers, which was launched 
January 1, 1928 in 95 hospitals in Great Britain and Northern Ireland.

Rhode Island has carried off the prize offered by the General 
Federation of Women’s Clubs for the State having the highest per
centage of local clubs engaged in public health activities.

Dr. Samuel A. Brown, Dean of the University and Bellevue Hos
pital Medical College, New York, has announced the opening of a 
special department under the Crane Research Fund for the study of 
Allergic Diseases in Children. The clinical investigations will be 
carried on at the Sydenham Hospital, 123rd Street and Manhattan 
Avenue, a limited number of children being admitted each week for 
intensive investigation of the following conditions: Asthma, hay
fever, early infantile eczema, chronic eczema of later childhood, re
current and severe urticaria. Application may be made to the chief 
of clinic at the Sydenham Hospital.—N. Y. Med. Week.

Montevideo, Uruguay, has 3 open-air schools situated in city parks 
for children predisposed to tuberculosis, incipient tuberculosis cases 
and children suffering from malnutrition.

N
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The Argentina Red Cross is undertaking an active campaign 

against trachoma. A model dispensary for the treatment of trach
oma in its early stages will be established in every school, and a body 
of Red Cross nurses who are specialists in the treatment of infections 
of the eye, cooperating with the National Department of Health, will 
examine the school children, visit them in their homes, demonstrate 
methods of prevention, report new cases discovered, and arrange 
for their examination and treatment. Lectures on diseases of the eye 
and their prevention will also be given for teachers and the general 
public.—World’s Children.

BOOK REVIEW
Modem Aspects of the Diagnosis, Classification and Treatment of 

Tuberculosis. By J. Arthur Myers, M.D., with introduction by David 
A. Stewart, M.D. Williams and Wilkins Company, Baltimore, Md., 
pp. 268 and bibliography. Price $5.50.

In his book, “Modern Aspects of the Diagnosis, Classification and 
Treatment of Tuberculosis,” Dr. J. Arthur Myers has made a worthy 
contribution to the large volume of books on Tuberculosis.

The first part of his book dealing with the “History of the 
Disease,” and a description on the “Organism” is excellent but the 
suggestions for “Physical Examinations” are very brief as is also the 
chapter on “Infants and Children,” both of which could well be am
plified.

The whole tone of this book on “Diet,” “Rest,” “Nursing” and the 
“Relation of work to the Tuberculous” shows that the author has a 
very well balanced knowledge and understanding of this disease. 
There is, it seems, too short a description of the part that the X-ray 
plays in the diagnosis and treatment, and also of the indication for 
Pneumothorax and Thoracoplasty although the actual technique is 
well described.

On the whole, the trend of this volume is very practical and the 
arrangement rational. The book should have a place on the Students’ 
and Practitioners’ shelves and be a great aid to them as a reference 
for the proper method of diagnosing and treating Tuberculosis.'

Grant T horburn, M.D.
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Fighters of Fate. By J. Arthur Myers, M.D., with introduction 

by Charles A. Mayo, M.D. Williams and Wilkins Company, Balti
more, Md., 1927. pp. 318. Price $3.00.

Appropriate as is the title of this book, “Fighters of Fate,” the 
story of the twenty-four men and women representing art, religion, 
poetry, diplomacy, playwriting, medicine, music, literature and so 
forth, impresses us with something far more important. The words 
of Harold Bell Wright, one of those whose life’s story is so vividly 
drawn in the book, illustrates clearly the lesson which the author 
carries to the reader. “Go away with your thoughts somewhere and 
leave yourself behind. There is no rest for the one who thinks about 
his troubles all the time. There is no hope for the one who eats his 
heart out in self-pity.” Here then is the lesson, Occupation and 
Purpose. A mind so full of determination, so absorbed with a life 
motive that it has no time to think of the obstacles of disease.

John Keats, Elizabeth Barrett Browning, Aubrey Beardsley, 
Harold Bell Wright, Rene Theodore Laennec, Edward Livingston 
Trudeau, Johann Frederic Schiller, Roger W. Babson, Frederic 
Chopin and Eugene O’Neill are a few of the genuises used by the 
author to depict the battle of human beings as a group and to illustrate 
that even tuberculosis cannot prevent the person, who will go away 
with his thoughts and leave himself behind, from succeeding in life.

In the early days when little was known of the disease, there was 
lost to the world the maximum ability of many great men; men who 
struggled with indomitable courage in the work that they loved despite 
their illness. Later on we find doctors who left to the world through 
their own illness a greater knowledge of tuberculosis.

The lives of Mr. Wright and of Roger Babson illustrate em
phatically the importance of occupation. In Babson’s life his very 
illness was the cause of the change which gave to the world this master 
mind of finance. A mere bank clerk, compelled to leave the banking 
life because of tuberculosis, found in that forced retirement and in the 
knowledge which he had of banking needs, the foundation of a world 
institution.

Eugene O’Neill’s life is further evidence that rather than discour
agement one can find a purpose in the forced retirement to a sani
tarium. After a life of apparently rather meaningless wandering, his 
mind awoke in a sanitarium and there was then laid the cornerstone 
of a new life to mature into one of our greatest modern playwrights.
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Typical of this man’s success are the lines quoted by the author in 
depicting O’Neill’s home on Cape Cod among the sand dunes, “Few 
persons could plow through the soft sand to reach it, fewer still would 
do'so.” O’Neill did. He plowed through the soft sand, he reached 
his goal. What a world of meaning in these lines to those suffering 
from tuberculosis. There is a goal for each one. There is a life of 
usefulness for each one if they, as these whom the writer has chosen, 
would “plow through the soft sand to reach it.”

Frederic G. E lton.

The Hygiene of Infancy. By S. T. Beggs, M.D., with introduc
tion by A. Bostock Hill, M.D. John Bale Sons & Danielsson^ Ltd., 
London, England.

This book is written in the form of questions and answers and the 
author has clearly and concisely covered practically every phase of 
maternal and infant hygiene. The text is written in simple, non
technical language and will be of great value to directors of health 
centres, infant welfare stations, public health workers and nurses.

The Diabetic Life—Its Control by Diet and Insulin. By R. D. 
Lawrence, M.D. Third Edition. P. Blakiston’s Son & Company, 
Philadelphia, Pa., 1927.

The attempt has been made to bring the treatment of diabetes by 
diet and insulin within the scope of both the practitioner and the pa
tient. This book follows the usual course of such outlines with proper 
emphasis on dietary management, insulin administration and the com
plications of diabetes. Of particular value is the line-ration scheme 
which is the basis of the author’s dietary treatment. Each line con
sists of food portions equivalent to 5 Grams Carbohydrate, 7j^ Grams 
Protein and 15 Grams of Fat—totaling 190 Calories with a glucose 
value of 11 Grams. The number of lines prescribed is determined by 
dividing the total Calories required by 190. The scheme consists of 
twenty such lines, which provides for great variability of diet and has 
the distinct advantage of being managed readily by a patient of 
ordinary intelligence. The author’s observations on insulin therapy 
and the treatment of diabetic complications are sound and the book 
is to be commended unreservedly to the general practitioner.

H erman Lande, M.D.
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Handbook on Positive Health. Women’s Foundation for Health, 
370 Seventh Avenue, New York, N. Y. Price $1.50 clothbound.

The 1928 edition, completely revised, offers a remarkable list of 
contributors and carries over with it the material of the original edition 
bearing the stamp of approval of the Council on Health and Public 
Instruction of the American Medical Association.

Beginning with a clear analysis of the present day health situation, 
the Handbook goes on to parallel each point of the positive health 
program of the Women’s Foundation for Health with a chapter con
taining the fundamentals of health building pertaining to that par
ticular phase. For example, the second chapter takes up the health 
examination, both medical and physical, with interpretation of the 
Foundation blanks and suggestions for both individual and community 
ways and means of following out these interpretations.

The remaining chapters are given over to the follow-up of that 
examination and run as follows: Good Body Mechanics, fully illus
trated to meet type and occupational needs; Nutrition, adequately 
covered for the lay individual in two articles, one by E. V. 
McCollum, Ph.D., and the other by Mary Swartz Rose, Ph.D .; Work 
and Rest—the relation of fatigue to health and efficiency, by Lillian 
M. Gilbreth, Ph.D .; Recreation, also covered by two articles, the first 
by E. C. Lindeman, the second by Era Betzner, both stressing the 
necessity of adult recreation; Reproduction, by Walter B. Can
non, M .D.; and last, Mental Health, by Jessie Taft, Ph.D., who con
tributes “Bringing Up Children” and “Adolescence,” and William A. 
White, M.D., who closes the book with “Living At Our Best.”

The book makes good the promise implied in its title : it is essen
tially a handbook, fundamentally authoritative, intended to supple
ment the physician’s directions to his health examinee and to help that 
examinee in developing a practical working health program for 
himself.

Book Review

NEW PUBLICATIONS
Family and Child Welfare Studies in Pennsylvania, 1921-1926. 

By Hugh P. Brinton, jr. A bibliography compiled through the 
cooperation of the Department of Sociology, University of Penn
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sylvania and the Child Welfare Division, Public Charities Association 
of Pennsylvania and published by the Committee on Philanthropic 
Labor, Philadelphia Yearly Meeting of Friends, 15th and Race 
Streets, Philadelphia, December, 1927. 43 pages. A limited number 
of copies are available for free distribution on request to the Com
mittee on Philanthropic Labor, 1515 Cherry Street, Philadelphia.

The Bibliography lists 182 studies including the following topics: 
standards of living, Mothers’ Assistance, Poor Relief, the visiting 
housekeeper, Americanization, family health, tuberculosis, housing, 
unemployment, desertion and non-support, child welfare legislation, 
charitable bequests for children, child marriages, child health, educa
tion in its social aspects, recreation, child labor, dependent and 
neglected children, and juvenile delinquency.

In regard to each study the bibliography indicates: the title ; sub
ject; author or person in charge of the study; the organization under 
whose auspices the study was made; the form of the report, and the 
publisher, if any, the price, if the report is for sale; and, for an 
unpublished report, the place where the report may be consulted.

A comprehensive index covers authors, titles, subjects (cross- 
referenced where necessary), organizations, cities and counties.

“Pennsylvania’s Hindered Children.” Published by the Child Wel
fare Division, Public Charities Association of Pennsylvania, 311 
South Juniper Street, Philadelphia, January, 1928. 20 pages. Free 
on request to the Child Welfare Division.

This pamphlet contains the findings of a state-wide conference on 
Dependent, Neglected and Delinquent Children, held under the aus
pices of the Child Welfare Division of Juniata College, Huntingdon, 
Pa., June, 1927.

The conference was an attempt to sum up the present status and 
problems and the next steps in the fields of family social work, 
Mothers’ Assistance, Poor Relief, children’s institutions, child placing, 
child protection, and treatment of juvenile delinquency in Penn
sylvania.

The Annual Report of the New York State Commission for the 
Blind gives an interesting account of the splendid work accomplished 
during the past year. Several interesting cases illustrating the high 
type of service rendered in the cause of prevention of blindness and 
the rehabilitation of those already blinded are cited.
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“Rules for Isolation and Exclusion of School Children in Cases 

of Communicable Diseases,” is the title of a booklet issued by the N. 
Y. C. Health Dept. This booklet, as the title suggests, gives in de
tail the rules governing the isolation and exclusion from school of 
children suffering from contagious or infectious diseases.

“Deafness Prevention,” published by the Rochester League for 
the Hard of Hearing, Inc., 91 Monroe Avenue, Rochester, N. Y. 
This interesting booklet is published for the information of the pub
lic and discusses deafness as an economic and social problem.

The Annual Report of the American Association for Medical 
Progress, Inc., New York City. Fifty bills affecting medical licensure 
and the practice of the healing arts were introduced last year in the 
various state legislatures, according to a summary in the annual re
port for the year 1927 of the American Association for Medical Prog
ress, Inc., a national lay organization with headquarters at 370 Seventh 
Avenue, New York City. This Association supplies educational ma
terial to legislatures, teachers, public health workers and others in 
response to local needs.

In the 44 state legislatures in session, the report states, various 
efforts were made to obstruct research and to undermine legal stand
ards for medical practice. Attempts to prevent the use of dogs or 
other animals in medical research, made last year in New York, 
Maryland and Minnesota, were killed in committee. Efforts to 
change vaccination requirements in Massachusetts and New York 
failed. Organized local efforts to have children immunized against 
diphtheria were met in some places with alarming stories of the dis
asters supposed to have resulted from the use of toxin-antitoxin. 
These attacks were successfully dealt with by local health officials 
who supplied the public with the facts.

Bills requiring that applicants for licenses to practice the medical 
arts be examined in the basic sciences were passed in Nebraska, 
Minnesota and Washington, though they were defeated in Colorado, 
Kansas and Oregon.

During the year 1927 the Association contributed articles, supplied 
educational material for exhibits and conducted lectures on the rela
tion of experimental science to human welfare. Two pamphlets ex
plaining the contribution of science to the control of smallpox and
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diphtheria were issued and widely distributed along with other pub
lications of the Association.

Although the Association does not formally engage in research, 
it assembled a considerable amount of available data on smallpox vac
cination laws, on the previous vaccinal condition of smallpox patients, 
on authenticated cases of disasters supposed to have resulted from 
the use of toxin-antitoxin, and on the availability of dogs for medical 
schools and for research, with special reference to legal limitations, 
legal recognition of research needs, and extra-legal arrangements that 
interfere with research.

One of the better known activities of the American Association 
for Medical Progress last year was its cooperation in establishing a 
voluntary fund for the purchase of a home for John R. Kissinger, 
the first private who offered himself for experimental exposure to 
yellow fever inoculation under Major Walter Reed in 1900.

The purpose of the Association, as stated in the report, is “to 
encourage experimental research for the advancement of medical 
science; to inform the public concerning the methods and discoveries 
responsible for man’s increasing control over animal and human dis
eases.”

ABSTRACTS
“Benefits Effected Through Hospital Social Service.” C. Eng

lander. Mod. Hosp., 1927; XXX, 85. The author briefly describes 
the early tryout of social service and traces the development of this 
form of service which has come to mean so much to patient, hospital 
and community. To further the cause of social service the social 
work idea must be “sold” to the trustees of hospitals. Much of the 
lack of financial aid, and misunderstanding of the real function of 
social work is attributed to lack of knowledge; this is particularly 
true of physicians who have not taken the trouble to acquaint them
selves with the intricacies of social problems. The author has a broad 
conception of the value of social work and gives constructive ideas 
in regard to personnel, administration of the department, location of 
the social service office, relation of the director to the administrative 
officers of the hospital, follow-up work, etc. The hospital of today
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is not valued entirely for its medical and surgical accomplishments; 
there is a growing tendency to look to the hospital for other things 
and to measure its value to the community by its success in restoring 
patients to social and economic usefulness and by the part it plays in 
educating the public in health conservation and disease prevention. 
The ideal hospital is one in which medical practice reaches out into 
the community through social service. The author voices the opinion 
that the trained nurse who has had training in social work makes the 
ideal hospital social worker.

“Public Health Aspects of Heart Disease.” T. Stuart Hart. Pub. 
Health Nurse, 1927; XX, 116. According to statistics and the in
formation given out under the headings mortality and morbidity, 
heart disease is the outstanding medical and social problem of the day. 
The author briefly but clearly discusses organic and functional heart 
disease, and the causes of heart disease. Figures from a recent 
analysis of 1,051 cases are quoted. These figures, compiled by 
Wyckoff and Ling, are instructive as they indicate that more than 
half of the cases of heart damage were caused by infections. Protec
tion against the contagious and infectious diseases, the early recogni
tion of tuberculosis, syphilis and rheumatic fever will do much to 
reduce the incidence of heart disease. This is not merely a medical 
problem, but a serious social problem. In this instance as in all other 
branches of preventive medicine, the education of the public is of 
paramount importance. Rheumatic fever is given as the cause of 
heart disease in more than 40% of all cases in a cardiac clinic. 
To combat the ravages of rheumatism is an outstanding medical 
problem and one which requires a great deal of medical reseatch. 
Physicians believe that rheumatism is caused by a germ but there 
is not sufficient evidence to formulate a program of prevention. 
The care of the mouth and teeth, the removal of foci of infection, the 
avoidance of colds and sore throat undoubtedly reduce the incidence 
of rheumatism and heart damage. The periodic health examination 
is also a preventive measure. The cardiac clinic is of great educational 
value. Every cardiac case should be under the care and supervision 
of a physician, and as the economic problem looms large in cases of 
cardiac handicap social service is instrumental in making it possible 
for the patient to regulate his life according to his physical handicap. 
Constant medical and social supervision prevents cardiac breaks and
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reduces the number of admissions to the hospital. The care of cardiac 
patients, convalescent homes and vocational education are discussed 
under separate headings. The author stresses the importance of edu
cation in the fight against heart disease which, according to statistics, 
takes a greater toll of life than tuberculosis or cancer.

“The Child and the Man.” B. Sachs. Long Island Med. Jour., 
1927; X XII, 71. The thought in the concluding sentence “the time 
to develop the man is in early childhood” and “the parent must not 
only know himself, he must know his child” is the pivotal interest of 
this masterly discourse on child training. Dr. Sachs believes that 
“leaving out of consideration the potentially insane and the palpably 
defective children, the inheritance, whether good or bad, of the 
average child can be either improved or neutralized to a very great 
degree by the environment, and by its early training.” The careful 
training of children should begin in infancy and by this is meant the 
establishment of regular habits of meals, sleep, quiet behavior in the 
handling of infants, the avoidance of noise and avoidance of anything 
approaching psychological experiments. “Child study is both in the 
air and ‘up in the air’ ” is a statement pregnant with thought and 
challenge. So much has been written and so many theories have been 
advanced that physicians as well as the laity grope in a cloud of con
fusion and perplexity. The author, familiar in theory and in practice 
with all the modern theories regarding behavior, conduct, heredity, 
eugenics, etc., throws the gauntlet at the feet of the parents and 
criticizes fathers for shirking their duty in regard to the training of 
their children especially in the case of the adolescent boy. Children 
should from the .earliest moment feel that mother and father have the 
same interest in them, the same affection for them. Parental neglect, 
while only one aspect of the problem, is the most fundamental defect 
in the entire system of child training. The present day attitude of 
allowing children free expression and the maximum of independence 
is considered a step in the right direction but it is a sad mistake to 
make a fetish of the fear of “repression” and go to extremes. 
Children’s minds should be inculcated with the homely but manly 
virtues—honesty, truth and tolerance towards others. Obedience is 
not forgotten; children must learn to conform to reasonable rules of 
conduct in home, school and community. Everyone must learn to 
repress himself so that others may express themselves. This rule
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holds good throughout life in all walks of society. The author dis
tinguishes between psychological analysis, or mental analysis as prac
ticed in an effort to ferret out the origin of mental disorders, and the 
practice of the psychoanalysts, and considers that the application of 
psychoanalytic doctrines to the young is distinctly harmful. Physi
cians, nurses, social workers, leaders of child study clubs, etc., will 
find food for thought in this illuminating article which places the 
responsibility for child training squarely where it belongs.

“Dental Hygiene Aspects of the School Health Program.” H. D. 
Cross. Am. Jour. Pub. Health and Nation’s Health, 1928; X V III, 
161. The marked interest of the past few years in dentistry for 
children is the result of the medical discovery that decayed teeth are 
frequently the cause of severe systemic disturbances in adults and the 
fact that these conditions are not always remedied when the focus of 
infection is removed. The conclusion drawn from this discovery 
was that preventive measures should be taken in early life as the only 
way to avoid foci of infection in teeth and to prevent all conditions 
leading up to it. Dentistry in the beginning was purely a mechanical 
trade. The advent of the dental school made it a profession but in 
spite of scientific advancement the work is still largely curative and 
reparative in character. Despite the general interest in health and 
preventive medicine the idea of prevention of disease through the 
care of the teeth is not so current as it should be. The whole situation 
hinges on education. School dental clinics if properly organized are 
important factors in preventive work but many are conducted along 
the old line of cure or repair and no telling or lasting results are ob
tained. The only dental clinic procedure actually giving results in 
terms of sound, healthy, lasting teeth is one caring for the develop
mental or organic defects in the formation of the enamel. Careful 
filling of these crevices, which are the cause of about 90% of all 
cavities and in many cases the loss of the teeth, is a very certain 
means of saving the teeth not only during childhood but throughout 
adult life. The main obstacle in launching a preventive program is 
the difficulty in interesting physicians, parents, nurses and dentists to 
appreciate the importance of dental care for very young children. 
School dental hygiene is hampered by the lack of pre-school dental 
care; the primary teeth of the majority of pre-school children are 
seriously impaired. The author undoubtedly believes that prenatal
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care should be included in school hygiene, as 85% of defects in 
primary teeth are produced during the prenatal period. In turn 
the second or permanent teeth are affected by care or lack of care 
of the primary teeth. Good nutrition and dental care from earliest 
childhood will result in sound, permanent teeth in adult life. The 
author gives the result of a retrogressive check-up record of a Boston 
Public School examination of sixth year molars, made by the Forsyth 
Dental Infirmary for Children, Boston, Mass., and the outline of the 
dental policy of the Massachusetts Department of Public Health. 
This policy has been endorsed by the Dental Hygiene Council of 
Massachusetts and the Massachusetts Dental Society. The resolutions 
of the American Association of Dental Schools passed at the last meet
ing of the Association are also given.

‘‘The Relation of Social Service to Citizenship.” J. E. Browne. 
I. C. N., 1927; II, 209. The author states that if she were asked to 
define “social service” she would say that “it is a socialized agency 
which attempts to make this world a better place for children.” “This 
is the yardstick of civilization—all the worth-while work of the world 
is closely related to it.” Our forebears were interested largely in 
salvage work—their religious and philanthropic work was confined to 
converting the sinner, reclaiming the drunkard, establishing hospitals, 
asylums and reformatories—excellent work in its way but purely 
palliative, not preventive. Enlightened social service seeks to remove 
the cause of social problems. To do this effectively it is necessary to 
begin with young children. The author states that if we wish to 
obtain results we must understand child life and realize that child
hood is as complete a stage in life as adulthood. In the past children 
have been considered from three angles—the physical, mental and 
spiritual side. The child’s physical well-being was relegated to the 
home, his mental well-being to the school and his spiritual well-being 
to the church. The child being an entity cannot be divided and those 
who presume to minister to children must work towards the develop
ment of the whole child. The author shows broad insight into child 
life and a keen understanding of the existing social conditions which 
affect childhood and result in the great army of delinquent, mental 
defectives, criminals, etc., and calls attention to many underlying 
causes which should receive private or governmental attention if 
future generations are to be protected against social evils. The child
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has a right to be well born, of sound physical stock and into a home 
where economic conditions warrant good care. The control of mental 
defectives, alcoholics, syphilitics, etc., in producing children is society’s 
affair. The maintenance of creches for young children in order that 
their mothers may go out to work is still considered Christian charity, 
but the baby needs the mother. The mothers’ pension has remedied 
this misguided service in certain localities. Some one is responsible 
for the fact that whole families live in unsanitary crowded homes. 
This is a governmental duty in the interest of national efficiency. In 
the school the curriculum should be suited to the child, not the child 
to the curriculum. In regard to spiritual development Dr. Soares of 
Chicago University is quoted as saying “Moral education is not the 
inculcation of obedience, it is the development of cooperation and good 
will.” Physical, spiritual and mental development is accomplished by 
visualizing the child as a whole and by understanding and remedying 
conditions which affect or remotely react upon the child’s welfare. 
The author fully comprehends the pernicious influences of past and 
present social conditions and looks optimistically towards the future 
when government and people will in one voice vote for reforms which 
will make the world a better place for children and incidentally im
prove standards of citizenship.
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