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A CONSIDERATION OF CAUSES OF HEART DIS
EASE FROM THE STANDPOINT OF A
SOCIAL WORKER*
JO H N W YCKOFF, M.D.
Heart Committee of the New York Tuberculosis and Health
Association, New York, N. Y.
An increasing interest in heart disease as a public health problem
has been particularly noticeable during the past five years. During
this time public health associations as well as institutions for the care
of the sick have begun to spend more and more thought upon the
problems of heart disease and these thoughts have been along various
lines.
The American Heart Association and more particularly the unit
in which I am more active, the Heart Committee of the New York
Tuberculosis and Health Association, has been and still is studying
many phases of the question of heart disease and public health.
Every problem attacked has been one which has come forcibly to the
physician and the social worker as they have observed the progress
of heart disease in patients. The problems studied have not been
theoretical ones set as interesting problems to be investigated, but
because in the actual handling of patients with heart disease we have
needed more information and guidance.
Let us briefly consider what happens or what may happen to any
given individual with heart disease. Such an individual develops
heart disease. We are at once interested in considering whether
or not it could have been prevented or, if the cause is still present,
whether or not such cause can be eradicated before further damage
is done. But the amount of damage which has been done causes
certain disfunction of the heart. Depending upon the amount of
such disfunction the patient becomes handicapped and must make
*Read before the Health Session of the 29th Conference of New York State
Social Work, Rochester, New York, November, 1928.
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various adjustments to his environment. At times during the course
of his disease he must be in bed. At other times he should have
ambulatory medical supervision. Between these two states there
should be a period of convalescent care. Since he is either handi
capped or, because of his heart disease, is potentially a handicapped
individual the question of his occupation becomes of interest. If
he already has a job and it is taxing, it may be necessary that his
occupation be changed. Before such a change can be made some
times it is essential that he should be trained for his work. If he
is young and he has not yet chosen his life work, he may be guided
and trained into a branch of industry in which his handicap is less
apparent. Also if he is young the question of his relation to the
general educational problems demands thought.
Particularly to you who are here will it be obvious that such
an individual presents problems to nearly every branch of social
activity which has a relation to handicap brought on by disease.
Let me simply enumerate the various organizations or agencies
which we make use of at various times in our work with patients
with heart disease at Bellevue Hospital. They are an out-patient
clinic, a ward bed service for the temporarily handicapped, a ward
bed service for the permanently crippled, convalescent home, venereal
disease clinic, psychiatric clinic, oto-laryngeal clinic, dental clinic,
prenatal and obstetrical clinic, vocational guidance and placement
agencies, sheltered shops, school and various services in industry.
In this list I have not specifically mentioned a Hospital Social
Service, for I assume that to this audience it is evident that the only
way in which a group of patients could be guided to these various
contacts would be through the cooperation of an efficient Medical
Social Service Department manned by intelligent and efficient social
service workers. The first cardiac clinic in the United States as a
matter of fact was organized at Bellevue Hospital in 1911 by Dr.
H. V. Guile at the request of Miss Wadley, the head of the Social
Service Department, who felt the pressing need for the medical
supervision of the ambulatory cardiac. In 1919 I took over this
clinic, having during the preceding eight years worked in it at various
times.
Since that time other clinics had been started and the New
York Heart Association had seen the need of a classification of heart
disease from the standpoint of functional capacity.1 It had adopted
a classification, the one used by the American Heart Association,
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first dividing all patients coming into a clinic into three groups,
those with organic heart disease, those with potential heart disease
and those in whom there were insufficient symptoms or physical signs
for making a diagnosis and who were placed in a doubtful group
labeled possible heart disease. The patients with organic heart dis
ease were divided into four groups :
I.
Organic heart disease with no diminution of cardiac reserve.
11(a). Organic heart disease with slight diminution of cardiac re
serve.
11(b). Organic heart disease with marked diminution of cardiac re
serve.
III. Organic heart disease with absence of cardiac reserve or with
symptoms of heart failure at rest.
This classification has proved to be extremely useful but it is
obvious that such a classification is only useful when one has a knowl
edge of the course of heart disease. The problem we are discussing
today is that the natural course of heart disease depends on its
etiology.
In heart disease we consider the structural or functional change
of an organ as it is affected by different causes. It is seen that the
fundamental problem is different from that of tuberculosis in which
we consider a single cause as it affects various systems or organs of
the body.
Many etiological classifications of heart disease have been sug
gested. I have found a modification of one used by Dr. Homer
Swift most useful.
A. Congenital
B. Acquired
I. Infectious
Known
Acute—Pneumococcus, staphylococcus, streptococcus,
haemoliticus, gonococcus
Subacute—Viridans, influenza, melatenis
Chronic—T uberculosis—syphilis
Rheumatic
Active—Acute, subacute, recurrent, chronic
Inactive
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II. Toxic.
Endogenous. Thyroid
Exogenous
V egetable—digitalis
Mineral
Animal—toxins of bacteria—pneumo
diphtheria
III. Concomitant State with other Diseases
Diabetes—nephritis—pernicious anaemia
cause of heart not clear
IV. Arteriosclerotic or Senescent
V. Neurogenic

It is my purpose to describe briefly the various forms and try
to indicate how they present different medical and social problems.
Congenital heart disease presents little interest except to pedia
tricians. Many of these patients live only a few days and most of
them die before reaching mid-adolescence. An occasional case lives
to adult life, but of these the cases having pulmonary stenosis fre
quently die of pulmonary tuberculosis and one third of the other
cases die of subacute bacterial endocarditis. It will be seen that a
few of the cases during childhood and adolescence may need aid and
adjustment but these present practically no problem to the social
worker.
Acute infectious heart disease. The causes are pneumococcus,
staphylococcus, streptococcus hsemolyticus and gonococcus. This form
of heart disease is usually masked by a general sepsis. It is rarely
diagnosed unless a pericardial rub is heard or unless an embolic
phenomenon calls the attention of the physician to the cardiac phase
of the disease. If the endocardium is affected, as far as we know
it is always fatal, lasting from a few days to a few weeks. The symp
toms are chiefly septic, sometimes embolic and rarely cardiac. The only
problem it presents to social workers in our present state of knowl
edge is that the patient may have a comfortable bed to die on.
Subacute infectious heart disease. This is otherwise known as
subacute bacterial endocarditis and is caused by the streptococcus
viridans, and occasionally by the influenza bacillus or the bacillus
melatenis. This disease has received wide publicity in this country
chiefly through the work of Dr. Thayer of Johns Hopkins and Dr.
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Emanuel Libmann of Mount Sinai, New York, and his assistants.
It is a disease which runs a subacute course for months, sometimes
lasting a year or two. Structurally it is characterized by small vege
tations on the valves and endocardium and by some myocardial
change. The symptoms are those of mild sepsis, low grade tempera
ture, palpable spleen, moderate leukocytosis and embolic phenomena
as evidenced by petechiae, Osier’s nodes, Phantom swellings, hema
turia and signs of cerebral, pulmonary, splenic and renal infarct.
The cardiac symptoms are usually not striking. Diminution of the
cardial reserve is nearly always present but frequently thought to be
due to the anaemia. Cardiac murmurs may appear or, if present,
change their quality. While cases have been reported which healed,
practically all patients who develop this disease die after one or two
years. In my experience I have never seen a proven case get well.
In an ambulatory cardiac clinic about two per cent, of the patients
seen have this disease. In the bed service of a large general hospital
the proportion is somewhat greater, between three and four per cent,
of the bed patients. While this disease accounts for a large number
of deaths annually through the United States, it is not one of the
important causes of cardiac mortality or morbidity.
Occasional cases during the bacterial free phases of the disease
need ambulatory care and medical social service and nursing follow
up. Temporary occupation in the home is sometimes useful rather
as a mental therapeutic measure to combat depression than as an
effort to improve the individual’s economic situation.
Chronic infectious heart disease. There are two forms, first:
tuberculous, which may be dismissed with a word, and second, syph
ilitic, which is of extreme importance.
Tuberculous heart disease occurs in Bellevue Hospital in less
than one fifth of one per cent, of the cardiac deaths. Tuberculous
pericarditis is the most frequent form but tubercles in the endocar
dium and the myocardium are seen. It is generally part of a general
tuberculosis and the heart as a rule is not the cause of death. This
is practically never a cardiac problem but definitely a tuberculosis
problem.
Syphilitic heart disease, the other form of chronic infectious
heart disease, is of extreme importance, both as a cause of death
and as a cause of incapacity. This disease structurally is character
ized by changes in the aorta—chiefly in the ascending aorta—involv
ing as the disease progresses, the coronary openings and the aortic
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valve. In certain cases there is a definite syphilitic change of the
muscle, though actual gumma of the heart is exceedingly rare. In
other cases the myocardial change is probably secondary to the in
terference of the coronary circulation. The symptoms of this disease
appear on the average twenty years after the infection. A fter the
symptoms appear the progress is more or less rapid. If the disease
is discovered before aortic insufficiency manifests itself, adequate
anti-leutic treatment sometimes relieves symptoms and prolongs life.
If aortic insufficiency has taken place the disease usually progresses
to a rapid termination even in spite of anti-syphilitic treatment, the
patients usually dying of congestive heart failure. Another struc
tural complication of this form of heart disease is aortic aneurism;
death may then result from rupture. This is a disease of middle
life, the usual age of onset being at the age of 40. Although it is a
cause of only about ten per cent, of the heart disease seen in an
ambulatory clinic or a general hospital and five per cent, in private
practice, it strikes down the man or woman (most usually the man)
at the very height of his earning capacity and usually before his
family has become self-supporting.
Theoretically, at least, this type of heart disease is absolutely pre
ventable by the prevention of syphilis. It is probably also to a large
extent preventable by early and thorough treatment of syphilis before
it has attacked the heart. Even after the heart has become affected,
if it is discovered early and thoroughly treated, the progress of the
disease is frequently delayed. Here is a case-finding problem. For
though the heart affection is probably preventable in the early stages
of syphilis and the course of the disease influenced by treatment if
discovered early enough, usually these patients do not present them
selves until well developed heart disease has appeared and when treat
ment is of little avail.
The problem of syphilitic heart disease, though not so great as
that of rheumatic and senescent heart disease, causes thousands of
deaths a year and much misery and suffering to innocent members
of the patients’ families. It is a fascinating problem, both from
the standpoint of the social workers and the physician.
Rheumatic Heart Disease. While it seems unquestionably true
that the cause of this disease is a form of streptococcus and while
we have followed with interest the work of Dr. Small in Philadel
phia and Dr. Berkow of Rochester, it does not seem to have been
absolutely proved that this disease is caused by a specific strain of
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the streptococcus. The relation between this disease and the struc
tural changes in the endocardium and myocardium were first dis
cussed by Dr. Pitcairn in 1788. Aschoff first showed the charac
teristic histological picture in the myocardium. Structural changes
have been described not only in the endocardium, myrocardium and
pericardium but in the arteries, subcutaneous tissues, the pleura and
the brain. The course of the disease in its most frequent form is char
acterized by periods of activity and inactivity. During the periods of
activity any or all of the structure of the heart may become the seat of
acute inflammation, thus interfering with the function of the heart. As
these lesions heal, scar tissue is laid down to a certain extent replacing
the normal. During the inactive stages of rheumatic heart disease
the amount of disfunction depends upon the situation of these scars
and their extent. In the course of rheumatic heart disease, there
fore, heart failure may be secondary to an acute inflammation of
the heart, in which case it is apt to disappear as the inflammation
disappears; or it may be associated with permanent scarring, in
which case it is apt to progress.
The usual life history of a patient with rheumatic heart disease
is that of a patient who develops rheumatic fever before the age of
ten. If he is under competent observation it will be known at that
time that his heart is probably affected. During the next fifteen
years the patient will usually have several attacks of rheumatic fever
associated with active inflammation of the heart and heart failure.
During one of these attacks he may die. Between attacks he is in
a fairly comfortable condition, many cases having no diminution
of the cardiac reserve. Finally there comes a time when even though
the heart is not in a state of active inflammation, the heart muscle
fails, either as a result of the frequent recurrent infections or pos
sibly, in cases with severe valvular defect, because of long continued
suboxidation, and death results. In about twenty-five per cent, of
these cases some years before death a complication presents itself- in
auricular fibrillation. If this is not controlled, it wholly incapacitates
the patient and probably hastens his end. If controlled by digitalis or
eradicated by the use of quindin the course of the disease progresses
as before described. In a series studied both at the hospital and in
private practice in my experience comparatively few passed the age
of fifty. Among public patients about ninety-five per cent, were
dead before fifty and among private patients about ninety per cent.
I have spoken of the recurring type because this is the most fre-
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quent. There are three others. The first is an acute infection of
the heart in which the patient dies in the first attack. Every patholo
gist knows how rare this is because of the great difficulty in getting
pathological specimens of rheumatic heart disease in patients dying
during the first attack. A second type is a chronic active inflamma
tion of the heart, which occurs more frequently than is realized.
This may go on for years, the patient always having a diminished
cardiac reserve and never being free of symptoms of activity. About
one quarter of the cases in the clinic are of this type. Still another
type, unfortunately comparatively rare, is that in which the patient
after one or two attacks of acute active rheumatic infection of the
heart goes into an inactive state and rheumatism never again attacks
the heart. It is patients with rheumatic heart disease of this type that
grow to old age, and although we occasionally see such patients, at
the present time they are only a small percentage, possibly one tenth
of those having rheumatic heart disease.
It is obvious that next to preventing rheumatic fever altogether,
our greatest desire should be to eradicate the disease in patients who
have had it, with the hope that the damage done during the first
attack may not be incompatible with long life. W ith this idea efforts
are being made to produce and maintain immunity against rheumatic
infection. Rheumatic heart disease, among adult ambulatory clinic
patients in New York is the cause of heart disease in about fortyfive per cent, of all cases. In children’s clinics it is about ninety-five
per cent, of all cases.
From the above sketch it is seen that there are very many simi
larities in the problem of rheumatic heart disease and the problem of
chronic pulmonary tuberculosis. In both, many organs or tissues
may be affected, but in both a single one usually dominates the
others, in one case the lung, in the other the heart. They both are
infectious in nature, both have periods of activity and inactivity,
both may be acute, subacute or chronic. There is growing evidence
that rheumatism is spread by contact.
This type of heart disease presents the greatest problem to us all.
Here is a disease which may be preventable if we can only find the
way. Our chief problem after the disease has been acquired is to
try to develop in the individual an immune state to prevent the re
currence of infection and to meet such handicap as results from
scar. It is of the greatest importance for all interested in heart
disease to realize that in this type diminution of the cardiac reserve
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or actual heart failure may come about with two types of structural
change: (1) an active inflammatory change in the heart and (2) re
sult of scarring.
Because of the paucity of constitutional symptoms during periods
of subacute or chronic inflammatory stages, it is often not appreciated
that heart handicap in rheumatic heart disease occurs in these two
different ways. It is our belief from theoretical consideration and
from some limited experience that as long as there are signs of
activity these patients should be treated as patients with chronic
active tuberculosis; that is, they should have complete rest, sunlight,
fresh air and good nourishment. It was for this reason that the
New York Heart Committee, after long and careful thought, advised
against special classes for cardiac children in public schools because
it was found that these classes contained not only a large proportion
of children with no other signs of heart disease except an accidental
murmur, but a very large proportion of children with active rheu
matic infection who should have been in bed. We, of course, all
hope that a more active method of bringing about immunity may be
developed, but at the present time vaccines and sera are surely in an
experimental stage. During the periods of inactivity the problem
is not only to meet the different indications resulting from cardiac
handicap but to prevent as far as possible the recurrence of infection.
Toxic heart disease. This may be caused by either endogenous
or exogenous toxins. The endogenous toxin which most frequently
gives rise to heart symptoms and heart failure is thyrotoxin. In
certain parts of the country thyroid heart disease becomes a large
factor in cardiac morbidity. The only structural change evident in
the thyroid heart is hypertrophy. These patients tend to develop
auricular fibrillation early. This fibrillation is difficult to control with
digitalis, and, if paroxysmal in type, tends to recur unless the hyper
thyroidism is controlled. The disease from the heart standpoint is
slowly progressive and the patients who are unrelieved of the hyperthroidism usually die of progressive heart failure. The exogenous
toxins which produce heart disease may be described as those which
are of bacterial origin and those of either vegetable or mineral origin.
Those of bacterial origin usually give rise to cardiac disfunction only
during the time of the infection. This type of heart disease is ex
perienced in forms of bacterial infection of the body where the
bacteria do not invade the tissues of the heart, but the toxins act
on it. It is seen in lobar pneumonia, influenza, tuberculosis and
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other infections. In its most severe form it is found with diph
theria. The best example of the vegetable toxin acting on the heart
is the toxemia from digitalis, which may even produce death. Phos
phorus and other minerals may produce cardiac symptoms.
Here again, the early recognition of the underlying disease with
every attempt made to control it, should be our endeavor. The char
acteristic state of mind of people with this disease presents a real
problem in their management and unless this is recognized most at
tempts to meet the various problems of these patients fail.
Heart disease as a concomitant state with other diseases. The
direct relationship between these other diseases and heart disease is
not as yet clearly understood, but we are all aware that it does occur
with pernicious anaemia, with nephritis, with diabetes and with gout.
The types occurring with diabetes and gout are usually associated
with an arteriosclerotic heart disease. These patients do not present
any particular problem.
Arteriosclerotic or senescent heart disease is the greatest cause
of mortality and morbidity of all diseases of the heart. When one
rules out heart disease occurring as a concomitant state with other
types of disease there is still left that form of senescent arterio
sclerosis which, when it affects the aorta and the coronary arteries,
causes disfunction of the heart, later heart failure and cardiac death.
The symptoms of the onset of this disease are insidious. They are
usually, but not always, associated with symptoms of arteriosclerosis
elsewhere. There are two types of onset; one with gradual increase
in fatigue, gradual diminution of the cardiac reserve, and finally the
development of signs of congestive failure; the other type usually
begins with substernal pain or discomfort on effort, which in uncom
plicated cases gradually progresses, the patient finally developing
congestive failure, after which the pain usually disappears and the
patient then runs a typical downhill course. In either type, the life
curve may be interfered with by the following physiological and
structural complications: auricular fibrillation, heart block and coro
nary occlusion. By far the most frequent of these is the develop
ment of auricular fibrillation. W ith the development of this irregu
larity, marked diminution or obliteration of the cardiac reserve occurs.
If this is not controlled by proper medication the life of the patient
is shortened. However, if digitalis medication is instituted the pa
tient returns to a condition as good as before the onset of the irregu
larity and the slow downward course of the disease continues.
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Another physiological complication which occurs, but much less
frequently, is that of a partial and complete heart block. During the
stage just before the block becomes complete, the course of the disease
is interfered with by attacks of Adams Stokes syncope. As the
disease progresses, however, and a permanent idio-ventricular rhythm
is established, the attacks of syncope disappear and frequently the
patients then go on for years, though with diminished cardiac reserve.
The structural complication, which is the most important one in
terfering with the gradual course of this disease, is a coronary oc
clusion. This may abruptly interrupt the course of the disease,
causing death even before the insidious symptoms of onset of ar
teriosclerotic heart disease have been noted, or it may occur any
where along the curve of gradual descent. As before stated, it may
cause sudden death. On the other hand the patient may recover
and go on for a number of years, usually, however, with the reserve
fixed at a considerable lower level. Death may then follow from
progressive congestive heart failure or from other coronary occlusion,
setting up possibly a ventricular fibrillation or causing a rupture of
the heart.
The problem of the social worker here is the problem of handling
a disease which is from its essence non-preventable and one in which
there is usually a gradual, but definitely progressive increasing
handicap. It is chiefly a problem of gradually removing the load
from the individual, seeing that he lives a life which will tend to
keep him as free as possible from complicating infection, the insti
tution of a proper dietetic regime, the constant search for complicating
disease carried on with common sense, for by this I do not mean
the indiscriminate removal of possible foci of infection to which I
think many old people are too frequently subjected in these days;
last of all, the attempt to provide some slight comfort for them in
their last months of progressive congestive failure which is bound
to occur unless they are fortunate enough to be carried off by a sud
den cardiac or cerebral accident or an intercurrent infection.
There is left one etiological type of heart disease to discuss:
Neurogenic heart disease. In private practice it accounts for about
fifty per cent, of the patients coming to one’s office. While it has
no influence on longevity, it is the cause of much suffering and fre
quently of great incapacity. The cardiac psychoneuroses have been
classified by Paul White as follows: 2
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1.
2.
3.
4.
5.

Fatigue neurosis
Introspective neurosis
Anxiety neurosis
Substitution neurosis
Obsession neurosis

(Neurasthenia)
( Hypochondria )
(Hysteria)
(Psychasthenia)

The symptoms which are partly neurogenic and partly psycho
genic in origin are chiefly subjective. In order of their frequency
of occurrence they are palpitation, pain and breathlessness. The
objective symptoms are irregularity, sinus bradycardia, sinus tachy
cardia, premature contractions of various types and at times paroxys
mal tachycardia. If the subjective and objective symptoms are as
sociated with an accidental murmur it sometimes takes much experi
ence to be sure that one is not dealing with organic disease of the
heart. One cannot stress too much the necessity of knowing that
gross irregularities of the heart and subjective symptoms, particu
larly palpitation and pain, frequently occur in patients without or
ganic disease of the heart.
It should be recognized that these patients have not heart disease
and in private practice they are best cared for by the wise family
physician. In hospital practice they are usually bandied from one
specialist to another or if in a general medical clinic are usually
neglected entirely. In my opinion they should be cared for in a
special clinic or a special organization for the care of psychoneuroses,
at least until such time when a sufficient knowledge of psychologic
states is developed in all of our workers so that these patients shall
not be neglected.
REFERENCES
1Criteria for the Classification and Diagnosis of Heart Disease by a Com
mittee appointed by the Heart Committee of the New York Tuberculosis and
Health Association.
2Cardiac Neuroses—Paul D. White—Nelson Loose Leaf Medicine, Vol.
IV, p. 636, assisted by Dr. Stanley Cobb.

WHAT IS HAPPENING TO THE FAMILY?*
IRA S. W ILE, M.D.
W hat is happening to the American family? Some would an
swer everything, and others, nothing. The answer lies between these
two extremes.
The family is primarily a biologic unit, the result of a physical
mating in response to underlying instinctive urges. The family is
also a social unit, not merely because it consists of groups of indi
viduals, but because the family ever has been held to be a functioning
unit for and in social organization. It is evident, therefore, that
all events, circumstances and conditions which alter the biology of
the family or modify its social status must react upon it.
Biologic changes of the greatest import during the past generation
have markedly altered social values of, in, and for the family. The
decrease of the mortality rate and the shifting in types of mor
bidity have profoundly affected the health of families. The per
capita health values today are higher than they ever have been. The
average age at death is advancing within certain physical limitations.
The average expectation of life at birth has progressed in this coun
try to fifty-five years. The lower mortality rates and a marked
change in the type of illnesses which exist have profoundly affected
the social status of American families. There is more vitality, en
ergy and enthusiasm and a higher degree of latent power because
family unities are no longer afflicted by many of the diseases that
formerly drained their physical as well as their economic and social
resources. Tuberculosis and typhoid fever have diminished, summer
complaint has practically disappeared, chlorosis or green sickness
is scarcely known. Children are becoming taller, larger chested,
heavier and with bigger feet. Biologic qualities have modified physi
cal social values.
The reduced birth and infant mortality rates and the biologic
*Read before the Harlem Medical Society, New York, N. Y., December, 1928.
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values of small number of children per family have modified the
social values of children in the community. Families have a higher de
gree of solicitude for children who thus become more prominent in
their individual positions in family units. The parent has a shifting
status as his possibility of immortality through children diminishes.
Small families have likewise provided a larger degree of freedom
and leisure which have weakened the permanent anchorage of parents
in their social setting.
The combined effect of diminishing birth rates and general
health rates have influenced the entire social behavior level of the
community by lowering the proportion of people below age 25 and
materially increasing the percentage of those age 60 and above.
The shifting percentages of population groups—a biologic phenome
non—have altered the social status of the young and heightened the
social values of the old. The former gap between youth and age is
being socially bridged as the elders cling to exuberant youthfulness
and youth rejects implicit obedience to parents, scorns servility
towards middle age and repudiates reverence towards old age.
Social changes, however, have had a marked influence upon the
biologic values within the family. Man’s chances of survival have
been lessened in part by his own inventiveness. Automobiles have
brought with them an increased accident and mortality rate. All
modes of transportation by steam, electricity, or gasoline have in
creased speed and the danger to life and limb. Industrial hazards,
despite safety slogans, first aid and protective legislation, are threat
ening familial happiness. Whatever increases the likelihood of acci
dents tends to heighten the biologic values of the individual. This
is especially true if society as a whole must bear the cost for acci
dent and disease through Workmen’s Compensation Acts, Employ
ers’ Liability Insurance or unemployment insurance.
The congested homes, with inadequate privacy and air pollution
not suffered by older cliff dwellers, have affected the biologic values
of the family. It is no longer possible for families in a city like
New York, for example, to dwell as biologically independent units.
The greater our congestion, whether in subways or in apartments,
the greater the destruction of family unity and harmony. Human
pressures force people apart. The physical home today is more of
an inn than a shrine.
Science and religion are shifting. Most of the old anchors of
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man are more or less adrift and unforeseen perils of the sea confront
the world. Staking all faith upon man’s machinery does not afford
the same satisfaction as an undisturbed faith in a Creator superior
to man. The family is suffering from an over-stress of scientific
dogma and theories not well understood and an arrogant condemna
tion of faith in realms beyond the reach of present science.
The medical profession is undergoing profound changes in struc
ture and form and function. Numerous problems of civic policy
are arising. Various questions of an economic, social character con
front practitioners. These changes are incidental to alterations of
social sentiments and opinions from which the medical profession
cannot escape. The medical service of the community desires oppor
tunities for health to be as widespread, if not as free, as those for
education. The family is conscious of every significant change in
cidental to the evolution of society. The relation between family
and physician is changed and some believe to the disadvantage of
both.
Customs, laws, regulations, traditions and mores are not static—
they are dynamic. The family always has been subject to changing
status and always will, because it must function as a unit in society
which sees the family only a means for its own protection and con
tinuance. The family as a biologic unit strives for its own satis
factions and goals of fulfillment; but they cannot be chosen and
sought without reference to the social approbation or toleration of
families united and diversified into special groups and movements de
signed to insure the preservation of the social system.
Among social trends urbanization has had a definite effect upon
the family. The grouping of large numbers of people in limited
areas has diminished family independence and has blunted its ne
cessity. The rush to cities and tenement construction have brought
about limitation of space within the home as well as some limitation
of recreational space without the home. City life has increased
familial dependence upon community resources for forms of activity
which formerly were regarded definitely as responsibilities of the
home makers. This is evidenced in modern entertainment, cookery,
clothing and recreational diversions.
Mechanization has brought about man’s enslavement by his own
tools. New machinery has been created much more rapidly than
man could make adjustments to their effects upon his own being and
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welfare. The machine age has not been accompanied by an expan
sion of intelligence to meet the rapid and changing influences of the
machine upon the structure of personal and familial life. Machinery
has increased leisure in the home, but it has not taught the family
how to use leisure. Machinery has caused changes in production
and distribution, but without any more equable distribution of the
economic gains from manpower saved by reason of the installation
of machines. The family has been impressed by a dynamic machine
mold, and it has not taken a fixed static form, as it has changed
mechanically, socially and even physically. Machinery has been
devastating the home because it has taken away most of its creative
values and also many of its cohesive values. The main centers of
activity, of thought, of movement, are outside the family walls.
The auto, the movie, the can opener illustrate the elements which
have helped to reduce the cohesive forces that constituted the essence
of family life. In recent years only the radio has tended to keep
the family at home, although with doubtful peace and comfort. The
mind of the family suffers from being geared with unthinking and
unemotional machines.
To urbanization and mechanization as phases of social change, I
add educationalization, individualization and equalization. Society
has educationalized the home, although it no longer is the essential
center of education. More and more stress is being placed upon
public education,—in elementary schools, secondary schools, voca
tional schools, in trade schools and colleges. Education has become a
shibboleth. The educational level of the parents in the home has not
kept pace with the rising educational standards in the schools. Today
the younger members of the family, especially the girls, are far better
educated than were their parents at the same stage of age and de
velopment.
Women, because of more leisure and less necessity for creative
work within the home, are searching for outlets for their intellectual
and emotional satisfaction. The extra-mural activities of women,
bringing new values into the home have destroyed the comfortable
feeling of masculine supremacy so long fostered by an arrogant
patriarchate. The per capita level of education is higher than mere
schooling. The educational system is suffering from its own mal
adjustment to changing conditions and in consequence there are ofttimes sharp assaults upon the peace of the family because of the con-
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servative standards of educational institutions. The entire familyseeks to learn through living.
Individualization has permeated the home because it is a part
of the central philosophy of this area. In the family the idea of
personal freedom is increasingly dominant. The marital partnership
no longer boasts a dominant male senior partner, as there is growing
recognition that both partners in matrimony are equally important
and equally entitled to respect and consideration.
Individualization is manifest in the diminished size of families
that promotes the freedom and development of the married pair.
Contraception or birth control has profoundly affected the status
of husband and wife. Few children by choice rather than many by
chance have markedly influenced the viewpoint of father and mother.
The one or two child family is not to be compared with a family
with four or more children in terms of vitality, power, force and
spirit.
The diminished number of children has transformed the emo
tional life of the family. It has increased parental solicitude, interest
and attention and has afforded more abundant opportunity for the
intellectual advancement and social growth of parents and children.
The central status of the children in the present day small family
has changed the nature and philosophy of family relationships, as
well as the familial outlook upon parental responsibilities and social
obligation.
Individualization, as manifest in careers for women, allows wives
a larger freedom, whereby they become earners as well as spenders.
No family can retain its old forms and disciplines when the wife
becomes a potentially self-supporting producer. The wife no longer
sacrifices her womanliness when she refuses to accept limitation to
the traditional functions with kitchen, church and children.
Social attitudes towards marriage have changed and they have
profoundly modified everything that enters into family life. The
much discussed companionate, the greater freedom in securing di
vorce, the shifting ideas regarding children born out of wedlock
reveal a new sexual psychology that has threatened family organi
zation. Undeniably society in the United States and more particu
larly in the East is questioning its views regarding marriage as an
institution adapted to present day needs. Monogamy itself is not
sacro-sanct and inquiries into its value for communal living represent
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new gropings for up-to-date adjustments. Marital experimentation
with new forms goes on now even as man has tested out polygamy
and polyandry, trial marriages and the various other forms of sexual
matings which history relates.
Society at present is in an age of relativity. Absolutes are few.
Speaking now in terms of a behavioristic determinism and in the
next moment in terms of the instability of moral values, society is
crossing treacherous quick-sands in the realm of ethics in order to
reach firmer foundations. The responsibility for this state of moral
unrest does not rest upon the younger generation, but upon middle
age, which lacks security and certainty concerning what it is doing
and saying. It is the mistaken freedom and indubitable laxity of
this group that has fostered the idea of individual rights among the
young. Egotistic hedonism urging the preeminence of individual
rights has shaken some of the foundations of the family as a social
unit.
Equalization of the sexes continues and markedly affects the
family. Women possess political equality, as a result of which their
moral ideas have deviated from their abstract ideals, as dictated
by a political pragmatism learned from males. Women have secured
industrial opportunity and working alongside of men they have
precipitated numerous economic problems and social questions which
are far from a satisfactory adjustment. Increasingly large propor
tions of married women are entering into industry, thus changing
the home background and influences whether their children are in
homes, day nurseries or nursery schools. Society likewise has ap
proved a higher degree of sexual parity of the sexes. Time was
when the question of a double standard of morality aroused hesitant
discussion, but today frank emphasis is placed upon the implications
of a single standard of chastity and that rather the one formerly
regarded as the masculine prerogative. Today males are not the
only sexual aggressors. This does not mean that the new generation
entering into marriage are inferior to their parents or are less virtu
ous because they are more frank and honest. A better understanding
of sex and its relations to social growth bring into modern life ele
ments that would have been impossible a generation ago. This
constitutes a very definite factor in many marital difficulties as re
flected in and by the increasing divorce rate. Society is talking
more in terms of democracy, freedom, and emancipation in and
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out of the home. Woman is no longer a chattel sexually or so
cially; she is gaining more control over her own money and has
more rights in her own name. The consciousness of recognition as a
being with equality and freedom has definitely changed not merely
woman’s status as a wife and mother, but has altered every biologic
and social factor in home making and family life.
This equalization of the sexes is still further represented by the
increasing higher educational activity of women. There is no down
ward level of male education, but there is a rising feminine tide of
knowledge with a consciousness of new power and acknowledged
ability to function intelligently in society. W hat is happening in
families can be understood better when one thinks of college girls,
women’s study clubs and mothers searching for educational experi
ence and activity. There is a constant equalizing education going on
through the medium of the moving pictures, the radio and the press,
all of which receive their main support from women. Hence woman
is gradually rising to superior heights with opinions, judgments
and sentiments expressed, as was impossible in an era when she was
regarded as man’s inferior.
The family is in a state of flux. W hat is happening to it arises
partially from the rapidity with which society is living. An era of
speed, of movement, of ebb and flow has engulfed the family. No
one can determine just where it is going nor how far it has receded
or advanced from its older harbors. The present age cannot be
completely evaluated until it is possible to consider it in relation to
the ages preceding and following it. It is safe to say, however, that
the old fashioned home and family life have gone. The family of
today no longer takes pride in a home that is the center of moral
and educational influences. W hat the family is to become depends
upon times, circumstance and what some people call progress, al
though that progress may merely mean movement.
It is folly to judge whatever is happening to the family from the
standpoint of absolute Puritanic standards and rigidities. One is not
justified in saying that the present trends are indicative of degenera
tion, deterioration or disintegration. One can only say that society
has changed and that the family is part of society.
A short discussion cannot reveal or explain all the things that are
happening to the family. They are not to be attributed to a world
war of ten years ago but rather to the elements which I have men-
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tioned, namely, urbanization, mechanization, educationalization, indi
vidualization and equalization of the sexes. In addition I have sug
gested that society is guilty of a slowly but surely increasing absorp
tion of familial responsibilities.
The centrifugal social phases of family unity have been removed
too quickly to permit an easy adaptation. The centripetal biologic
and sexual phases have been more or less isolated as society has
taken on functions which formerly made the home the center of
familial activity.
On the other hand the decreased birth rate, which indicates a
diminished biologic procreative function, has modified the larger social
unity of the biologic family while it has made possible the larger
perfection of the members of the family acting as individual social
units. Hence, with fewer family responsibilities and greater indi
vidual capacity for social activity, the family has been temporarily
unstabilized. A rising intellectual level of potential family life has
not been accompanied by an equal emotional development of its
values. Hence there is an inadequate emotional satisfaction in the
home which is leading to greater interest in outside sensation as an
end rather than in home activity. The tendency to recognize in
marital life two factors, one procreative and one social, has led to a
serious shifting of ethical and moral values. There has been some
emotional conflict with the home as one battlefield. The standards
of familial life are changing by reason of new principles and ideas
concerning what life means to individuals. The individual is no
longer totally absorbed in marriage. The offspring of marriage
are no longer absorbed in family life.
The family cannot be evaluated in terms no longer applicable.
The family of 1928, with its speed and prosperity, cannot be stand
ardized by the family of 1875 or of 1900. The only factors that
they really have in common are the essential necessity of a mating
male and female and a dependence upon work to secure means to
satisfy their economic needs and social interests. The economic
needs of today are not those of the past. The social opportunities
of the present are not those of a generation ago. The ideas and
principles, the literature, art and music, the psychology, science and
religion, the customs, habits and the traditions of today differ widely
from those of a generation ago. Bobbed hair and short skirts, cab
aret and saxophone, the hip flask and delicatessen shops combined
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with the frankness, freedom and energy of the younger and older
generation bear witness to the powerful factors and deep social
pressures that have influenced the family and will continue to affect
the family life.
The family will not be destroyed. It may change its form, its
goal, its means of expression. Its contribution to individual life may
be continually altered, but so long as humanity struggles for content
ment and happiness from a biologic-social relationship, the family
will exist. It will continue to be a center for perpetuating man’s
social heritage, while it ever relights and passes on the torch of life
that warms and enlightens the world.
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SOCIAL SERVICE FOLLOW-UP WORK IN CASES
OF TUBERCULOSIS*
BLANCHE PETER SO N , B.A., M.A.
;'

Section on Medical Social Service, The Mayo Clinic,
Rochester, Minnesota

Workers in the Section on Medical Social Service of The Mayo
Clinic interview, as a routine, every patient having a diagnosis of
active pulmonary tuberculosis. The purpose and method of this
procedure have been explained in a previous article.1 In brief, the
social worker in a personal interview tries to ascertain the patient’s
attitude toward his disease and to help him face his problem as rea
sonably as possible. He is instructed in the necessary precautions
to take so that he may protect his family until he has been admitted
to a sanatorium. A pamphlet, “W hat you should know about tuber
culosis,” published by the National Tuberculosis Association, is given
him and the importance of sanatorium care and the available sanatoriums in his locality are discussed in detail with him. Descriptive
literature of sanatoriums is given if desired. The patient is also
advised of free facilities provided by his state and county for his
care and for the examination of his family. The importance of
having other members of the household examined is stressed and,
when it seems necessary, social problems interfering with treatment
are discussed with the patient. The patient is kept in touch with
after he has returned home by direct correspondence, through his
local physician, or through some health or social agency. This policy
of referring patients to local agencies has been adopted because in
most cases the patient needs outside assistance in carrying through
his plans. This procedure is discussed with the patient in his inter
view with the social worker. If it is obvious that the patient wishes
to make his own plans, and the worker considers the patient capable
of carrying out instructions given him, reference to an agency is not
^'Submitted for publication December 13, 1928.
534

B. Peterson

535

made. The patient then is asked to write the worker or the physician
about his plans.
A study was made of the social records of 233 patients with
tuberculosis known to the workers of the Section on Social Service.
Of these, 151 were referred to some local health or social agency;
21 were referred to sanatoriums only; and 61 were not referred to
any local or social agency.
When a case is referred to a local agency the purpose is to secure
that agency’s cooperation and if possible to transfer to the local
worker the full responsibility of carrying out the recommendations.
In studying the 151 cases referred to agencies, an attempt was made
to ascertain the degree of responsibility assumed by each agency and
the effort expended in time and correspondence to obtain this as
sistance. The tabulation shows the type of resource used, the num
ber of times used and the degree of responsibility assumed. It shows
that 151 cases were referred to various agencies 203 times. In only
thirty-three instances (16.3 per cent.) was the entire responsibility
of family and patient assumed. This means that the social worker
at The Mayo Clinic must attempt to assist the patient from a long
distance or seek assistance through other unorganized channels. It
also explains why it is necessary for the workers of the Section on
Medical Social Service to keep cases open over a long period of time
in order to guide the plans until some agency will assume responsi
bility. For the total number of cases it was computed that the
average length of time a case was kept open was eight months and
one week, the longest period of time being four years and four months
and the shortest period two days. In thirty-three instance^ (16.3
per cent.) the responsibility of the patient was assumed by the agency,
and in twenty-one cases (10.3 per cent.) the responsibility for the
family was assumed. In seventy-nine instances (33.9 per cent.) the
agency gave some assistance. For forty-two cases (10.8 per cent.)
a response was not made by the agency, and for fifteen (7.3 per cent.)
response was made but cooperation was not given.
When the social worker refers a patient and his family to an
agency the object is to aid the patient. When an agency assumes
responsibility for the patient and his family the worker transfers the
case to that agency. It is with great satisfaction that cases are re
ferred to agencies in certain communities where it is known that the
resources are well developed and where excellent cooperation will be
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given. Many cases may be cited showing how satisfactorily a case
may be transferred in a short period of time.
A woman, aged thirty, single, whose occupation was book-keeping
was referred to the Section on Medical Social Service with a diag
nosis of moderately advanced pulmonary tuberculosis with positive
sputum. The patient had resided in a city in the southwestern part
of the United States for four years. She and her sister, aged twentyeight, lived with their mother, who was dependent on them. The
father had died of pneumonia. Two brothers were married and
away from home. A younger sister was also away from home and
was working her way through a teacher’s college. The two sisters
and their mother lived in a modern bungalow on the outskirts of the
city. The patient had been sleeping with her sister. When the pa
tient learned of the diagnosis she could not see her way clear to go
to a sanatorium. She had earned $27.50 a week and she and her
sister had recently bought a home on which they were paying $50
a month. Payments for three years were still due and she felt that
her earnings were needed very badly. It took the worker some time
to explain to the patient the advisability of beginning treatment im
mediately. The patient on her departure gave the worker her consent
to write to the tuberculosis society in her locality. This was done,
and the social history of the patient and the problems, both medical
and social, were explained in detail. This society, which had a nurs
ing service and medical assistance available, visited the home imme
diately. As the family could not afford the expense at a private
sanatorium and as the only available sanatorium was one for destitute
girls, to which the patient refused to go, the society erected a sleeping
porch for her. They also extended to her free medical service. The
mother and sister were examined; the sister was found to be normal,
but it was discovered that the mother had chronic pulmonary tuber
culosis. The tuberculosis society reported back to the social worker
that they would continue supervision in this home, both of the pa
tient and the mother. The case was closed by the Section on Medical
Social Service when this report was received.
Another illustration is the case of a married man, a Greek, aged
thirty-two. He understood English but had difficulty in expressing
his thoughts. He said he had lived five years in a city of a bordering
state but had not been naturalized. His family lived in Greece and
he had not seen them for five years. He was a cook by trade, but
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had not been able to work for two years and he did not have funds
for medical care. He gave the worker the names of two friends
in his city, but said he did not have relatives in this country. The
patient had active pulmonary tuberculosis and tuberculous perito
nitis. Immediate sanatorium care was advised. A telegram was sent
to the social welfare league in his city to arrange for sanatorium
care and to establish residence. Through this agency, communication
was made with the Director of Immigration and the patient’s resi
dence was established. County help was obtained and in six days the
patient had been admitted to the state sanatorium as a free patient.
Little was known about the living conditions in the home where the
patient had resided. W ith the assistance of the first agency, a nurse
in the public health nursing bureau visited the rooming house to in
vestigate the hygienic conditions and to arrange for the examination
of any persons who might have been in contact with the patient. Re
ports were received from the welfare league, the nursing bureau and
the state sanatorium. Each was carrying out some phase of the plan
and each knew of the other’s activity. The case was closed by social
workers at The Mayo Clinic in three and a half months, and all agen
cies were notified of this step.
The tabulation also shows to what degree agencies do not coop
erate. The lack of response from such a large number of county
nurses may be attributed to the fact that it is difficult to reach them
due to a changing personnel. Letters addressed to nurses who have
left their districts are often lost or not returned.
That agencies do not always understand the methods and motives
of the social worker at The Mayo Clinic is illustrated by the follow
ing case:
A single woman, aged twenty-four, was found to have advanced
pulmonary tuberculosis. Until her sickness began she had worked
in a restaurant and had also done housework. H er father, three sis
ters and one brother had died of tuberculosis. One sister and two
■brothers were married and lived away from home. The patient lived
with her mother and step-father, and in this family there were three
children, aged eight, five and two. The step-father earned five dol
lars a day as a laborer. He said he was tired of having her sick and
he refused to help her. The mother received a pension of $20 a
month and was able to help the patient to some extent. A state or
county sanatorium was not available. The following letter was
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written to the health officer in the patient’s town asking him what ar
rangements could be made for her, as it seemed quite urgent that she
receive some sort of care:
December 5, 1925.
Dr. Blank, Health Officer,
City, State.
My Dear Dr. Blank:
Miss ------------ of your city has been a patient here several
times. In September, 1925, she was found to have active advanced
pulmonary tuberculosis, positive sputum, and sanatorium care was
advised. M iss------------told us that she did not know whether sana
torium care could be afforded by the family. H er mother is Mrs.
------------. M iss------------ lives with her mother.
We referred the case to the community nurse but she wrote us
that she had discontinued the work and was unable to make the visit.
We have not had any answer to our letters to M iss------------- and we
are very eager to know in these cases of tuberculosis what arrange
ments can be made for sanatorium care. It seems particularly urgent
that this patient should have some advice in making plans since her
father and four brothers and sisters died of tuberculosis.
May we hear from you as to what arrangements this patient has
made and what her condition seems to be at this time ?
Yours very truly,
An answer was not received from the physician, but a month
later the following letter, published by the health officer in the state
medical journal, was noted:
December 16, 1925.
To the Editor:
Inclosed find letter which is self-explanatory and I trust that
it may be of some use to you in your editorial work. I was not aware
of the extent of The Mayo Clinic’s work along the line of social
welfare work until I received this letter. It seems to me there should
be some limit to that kind of stuff.
In ------------ County we have no T. B. nurse, no community
nurse, no welfare workers and no free clinics. The two cities of
------------a n d -------------each have a school nurse. The county judge
o f ------------County during the past year sentenced three chiroprac
tors, two to the penal farm for six months and one to the county
jail for violation of the medical practice act.
Being health commissioner of the City of ------------, I believe I
am in a position to authoritatively state that health conditions in
------------County were never better in spite of the fact that we have
been deprived of the benefits of community nurses, Red Cross nurises,
welfare workers and social uplifters.
Yours very truly,
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It is evident that the health officer resented having any outside
activity or interest shown with regard to patients in his community.
I do not believe that any worker (physician, county nurse, medical
worker or family case worker) can work independently where tuber
culosis is concerned. The medical social worker in this case did not
have any idea of supervising the activities of a local agency. Her
object was to seek assistance for the patient. When this was ac
complished she would gladly relinquish the responsibility.
Another illustration is given to show how the work is handicapped
when agencies do not cooperate.
A man, who was found to have active bilateral pulmonary tuber
culosis, was referred to the social service worker. Sanatorium care
was advised and it was also recommended that his wife and four
children, who were less than sixteen years of age, be examined. As
the patient had previously been under the care of a local physician,
he did not care to have the worker make any arrangements. W ith
the patient’s consent, however, a physician at the clinic wrote to the
local physician. This was followed up later by a letter from the
social worker asking if the patient had returned to his care. Since
an answer was not received from either of these letters, a letter was
written to the patient, but a reply was not received. As there was
a well organized nursing bureau in the state, the case was referred
to this agency, with an explanation of the social and medical history
and the previous action. A letter was received stating that the pa
tient had not entered a sanatorium and was not attending their clinic.
The social worker was unable to ascertain what responsibility the
society would assume, since it failed to answer questions concerning
whether the family would be visited again or whether the local phy
sician would be reached. The case, therefore, was closed.
The social worker is aware that the degree of assistance rendered
is governed by the number of resources in a community and that
each agency is limited in its activities. It was found that in twentyfive of the 151 cases, the local resources were not adequate to assist
the patient with his plans. For sixteen of these twenty-five cases
there was neither a local nurse nor a health officer. The state tuber
culosis societies reported that because of lack of funds or workers
nothing could be done. For three patients, workers outside the lo
cality were enlisted to help. Three patients were lost track of and
local physicians were asked to assist with some social problem con
cerning three others.
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It is for patients from the Dakotas, Montana and the western
provinces of Canada that the social worker’s ingenuity is taxed to
find some local organization or person to aid the patient in his plans.
In a few instances, the only solution has been to notify the state or
ganization of the circumstances. Where there are county nurses
and health officers, the problem of transfer is simple. The extent,
however, to which parts of the United States are without public
health nursing service, as brought out by a census of public health
nursing, is astounding.2 In the United States 1,800 (51 per cent.)
of the 3,045 counties are without local nursing service. Only four
states have nursing service in every county, and only nine have nurs
ing service in three-fourths of the counties. These states are all
eastern or northeastern states.
A study of the residence of the 233 patients in connection with
the public health nursing services throughout the United States
shows that only one patient came from a state where there was
nursing service in three-fourths of the counties. The remaining 232
patients came from states in which less than three-fourths of the
counties are covered by a public health nurse. Furthermore, 34.3
per cent, of the patients came from) rural districts, 21.5 per cent,
from towns of a population of 1,000 to 5,000 and 19.7 per cent,
from cities of more than 50,000. Of the 233 tuberculous patients
80.3 per cent., therefore, came from rural communities and small
cities of less than 50,000, where it is evident that medical facilities
and social resources are not as adequate as in large communities.
The following cases further illustrate the various problems that
confront the social worker at The Mayo Clinic.
A woman, aged thirty-three, a farmer’s wife, had a family of
three boys and two girls, all less than thirteen years of age. She
came to the clinic and was found to have advanced pulmonary tuber
culosis. Although the prognosis was poor, in order that the children
be protected, she was advised to go to a sanatorium. The patient
said she could arrange this, as she had hired help in her home. The
patient’s mother and two sisters had died of tuberculosis and one
brother had tuberculosis. The husband could pay something toward
her care. Application to the state sanatorium was made immediately
by the social worker. The county commissioners in the patient’s
county were written to, and asked to visit the home and make some
arrangement with the husband for her care. The state tuberculosis
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society was also written to, but as there was no county nurse, they
reported that it would be months before a nurse outside the county
would be able to visit the home. During this time the clinic social
worker corresponded with the patient regarding plans for her care
and her family. Since there was no nurse to assume responsibility,
the worker next approached the child welfare board. They were
unable to assume the responsibility so they in turn referred the
family to the health officer. Letters were written to him repeatedly
without response. Finally through combined efforts during a period
of eleven months the home was visited, the children were examined
and the mother admitted to a sanatorium. This case illustrates the
amount of work and the length of time necessary to accomplish
anything when there is no active local worker in the patient’s com
munity. On the other hand, the results justify the policy of keeping
in touch with patients until the full responsibility has been assumed.
A girl, aged ten years, of Bohemian parentage, whose residence
was in a northern state, had pulmonary tuberculosis, with positive
sputum. She had four sisters, twelve, eight, six and five years of
age, and two brothers, one three years old and one two months. The
patient had had a mastoid operation, and when she came to the clinic
she was poorly nourished and anaemic looking. The mother was not
well and she said the children had frequents colds. The patient, she
said, had slept with her grandmother, who had died of tuberculosis.
Since there was an executive secretary of the child welfare board in
the patient’s community, the family was referred to this worker.
Responsibility was assumed by her. She reported back that home
conditions were good but that the father was not cooperative. It
was evident that this family needed instruction, advice and education
along the elementary lines of prevention. The child welfare worker
continued her visits to the home. She succeeded in having the pa
tient’s tonsils removed and the patient seemed to improve under the
care of a local physician. After ten months of repeated effort to
secure sanatorium treatment for the child and to secure exami
nation of the other children, it was reported that the work
was discontinued by the county and that the best that could be
done was to have the responsibility for the patient assumed by the
child welfare board, where there was no paid worker. Since there
was a local physician, and since the board was acquainted with the
situation, the case was closed by the clinic social worker. The pos-
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sibilities for curative and preventive work in this family were un
limited, but because resources were not adequate, the work was at a
standstill.
Lack of assistance and cooperation may be due, in some in
stances, to lack of resources in the community or to a misunder
standing on the part of some agencies as to what is the purpose of
TABULATION

Resources Used in 151 Cases

39
34
County nurse .............................
23
Public health department..........
16
Sanatorium .................................
13
Local tuberculosis society.........
13
Red Cross ...................................
9
City nurse ..................................
7
Visiting nurse ...........................
7
Veterans’ Bureau .....................
7
County commissioners .............
Social service leagues .............
<3
5
United charities ........................
5
Child welfare boards ...............
4
School nurse ..............................
3
Health officer .............................
3
State division of child hygiene
2
Family welfare .........................
1
Industrial nurse .......................
State department of public in1
struction ..................................
State charities and department
1
of correction...........................
1
Community chest association..
1
Indian agents .............................
1
Private charitable clinic............
1
Rockefeller Foundation ..........
Total .......................................... 203

7
4
2
2

7
3

4

8
2
8
2
1
1

4

7
2

1
2

3
1

3
1
2
i

1
2

1
2
1

Cooperation in some
part of plan
No response to refer
ences
Response without
cooperation

Responsibility of family

Full responsibility of
patient
Responsibility of
patient and family

Organized resources*

Number of times used

Degree of responsibility
assumed by resource used

20
10
11
7
4
2
4
2
4
1
3
1
2
1
1
2

1
5
3
6
1
1
1

3
3
2
1
1
1
2
1
1

2
1
1

1
1
1
1
1

1
33

33

21

1
79

22

15

*Only the sanatoriums that have social service departments are included.
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follow-up work. It is believed, however, that keeping in touch with
the patients in their local communities is necessary in the general
plan for the treatment and prevention of tuberculosis. In cases in
which resources are not adequate something may be gained through
correspondence with the patient and his family to encourage them
in their own efforts to carry out recommendations. Furthermore,
by notifying proper health authorities, the attention of a community
may be called to the lack of resources in their state to deal with tuber
culosis and interest may be stimulated to develop more resources.
In cases in which health and social resources are adequate to deal
with the problem of tuberculosis there should be rational and balanced
cooperation of all concerned. The function of each agency must be
interpreted liberally, and in order to give the patient the benefit of
every assistance, it is more desirable to have an overlapping of work
rather than an underlapping.
REFERENCES
1 Peterson, Blanche; Medical Social Work with Tuberculous Patients at
The Mayo Clinic. Hosp. Social Serv., 1928, xviii, 29-35.
2 A Census of Public Health Nursing in United States. Pub. Health
Nurse, 1926.
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THE MEDICAL AND HOSPITAL SERVICE OF THE
U. S. BUREAU OF INDIAN AFFAIRS
FR ED ER IC K L. H O FFM A N , LL.D.
Consulting Statistician Prudential Insurance Company, Newark, N. J.
No element of our population is more deserving of governmental
solicitude, care and protection than our native Indian population. It
is they who originally owned all the soil, most of which they were
deprived of by treaties entered into largely in ignorance of the crucial
consequences of all that was involved. As a result, the Indians
have always been a difficult problem to deal with in the utmost fair
ness to all concerned, for obviously our government policy has of
necessity often been dictated by the prior consideration of the white
population. It is idle to deny that we have often been at fault in
our attitude towards the Indians and the conservation of their rights
and privileges. It is likewise self-evident to anyone familiar with
the facts that substantial- progress has been made during recent years
towards a better understanding of their needs and in no direction
as much as in that of an adequate medical and hospital service. Un
fortunately, the government has never seriously attempted an ac
curate and complete enumeration of what remains of what must
once have been a much more considerable population. The reports
of the Bureau of Indian Affairs on population are largely estimates
based on the guess work of local superintendents. The population
problem is complicated by a considerable amount of white intermix
ture, for no precise definition of an Indian has ever been attempted.
In my own judgment no person should be classified as an Indian
who has less than one-fourth of traceable Indian blood. At the
present time, the so-called Indian population includes adopted whites
and a substantial number of negro freedmen and their descendants.
Hence the estimate of 354,940 for the year 1927 is unquestionably
an exaggeration. No order can be brought out of present chaos
until a deliberate attempt is made to accurately count what remains
of our Indian population differentiating half-bloods, quarter-bloods
544
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and others. The first deliberate attempt in this respect was made
during 1928 when the Bureau of Indian Affairs took a census of the
Navajo Indians, in which they have been exceptionally successful,
showing conclusively a much larger population than had been esti
mated in an over conservative manner by local superintendents. A
similar census will be taken during 1929 of the Pimas and Papagos.
It is to be hoped that this admirable procedure, which includes the
distribution of consecutively numbered discs and the taking of finger
prints for every person enumerated will be continued on a much
larger scale in the future.
The uncertainties of the actual number of Indians entitled to
governmental consideration affects the appropriations required for
their needs. There is a further complication of Indians no longer
under government supervision and control. W hat their actual num
bers are is not revealed by any statistics available at the present time.
For the present purpose, I am chiefly concerned with the hospital
situation. The medical problems are better understood and are be
coming gradually a matter of trustworthy record. During the last
year, the Bureau of Indian Affairs has established a statistical di
vision industriously engaged in the collection of accurate vital sta
tistics, while aiming at the gradual perfection of an Indian registra
tion area in which the population is known with reasonable accuracy
and in which the returns for births and deaths are at least approxi
mately complete. Not much reliance can at the present time be
placed upon the statistics published as to births and death rates in
view of the inaccuracies which underlie all population estimates. The
official report of the Commissioner of Indian Affairs for the fiscal
year 1928 gives a birth rate of 28 and a death rate of 21.8. In the
light of many years of interest in Indian vital statistics, I am satisfied
that the birth rate is somewhat higher, while the death rate, properly
computed, is somewhat lower, or approximately a birth rate of 30
and a death rate of 20 per 1,000, which would leave a margin of
population increase of 10 per 1,000, which is normal and sufficient
for the purpose of preventing the Indians from dying out. I am ab
solutely satisfied that many of the Indian tribes are well holding
their own. Little faith should be placed in the frequent attempts
to malign the Indian Bureau as regards its medical administration.
The Indians are unquestionably peculiarly susceptible to tuberculosis,
respiratory diseases and trachoma. But these are matters of race
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rather than of environment, although much can be done by improving
sanitary conditions. The Indian medical service for years past has
suffered much from inadequate appropriations. Doctors and nurses
have been badly underpaid and the large turnover in the service
has been decidedly to its detriment. In all these matters rapid prog
ress has been made during the last few years since the medical
service was placed in charge of Dr. Guthrie, formerly of the United
States Public Health Service and delegated by that service to the
Bureau of Indian Affairs. The following observations, particularly
regarding the number of hospitals, bed capacity, number of whole
time and part time physicians, nurses on duty, etc., refer to author
ized positions rather than to the actual number on duty. The turn
over in the medical and nursing personnel is still so high that con
siderable fluctuations occur in the actual number on duty at a given
time. The turnover, however, for the last year has been less than
for previous years, the reduction being due to an increase in salaries,
and particularly to improvements in living conditions, as well as to
the increased number of nurses on duty in several hospitals. In
the past at many of the smaller institutions one nurse only was em
ployed, which meant an excess of nursing service, with resulting
fatigue complicated by a lack of proper accommodations.
The following table will visualize the present situation at a glance.
It is not correlated to population for the reason that this would re
quire an extended statistical investigation as to the actual number
of Indians affected by the accommodations provided.
HOSPITALS U. S. INDIAN SERVICE—FISCAL YEAR 1928

Name of Type Operating

Number

General, School and Agency, H ospitals................................. 77
Sanatorium Schools ................................................................. 10
Sanatoria, tuberculosis ............................................................. 2
Asylum for insane ..................................................................... 1

Bed
Capacity
2123
874
94
92

TOTAL ............................................................................... 90
3183
Note: Hospitals at Ft. Bidwell, 7 bed and Neopit, 6 bed capacity, not in
operation at present and not included in the above figures.

Total number of physicians on duty, full time ................................................ 118
“
“
“
“
“ “
part time .............................................. 65
N ote: Of the physicians, approximately 95 per cent, do agency and reserva
tion work in connection with their other duties, while only 5 per cent, do hos
pital duty exclusively.
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Total number of registerednurseson full time d u ty ...................................... 195
Total number of registerednursesdoing hospital duty ................................... 149
“
“
“
“
“
“ field
“ .................................... 33
“
“
“
“
“
“ traveling “(Special) ................... 13
Total number of practical nurses on full time duty ......................................
8
N ote: Of the registered nurses, approximately 76 per cent, are on hospital
duty exclusively, the remainder of which do agency and reservation work.

It is shown by the foregoing that the total number of hospitals
and sanatoria, including one asylum for the insane, is 90, with a bed
capacity of 3,183, and that the total number of physicians on full
time duty is 118, and on part time duty, 65. The total number of
registered nurses on full time duty is 195. There is need of more
physicians and more nurses, particularly the latter, who are of inesti
mable advantage in dealing with the Indians, particularly when they
have some knowledge of the native language. Possibly the most in
teresting experiment in this direction is one made by the State Board
of Health of Minnesota which has charge of the Chippewa Indians
in that State. The Board employs two full time registered nurses
of Chippewa origin who have been unusually successful. But there
still remains a large number of adult Indians who are unable to
speak the English language or unable to understand it. I feel strongly
that every effort should be made to encourage the study of native
languages on the part of both doctors and nurses, but this will not
be possible unless there is security of office and adequate compen
sation. Nowhere perhaps is this problem more difficult than among
the Navajos of the Southwest, of whom the large majority of adults
are ignorant of the English language and must, therefore, be dealt
with largely through interpreters.
A number of new hospitals have been built, of which eight have
been completed, while eight are still under construction. These in all
respects will be superior to anything that has thus far been attempted.
An effort is being made to construct the new hospitals along modern
lines, with facilities for isolation, and wherever funds permit, pro
vision is made for at least a small number of tuberculosis cases and
the more adequate care and attention of obstetrical cases also. A
further effort is made to incorporate new features which will improve
the character and quality of the nursing service and reduce the manual
labor incident to keeping these institutions clean and orderly. New
building activities are confined to one story structures where the type
of construction is not fireproof. Buildings of more than one story
are now provided with elevator service, and at the same time with
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better room facilities. During the current year the Service has pur
chased ten X-ray machines to add to the small number which during
the previous year had been purchased for a few of the institutions.
Perhaps the best evidence of the foregoing in actual practice is
the Southern Navajo General Hospital at Fort Defiance. This is
not a strictly modern institution, but it will serve the purpose since
a fairly comprehensive statistical report for the year 1928 is avail
able. This hospital has 28 beds and on June 30, 1927, had 36 pa
tients remaining. During the year 702 patients were admitted and
738 were treated, while 673 were discharged. There had been 35
deaths during the year, so that the number remaining June 30, 1928,
was 30. The number of hospital days treatment during the year
was 13,573. The total cost of operating the Southern Navajo Gen
eral Hospital for the fiscal year 1928 was $14,511.79, so that the
average cost per patient per day was only $1.07, while the percentage
of bed capacity was 124 per cent.
I am familiar with this hospital as the result of frequent visits.
Considering limitations of both construction and equipment, it is
admirably managed and reasonably sufficient for the purpose. Too
elaborate an equipment would be unsuitable for a primitive popula
tion. The medical and surgical results of the hospital have on the
whole been quite satisfactory, but it must be evident that an expendi
ture of $1.07 per day per patient cannot produce the best results.
The staff is underpaid and often overworked. During the year there
were 16 live births. The number of contagious diseases treated in
the hospital was 98, of which 41 were cases of measles with 2 deaths,
16 were cases of diphtheria with 1 death, and 41 were cases of chick
en-pox with no deaths. Thus out of 98 contagious cases only 3
terminated fatally. There can be no better proof of satisfactory ad
ministration.
Aside from the foregoing, there were 248 vaccinations for small
pox, 21 vaccinations for typhoid fever, and 732 immunizations, by
toxin-antitoxin, for diphtheria. Additional thereto, there were 5,210
examinations for trachoma, of which 2,338 cases were positive and 48
cases suspicious. The percentage of positive cases, therefore, to the
total examinations is 46.
In the dispensary or outpatient treatment at the hospital, there
were 19,386 such treatments, aside from over 250 home treatments
at a total cost of medical work on the reservation given as $2,088.
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This phase of the work includes regular home visits, clinics, dispen
sary treatment and examinations. Additional to the foregoing, there
was the medical work in connection with boarding schools at a cost
of $4,607.77. This consists of examinations, innoculations, treatment
of the student body for all general medical needs and dental work.
All surgical or other cases requiring extended treatment are trans
ferred to the General Hospital.
At Fort Defiance, there is also the Southern Navajo Tuberculosis
Sanatorium and school. The location of the sanatorium is fairly
good considering the peculiar rockbound surroundings of the locality.
The sanatorium has a capacity of 30 beds, and on June 30, 1927,
had 26 patients remaining. The number of patients admitted during
the year was 121, making a total of 147 treated during the year,
of whom 110 were discharged, while 13 died, so that there were 24
remaining. The total number of hospital days’ treatment was 11,684,
while the total cost of operating the hospital or sanatorium was $11,
200. The per diem cost per patient, therefore, was 96 cents, and the
bed capacity utilized was 114.3 per cent. Here again the lost cost of
operations makes it self-evident that more might be done if appro
priations were more liberal. But it must never be forgotten that the
native population requires very simple food and the minimum of at
tention. As far as I have been able to observe the patients are happy
and contented. No complaint as to food or attention has ever come
to my notice. The Bureau of Indian Affairs is now constructing a new
tuberculosis sanatorium for the Southern Navajo Indians which will
have a bed capacity of approximately 100 beds, while the present
sanatorium building will be taken over by the General Hospital
and used exclusively as a trachoma hospital when the new sanatorium
is occupied, which will be in the near future.
The present staff of the sanatorium consists of a thoroughly
competent physician and two registered nurses, who are assisted by
five other employees. The staff at the Agency Hospital consists also
of one physician and two registered nurses, assisted by five other
employees. There is a third doctor who is the general superintendent
in charge of both the sanatorium and the Agency Hospital, and a
specialist on trachoma, to which most of his time is devoted. In
this work he is assisted by two registered nurses, who are also com
petent in trachoma work. The new Southern Navajo tuberculosis
sanatorium, when completed, will cost approximately $55,000. It is
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admirably located in the center of the Agency on a campus heretofore
used as a recreation ground. Unfortunately the available space for
buildings is very limited, but no alternative suggests itself for locat
ing the sanatorium elsewhere. In my judgment, no serious mistake
in location has been made. The plans of the new building are sug
gestive of skill in hospital construction. Much of the labor in con
nection with the building will be native. The new sanatorium will
go far to improve the existing situation, for it will meet a definite
demand for more adequate treatment of incipient tuberculosis cases.
Fort Defiance is the center of trachoma treatment. The disease
is widespread among the Navajos, but diminishing. In 1925 the
general incidence of trachoma in the U. S. Indian *Service
was 22.6 per cent, of positive findings. This by 1926 had
increased to 24.8 per cent., but diminished to 15.1 per cent,
in 1927, and during 1928 the proportion was 18 per cent.
The number of treatments during the last four years has fluctuated
widely, depending upon the response of the native population from
propaganda for treatment and facilities therefor. The maximum
number of operative treatments was 4,170 in 1925, while during 1928
the number of such operative treatments was 2,565. The maximum
number of non-operative treatments reached 5,033 in 1926, while a
minimum of 1,679 was reached in 1927, increasing, however, to 3,272
in 1928. The total number of examinations for trachoma increased
- from 30,112 in 1925 to 37,524 in 1928. Thus far but slow progress
has been made in the direction of eradication, but the indications are
encouraging.
Next to trachoma, tuberculosis remains the outstanding aspect of
the Indian Medical Service. The sanatoria capacity throughout the
country has increased from 541 in 1924 to 803 in 1928. This will
be further increased during the next few years. The number of
patients admitted has increased from 613 in 1924 to 1,035 in 1928.
The number discharged as cured or arrested has increased during the
last five years from 183 to 284. The number of hospital days treat
ment has increased from 133,721 in 1925 to 248,477 in 1928. All
of this may be looked upon as evidence of progress, but decidedly
larger appropriations and institution facilities are required to meet
the pressing needs of the situation.
Aside from trachoma and tuberculosis, influenza, measles and
whooping cough are the outstanding contagious or infectious diseases.
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During 1928, 11,733 such cases were treated in the Indian Service,
of which 3,716 were cases of influenza, 3,299 were cases of measles
and 1,709 cases of whooping cough. These three diseases, therefore,
constitute 74.3 per cent, of the whole.
Smallpox is relatively rare. Vaccination is enforced with reason
able thoroughness. During 1928, there were 10,107 vaccinations
against smallpox, 4,200 against typhoid fever, and 14,112 immuniza
tions against diphtheria. Typhoid fever was rather common on the
Reservations in 1928, there having been 138 cases, equivalent to 1.2
per cent, of all contagious and infectious diseases.
The foregoing will be sufficient for the present purpose to em
phasize the conclusion that much progress is being made in the medi
cal and hospital service of our Indian population. Recalling the facts
of the situation as I have known them for nearly thirty years, the con
trast of the present with the past is an amazing evidence of advance
in civilization. In 1911, or at about the time when I first became
actively interested in this subject, the appropriation for relief of dis
tress and conservation of health among our Indians was only $40,000.
This by 1914 was increased to $200,000, and by 1925 to $500,000,
while for 1929 the appropriation amounted to $1,440,000. When I
first entered upon my studies of the question the medical staff of the
organization was grossly incompetent and lamentably underpaid.
There were practically no nurses, while hospital service was every
where totally inadequate. At present, at least reasonable needs are
well met while the medical service and the nursing service have both
undergone a substantial and most encouraging improvement. Those
who find fault with the shortcomings of the service at the present
time fail to realize the tremendous difficulties of meeting the needs
of the problem over a vast area of the country in behalf of a largely
ignorant and often superstitious population. But never in the history
of the service has more attention been paid to the medical and hos
pital needs of the Indians than at the present time. Never has the
administration of the Indian Office been in more capable hands.
Never has the efficiency of field employees been of a higher order.
If ideal conditions are desired to be brought about substantially larger
appropriations must be made by Congress. The Bureau of Indian A f
fairs cannot perform miracles, although, in my own judgment, it often
comes near to doing it with the small amount of money available for
their needs. The field employees with whom I have come in contact
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are mostly typically American imbued with a spirit of sacrifice and
a willingness to suffer discomfort and isolation in the furtherance
of the purposes and higher aims of the government. I know of no
finer type of public employees than the Agency staffs of our different
Indian Reservations. Nor do I know of a finer spirit of medical
and social service than is met with in many of our Indian hospitals
and other medical institutions. The only matter of regret to me is,
that as a rule neither doctors nor nurses are familiar with the local
languages. To bring this about continuity of service is of the first
importance, and this cannot be had unless living conditions for em
ployees are improved and amplified by more substantial salaries than
are available at the present time. Nothing is more discouraging
than the continuous unfair attacks on the Service on the part of
professional reformers and agitators whose destructive efforts are
a menace to the Indian and his future. My own views are absolutely
dispassionate, for I myself have in years gone by been one of the
most severe critics of the situation when it was vastly inferior to
what it is today and decidedly less encouraging for the future. Now
the outlook is distinctly hopeful, but everything depends upon sincere
cooperation with the Bureau of Indian Affairs and its officials to
bring about the progress most urgently called for in directions in
dicated.
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THE PLACE OF THE PUBUC HEALTH NURSE IN
THE FIELD OF POSITIVE HEALTH*
ED NA L. FO LEY
Superintendent, The Visiting Nurse Association of Chicago,
Chicago, Illinois
The place of the public health nurse in the field of positive health
depends upon her preparation for teaching health by her life, as well
as by her work and words.
This does not mean that a nurse must always be one hundred
per cent, physically sound before her life and work serve as an in
spiration and guide for yotinger nurses. One of the most admired
and capable superintendents of public health nurses I have ever
known, a nurse whose influence on my own life has been incalculable,
was Elizabeth Upjohn, first Superintendent of the Municipal Tuber
culosis Nurses in Boston. Miss Upjohn died from diabetes before
she was thirty-three, years before the discovery of insulin. Every
one of her staff realized that she was working with a woman whose
days were numbered, and yet every nurse who had the privilege of
being with Miss Upjohn so admired her courage, her endurance, her
vision, her love of the work and her absolute disregard of herself
that her short life left its eternal mark on her nurses who continued
in the public health nursing field after her death.
One of the most beloved superintendents of nurses in a very well
conducted hospital in Chicago—a hospital to which all patients went
gladly because its atmosphere was so free from any institutional
taint, was a bad cardiac, so ill in fact that she cleared her desk every
night in order that the stranger who might have to assume charge the
next morning would find things ship-shape. The nurses did not
think of their chief as a dying cardiac; they thought of her as a
woman whose work was a living example of what they all wanted to
accomplish.
♦Read before The Foundation for Positive Health Session, of The American
Public Health Association Annual Meeting, Chicago, Illinois, October, 1928.
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Both of these, Miss Upjohn, and Mrs. Bowen, of the Washington
Boulevard Hospital, went through life handicapped, but they were un
usual women. The work of the average public health nurse (and most
of us are average mortals) must be the work of the physically and
mentally sound person. Few of us can do great things in spite of bad
health. Most of us have to have a firm foundation of adequate
health before we can presume to teach healthful living to others.
Somewhere, Emerson says, “W hat you are speaks so loudly
that I cannot hear what you say.” Fate, or good fortune has put
the public health nurse into an enormous field bristling with oppor
tunities. Because she has presumably been taught to do one thing
well, we ask her to do ninety-nine other things equally well.
W e have proved that she is a good field worker and we know
that research must have its areas of demonstration. But teaching
is an art. It pre-supposes education and preparation for imparting
that education to others.
To a few of us, education is something that savors of eternity
and nothing that can be measured in terms of finite time. Adult
education can be achieved only when the adult is in a receptive mood.
Many people to whom the Visiting Nurse is sent look upon her as
a nice woman or a sweet girl, as the case may be. It is not always
possible to say just when the sweet girl slips over that line of de
marcation. When conditions are serious and they are frightened,
people accept her help gratefully. They are not particularly keen
about living up to her instructions, especially when they have with
their own eyes seen her do things that do not bear out her teaching.
Within a week our advice has been sought about a nutrition
worker. For six months she has been under observation as a suspect
case of pulmonary tuberculosis. On the advice of her physician, she
has taken a four months’ vacation. No-one told her how to spend
that vacation wisely. She (spent it thoroughly and none too well;
consequently at the end of the first two weeks in her new position,
she is flat upon her back, with somewhat vague instructions that she
must go west as soon as she is able to get up and pack.
W hat is the matter with a nutrition course that enables a young
woman to qualify for an academic degree and yet does not help her
realize that the first step to nutrition is frequently to care for one’sself ?
In a recent number of the Journal of the American Medical As-
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sociation, in the Department of Social Medicine, appeared an article
entitled “Debunking Health Education.” All health workers and
teachers should read it. A fter discussing the fallacy of thinking
that exaggerated statements loudly presented take the place of proved
scientific facts, the writer sums up his article by saying, “W hat goes
into health education, therefore, should be correct, pertinent and psy
chologically sound.”
The public health nurse has been hailed as another teacher of
positive health. She has been discussed as the most strategic worker
in the field, because she makes personal contacts in so many homes
and with so many different groups. Have we stopped to realize that
not everyone who has a nurse’s diploma and is put into a public
health nurse’s uniform, knows even the first principles of health?
A good nurse should know sickness and the care of the sick.
The quality of care that she is able to give and the observation that
she is able to make and record depend upon the thoroughness of her
teaching as well as upon her own mental capacity to absorb and act
upon this teaching. Many hospitals teach excellent theory but their
work is so badly organized that daily emergencies cause the actual
care of the isick to be done so hastily that nurses are not given time
or shown how to apply this theory in the care of their patients.
Other hospitals seem to think that a patient who does not die
may get well. They pay very little attention to the actual physical
comfort of the patients so long as treatments, medical or surgical,
are done on time, trays are carried in and out and the general ap
pearance of the hospital strikes the casual observer favorably.
Too many hospitals are still run for profit only and these hos
pitals also think that they can manage schools for nurses when all
they really seem to care about is to get their work done as inexpen
sively as possible. Few hospitals pay any attention to convalescence;
and patients, adults or children, are sent out weak and dazed because
the bed is needed for someone more acutely ill. Are nurses from
such hospitals (and their number is legion) equipped to teach health?
Can a public health nurse who has never seen a well baby more than
ten days old, know, without a great deal of experience as well as
teaching, just what future care its mother should give that baby ?
Books really tell us very little about the hour to hour service needed
by those helpless bits of humanity, and yet any sensible mother
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knows that her baby, unless it is extremely well trained during the
first two months of life, becomes a twenty-four hour task.
The teaching of health is not synonymous with the teaching of
the care of the sick. The nurse who goes into a home to explain
the correction of physical defects or to give actual nursing care, may
by her demonstrations lead the family toward health. A nurse who
knows all sorts and conditions and degrees of illness is a better judge
of well people than a person who has no standard of comparison.
But nurses who are to teach the value of health must know what
good health is. A small boy, when asked to define health, said seri
ously, “Health is something you want when you ain’t got it,” and
this is the attitude that most of us, even when we stop to think about
it, take towards health.
Nurses must know a great deal more about the things that con
stitute good health: proper food, proper rest, proper recreation,
proper mental attitude towards life and towards one’s work, proper
many other things. Then they must know how to teach these homely
truths, especially how to impart this precious knowledge to adults
who do not want to be taught or who are apparently not teachable.
The public health nurse must learn to work with her patients,
not to lead them always; to drive them never. The generalized
vague statements that so many of us make when we are driven into
a corner, are just as hard on ourselves as they are on our patients.
A cut and dried rule-of-thumb in education, in nursing, seldom works
with individuals.
When we know a subject thoroughly, we may have to learn how
to present it in half a dozen different ways to as many different
people, or we may have to learn how to say the same thing in six
different ways to the same individual.
The public health nurse must be both Mary and M artha: Mary
sitting quietly, seriously, pondering many things in her heart and
doing her best by reading and studying, to keep up with a few of the
tasks expected of her; and Martha bustling busily, anxious about
many things, eager to make her corner of the universe a bit of the
Kingdom of God on earth.
But nurses, by whatever name they are known, must not be
stampeded into believing that they are health teachers any more
than they are social workers, nutrition workers, physio-therapists.
Their hospitals should have given them an excellent foundation with
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which they may learn how to live and teach positive health, but they
must learn health just as they would learn occupational therapy or
any other specialty which they want to teach. We talk too loosely
about teaching. The public health nurse is a big factor in the advent
of better lives for many people, but she must know her job.
In the last analysis, the public health nurse must not only know
her work, but she must love it. Knowledge is a useful commodity,
but mere accumulation of facts never helped an individual lead a
more useful life unless she knew how to share that information with
others less fortunate in that regard than herself. “The light of a
whole world dies when love is done” and the great responsibility
which a public health nurse is privileged to carry means that her
facts must not only be “correct, pertinent and psychologically sound,”
but that she must care so much about the people with whom and
for whom she is working, that she will strive to make her life a living
example of what they, too, may become through her teaching.

WHAT HAVE I TO BRING TO THE WELFARE OF
THE PATIENT?*
E D IT H M. BAKER
Director of Social Service, Washington University Medical School
and Affiliated Hospitals
St. Louis, Missouri
A hospital or dispensary gathers within its walls a typical cross
section of a community. One finds there the young, the adolescent,
middle aged and old, men and women of different national and racial
backgrounds. They come to the medical institution primarily seeking
aid for physical or mental ills. Examination will disclose that they
may be suffering from various types of disease and are acutely,
chronically or fatally ill. Similarly social study will reveal that they
are also suffering from numerous personality and environmental
maladjustments which have been created or are aggravated by illness
and which may form grave obstacles in regaining health or comfort.
Sickness is an alarming factor in a group of patients who are of
limited economic means, whose resources will become more and
more depleted if disease and disability progress. Illness affects the
social equilibrium of even a stable group and it works more havoc
within a group whose status has never been too strong. Coupled
with poverty or any of the other social ills such as ignorance, bad
housing, immorality, childhood deprivations, lack of educational and
industrial opportunities, sickness indeed presents a sorry picture.
The modern, complex, highly organized hospital and clinic tend
to impersonalize the patient and to minimize the personal relationship
of patient and physician. Consequently one of the major contribu
tions of hospital social service to the welfare of the patient is bringing
to the physician by means of the social history an objective statement
of the social medium in which the patient has lived and his reaction to
♦Read before the Administrative Section of the American Hospital Associa
tion, San Francisco, Cal., August, 1928.
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it. The history furnishes an account of the heredity, the early life with
its establishment of behavior patterns, whether constructive or de
structive, the interrelated life of the family, the working conditions,
financial resources and obligations, recreational outlets and home
setting of the patient. Whether this contributes to the specific medical
diagnosis or not, it presents a picture of an individual against the
background of the lights and shadows of his life.
The first contact of the patients with social service generally
occurs in the out patient department. Here, following the recommen
dations of the medical staff and within the scope of the policies estab
lished by the administration, the social workers endeavor to see that
medical treatment with the aid of treatment of its social implications,
is made as effective as possible. In instances where the number of
social workers is insufficient for service to all patients, the intake
is naturally limited to those patients whose medical-social needs are
considered most urgent by administrative, medical and social service
staffs. In many dispensaries certain groups of patients are routinely
referred, such as the tuberculous, the cardiac, the diabetic, the preg
nant, the venereally infected, those suffering from mental disorders
and those for whom hospitalization is recommended.
The health needs of each patient and the physician’s advice for
meeting them must be accurately learned, not alone from the medical
chart but in consultation with the physician. Suitable opportunity for
securing this information from the physicians in a busy clinic, where
the time of every one seems to be at a premium, is one of the prob
lems of the social service department. Then it is the social worker’s
responsibility to see that the patient or his family understands the
medical condition and cooperates in the plan for treatment.
Interpretation of the medical institution in general, of his phy
sician’s medical recommendations in particular, is needed in the
attempt to dispel the patient’s fears and misconceptions of medical
institutions and to build up a spirit of confidence. If he has faith in
and is satisfied with the medical care he is receiving, if he cooperates
with his physician and if personal and environmental difficulties are
adjusted, the patient’s progress is facilitated appreciably. Hospital
social workers are in a favorable position to carry out this interpre
tative process through which confidence is established and the medical
plan becomes integrated into the patient’s scheme of life. Treatment
must therefore include not only the necessary drugs and physical
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measures, such as diet, rest, electricity, massage and exercise, but
applied psychology and the utilization of resources within the patient,
his family, his friends and the community. Interpretation, adequate
follow-up and removal of any obstacles which may interfere with
the observance of medical advice are necessary if the time and skill
of the physicians as well as other trained personnel, are to be safe
guarded and the waste of laboratory facilities is to be prevented. For
examinations begun and not completed or treatment inaugurated and
not carried through, are a loss to the patient, the physicians and the
medical institution.
A problem of the administrative and social service staffs and one
in which the physicians are interested as well, is that of the patient
who is unable to meet the cost of laboratory tests or medical treat
ment. A report of the medical situation and the economic resources
and obligations of the patient should be given by the social workers
to the administration with whom the decision is left as to whether
the prescriptions will be made free or the patients referred elsewhere
for suitable treatment. In like manner all questions which are raised
concerning the financial elegibility of patients should be promptly
referred to the administration. Decision concerning the remission of
fees is one of the most difficult phases of dispensary management
but one in which the social service department should act exclusively
in an informative and advisory capacity.
The social service department is interested not only in the care of
the patient admitted to the dispensary, but in the health of his im
mediate family. Sometimes this means a conflict between the policy of
the medical institution and the program of social case work. Some
clinics because of limited staff or space and an ever increasing
clientele must refuse contact or health examinations in spite of their
interest in preventive work. On the other hand, the social worker as
part of her case work plans, wishes to prevent the spread of disease
and to promote the health of the family group. In dispensaries where
such examinations cannot be undertaken, members of the patient’s
family must be referred by the social service department to other
medical resources within the community. For the welfare of the in
dividual patient is inextricably fused with the well being of his im
mediate family.
In medical institutions where social workers are not placed in the
admitting office as part of the administrative staff, the social service
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department should be directly concerned with all patients for whom
hospitalization is recommended. These patients must be interviewed
in order to explain the medical situation, the probable duration of
stay, period of convalesence, extent of disablement and hospital rates
and in order to ascertain and adjust any social complications which
may interfere with hospital admission.
An interesting problem arises here as to how much persuasion
should be exerted in influencing hesitant or ignorant patients to enter
the hospital for operative procedure. How can a wise course be
steered in interviewing the patient whose only chance for life lies
in the knife and the patient who may secure relief through operation
but where a fatality may occur in spite of every medical and surgical
precaution ? The physician is frank in explaining the nature of the
operation, the results anticipated, any possible dangers and the per
centage of successful operations of this type. The process of inter
preting this to the patient and offering advice as to ways of meeting
any personal or environmental difficulty preventing hospitalization
creates a real sphere of influence and places a grave responsibility
upon the social worker. By means of this she may be the one who
swings the balance between admission or non-admission in spite of an
objective mode of approach and every effort to place the ultimate
decision upon the patient.
Occasionally hospitalization is advised for patients who may not
be eligible for care in the hospital wards because of their medical
condition, residence, race or finances. These patients are still the re
sponsibility of the administrative and social service departments until
suitable care is secured. For patients who are considered ineligible for
hospital admission because of non-residence and lack of finances, the
social service department can frequently organize resources within
the patient’s own community either to furnish medical treatment or
to assume the obligation of meeting the hospital fee and of seeing
that the patient receives any necessary post-hospital care. Sometimes
non-resident patients must be admitted as emergency cases in spite
of lack of funds or are accepted because they give every indication
of being able to carry the cost of hospital rates, but whose resources
rapidly dwindle under prolonged hospital sojourn. These patients are
a mutual problem of administrative and social service departments.
Occasionally residence cannot be established in any community or
if established, it may be difficult to secure any financial remuneration
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from public departments, once the patient has been admitted without
their authorization. If the non-resident patient has a chronic condition
requiring institutional care, the problem becomes even more difficult
as he is not eligible for any of the public institutions in the community
and his discharge from the ward may be delayed many days much to
the consternation of administrative and medical staffs before suitable
provision can be made for his continued treatment. If the physicians
or nurses report these cases to the social service department as early
as possible, that is, as soon as a decision is reached concerning the
type of treatment needed, their discharge could be facilitated appre
ciably.
A patient in a hospital bed is in a controlled environment, he may
willingly respond to his physician’s advice, but will medication or other
medical measures prevent worry over his wife and children whom his
illness has left dependent on unwilling relatives or friends? Then
there is the patient whose carefully hoarded savings have rapidly
dwindled under the inroads of physician’s and hospital fees. He has
no one who can help financially, yet he has just been told that he is
almost ready for discharge, but must not work for six months. Ease
of mind can be brought to these troubled spirits only through assur
ance that the hospital social worker is seeing that the wife and children
are not suffering any undue hardship in the one case and that pro
longed convalesence will be arranged in the other case. W orry may
or may not impede the patient’s progress but its elimination makes
easier the tasks of physician and nurse and aids in keeping up the
morale of the ward to say nothing of what it contributes to the wel
fare of the patient by easing his troubled mind.
The discharge of patients from a hospital ward is of interest to
many of the departments of the hospital; the administrator wishes to
be sure that the patient is satisfied with his hospital stay and that
suitable arrangements are made for his immediate post hospital care ;
the physician wants the medical treatment begun in the hospital
brought to the best possible conclusion; the nurse and dietitian wish
to be assured that any nursing or dietary needs will be met. The
social worker concerned with all these interests is frequently the
one who reaches out into the community utilizing those resources
which will safeguard the welfare of the individual patient upon whom
these interests converge.
To the nursing staff the social worker should bring the social
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interpretation of the patient. This may be done by means of confer
ences and social histories or through aid in writing case studies. The
nurse has a great opportunity in the course of her nursing duty to
advise sympathetically and intelligently with patients. If she relies
solely upon the information given her by the patient without the
opportunity of learning the entire situation, her sympathy and advice
may be often misdirected.
Problems of diet instruction and supervision for patients dis
charged from the hospital or attending the clinic affect both the
dietetic and social service departments. If the dietitians do not visit
in the home of the patients the social worker should bring to them
some knowledge of the environment of the patient. The dietitian in
turn must see that the social worker has an accurate knowledge of
special diets prescribed if she is to carry out some dietetic super
vision of patients during home visits. Occasionally questions of
finances arise which create problems difficult to solve. The dietitian
recommends that the undernourished children in the H. family should
have so many quarts of milk a day. The social worker agrees as to
the children’s needs but she knows that the parents have refused to
purchase the milk. If it is furnished to them, they will either allow
some of it to sour and be thrown away or will use it to reduce the
family budget, thereby enabling them to treat the children with more
candy and more movies. Of course there is some solution to this
problem but it must be found through the close cooperation and
understanding of the dietetic and social service staffs.
The social service department is not concerned exclusively with
those patients who are of limited economic resources. Their services
are frequently sought for patients who are paying full rates in side
rooms or private pavilions. The social worker’s knowledge of com
munity resources may aid in suggesting suitable places for conval
escent or institutional care. The patient may have a general knowledge
of such resources but may not know the particular place which will
meet his specific need. While the social service department, because
it deals with numerous and varied problems, necessarily has such
information readily available. In instances where the patient’s diffi
culty may lie in his personal or family relationships the social worker’s
skill in eliciting such data and presenting it in organized form for the
use of physician or psychiatrist may prove extremely helpful. She
may also aid in learning the basis for behavior problems in children
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through her study of family life and reactions. Pediatricians often
find that these children of wealthy parents present some of their most
difficult problems and they seek the help of the social worker not
only in history gathering but in treating the maladjustments as well.
Social case work necessitates interviews with patients and others
about matters which are frequently of a confidential nature. This
means that the social service department should have office facilities
which afford privacy, yet are easily accessible to patients and phy
sicians. Other departments within the medical institution also require
suitable offices. This creates a problem for the administrator whose
crowded institution allows limited space with which to meet the needs
of the various units.
These are some of the problems of the hospital which affect the
welfare of the patient and are the concern of the social service depart
ment. They are related to the treatment of the patient for which the
hospital exists. It has been said that “the treatment of disease is the
art of medicine.” W ith this in mind it may be said that the treatment
of the personality and environmental maladjustments related to the
health problem of the patient is the art of hospital social service.

PROMOTION OF HEALTH Vs. PREVENTION OF
DISEASE*
COURTENAY D IN W ID D IE
Director, Child Health Demonstration Committee
New York, N. Y.
Such a title, it seems to me, needs explanation. If anyone raises
the old familiar war cry ‘Prevention versus Cure,” it is as if we
sounded a certain note in our televox mechanism and we all give the
standard responses. But if we speak of the promotion of health
versus the prevention of disease we must abandon our mechanical
reactions and ask, why make a distinction between the two? Also if
there is a valid distinction between the promotion of health and the
prevention of disease is there any essential antagonism between them,
as perhaps suggested by the title? If so, why?
As a text from which to answer these pertinent queries let us con
sider a comparison between the mortality rates of the acute infectious
diseases and the degenerative diseases according to the United States
Census figures for the original ten registration states. In 1900 the
acute infectious diseases1 showed a mortality rate of 298.2 per 100,
000 population and the degenerative diseases2 a closely similar rate
of 317.8. In 1924 the infectious diseases mortality rate had dropped
to 105.1 and the degenerative diseases mortality rate increased to
442.9 or over four times the rate of the infectious diseases.
These figures are most striking, but just what do they mean?
One meaning is so clear that he who runs may read, namely, that the
intensive effort for control of acutely infectious diseases is bearing
rich fruit.
There are many of us today who can recall the terror inspired by
the cry of “yellow fever” in our own country. Now the International
♦Delivered as part of the Symposium on Positive Health which was sponsored
by the Foundation for Positive Health, formerly the Women’s Founda
tion for Health, at the Annual Convention of the American Public Health
Association, Chicago, Illinois, October, 1928.
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Health Board is engaged in hunting it down in its last foreign strong
holds. Of the more generally epidemic diseases the typhoid fever
death rate of 35.9 deaths per 100,000 in 1900 was reduced to 6.5
in 1926, for the United States Registration area. Diphtheria, causing
a mortality of 43.4 per 100,000 in 1909, was responsible for only 7.5
in 1926. All who contemplate the splendid story of achievement in
cutting down the devastating effects of the acute infections will re
joice in the fight and wish to see it carried forward vigorously.
But what of the other side of the picture? While we are gaining
so rapidly on infections, the mortality from the degenerative diseases
has jumped from a status equal to that of the acute infections until
it is now four times as great. Why has not the great cry for preven
tion instead of cure been equally effective here? It requires only
a cursory consideration of the diseases affected and the methods used
in combatting them to see clearly that this notable reduction of deaths
due to acute infections has been brought about largely by control
measures of a public character in which normal changes in the habits
of individuals have played a comparatively slight part. Even in the
case of diphtheria where individual initiative is at a premium, no one
questions that the excellent progress made has been due in consider
able part to vigorous efforts by public authorities for increased im
munization of children, in addition to the therapeutic effects of
antitoxin.
It would seem to be obvious, therefore, that our next and largest
health task lies in the field of building up the physical and mental vigor
and the resistance of the individual against the degenerative diseases
which are exacting an increasingly heavy toll of death. The urgency
of this job becomes more evident when we realize that long term
impairment of ability and decrease in earning power from disease are
far more apt to be found resulting from the degenerative group than
from the acute infections.
It is important then, to inquire as to what is being done to reduce
or prevent this class of diseases which are caused, in part at least, by
what might be called the artificialities of modern life, such as over
heating, improper moisture content of air, sedentary or exhausting
occupations, lack of sunshine and exercise, over refined or badly
balanced diets and too much night life.
We certainly cannot say that our scientific laboratories and health
experiment stations have not been doing their share toward a solu
tion of this problem. During the past two decades they have added

C. Dinwiddie

567

greatly to our knowledge of how to obtain a higher level of health
and vigor. With the facts discovered during that time, as to the
cause and effect relationships of diet, exercise, sunshine, mental
adjustment and the general health regime to the fullest enjoyment of
one’s powers, we now have a much more reliable base upon which to
build our program of practical advice and guidance to the individual
who wishes to improve his health status.
However, it is necessary to do more than merely disseminate this
sort of information through literature, lectures and newspaper
articles. Much of that has been done and still our mortality from
degenerative diseases increases. Such information must be definitely
related to the individual’s already assimilated knowledge, to his habits
of living, and to his actual physical and mental condition in such a
way that he cannot escape the application. Let us state, then, as a
general proposition, that what is needed is a health advisory service
which shall determine with all the precision that is humanly possible
the individual’s health status, his peculiar personal and environmental
needs and which shall follow this through with advice and guidance
in a way of life that shall bring him the greatest amount of robust
good health.
W hat is medical practice now giving in the way of such a service?
W e turn to the preliminary report (published January 1927) of
the Commission on Medical Education consisting of a distinguished
group of physicians and educators. The Commission sent a question
naire to all medical graduates of the classes of 1915 to 1922 inclusive,
who were confining themselves to general practice in communities of
50,000 or less in twenty-four states of the United States and two
provinces of Canada. From an analysis of the 500 answers received
and comparison with similar data on morbidity secured by others,
the Commission concludes that “communicable diseases represent less
than ten per cent, of the demands made upon the general practitioner.
Over ninety per cent, of the demands made upon the general practi
tioner are for illnesses which cannot be controlled on a community
basis but are the problems of the individual patients.” It is evident
that here, in contact between physician and patient should be a most
hopeful opportunity for driving home the great lessons of health
building as distinguished from treatment and from prevention, in the
narrower sense of prevention through measures of community con
trol. While much can be done and undoubtedly has been done for
health promotion through public dissemination of information on
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healthy living, the physician holds in his hands the real touchstone to
a change in the individual’s way of life. Not only has the doctor a
deserved prestige because of his training, knowledge, and experience,
but, most important of all, the patient comes to him because he be
lieves he can obtain relief from his troubles. That should be an open
sesame to the doors which bar the individual from interest in sound
living habits. But, instead, we learn from the Commission on Medical
Education that “Practitioners are doing relatively little health advis
ory work with individuals who are not ill; i.e., such work as regulat
ing infant feeding, correction of physical defects, advice in personal
hygiene and in family health matters. In most instances the physician
is sought for relief of symptoms—pain, insomnia, shortness of breath,
accidents, malaise, fatigue, cough, diarrhea, abdominal distress, etc.
—not for health advice.”
This is very disheartening. The opportunity for notable service,
in reducing disease materially and in greatly increasing the indi
vidual’s capacity for usefulness, vigor and general enjoyment of life,
seems so plain that the thoughtless are inclined at once to blame the
physician entirely for failure to take advantage of it. That is certain
ly unfair. We must remember that there is a mutual relationship
between patient and physician. The former asks for a service which
the latter gives. It is true that patients to a certain extent put them
selves in the physician’s hands and some at least will, to a greater or
lesser degree, follow his advice with thoroughness. It is true also
that many physicians not only neglect but actually take little interest
in the open doors to genuine health stimulation that stand in front of
them. But when all is said and done the fact remains that the doctor
who sets out to build up a practice of real health development is facing
an uphill fight in the present state of public interest in such matters.
When to that is added the fact that his training, both didactic and
practical, has been concerned so largely with morbid conditions,
which are what he is asked to treat as soon as he enters practice, we
can understand how difficult it is for him, as one individual, to break
the circle.
The American Medical Association has through statements by its
leaders, recognized the importance of this problem. It has gone
further and carried out an active campaign of promoting periodical
health examinations by practicing physicians. This is an excellent
move which has resulted in much good, especially in a few places
where it has been pressed with real vigor under a well organized
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educational plan. One reason that it has not reached larger numbers
of persons is that it has not had the public support which it deserved.
Again, many practitioners have been inadequately prepared for a
positive health service and consequently have lacked enthusiasm for
it. The vast field for producing health, and more and more of it,
has scarcely received a surface tilling, much less a subsoil ploughing.
Therefore, if we are really to make headway in handling our next
big health problem, instead of allowing it to gain on us, we need two
things and need them badly. They a re :
1. Interest of physicians in positive health advisory service and
preparation for it.
2. Public demand for such service.
It is more or less futile to discuss which should come first. We
must have both and should have them with the least possible delay.
If we are to have physicians’ interest in and preparation for such
a service a changing viewpoint is needed. This is well expressed by
Langstroth :3
“We must have new standards for comparison in matters of
health. I have pointed out that the present practice is to mark the
beginning of disease by structural change, to assume that its absence
means health. But there is a long downhill road before this point is
reached. At its beginning is the condition of positive health. There
is never any question about this rare quality. Persons possessing it
stand out by themselves from the host of dull-eyed, sallow, tired, com
plaining humans who pass as well. Clear and shining of eye, warm
and glowing of skin, erect and at ease, these rare beings are alert and
mindful of their changing environment and adapt themselves rapidly
to it. But positive health means more to me than adequate adapta
tion to the environment. It means also a rounded development—the
maintenance of a proper balance among all our capacities. The
moment of its decline should mark the beginning of disease.
“The adoption of this new standard of health will open up an
entirely new field for medical practice. The tired, irritable, complain
ing patients who for so long have had nothing the matter with them
will fall naturally into some category between the stage of positive
health and that of structural disease. They will be interesting
problems for analysis and constructive therapy. Inherited qualities
and capacities, early nutrition, environment and training, physical and
intellectual equipment, personality characteristics, adjustment to and
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' interest in the environment, habits of eating, sleeping and exercising,
will all come up for review. The thing or combination of things that
has brought the individual to the point of complaining of his health
will be determined. Therapy will be ameliorative or completely cor
rective depending on the degree to which the various factors are
susceptible of modification. The emphasis in medical practice will
be placed on those patients for whom it is still possible to get results
and not on the intricacies of structural disease.”
It is one thing, however, to say that there must be a changing view
point on the part of the physician as to the need for maintaining and
building up what Langstroth calls positive health. It is another
matter to say how that shall be brought about. Naturally and rightly
we look to the medical schools as the places where the most effective
work for the future can be done in teaching the medical practitioners
of tomorrow, and of the day after, what a well person looks like and
how to keep him so. But we cannot wait for tomorrow and the day
after. The need is with us today and is urgent and the practitioners
of today are those who will deal with it for some time to come.
The answer seems obvious. The physician now in practice, must
have opportunity to observe well people and to perfect himself in the
technique of keeping them well and of guiding them in building them
selves up to the maximum of health and vigor, physically and mental
ly. As a corollary, the stimulation of increased public demand for
such service should, by all means, be managed first so that the prac
titioner may prepare himself beforehand to give such service and
second so that he may personally secure, through observation and
consultation, the fullest benefit from any health advisory service that
may be available to illustrate the quality and results that should be
expected where a high standard of such service is to be maintained.
Nothing is gained, however, by preparation for a health service
if no one takes advantage of it. Some way must be found of stimu
lating a public demand such as has not existed heretofore. It is here
that the public health worker should be able to render signal service.
Here is a large group of sufferers from disease, who, if they are
being reached, are receiving such inadequate attention that their
mortality is mounting at a rate that should cause everyone grave con
cern. Obviously the physician is the one who should, with increased
observation of well people and improved technique for keeping them
well, be acting as the health advisor to these sufferers and better still,
to the prospective sufferers from degenerative disease, so that real
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prevention may ensue. However, as we have seen, the physician is
at a disadvantage in attempting to build up his own practice in a
field where he is met on every side by public and individual indiffer
ence. W hat better service can the public health worker render to the
cause of health than by breaking down this indifference? A major
health problem, if not the major health problem of today, is falling
between physicians and public health workers zvithout being vitally
touched by either. It is true that some efforts have been made to
ward stimulation of greater demands for positive health service on
the part of health agencies. But we do not have to search the mor
bidity records or make wide studies of individual health status to
appraise the net results for the country. Unfortunately the deathrates tell the story all too plainly.
The reasons for failure in the past are not difficult to discover.
In addition to the fact that the movement has not been sufficiently
widespread it has had certain inherent weaknesses. In the first place
it has not, so far as known, been a major concern of any considerable
number of groups anywhere. A major problem must be a major
concern if it is to be solved. In the second place, in few if any com
munities, so far as known, has there been either adequate preparation
for such health service, (by the physicians themselves as well as by
a public educational program), satisfactory illustration of what such
a service should be like, or sufficient provision for follow through so
that the individual served may receive advice in a continuous program
of health development that shall cover the whole range of his needs
in the way of diet, exercise, rest, environmental adjustment, and all
of his living habits which affect his health.
W hat is needed then is a systematically organized plan for stimu
lating health advisory service in a way that shall avoid the defects
that have been mentioned. It is for that reason that the new program
of the Foundation for Positive Health appeals to me as strongly as
it does. It is built upon the eight years of experience of that organ
ization and in its recent expansion extends the application of the
principles tested in the work to the wider field of service to both sexes.
I wish to mention only a few of what I consider its salient features.
(a)
The main purpose of the Foundation’s program is to increase
the demand for health supervision of persons who are presumably
not ill, by their family physicians, and to aid in raising the standards
for such supervision.

572

Health Vs. Disease

(b) So far as health supervision offered by the Foundation itself
is concerned, it will be to strictly limited groups in order to illustrate
quality and continuity of service and to stimulate its wider application
in private practice.
(c) Such health supervision to limited groups will be made avail
able to communities only when there is evidence that the local medical
and public health groups desire it and wish to cooperate in making it
effective. Similarly a prerequisite will be a thoroughgoing and co
operative educational program for arousing intelligent interest and
demand for such service on the part of the public and for the actual
preparation of the physicians themselves for taking fullest advantage
of such demand.
(d) The data accumulated on examination and follow-up and
through the records furnished by cooperating physicians are to be the
basis of careful and thoroughgoing research for the purpose of build
ing up a continuous picture of physical development in relation to
health, of revealing the causes of degenerative ailments and their
prevention and of illustrating the results of health supervisory work
for various age groups and the best methods by which such work can
be introduced into private practice.
(e) The results of such study and methods and technique
developed in building up an advisory health service will be freely at
the disposal of the practicing physician.
I wish to repeat that these points in no sense constitute a descrip
tion of the Foundation’s whole program but are cited merely to illus
trate the soundness of the way in which it proposes to offer a most
important contribution to a solution of this problem of building for
positive health.
I am convinced that unless some such plan as this is carried out
in the public spirited way proposed by the Foundation, the field is
going to be preempted by some highly commercialized system or
systems of medical or quasi medical practice. I fear that the main
purpose of these systems will be the greatest quantity of results for the
least cost (that is, for the least cost to those promoting the systems,
not to the patients) and that the quality of service will be a second
ary consideration. It is going to require real unity of purpose and
subordination of individual differences among those who see this
problem in the large to avoid such an undesirable solution and to
bring about a desirable one.

C. Dinwiddie
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To return then to our original questions; is there a valid distinc
tion between the promotion of health and the prevention of disease?
If so, is there any essential antagonism between them? If this is
true, why is it so? We have seen that prevention of disease at present
is being effectively practised only in the case of infectious diseases
and that for the acute infections this is largely by measures of com
munity control. The only conflict between prevention of disease and
promotion of health, if conflict it can be called, is due to the fact that
the most excellent work that has been done in preventing infections
has to some extent clouded the actual downhill progress in the field
of degenerative diseases.
As a matter of fact the cure of disease, the prevention of disease
and the promotion of health are the three logical steps leading to our
goal of the most healthful and vigorous possible manhood and
womanhood for our nation.
For these reasons and because the phrase more aptly describes a
positive health building program, I believe that “promotion of health”
is a better term by which to name the large task that lies ahead of us.
It is one which challenges every instinct of humanity and public
service that any of us may possess. I sincerely trust that it is one
which may serve as a rallying cry which may unite us all for a
common purpose with no disruptive differences between us.
REFERENCES
1Acute infectious diseases: Typhoid, Measles, Scarlet Fever, Whooping
Cough, Diphtheria, Influenza, Pneumonia, Malaria, Smallpox, Erysipelas.
degenerative diseases: Diseases of the Heart (while diseases of the
heart include some acute infections the number is so negligible as not to affect
the picture materially), Cerebral Hemorrhage and softening, embolism and
thrombosis (not cerebral) nephritis and diabetes.
3Dr. Lovell Langstroth—A New Emphasis in Medicine—San Francisco
County Med. Soc., Feb. 14, 1928.
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THE PHYSICIAN’S PART IN DISEASE PREVENTION
THROUGH HEALTH PROMOTION*
H E N R Y ALBERT, M. D.
Commissioner, Iowa State Department of Health, Des Moines, Iowa
In attempting to distinguish between the proper sphere of activity
of public health workers and private practitioners, we frequently hear
it said that the work of practicing physicians is to cure disease—that
of health workers, to prevent it.
That is not a proper distinction. Health officials have no mo
nopoly of the work of preventing disease. Practicing physicians are,
every day, engaged in preventive work. Health departments deal
especially with organized efforts applicable to the community as a
whole or the relationship of the individual with the community. The
work of practicing physicians deals more with the individual as such.
Disease Prevention is a large subject. It deals not only with the
prevention of communicable diseases or of those associated with
hazardous occupations, etc.; it deals also with the prevention of
those mild, gradually beginning, insidiously invading chronic forms
of illness which not only keep us from attaining the full span of life
of which we are capable, but which also prevent us from rendering
the efficient service or attaining the happiness that is possible when
one is in vigorous good health. Many persons continue in poor
general health for months or even years before seeing a doctor.
When medical aid is eventually sought, the physician discovers pos
sibly a diabetes, a nephritis, heart disease, or perhaps something more
indefinite as the result of the accumulated effects of bad hygienic
practices; all of which might have been discovered months or years
before and many of which might have been prevented by proper
living.
For it is well to bear in mind that, barring the physiological
* Read before The Foundation for Positive Health Session, of The American
Public Health Association Annual Meeting, Chicago, Illinois, October, 1928.
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changes that accompany age—including, of course, the normal changes
of senility,—the conditions which interfere with the full enjoyment
of good health, are really disease conditions, many of which are pre
ventable, particularly if detected in time. It is here that the periodic
health examination renders one of its two most valuable services.
The purpose of the periodic health examination is not only to dis
cover some as yet unrecognized disease—but to note, also, errors in
diet, exercise, rest, living conditions, etc., which, if persisted in, are
likely, some day, to result in an abnormal—a disease condition, which
may interfere with one’s ability to work or to enjoy living to the
fullest degree.
Because of the value of this health examination in disease pre
vention and health promotion, an enormous amount of publicity has
been given to periodic—usually annual—health examinations during
the past few years. I think no one—private practitioners or public
health worker—cares to deny the movement a right to develop; in
fact many wish it well; some even, are its active supporters. For
example, the movement has the endorsement of the National Health
Council, a combination of the thirteen greatest medical and public
health organizations in America. One of these organizations—
namely, The Women’s Foundation for Health—is making such, with
its follow-up, its major activity.
Since these periodic examinations are made by physicians, the
medical profession should fully appreciate the following four im
portant points:
1. Physicians should be interested in the making of thorough
examinations of well or apparently healthy persons.
2. The health examination must mean much more than simply
an examination. It is not enough to discover, simply, evidence of
disease and to give treatment with the idea of curing it or preventing
its further progress. Nor is it “enough,” as is so well stated by Dr.
Lenna L. Meanes, Medical Director of the Women’s Foundation for
Health, “to tell the individual he is free from disease; not enough
to give him general directions concerning his diet and exercise. He
has been told that the periodic health examination will lengthen
life; that it will decrease disease; that it will increase efficiency and
joy in life. He accepts all of this and decides to try the thing out.
Health education, pushed so zealously the last two years, has taught
him that he has about six to eight chances out of ten of reaching that
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top notch by following the rules of his own health road. The one
who can help him most to interpret those rules—as well as give them
—is his own physician. The individual wants to live longer,—yes;
he wants to decrease disease, yes; but he wants also—wants mightily
to live to the full while he does live.” Continuing, Dr. Meanes ob
serves: “If, on the other hand, his physician advises him to report
week after week so long as necessary, and the examinee accepts that
advice and pays for it, the individual will be eager to return annually
for his periodic checking up to mark improvement. At that point
the new relation between physician and individual will be on a sound
basis. In other words, unleiss the physician and the individual both
‘stay by/—‘stay by’ together—just as they do, for example, in a siege
of typhoid, the individual will fail to reach the promised goal of ‘in
creased efficiency and joy in living,’ and the physician will have lost
one follower of the health examination movement.”
In other words, unless physicians, after making examinations,
will give the proper advice and encourage the examinee to call on
him for check-ups on the advice and results obtained, this wonderful
movement will not result in the great good hoped for and reasonably
to be expected.
3. Physicians should not discourage, but should rather encourage
non-medical organizations in their endeavors to promote general
periodic health examinations. If such are urged only by physicians,
they will be accused by many of selfish motives; that is, they will be
accused of urging that the examinations be made partly because they
receive a fee for making them.
4. Physicians must maintain the leadership in this and similar
health movements.
The appreciation of the great good that may be accomplished
by education of the public in health matters and the eagerness with which health information is sought, have led many organizations
to carry on health programs in an organized way. These organiza
tions usually want and seek the advice of physicians regarding their
subject matter and plans of procedure. Sometimes, however, they
seek in vain—and not getting the desired help proceed as best they
can. As a result, their activities along health lines have not always
been sound either as to the subject considered or the conduct of the
program. Physicians need not necessarily take the initiative in these
public health movements. They should, however, not discourage
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such activities, if sound. They should indeed welcome them as co
operating agencies in the great game of preventing disease and pro
moting better health.
W ith this professional guidance volunteer health organizations
may not only educate the lay public to a better understanding of
what health means, to an acceptance of the difference between disease
prevention and health promotion, but may act as a very neccessary
liaison between that public and the medical profession, so that men
and -women will come in steadily increasing numbers for health di
rection as they now come for relief from suffering. Then the field
of preventive medicine will have extended to its proper limits through
including the apparently well individual, and then the public health
worker and the private physician will be playing into each others
hands to the furtherance of real health promotion.
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BIRTH CONTROL FOR THE BRITISH WORKING
CLASSES:
A Study of the First Thousand Cases to Visit an English
Birth Control Clinic*
NORM AN E. AND VERA C. H IM ES
Cambridge, Massachusetts
H istorical B ackground

of

E nglish B irth Control Clinics

For more than one hundred years England has had an organized
birth control movement. No sooner had Malthus in the second
edition of his notable “Essay”1 suggested that the way out of the prob
lem of over-population was “moral restraint”2 than a select group of
“Philosophical Radicals” and Utilitarian reformers objected to the
solution of postponed marriage.3 Francis Place, radical tailor of
Charing Cross, friend of working men, counsellor to statesmen, and
one of the most “solid-minded” and influential of nineteenth century
reformers, brought to his point of view and gathered about him a
* The data with which this article mainly deals were gathered in the course
of a residence of fifteen months in England as a fellow of the Social
Science Research Council, which body financed the research. In the study
of the work of the clinics I was assisted by my wife. The North Kensing
ton material under consideration here constitutes only a small part of the
research now in progress on the clinical and historical aspects of birth
control.
.
The authors wish to express their appreciation of the generosity of the
officials of the North Kensington Clinic in opening their files for this
study. That this cooperation required some independence of action is
testified by the fact that the two largest London clinics, the Walworth
Center and Dr. Stopes’ clinic, have never permitted their records to be
put at the disposal of independent investigators desiring to make quanti
tative analyses.
Special acknowledgment is due Dr. Louise Stevens Bryant, Executive Sec
retary of the [New York] Committee on Maternal Health, who criti
cized the manuscript, recast the tables, and furnished ideas for more ef
fective graphic presentation. Dr. Bryant, with the cooperation of Dr.
R. L. Dickinson, also prepared the footnote on medical indications for
contraception. Much of whatever merit this paper may have is due
Dr. Bryant; for its shortcomings the authors alone are responsible.—

Norman E. Himes.
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number of ardent workers in the cause. One can scarcely do more
here than mention their names. His most immediate disciple was
Richard Carlile, stalwart warrior in the fight for the freedom of the
press, whose unbounded enthusiasm carried him to excessive lengths
in championing the new program.4 Place, through his disciples in
America, Robert Dale Owen and Dr. Charles Knowlton, was influen
tial in founding the American birth control movement which began
in this country in 1828.
In the century of agitation in England the outstanding figures
(other than those already mentioned) are Dr. George Drysdale (the
“Doctor of Medicine” who wrote “The Elements of Social Science” ),
the anonymous “Anti-Marcus,” the able lawyer Charles Bradlaugh,
and the energetic and eloquent Annie Besant. These and many other
pioneers, working with precious little public support and much oppo
sition, have done much to bring to the working classes reliable knowl
edge by which the so-called “lower orders” might control the fre
quency and the time of birth of their offspring.
W ith the approach of the latter part of the century general inter
est in the subject widens, and in the first three decades of the twenti
eth, it gradually dawns on the leaders of the Church that the people
have determined quite among and by themselves that they will no
longer be mystified. The medical profession, urged from within by
the more far-seeing leaders of the healing art, and impelled from
without by the pressure of a gradually but definitely crystallizing
public opinion, begins to inform itself lest the function of furnishing
contraceptive advice be taken entirely out of its hands by laymen.
The medical periodicals begin to look with sympathy upon what they
used to view before with haughty detachment.
The newspapers start debating the subject to the tune of hun
dreds of columns each week. The topic vies with the Prayer Book
dispute in claiming public attention. Men and women of social and
intellectual standing, who once discussed the subject in furtive
whispers, now mount the rostrum and let their views be known with
unabashed fortitude. Government officials and influential private 1
citizens begin to see the relation between the problems of the birth
rate and the welfare and prosperity of the state.® The National
Council of Public Morals, a strictly voluntary body of thoughtful,
public-spirited citizens, institutes the National Birth Rate Commis
sion (a unique institution) with its subsequent committees investigat-
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ing the ethical, the medical—and we hope shortly, the economic—
aspects of birth control.6
The countryside is inundated with a flood of literature, some of
it useful, most of it trashy and perhaps even harmful. Since the
war it has been calculated that not less than fifteen million books,
pamphlets and brochures furnishing practical contraceptive advice (or
stating where it can easily be obtained) have been circulated in
England. This figure does not include newspaper or magazine adver
tising.
In England the sources which are bringing about the diffusion of
contraceptive information among various social classes have been
operating for more than one hundred years. However, the dates
1877 (when Bradlaugh and Besant were prosecuted for publishing
the Knowlton pamphlet) and 1921 are important landmarks in the
concerted, organized attempts to get this information to working class
mothers. The propaganda of 1823 led by Francis Place was relative
ly ineffective so far as immediate results were concerned. Although
much was attempted before 1921 in behalf of the working classes,
the clinics opened up a new period in the history of the movement
aiming at the emancipation of women from their slavery to the re
productive function.
The First Clinic. The first birth control clinic in the British
Empire (but not the first in the world) was opened by Dr. Marie C.
Stopes (in private life Mrs. H. V. Roe) in March, 1921, at 61
Marlboro Road, Holloway, London, N. 19.7 In the years 1917-18,
when attempts were being made to interest others in opening a birth
control clinic—large numbers of hospitals had consistently refused
such information to their patients—Mr. H. V. Roe offered a guaran
teed annual income of £1,000 for five years, and £12,000 in his will
to an English hospital on condition that it set in operation at once a
birth control and maternity clinic.8 The committee of the hospital
approached, refused the offer. In Dr. Stopes’ work “The First Five
Thousand,” and in her biography by Aylmer Maude there is related
the origin of Dr. Stopes’ own interest in the subject. She believed
that to the educated and well-to-do contraceptive information was
readily available—there never has been any specific, restrictive legis
lation in England—but that to the poorer classes, unable or reluctant
to pay the necessary fees, this advice was relatively inaccessible. Dr.
Stopes and her husband, therefore, opened “The Mothers Clinic”
where more than ten thousand cases have now been advised. The
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clinic is open each week-day for free advice from the nurses and
mid-wives in attendance. It also has the services of a trained woman
consulting physician one afternoon a week. Otherwise it is without
immediate medical supervision, Dr. Stopes not being a physician.
Later Clinics. Before Dr. Stopes opened her clinic, Dr. and
Mrs. C. V. Drysdale, the former for many years president of the
Malthusian League (founded in 1879 as a consequence of the Bradlaugh-Besant trial), had plans for opening a similar clinic. For
reasons which need not be detailed here their plans were delayed and
the Walworth Women’s Welfare Center at 153A East Street, W al
worth Road, London S. E. 17 was not opened in the poor district
about Walworth Road until November, 1921, nine months after Dr.
Stopes had opened her clinic. For a short period this clinic was more
or less under the guidance of its sponsors, the officials of the Mal
thusian League. The fact that Dr. Norman Haire, the Harley Street
gynecological specialist was in charge (assisted by trained nurses)
made this the first English clinic under medical direction. Substan
tial assistance was received from Mr. John Sumner, a Birmingham
manufacturer, whose liberal gifts to the Birmingham clinic and to the
Malthusian League have furthered similar work in other quarters.
After the Walworth Center was well under way, the Drysdales
and the Malthusian League dropped out and control was turned over
to a new group calling itself the Society for the Provision of Birth
Control Clinics.
Since this organization was founded, two other clinics have been
opened in London: the East London Women’s Welfare Center, and
the North Kensington Women’s Welfare Center. Similar birth
control clinics have been opened by interested voluntary groups in
two university towns, Cambridge and Oxford, in industrial centers
like Birmingham, Wolverhampton, Manchester, and Liverpool. Scot
land has similar centers operating at Glasgow and Aberdeen. In
several instances the Society for the Provision of Birth Control
Clinics has been influential in the formation of these local groups,
following this up by assisting in problems of organization, administra
tion, and finance. At Walworth, physicians and nurses from the
provincial centers have been trained in the technique—which differs
somewhat from that taught at the Mothers’ Clinic run by Dr. Stopes.
In addition to such clinics operated by responsible voluntary groups,
advice is furnished by a few hospitals and regular dispensaries.®
There are also a large number of so-called private birth control
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clinics in charge of nurses and mid-wives throughout the United
Kingdom. But these “clinics,” being managed by individuals, partly
at least for private profit, are on a somewhat different footing.
N orth K ensington Clinic

The North Kensington Women’s W elfare Center—the clinic
whose records form the basis of this study—was opened in Novem
ber, 1924 at 12 Telford Road, Ladbrolce Grove, London, W. 10.
Although Kensington is one of the most wealthy sections of London
it is not without a poor, over-crowded, inadequately-housed section.
It was in such a locality that those responsible for the initiation of
the clinic decided to open it. Like all other British institutions of its
kind it is dependent entirely upon voluntary contributions, the
patients’ small fees being entirely inadequate for its support. The
consultation fee of one shilling, payable on the first visit, is not col
lected on the subsequent visits so that the total fees, plus whatever
small profit there may be in the sale of appliances, constitutes only a
very small proportion of the total income. It has received no support
whatever from the government. The hours of attendance are Mon
days, 3-4 p. m., and Tuesdays, 6 :30-8 p. m.
When the clinic was first opened very few women came, as was
expected; for in the absence of extensive propaganda it necessarily
takes time for the community to realize that such a center has been
opened in its midst. North Kensington’s first clinic report states
that when the center first opened mothers were “much too shy; they
didn’t know what would happen, but gradually more and more came,
at first in the evenings, when it seemed easier to slip in and out.
Then they found that after all it was not so alarming.” In the first
nine months 255 women had come for advice, and 196 had already
returned for their second visit. The North Kensington Center thus
received substantial recognition from the beginning, if its record is
to be compared with that of similar institutions.
Clinic Procedure. The patient enters a fairly attractive waiting
room, is called into the office of the representative of the clinic,
usually a volunteer, who takes down on one side of a large filing
card the answers to a few simple but necessary questions (See Forms
1A and IB ). The questioner usually finds little difficulty in securing
the required response. The patient then takes her card to the woman
physician in attendance upstairs who fills in the details of the medical
history. This is followed by a pelvic examination, after which the
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patient is fitted with the proper size of appliance. The clients receive
“as much time and skill and patience as if they were private patients."
The nurse then sees that the client is properly instructed in the use
of the appliance, the patient trying and retrying until she learns its
proper use. A printed card of instructions (Forms 2A and 2B) is
then handed to the patient who buys her supplies at cost, i.e., at a
little more than wholesale price.
The fact is impressed upon her that no methods are fool-proof,
that she has her own responsibility in the technique, and that the
clinic must have her sincere cooperation, particularly in the matter of
follow-up. It is of basic importance that the patient be convinced
of the necessity of returning within a week and again within six
months. We shall see later the extent to which these instructions
are carried out. After receiving full instructions and purchasing her
supplies the patient returns her record card to the attendant down
stairs. It is filed according to number after the patient’s instruction
card (See Forms 2A and 2B) is correspondingly numbered. An
alphabetical file of patients’ names is also kept with number cross
references.
R esults

of

S tudy

of

Case H istories

Source and Character of Data. Through the cooperation of the
executive committee of the North Kensington Women’s Welfare
Center, who were the first body to open their files to this investigation,
it is possible to present the data on the first thousand cases to visit
this clinic. The cases here summarized range in number from 1 to
1006 inclusive, since it was necessary to discard certain records due
to incomplete information; or because of individual variations which
made it seem likely that a bias, even minor in nature, might be intro
duced into the summary figures. In one or two instances the patient
was married twice and it was impossible to determine the exact
number of years spent in the marital state. The records of three
single women were discarded because they did not receive the advice
usually given to applicants.
This report naturally falls into two main divisions. The first
deals with a simple statistical summary of the facts of the first thou
sand records, the second part with a follow-up study of some one
hundred cases made through home visits.
Limitations of Data. Certain limitations of the data need to be
observed. The feeling seems to be quite general among the officials
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English Birth Control
FORM 1-A (Face, Clinic Record Card).

?

D a te ...............
NORTH KENSINGTON WOMEN’S WELFARE CENTRE
12 Telford Road, W. 11
Name .
Address

Heard of Centre from ..................................................................................................
Date of Marriage ...........................Wife’s Age .......... Husband’s Age ..............
Husband’s Occupation ............................................................. Wages ......................
Pregnancies___Born a liv e ___ Born d e a d ___ Miscarriages ...A liv e now . . .
Health of Children ........................................................
Date
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20

Born
Alive

Born
Dead

at
Miscarriage Age
Death Cause of Death or Miscarriage
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FORM 1-B (Reverse, Clinic Record Card).
Date

General Condition

Bowels
Dysmenorrhea

Dyspareunia

On Examination
Uterus

Date

Periods

Micturition

Tubes

Vulva
Ovaries

Loss

Last Menstrual Period
Perineum

Cervix

No. [size] o f ----- [Appliance]

H o w ----- is fitted by Patient, etc.

Visit or
Letter for
New
Appliance

Letter
sent

FORM 2-A *(Face, Patient’s Instruction Card).
N. KENSINGTON WOMEN’S WELFARE CENTRE
12 Telford Road, Ladbroke Grove, W. 10
S essions—M ondays, 3—4 p.m.
T uesdays, 6.30—8 p.m.

Name ................................................................................................................................
No ........................................................................................................................................
(1) Please return in a week’s time, so that the doctor can tell you if you are
using the appliance correctly.
(2) Never leave t h e ----- in for more than 12 hours.
(3) Always smear the - — with ointment before use.
(4) Syringe before you take the ----- out, and after you take the ----- out,
with warm soapy water.
(5) Wash ----- after use, dry it, and powder it with French chalk. Keep
syringe clean.
(6) T h e----- , when new, is round, but tends to get out of shape. Gently press
into a round shape before use.
(7) It is very important to avoid constipation.
(8) Appliances can be sent by post. If writing to us, please mention the
number on your card.
(9) Come back every six months if you can. Y o u r----- may need renewing.
* [Underlined words in red].
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FORM 2-B (Reverse, Patient’s Instruction Card).
ADVICE ON CONSTIPATION

Constipation must be avoided. Much ill-health is directly due to this.
A regular habit at the same time every day is most important.
Any one of the following aperients is good:—
Senna Pods—4 to 15 daily.
6d. an oz.
(The pods should be soaked in cold water for 8 hours, and the water
taken at night.)
Liquid Extract of Cascara—10 to 60 drops daily.
Epsom or Glauber salts—1 to 2 teaspoonfuls daily.
Medicinal Liquid Paraffin—1 tablespoonful daily. 8 oz. 1/6.

THE FOLLOWING DIET HINTS ARE USEFUL
Drink plenty of water.
Fiat brown or wholemeal bread instead of white.
Cooked, or better, raw fruit (oranges, apples, prunes, figs), and salads.
Vegetables of all kinds. Porridge.
Eat slowly and chew thoroughly.

of English clinics that detailed and accurate records are not of para
mount importance. The records of the North Kensington center are
kept as well as those of any of the other English clinics. The main
reason why the record forms are not more elaborate is a strong feeling
among the directors of the clinic that further questioning of the
clients might unduly embarrass them or even reduce attendance.
And since it has always been considered the major purpose of the
center to give the poor classes access to information heretofore readily
available only to those of more initiative and higher economic status,
it has been felt desirable to limit questioning. In the last year or two,
however, there has been a move away from this tendency to gather
only meager data and an increasing desire to collect more complete
information. This is particularly reflected in a new research com
mittee10 now cooperating with the North Kensington center. Their
case card is much more elaborate11 than that which has been hereto
fore used either at North Kensington or at any of the birth control
centers.
The information gathered is further limited by the patients’ own
knowledge. In the summaries which follow, for example, the figures
on wages are unreliable; the patient often does not know how much
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her husband earns, merely how much she receives each week on
which to run the household. Sometimes it is difficult for mothers of
large families to remember how many pregnancies they have had.
Still more frequently they are unable to account accurately for what
is here called pregnancy losses, that is, the difference, after allowance
has been made for twins, between the number of pregnancies and the
number of living children at the time of the mothers’ first visits.
Since some pregnancies were unaccounted for on the records, the
exact type of loss (See Table I) is unknown. The same difficulty
was characteristic of all the other clinics, and North Kensington stood
up comparatively well in relation to the others. The limitations in
other series of data will be noticed as each series is considered.
TABLE I
P regnancies and R esults R eported by 1,000 W omen S eeking B irth
C ontrol A dvice at N orth K ensington C linic

Pregnancies
Number
Total pregnancies

3,855

Cases of twins
Total living children a
Total losses

36
3,005
886

Abortions c
(Abortions recorded as induced)
Still-births
Post natal deaths d
Type unknown

460
(65)
72
295
59

Per cent

Per cent
of losses

100
1
78
23b
12
(2)
2
8
1

100

52
(7)
8
33
7

a. Children living at the time of the mothers’ first visits. Families incom
plete with few exceptions.
b. Since the figure “total losses” (886) includes the losses of the second
child in cases of twins, the percentage, calculated on a basis of pregnancies,
is 23 instead of 22, bringing the total percentage to one point higher than
one-hundred per cent.
c. These losses were classed by all the English clinics as “miscarriages”
except those known to have been self-induced, for which group the term
“abortion” was retained. This seems to be in accordance with lay usage,
but Dr. Louse Stevens Bryant of the Committee on Maternal Health advises
that this is not the best present medical usage. Any expulsion before viability
is now considered an abortion, classification being subdivided into induced,
accidental, and spontaneous. Only the first of these carries with it any crim-
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Another reason for the fact that our data are not as elaborate as
one might wish is to be found in the fact that this clinic, like all birth
control clinics, is a comparatively new institution. Further, there
has been what we believe to be a mistaken notion that patients are
reluctant to answer questions in relation to their sex history and
experience. There are many sound reasons for believing that this is
not borne out by experience. Every psychiatric and hospital social
service worker in America weekly gathers data which many English
clinic officials believe it impossible to secure. Some American
(notably New York) clinics gather quite complete sex histories.
inal implication, and then only under circumstances which vary in different
localities. While the authors have adopted this newer terminology (since it
seems to be in accordance with the weight of authority) they cannot help
feeling that it is, in a sense, misleading and incomplete. For example, to
medical persons the term “induced abortion” undoubtedly carries the dominant
connotation of a delivery made by physicians under modern aseptic conditions,
after consultation with at least one colleague and upon substantial medical
indication, yet not one induced abortion in a hundred—perhaps not one in a
thousand—is produced under these conditions. Preferably the term induced
abortion should be further subdivided into (a) therapeutic, those done by a
physician under the conditions outlined and (b) all others, whether by physi
cian or laymen. In most countries all others would be illegal. The figures
at North Kensington, however, do not permit of such refinement. We think
it well, none the less, to bear this classification in mind for future study.
Objections can likewise be raised against the medical sub-classification of
“accidental abortion.” Suppose a woman with an unwanted pregnancy re
peatedly jumps from a table; perhaps she is successful in inducing an abortion
or miscarriage. Since it had more serious consequences than she contemplated
she consults her physician who, refusing to sit in judgment on the woman’s
intent, or being, indeed, totally ignorant of it, considers the abortion “ac
cidental.” Obviously it is nothing of the kind.
The difficulty of determining when abortions are genuinely “spontaneous”
is not to be minimized. While it may be a convenient term to apply to those
cases where the cause is unknown—as one speaks of a fire being caused by
“spontaneous combustion”—it should be remembered that there is a cause
even if we are unable to detect it. And if the sub-classification now accepted
by the weight of authority aims to classify abortion on a causative basis, it
is seriously defective. In working out new classifications for the study of
this phenomenon we would suggest the urgency of considering such a psycho
logical factor as the patient’s intent along with the physiological aspects of
the act itself. The law has, for example, always considered the intent in
committing an overt act as of almost equal importance (in determining guilt)
as the commission of the act itself. In the study of the causative factors in
abortion, if our classification is to be based upon this, it would seem that
medical science could advantageously draw a similar distinction.
d.
From the data available it is impossible to separate deaths occurring
within the first few months and within the first year from those occurring
later but prior to the mother’s first visit to the clinic—as desirable as such a
classification would be. Therefore, the term “post natal deaths” means, what
ever it may imply in studies of infant mortality, deaths occurring after birth
and prior to the mother’s first visit to the clinic.
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Case R ecords

The items on the case records susceptible to tabulation fall under
the headings of obstetrical history, with number of pregnancies and
their results (Tables I-V I) ; the number of years married and the
ages of husband and wife (V II, V III) ; the husband’s occupation
(IX ). The reasons for refusing treatment, and the results reported
on follow-up are presented as summaries in the text.
Pregnancies and Their Results. The first item of interest is
the obstetrical history of these patients. As shown in Table II,
among the thousand women, 957 reported from one to fourteen preg
nancies, and 43 had never been pregnant. There were a total of
3.855 pregnancies or nearly four apiece. This is important as show
ing that the clinic is not visited by women seeking to evade their
“natural” responsibilities.
Referring again to Table I, it will be seen that, since there were
3.855 pregnancies and 36 twins (roughly one per cent, of the
pregnancies), the expected number of live births was 3,891. How
ever, owing to various types of losses before maternity only 3,345 foetuses, according to the records of the clinic, resulted
in live births. After allowing for various losses there is a discrep
ancy between the total number of children born alive as recorded by
the clinic and the number actually born alive as deduced by allowing
for these losses. This is partly to be accounted for by the fact that
it could not be determined from the clinic records in just what type
of loss 59 pregnancies resulted. But by a process which need not be
detailed here, it has been estimated that probably 18 pregnancies
resulted in still-births or accidental or spontaneous abortions and 41
in post natal deaths. Deducting the total number of children now
living from the expected number of live issue (3,891) there is a
pregnancy loss of 886, or 23 per cent, of the total number of preg
nancies.
Pregnancy Losses. It is a striking fact that in this series 52
per cent, of all the pregnancy losses were due to abortions of some
type (See footnote to Table I ). Seven per cent., or one in 14, are
definitely known to have been induced, undoubtedly self-induced.
Figured on the basis of all pregnancies the waste due to abortions is
of course much smaller— 12 per cent, for abortions of all classes, 2
per cent, for those known to have been induced. That the percentage
of losses due to abortions (7 per cent.) is far below the actual figure
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is certain. The clinic staff do not press patients for this information;
the induction of abortion is not a fact which women readily admit, at
least to strangers. For these reasons a certain number of unclassified
abortions should undoubtedly be listed as self-induced. Qients very
often come to the clinic with the hope that the doctor will interrupt a
pregnancy. Not a week and hardly a day passes but that some patient
comes to the clinic for this purpose. As we shall see later, pregnancy
or suspected pregnancy is the chief reason why patients are turned
away unfitted after their first visit. This subject is dealt with more
extensively below.
The singular fact about this table of losses (Table I) is that the
abortion percentage (52), far exceeds the percentage of losses result
ing from both still-births and general deaths (41 per cent.). In so
far as this group is representative of the rather poor mothers of the
English nation, and in so far as this fact is borne out by the experi
ence of other clinics distributed throughout England and Scotland, it
is a social fact of first-rate importance. Moreover, it is a fact which
is emerging alone from the records of the birth control clinics. It
will be found in no census returns. Its significance is in demonstrat
ing the one-sided emphasis now current in focussing upon infant
mortality alone rather than viewing the problems of maternity as a
whole; rather than directing attention to the essential relation between
the human effort and sacrifices expended in undergoing pregnancies
(i.e., the “costs” physical, social, and economic) and the results
achieved by way of obtaining the birth of live children, and if pos
sible bringing them to maturity.
Analysis of Results. The source figures for the most important
of the obstetrical data are given in Table II, which is divided into
three parts as follows: Part A shows the total number of women
reporting each number of pregnancies, from none to fourteen, the
total pregnancies in each order, the number of living children sur
viving at the time of the first visit, and the number of losses of various
kinds, by abortion, stillbirth, deaths, and undetermined causes. Part
B shows the distribution by per cent, of these various totals through
the different orders. Part C shows the proportion of each order of
pregnancy surviving or lost in the various ways.
Increase of Losses with Frequency of Pregnancy. A steady
increase in per cent, of losses is shown in Part C as one descends the
column from the lower to higher frequency orders. Conversely the
proportion of survivals decreases. There is some irregularity in both
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TABLE II
A nalysis of R esults A ccording to N umber of P regnancies R eported

A. Total pregnancies, living children and losses
Total
Number of
pregnancies

Total

Living children

Preg
Women nancies

Total

Twin
births

Minus
twins

Losses
Total Deaths

Abor Cause
un
tions known

Still
births

1000

3,855

3,005

36

2,969

886

295

72

460

59

43
151
187
173
130
91
72
36
31
29
18
18
11
7
3

0
151
374
519
520
455
432
252
248
261
180
198
132
91
42

0
147
337
436
398
360
334
171
196
188
129
130
79
64
36

0
6
4
2
6
5
2
2
1
2
1
4
1
0
0

0
141
333
434
392
355
332
169
195
186
128
126
78
64
36

0
10
41
85
128
100
100
83
53
75
52
72
54
27
6

0
2
11
32
35
27
33
22
25
23
18
31
24
11
1

0
0
9
4
10
10
3
9
2
7
2
7
9
0
0

0
8
20
46
77
57
50
49
24
36
28
29
16
15
5

0
0
1
3
6
6
14
3
2
9
4
5
5
1
0

None
One
Two
Three
Four
Five
Six
Seven
Eight
Nine
Ten
Eleven
Twelve
Thirteen
Fourteen

TABLE II (Continued)
B. Distribution of results by per cent of instances
Total
Number of
pregnancies

Total
None
One
Two
Three
Four
Five
Six
Seven
Eight
Nine
Ten
Eleven
Twelve
Thirteen
Fourteen

Losses

Living
children a
Preg
Women
Total
nancies
100
4
15
19
17
13
9
7
4
3
3
2
2
1
0.7
0.3

100

100

100

0
4
10
13
14
12
11
7
6
7
5
5
3
2
1

0
5
11
15
13
12
11
6
7
6
4
4
3
2
1

0
1
5
10
14
11
11
9
6
9
6
8
6
3
1

a. Corrected for twins.

Deaths

100
0
0.7
4
11
12
9
11
7
8
8
6
11
8
4
0.3

Still
births

Abor
tions

Cause
un
known

100

100

100

0
0
13
5
14
14
4
13
3
9
3
9
13
0
0

0
2
5
10
17
12
11
10
6
8
6
6
3
3
1

0
0
2
5
10
10
23
5
3
15
7
9
9
2
0
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TABLE II (Continued)
C. Distribution of results by per cent of pregnancies
Total
Living
ffumber of Preg
children a
pregnancies nancies
Total

Losses
Deaths

Still
births

s
Abor
tions

Cause
unknown

Total

100

77

23

8

2

12

1

None
One
Two
Three
Four
Five
Six
Seven
Eight
Nine
Ten
Eleven
Twelve
Thirteen
Fourteen

0
100
100
100
100
100
100
100
100
100
100
100
100
100
100

0
93
89
84
75
78
77
67
79
71
71
64
59
70
86

0
7
11
15
25
22
23
33
21
29
29
36
41
30
14

0
2
3
6
7
6
7
9
10
9
10
16
18
12
2

0
0
2
1
2
2
1
3
1
3
1
3
7
0
0

0
5
5
9
15
13
12
20
9
14
16
15
12
17
12

0
0
1
1
1
1
3
1
1
3
2
2
4
1
0

A

a. Corrected for twins.

instances in the last two orders owing to the small numbers and the
presence of some exceptionally healthy families. The tendency to
increasing rate of loss is shown more clearly in Table III where the
figures for results in the various orders of pregnancies have been
grouped into four groups as follows: (1) those with none, one and
two pregnancies; (2) those with three; (3) those with four and
five; and (4) those with six to fourteen. These groups were deter
mined by adding the numbers of women in the whole series and
finding where the first quartile, the second quartile or median, and
the third quartile points came and assigning all having the number of
pregnancies included between these various points in the same group.
The figures are shown graphically in Figure A, where it may be
noted that Group 1, including 38 per cent, of the women with not
over two pregnancies, had 14 per cent, of the pregnancies, 16 per
cent, of the survivals and only 5 per cent, of the losses, whereas
Group 4, the 23 per cent, at the other extreme with six to fourteen
pregnancies, had 59 per cent, of the losses.
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Pregnancies
apiece

Women

Pregnancies

Survivals

Losses

F igure A —P regnancies S urvivals and L osses R eported by 1,000 W omen
S eeking B irth C ontrol A dvice

In Table III it will be noted that the total losses in Group 1 were
51; in Group 2 they were 85; in Group 3 they were 228; and in
Group 4 they were 522. The per cent, lost in each group is shown
graphically in Figure B, which also shows the proportion of abor
tions. However, despite the very high rate of loss in the third and
fourth groups, these show the largest number of survivals, illustrating
“Nature’s way” of insuring continuance of the species. In Table III
and in Figure B, it will be noted that 10 per cent, of the pregnancies
in Group 1 resulted in losses, and 16 per cent, of Group 2, while 24
per cent, of Group 3, and 28 per cent, of Group 4, were lost. Con
versely, in the first group, 90 per cent, of the pregnancies resulted in
living children; in the second group 84 per cent, of the pregnancies
resulted in living children; in the third group 76 per cent, of the
pregnancies resulted in living children; while in the fourth group only
72 per cent, resulted in children who were living at the time the
mother first visited the clinic.
While it cannot be deduced from this table, it may be stated that
the women in the series studied who had 12 pregnancies, experienced
a rate of loss six times as great as the patients who had only one
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TABLE III
A nalysis of R esults in V arious P regnancy O rders by Groups

A. Total pregnancies, living children and losses
Losses
Living
chil
Dea Still Abor Cause
Preg
Women nancies dren a Total ths births tions un
known
Total

Number of
pregnancies

Total
None, one and two
Three
Four and five
Six to fourteen

1,000

3,855

2,969

886

295

72

460

59

381
173
221
225

525
519
975
1,836

474
434
747
1,314

51
85
228
522

13
32
62
188

9
4
20
39

28
46
134
252

1
3
12
43

B. Distribution of results by per cent of instances
Total
None, one and two
Three
Four and five
Six to fourteen

100

100

100

100

100

100

100

100

38
17
22
23

14
13
26
47

16
15
25
44

5
10
26
59

5
10
21
64

13
5
28
54

7
10
29
54

2
5
20
73

1

C. Distribution of results by per cent of pregnancies
Total

100

77

23

8

2

12

None, one and two
Three
Four and five
Six to fourteen

100
100
100
100

90
84
76
72

10
16
24
28

3
7
8
10

2
1
1
2

5
8
14
14

—

1
2

a. Corrected for twins.

pregnancy. After the third pregnancy, the rate of loss is high—the
rate ranging from 21 per cent, to the maximum of 41 per cent. The
peak rate of loss was reached in the twelfth order, while the group
that had only one pregnancy had the smallest rate, despite the extra
hazards of first births.
T h e third, fourth, fifth, and sixth pregnancy orders furnished 50
per cent, of the total number of pregnancies and 13.6 per cent, were
provided by the first and second order pregnancies. Sixty-two per
cent, of the total number of living children were provided by the
second to sixth order pregnancies, inclusive.

All Pregnancies
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Although the data do not all appear in Tables II or III, it may be
observed that the first and second order pregnancies experienced six
per cent, of the abortions, while the third to seventh orders, inclusive,
bore the brunt of more than 60 per cent, of this type of loss, an aver
age of 12 per cent, for each of the last mentioned orders.
Early in 1925 Dr. Marie C. Stopes published a report on the first
five thousand patients that visited the Mothers’ Clinic up to August
31, 1924. Table IV is a comparison of the rate of loss in the series
here studied and the rate of loss in Dr. Stopes’ larger group which
included some women having as many as 17 pregnancies. Both sets
of figures illustrate the same principle: the tendency for the rate of
loss to increase with an increased frequency of pregnancy.
TABLE IV
R ates of L oss A ccording to N umber of P regnancies R eported in T wo
S eries of P atients A ttending B irth C ontrol Clinics

Per cent losses reported in
Number of
pregnancies

One, two and three
Four
Five
Six
Seven
Eight
Nine
Ten
Eleven
Twelve
Thirteen
Fourteen
Fifteen
Sixteen
Seventeen

North
Kensington
series of 957

Dr. Stopes’
series of
4,235

11
25
22
23
33
21
29
29
36
41
30
14

10
18
22
22
27
26
29
33
28
37
36
29
40
25
50

—
—

Table V deals with the distribution of abortions according to the
number reported by each woman. A few patients experienced as
many as four, five, or even six abortions previous to seeking advice,
at the clinic. Two hundred ninety-two had had at least one. Of
those reporting any abortions at all, the preponderant proportion had
only one or two. The first two groups suffered 68 per cent, of the
total number.
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TABLE V
D istribution of A bortions A ccording to F requency

Number of
abortions
Total
One
Two
Three
Four
Five
Six

Women
Number
292
187
62
27
13
2
1

Abortions

Per cent
100
54
21
9
5
1
0.3

Number

Per cent

460

100

187
124

41
27
18
11

10
6

2

81
52

1

Size of Family. Up to the time of visiting the clinic for the first
time the patients had on the average 3.86 pregnancies and 3.00 living
children. Reference to Table II, A, and to Figure C will show that
the mode for both pregnancies and living children is two. Those
who had a larger number of pregnancies and children brought the
arithmetic means considerably over the modal numbers. Roughly
speaking, it may be said that the clinic patients had undergone, on
the average, nearly four pregnancies each, and that they now have,
on the average, three living children.
These families are much smaller than one is often led to believe
representative of those who seek advice of birth control clinics.
There were a few large families. On the other hand, 43 cases had
had no pregnancies at the time of coming to the clinic. This last
group had, however, been married only 2.93 years; if one case (pos
sibly sterile), married 22 years, is omitted, the no pregnancy order
averaged only 1.42 years in the marital state. When the relevant
facts pertaining to the group as a whole are taken into consideration
it will be seen that the families are not small. Moreover the clinic
families are far from being completed families. The mode (Figure
D ) for the distribution of years married is at six years, with other
peaks at two years and ten years, the simple arithmetic mean being
8.7 years. Details are shown in Table V II.
Ages. The greatest number of patients come under the age group
26-30 years as shown in Figure E and Table V III. The same
holds true of the clients’ husbands. The arithmetic means were,
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however, higher; for men it was 33.9 years; for the clients 31.3
years. The patients had a reasonable number of children, therefore,
despite the fact that they had been on the average only eight and a
half years in the marital state. The average number of pregnancies
and the average number of living children is somewhat larger among
the patients attending certain clinics outside of London. Comparison
may be made by consulting a table which one of the authors has
published elsewhere.12

599

Norman E. and Vera C. Himes
TABLE VI

D istribution ! of L iving C hildren A ccording to N umber per W oman

Children

Number of
living
children

Women

Total
None
One
Two
Three
Four
Five
Six
Seven
Eight
Nine
Ten
Eleven
Twelve
Thirteen
Fourteen

Number

Per cent

1000

3,005

100

56
193
248
179
125
76
52
25
22
13
7
1
2
0
1

0
193
496
537
500
380
312
175
176
117
70
11
24
0
14

0
6
16
18
17
13
10
6
6
4
2
0.4
1
0
0.5

TABLE VII
Y ears M arried B efore S eeking B irth C ontrol A dvice at C lin ic

Years
married
Less than one
One
Two
Three
Four
Five
Six
Seven
Eight
Nine
Ten
Eleven
Twelve
Thirteen
Fourteen

Number reported
Couples

Cumulative

22
61
67
56
70
75
85
62
56
41'
62
50
36
40
36

22
83
150
206
276
351
436
498
554
595
657
707
743
783
819

Years
married
Fifteen
Sixteen
Seventeen
Eighteen
Nineteen
[Twenty
Twenty-one
Twenty-two
Twenty-three
Twenty-four
Twenty-five
Twenty-six
Twenty-seven
Twenty-eight

Number reported
Couples

Cumulative

42
20
22
14
20
26
6
7
6
4
4
4
4
2

861
881
903
917
937
963
969
976
982
986
990
994
998
1000

The smaller number of living children among the patients in this
series may be due to higher living costs in London, to scarcer hous-

Couples
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ing, and to factors associated with urbanization, such as the ease of
communication of birth control information. W hether this group
previously used contraceptives to a greater extent than the patients
visiting some other clinics is unknown. It is doubtful whether this
factor is important. Whether or not these patients have previously
employed contraceptive measures was not inquired into when these
data were recorded. Dr. Stopes found that coitus interrupts pre
vailed in her cases.18 It is usually ineffective as a method of limiting
the size of the family. If, therefore, it was used to any great extent
by the patients in our series, its general effectiveness in producing
the result mentioned above is extremely doubtful.
There is a widespread notion that the clinics deal mainly with
patients who have had excessively large families. The officials of such
centers are themselves responsible for the currency of this opinion.
They have sometimes published the details of extreme cases as repre
sentative of those with which they deal. This unintentional misrepre
sentation is unfortunate. On the other hand the position is not
tenable that contraceptive advice should be given only to those who
have had three or four children. This overlooks the cases in which
contraception may be medically indicated14 even in cases where the
patient may have borne no children at all. Then too, the clinic has no
more the right than the medical profession to set itself up as the
censor of the conduct of others. W hat it dare not say to the rich and
those in high social status, it should not presume to dictate to the
poor. Furthermore, the economic position of this group must be
borne in mind.
TABLE VIII
A ges of W ives and H usbands at F irst C lin ic V isit

Age
groups

W ife

Husband

Total

1000

1000

16-20
21-25
26-30
31-35
36-40
41-45
46-50
51-55
56-60
61-65

9
179
304
246
192
63
6
1
0
0

2
92
279
244
215
109
40
12
5
2
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There was a high degree of relationship between the number of
years the clients were married and the number of pregnancies under
gone, the correlation coefficient being .73. The relationship between
the number of years in the marital state and the number of living
children in the family was lower, the correlation coefficient being .60.
The standard deviation of the mean of pregnancies (3.86) was 2.83,
the standard deviation of the mean for living children being 2.56;
while the standard deviation of the mean for years married (8.77
years) was 6.0. Partial correlations, to correct for the ages of the
wives and husbands, have not been made, partly on account of the
labor involved but essentially because it was doubtful whether the
figures could thus be refined usefully.
Economic Factors. The economic position of the clients needs to
be considered in relation to the size of their families and their need
for contraceptive information. Table IX, which is a classification
of the husbands’ occupations, makes no pretense to being accurate.
The meager information furnished on the clinic cards is only approxi
mately correct, and, at best is difficult to classify. As defective as this
table must be, it gives some picture at least of the occupational and
economic status of the clients who call on the clinic for assistance.
The term “higher business” simply denotes the more responsible of
business positions. It is clear that the clinic served the wives of no
industrial magnates. It can be said with assurance that more than
half the clients’ husbands are skilled, semi-skilled, or semi-responsible
workers. Of the definitely unskilled there were 379 cases or 38 per
cent, of the total. There is a notable group of motor traffic
employees (90), mostly ’bus conductors and drivers, which classifi
cation includes a few chauffeurs and mechanics. The fact that
husbands of 9 per cent, of the clinic’s patients belonged to so definite
an occupational group is accounted for by the fact that one of the
London ’bus routes terminates directly in front of the clinic. This
illustrates the intercommunication of such knowledge in a given
economic group, as no doubt word went round that contraceptive
information could be obtained at the queer looking little place one
worker pointed out to others.
Additional light on the economic status of the group is given by a
study of wage incomes. No tabulation has been attempted of the
wages recorded on the clinic cards on account of incompleteness of
the data. In many cases it is impossible to distinguish between wages
received by the husband and the amount turned over to the wife.
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There are husbands who do not permit their wives to know how much
they earn. The wife receives a certain amount on which to operate the
household and that is the extent of her knowledge of her husband’s
earnings. We doubt whether there are any motives operating tend
ing to induce patients to understate their husband’s earnings. Despite
the fact that some figures on the clinic records represent weekly
wages and others the wife’s allowance, it is possible to secure a fairly
definite idea of the wage rates and of their range. Not infrequently
the amount recorded is one pound fifteen shillings ($8.75). Very
seldom does it exceed two pounds ten shillings ($12.50). In fewer
than one per cent, of the cases would the amount run from three to
five pounds ($15-$25) per week. The highest weekly wage recorded
in this series was five pounds ($25). It is a very conservative state
ment to say that the average family of five in this group—for it will
be recalled that there were, on the average, three living children in
each family—must support itself on an income that seldom exceeds
twelve dollars per week. Since prices are very nearly as high as in
this country, this fact must be taken into consideration in judging
the need of modern contraception in this group. Then again, not a
few patients were the wives of disabled soldiers, unemployed men,
or men on the dole. In a very few cases the husband was described
as “a mental patient.”
The percentage of wives of skilled and unskilled workers has a
direct bearing on the important question of the selective influence of
the birth control clinics. Fourteen per cent, of the clinic’s patients
were the wives of labourers. In all, at least 38 per cent, may be con
sidered definitely unskilled. If one were to include the petty trades
men and assistants, clerks, policemen, soldiers and sailors, 55 per
cent, of the total group would be considered the wives of unskilled
workers. While the husbands of a few were unemployed, those on
the dole, or those receiving unemployment pay constituted a negligible
proportion of the total group.
There has been no direct way of guaging the intelligence of the
patients except by observing their general conduct, their capacity to
learn readily the method taught them, by studying their attitudes and
the nature and extent of their cooperation. One of the authors (Mrs.
Himes), who volunteered her services to the clinic for several months,
and who came into considerable contact with a number of the patients
both in the clinic and in the course of the home visits summarized
later in this paper, came to the conclusion that few patients were of
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TABLE IX
H usband ' s O ccupation R eported by 1,000 W omen S eeking B irth
C ontrol A dvice

Total

1000

Unskilled labor

379

Common
Porters
Car men
Miscellaneous

143
50
26
160

Skilled and semiskilled labor
Motor traffic
Miscellaneous
Petty tradesmen
Clerks
Police
Higher business and professional
Soldiers and sailors
Unclassified and unknown

328
90
238
70
57
33
17
14
102

very low intelligence. W ith a few exceptions most of them seemed
to belong to the more prudent, far-sighted, and intelligent elements of
the working classes. It is doubtful whether the clinic has ever
advised a feebleminded person. It is, however, hardly within the
province of the clinic’s work to serve this group. The problem of
restricting the continuance of such strains is a task not for voluntary
birth control clinics but for the State which is trying half-heartedly
to control it by segregation. We say half-heartedly, because there
is no officially recognized sterilization in England of those feeble
minded individuals who, once detained in training schools, are sub
sequently released into the community, often to propagate their kind.
W hat one might term the poor-law group also seems to be scarce in
the North Kensington series.
The question remains an open one, therefore, whether the clinic
is getting contraceptive information to those members of the com
munity who have but little foresight, initiative, intelligence, and
germinal capacity.15 A few leaders of informed opinion are inclined
to the belief that the voluntary centers giving this advice will always
be limited in this regard and that this constitutes one of the main
reasons why such advice should be made available by the government
at the two thousand or more infant welfare centers throughout the
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United Kingdom. It is surely the height of folly to expect those of
limited initiative or meager intelligence to demonstrate in action
qualities they do not possess and which they go on spreading in the
community because we are unwilling to act promptly in the matter.
Follow-up Study Based on Clinic Records, Of 1,000 cases which
constituted the original series studied, 855 were fitted with the appli
ance usually recommended by the clinic and 145 cases were not so
fitted for the following reasons:
Certainly pregnant
30
Probable or suspected pregnancy 57
15
Referred to hospital
5
Other method wanted
3
Too constipated
2
Too small introitus
1
Too run down
1
“Did not stay”
4
Miscellaneous
27
Reasons not specified
English clinic officials often call attention to the fact that birth
control clinics assist in the discovery of conditions needing treatment
not available at birth control clinics. Probably, however, they refer
only the most glaring cases to hospitals and dispensaries.
O f the 15 patients in this series of 1,000 referred to hospitals,
five wanted children. The others had the following conditions:
“ready bleeding of cervix on touch;” “large cystocele;” “retro
version;” “enlarged uterus, no sign of pregnancy;” “uterus bulky,
slight blood-stained muco-purulent discharge, question condition;”
“miscarriage one week ago, still losing;” “small tumor on anterior
lip;” “cystocele, rectocele, lacerated and eroded cervix;” “second
degree prolapsus uteri, tender left ovary, torn cervix, deep scar;”
and “question of left salpingitis, tender left ovary.”
Of the 13 cases in which follow-up by home visits was possible,
one-third (4) had carried out the clinic’s recommendations and onethird (4) had not. Another third (4) could not be located and one
case had died.
This is a much smaller number of refusals than the experience of
American clinics shows, doubtless owing to a selective factor—the
British clinics having no restrictions on admissions “for medical
reasons only.” But perhaps the most striking feature of this sum-
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mary is the number who came for advice after they were already
pregnant. Of those not fitted, 87 patients, or 60 per cent., were
definitely pregnant or probably pregnant. This group constituted
nearly nine per cent, (or one in eleven) of all the patients seen. In
such cases the usual clinic procedure is to refer the patient to an ante
natal center and to urge the patient to return after delivery. It
would be of interest if we knew what proportion of the patients so
referred had the initiative to return to the clinic for contraceptive
advice after the baby was bom. The authors believe the percentage
would probably be small. Judging by conversations we have had with
the officials of provincial (i.e., up-country) clinics, we are of the
opinion that pregnancy or suspected pregnancy is the chief reason for
the non-instruction of patients in other clinics as well. A more definite
answer on this point will be forthcoming when the summary of
records of the provincial clinics is completed, which study is now
proceeding.
There are many reasons why clients come to the clinic after they
are already pregnant. Some are doubtful about their condition and
come perhaps more with the aim of ascertaining whether or not they
really are pregnant than for the purpose of securing birth control
advice. Others, confusing birth control with abortion, come with a
faint hope that the doctor or nurse will interrupt their pregnancy.
This tendency of patients to come for advice after it is too late also
suggests a tendency for which there is other corroborative evidence.
We refer to the unwillingness of many women to undergo the neces
sary trouble and inconvenience which modern contraceptive measures
necessarily entail upon the individual. It is partly due to a lack of
foresight and to indifference; but there are other extenuating circum
stances ; sometimes poor housing conditions, or the presence of chil
dren make the application of methods a little difficult. When all has
been said in favor of the patients’ cooperative spirit, however, it needs
to be added that often clients do not seem to have either the desire
or the will to do their share. It is pathetic, for example, to note
cases of women who are not fitted at the clinic because they are
pregnant, returning home in despair only to try some futile and per
haps expensive home or “chemist shop” (i.e., drug store) remedy.
She is delivered of a child several months later, still she has not
learned that contraception is preferable to ineffective, self-damaging
attempts at abortion; she will not return to the clinic of her own
initiative to seek the proper preventive for this ghastly business of
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repeated abortions. A few patients seem “too poor to care.” A few
that call for advice have been so harassed by grinding poverty that
any spark of initiative they once had has evaporated into an air of
despair or discontent.
The veriest tyro in hospital work knows that it is next to useless
for a physician simply to dole out advice if patients will not, or indeed
cannot, owing to character difficulties or home circumstances, follow
the advice in their homes. It was with the purpose of overcoming
difficulties of this nature that Dr. Richard C. Cabot many years ago
instituted medical social service. Perhaps the greatest shortcoming
in the procedure of all the British birth control clinics is inadequacy
in extra-clinical or home follow-up. There is need for the adoption
of American methods in this respect. Such a change would not only
render the clinics’ services much more valuable but would enable
them to determine where they were heading.
Returning to the summary on page 606, pregnancy is the main
reason why patients are not treated on their first visit. Though
occasionally a client loses her courage after she reaches the clinic
and will not see the doctor, such cases are rare. Usually the person
who has courage enough to step inside the clinic has courage enough
to go through with the simple examination necessary.
The North Kensington Women’s Welfare Centre has not experi
enced the trouble with so-called “difficult cases”—meaning difficult
to fit—which Dr. Marie Stopes reports in her “First Five Thousand.”
According to Dr. Stopes’ report the percentage of abnormal and diffi
cult cases increased from 1.75 per cent, in 1922, to 13.77 per cent, in
1923, increasing even to 33.80 per cent, in 1924. Whether or not the
difference may be the result of the use of a non-cervical cap at North
Kensington we are not prepared to say. This may be an important
factor, though of course Dr. Stopes would deny that this was a rele
vant consideration.
Second Visits. The purpose of the second visit is to determine
whether or not the client has so learned the technique taught her that
she can carry it out herself safely and without danger to her health.
The patient is, therefore, advised to return one week after the first
visit so that the doctor or nurse may see that the patient inserts the
appliance properly and otherwise carries out instructions. This first
week is often referred to as the “practice period.” At the second visit
the douche or syringe as well as the pessary ointment are sold to the
patient, these being held back during the “practice” period in order
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to induce such a return. It is a convenient way of impressing on the
patient her own responsibility.
Of the 855 fitted patients 654, or 77 per cent., returned for the
second visit though not always promptly. This relatively good per
centage showed that they were for the most part cooperative. At
least 513, 79 per cent, of those who returned for the second visit,
inserted the instrument correctly after having been taught on the
first visit. In 21 cases, 3 per cent., it is not possible to determine,
owing to defects in the records, whether or not the patient had
learned what she had been taught on the first visit. Nearly one-fifth
of the patients had to be retaught.10
Of the 120 whom it was necessary to reteach, 36 returned the
following week when they were successful; or, if not successful, they
repeated their visits until they had learned the technique, one patient
returning for four weeks in succession. Forty-four did not return
the following week as directed but visited the clinic later. However,
40 lost all contact with the clinic.
Follow-up Visits. The “follow-up visit” to the clinic is supposed
to be made by the patient six months after the first visit. The patients
are instructed very carefully to visit the clinic once each six months.
If they do not call after six months, it is the clinic’s aim to send a
“six month letter” reminding the patient of the importance of this
visit. A similar procedure is followed if the second visit is not made.
For the purpose of the study of these follow-up visits, 813 cases
constituted the series, since 187 cases had made their first visit to the
clinic within the seven months period immediately preceeding the
date on which the data for this summary were collected. Sufficient
time had not elapsed, therefore, allowing a month of grace, for the
six month visit to be expected. In all, 445 letters were sent, 82 being
second visit, and 363 being six month letters. Some patients, there
fore, received no letters at all. The failure to be more thorough in
sending out follow-up letters results mainly from two causes. First,
a lack of funds entails the use of the service of volunteer workers
for all save the duties of doctor, nurse, and housekeeper. The secre
tary is burdened with many duties. Second, there is considerable
doubt as to the effectiveness of follow-up by means of the use of
letters.
Of the 813 cases mentioned as available for the study of follow
up:
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283 reported to the clinic in person or by letter,
189 were visited in their homes; of these 41 had moved or given
a wrong address and two had died; reports were, therefore
obtained on only 146.
43 were both visited in their homes and had made return clinic
visits.
Therefore, in all 386 cases have personal follow-up records, and
of these 21 were not fitted. This leaves a series of 365 cases for the
study of the effectiveness of the method taught. The reports may be
summarized as follows:
1. A fter six months to two years the methods were being used
satisfactorily in 263 cases, 72 per cent.
2. The rest, 102, were not using the methods prescribed, or this
was unsatisfactory, for the following reasons:
Uncertainty in technique .......................................... 34
Lack of confidence .................................................... 11
Other methods preferred .......................................... 8
Pessary hurt patient .................................................. 4
Pessary hurt h u sb a n d ................................................ 3
Husband refused to allowpatient to use method . .
5
Lost pessary .............................................................. 3
Menopause ................................................................... 2
Separated from husband .......................................... 3
House too inconvenient ............................................ 1
* W ore ring ................................................................... 1
“Failures” .................................................................. 8
Conception before pessary used .............................. 3
No reason specified, record incom plete.................... 16
II. H ome V isits
When it was seen how ineffective letters were in bringing old
patients back to the clinic it was decided to visit the patients in their
homes. Hundreds of them were never heard from after their first
or second visits, and consequently the clinic had no way of ascertain
ing the value of its work. Several observers who have lately pub
lished statistics on the merits of their respective methods have taken
it for granted that patients who have not returned or reported to the
clinic have been using the method successfully since their first visit.
In other words, it has been assumed that “no news is good news.”
It was partly with the purpose of testing this theory, the tenability
of which was doubted, but primarily with the purpose of studying the
effectiveness of the clinic’s work, that home visits were made by one
of us to as many patients as time permitted. The persons thus visited
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had all been given instruction with the exception of the small number
already considered who had been referred to hospitals. No report
had been received from these patients since their first or second visits,
which had taken place one or two years previously.
The population of the slums is a shifting one, and, as was
expected, many patients had moved or could not be located. Those
who were interviewed were friendly and gave whatever information
they could. Several people were particularly cooperative, inviting the
investigator into their homes and speaking of their experiences at
length.
In the interviews an attempt was made to cover the following
points: whether the patient was using the appliance or not; if not
using it, the reasons; if using it, whether or not it was satisfactory.
It was also the investigator’s aim to ascertain the patients’ psycho
logical reaction to the use of contraceptives but little success was
attained. The failure was due to the fact that the limited time at the
disposal of the investigator did not permit of establishing the neces
sary confidence which is an essential prerequisite to securing informa
tion of this sort. A social worker employed by the clinic and in
constant and friendly touch with the patients served by the clinic
would have little difficulty in gaining the information desired. How
ever, the clinic’s executive committee were not convinced of the
desirability of such a study, and it probably will not be attempted.17
Many of the women interviewed were rather inarticulate; if they
were not using the appliance or found objection to its use they
expressed their reactions by saying that they hated to “mess around,”
or they “couldn’t be bothered,” or they were “too nervous.” There
were, of course, some outstanding exceptions. Several women not
only discussed the general theory of contraception but also spoke
frankly of their own opinions of the various methods they had tried.
The investigation into the psychological attitudes of the patients
visited in their homes, while not as satisfactory as the home visitor
had hoped, demonstrated the usefulness of the procedure.
The women coming to the clinic for advice on how they can
become pregnant are always of special interest, and a particular effort
was made to see them during the course of the home visits. But
definite reports could be obtained from only two. One woman had
gone to the hospital but had been told that nothing could be done for
her. Since that time her husband had been taken to an insane hospital
and she felt that under the circumstances it would be better for her
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not to have any children should her husband return. The other
woman, following the clinic’s recommendation, had had an operation
at the Samaritan Hospital. Shortly after the visitor had called at
her home, she returned to the clinic where the doctor diagnosed “early
pregnancy.”
Analysis of Home Visits. Of the 96 cases visited in their homes
28 could not, upon repeated visits, be located, so that 68 patients were
interviewed. Since 10 of these were non-fitted patients referred to
hospitals only 58 of the patients interviewed had received treatment.
Of this number, 26, 45 per cent., were not using the appliance recom
mended while 32, 55 per cent., were employing the device, 18, 31 per
cent., satisfactorily, and 14, 24 per cent, unsatisfactorily. In this last
group all but one woman had become pregnant. The patient who
had not become pregnant had, subsequent to her first clinic visit,
consulted another physician who recommended a medicated sponge.
This had been successful for one and one-half years previous to the
investigator’s visit. Of the 13 cases who became pregnant the de
vice seems to have failed in 3 cases, to have hurt so that it was prob
ably not regularly employed in another case, to have been used with
carelessness or faulty technique in the remaining 9 cases. In the 26
cases not using the method taught the following reasons were given :
6 preferred other methods (the sheath or withdrawal), 9 lacked
confidence in the method, 1 desired another pregnancy, 4 were not
permitted to use it by their husbands, 1 said the appliance hurt her
husband, 2 were separated from their husbands, and in 3 other cases
the appliance was either temporarily or permanently not needed be
cause of the husband being in a hospital or because the patient had
been sterilized or reached the menapause. Practically all of these 26
cases had never used the method taught.
The North Kensington Clinic does not inquire whether or not the
husbands approve of the wives’ visits. At Liverpool, however, where
this information is gathered, we have found that, in a series of 234
cases, the husbands approved the visits in 66 per cent, of the cases
and that in an additional 30 per cent, of the cases there was no definite
information with perhaps a presumption in favor of their approval.
In only one case was there a record of a husband disapproving of the
visit. It may be remarked that a goodly proportion of the Liverpool
patients are the wives of common dock laborers.
The fact that nearly half the fitted, interviewed patients were not
using the methods taught demonstrates the need of a more adequate

•

Norman E. and Vera C. Himes

613

follow-up by trained social workers. In some instances, to be sure,
there was no further need for the appliance, but in other cases where
the woman lacked confidence in her technique or an ignorant husband
refused to allow her to use the device there has been need for a
greater effort aiming at the elimination of mal-adjustments and
special difficulties. This the clinic might well be able to carry out if
funds were available to employ a full time staff social worker who
could maintain a constant contact with the patients. There are count
less difficulties repeatedly arising in the patients’ attempts to carry
out instructions which could well be investigated by a visiting nurse
or social worker and referred to the staff physician. There is, for
example, great need for work among the husbands as their ignorance
will always be difficult to combat. It might not be altogether
infeasible to undertake a special type of educational work in such
cases. Perhaps the clinic could arrange regular meetings for hus
bands to be addressed by the staff physician (tried at Walworth
Clinic in London for a while) or, preferably, they should be seen
individually. When patients have active tuberculosis, an uncompen
sated heart condition, Bright’s disease or any other serious disorder
likely to render pregnancy extra hazardous (see the discussion of
medical indications in footnote 14), the clinic has an unusual respon
sibility to see to it, by means of follow-up, that the patient success
fully applies the technique she has been taught. The same duty is
clearly present when either parent is likely to give birth to syphilitic,
defective, or deformed children.
We hope the home visits have shown (1) that one cannot tenably
maintain that the women who have lost contact with the clinic are
successfully and satisfactorily employing their newly gained know
ledge. No news is not necessarily good news. Often it is bad news,
if indeed it may be said to be any “news” at all. (2) Thorough
follow-up in the form of home visits, though expensive, is absolutely
indispensible to the intelligent service of the clinic. This can best
be done by trained, full-time, salaried social workers.
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to that recommended by the clinic’s doctor; whether or not the method recom
mended has been abandoned, and if so, why. Space is available for recording
the opinions of the doctor, the investigator, and the patient as to the good or
bad effects of birth control. There is a place for making note of any changes
in the size or kind of appliance recommended. Considerable room is left
for additional notes.
12 See Eugenics Review (London) October, 1928, on the “British Birth
Control Clinics. Some Results and Eugenic Aspects of Their Work.”
13 Stopes, op. cit., p. 42.
14 In the United States most clinics giving contraceptive advice are
limited by law to accepting cases with medical conditions or histories which
would make pregnancy inadvisable for health reasons. In a few states such
advice may, in the absence of special restrictive legislation, be given for
social and economic reasons. No authoritative formulation has been made of
the principles upon which contraceptive therapy should be based, though at
tempts have been made to establish these for therapeutic abortion. The Com
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mittee on Maternal Health (2 East 103rd Street, N. Y. C.) is compiling mate
rial on this subject from medical literature and also by the study of case records.
In New York clinics the decision rests upon the result of individual examina
tions, both as to the medical need “to cure or prevent disease” and the type
of treatment advisable.
From records of some seven hundred cases the medical indications
recognized in practice fall into two general kinds so far as the mother is
concerned: (A ) pathological conditions, either of active disease or functional
and structural disturbances and weaknesses which might render pregnancy and
delivery extra hazards, and (B ) non pathological considerations, having to do
with optimum conditions for pregnancy and delivery, including the spacing
of offspring and the best seasons. In addition there are eugenic considerations
having to do with the quality and health of the children. Among specific
conditions listed, five groups bulk large: (1) Gynecological and Obstetrical,
including recent delivery or abortion, deformed pelves, and recent plastic
operations; histories of repeated dangerous pregnancies, or deliveries with
such symptoms as toxemia, pernicious vomiting, convulsions, too frequent,
prolonged, or instrumental labors, and caesarian sections. (2) Cardiac dis
orders especially with decompensation. (3) Tuberculosis, laryngeal, pulmonary,
or osseous, if active, and sometimes if arrested. (4) Nephritis and hyper
tension, especially where there is a history of toxemia with earlier pregnancies.
(5) Mental and Nervous, especially insanity, feeblemindedness, and epilepsy,
and certain other nervous disorders.
Besides these five great groups occasional entries appear of anemia, toxic
goitre, extreme malnutrition, extreme obesity, diabetes, arthritis, syphilis, and
gonorrhea.
Women with some of these conditions should be sterilized rather than
left to depend upon contraceptive measures. Conditions of a clearly incurable
kind, especially those inevitably calling for interruption of pregnancy if it
occurs, should be indications for sterilization rather than temporary measures.
Some hospitals are developing a policy of sterilization whenever interruption is
resorted to for non-accidental or incurable conditions.
Eugenic considerations include history of sufficient degree of insanity or
feeblemindedness or epilepsy in the immediate family, especially where de
fective children have already been born. Here again sterilization of the
mother or father is indicated. Tuberculosis in the immediate family and
active syphilis or gonorrhea of the father are other eugenic considerations,
however, not calling sterilization into the question. Contraception has not
been systematically applied to other large groups in the community who for
their own sake or that of their possible offspring might be asked not to
reproduce, such as carriers of strains of mental disability, haemophilia, the
deaf, especially deaf mutes, a considerable proportion of whose conditions
are increasingly recognized as hereditary, the blind or those otherwise hope
lessly crippled, who are so handicapped as to be unable to support children,
and possibly, those with family histories of cancer.
—Statement from the Committee on Maternal Health.
18 This subject has been discussed at length in the Eugenics Review
article mentioned above.
16 While the fact that a patient had to be retaught does not mean that
she was incapable of learning the technique, it is interesting, even though the
figures are not exactly comparable, to compare English and American ex
perience on this point. Dr. Hannah Stone of the Clinical Research Depart
ment of the American Birth Control League, reports that less than one and
one-half per cent, (ten out of 1,457) patients “could not learn the technique
of using any of the methods.” [“Therapeutic Contraception” p. 4. Reprinted
from The Medical Journal and Record March 21, 1928.] It is known that
36 of the 120 English patients were eventually successful in learning the
technique, but how many of those who failed to return were actually incapable
of mastering the method we do not know. The difficulty some patients met
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with suggests that a higher percentage in London than in New York might
be totally incapable of acquiring the necessary skill. On the other hand, Mrs.
Himes, who had intimate contact with many patients, has the impression that
all or nearly all the patients who returned times enough eventually learned
the technique. Certainly all save the feebleminded and morons should be
able ot learn it.
17 Since this article has been written the authors have been informed
by letter from a clinic official that the clinic has added a salaried social in
vestigator to its staff.

EDITORIAL
Church and Social Work
In the November number of Hospital Social Service Mr. Frank
J. Bruno makes a statement that it would be well for all of us clergy
to face. He says :
“In the near future the social worker is going to challenge the
church on the ground that it alone of all the resources which the
social worker needs is not available for the group which requires it
most.” And then, in the next paragraph, he states the case as it
should be.
I agree with what he says about the frequent failure of the
churches to do the one job for which they were created. The church
has imperceptibly made itself a rope by which to hang itself. In the
welter of activities which have been created, partly by the needs in
a local situation and partly by the necessity of finding work for the
people of any given parish, it has allowed this organization work to
smother the greatest need that many knows, that of a personal re
lationship to Qirist. There is a more or less prevalent belief that,
without doing anything about it yourself, beyond trying to be kindly
and unselfish, religion will enfold you in a sort of agreeable fog. It
isn’t possible to ooze into a religious experience, or to have it ooze
into you. The will, as much as the emotions, is involved.
At Calvary we use the case work approach to religion. Men and
women everywhere have heard in sermons or read in books much
that is fine but theoretical about God. Many of them believe, but
many of them do not know what to do about their belief, so they do
nothing at all. Particularly among young people, religious hot air
cools before it reaches them. I believe that God can be made that
motive power to redeem men’s lives, which social workers have looked
for in vain from psychiatry. A good diagnosis and a good plan are
of little value unless there is something that can be done to produce
action. I have seen men and women delivered from drunkenness,
theft, business dishonesty, jealousy, lust, hate, through the surrender
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of their lives and wills to God. We do not expect them to find this
experience alone, although it is possible; nor through sermons and
books, although that is possible; we expect them to find it, and they
do, through hearing the stories of lives that have been changed, and
being thrown into contact with people who can tell in practical, plain
English what an experience of Christ and a decision of the will to
find His plan for their lives day by day, and follow it, has done for
them. Theological information and argument helps very little.
Creeds are formulations of experience. The experience must come
first, then the interpretation.
I believe that social work can only accomplish its high aims
when it links itself with the practical knowledge of how Christ, the
Cure for despair, sorrow, sin, can change the lives of our “cases.”
S. M. S hoemaker, jr .
Rector, Calvary Church
New York, N. Y.

NEWS NOTES
The Social Service Section of the American Hospital Association
meeting in Atlantic City from June 17th to 21st, will have two sec
tions of its own. One of these will be a program meeting with
papers on the “Function of Hospital Social Service” and “Social
W ork W ith Patients Able to Pay Hospital Fees,” and a second will
be devoted to the reading of copies of the districts’ and secretaries’
reports which will be made officially to the San Francisco meeting.
Besides these, there will be round table discussions of “Statistics,”
“The Hospital’s Responsibility for Furnishing Medical Data to
Qualified Persons and Agencies” and a third round table on “The
Contribution of Psychiatric Social Studies to Medical Diagnosis
and Treatment.” Hospital social workers have been invited to par
ticipate in the meetings of the Teaching Hospital and Administration
Sections and in a round table discussion of the Out-patient Depart
ment Section. Among the subjects here discussed will be “The
Teaching Hospital’s Part in the Training of Medical Social W orkers”
and the question “W hat Responsibility has the Social Worker for
Dispensary Fees?” The American Hospital Association believes
that this Atlantic City meeting will be a very remarkable one in view
of its having joint sessions with the International Hospital Congress.
Many foreign hospital administrators will take part in the program
of the Association.
A recent issue of the Statistical Bulletin of the Metropolitan Life
Insurance Company gives the following interesting facts regarding
health conditions among the industrial policy holders for the year
1928. The death rate from diarrheal complaints dropped to the new
minimal figure of 8.6 per 100,000—a decline of 69 per cent, since
1911: The death rate from pregnancy and childbirth was only 14.1
per 100,000—or 9.6 per cent, below the previous minimum, 15.6 for
1926. The 1928 figure is 29 per cent, lower than 1911. The 1928
mortality rate from influenza-pneumonia despite the two distinct
outbreaks did not run as high as in 1926, 1923 or 1922. The diabetes
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death rate rose for the fourth consecutive year and the figure for
1928 (17.8 per 100,000) is the maximum recorded. Since 1911 the
diabetes death rate has increased 34 per cent. The cancer situation
continues to grow definitely worse. The death rate for 1928 was 76.4
per 100,000, the highest yet recorded.
Through the financial assistance of the Rockefeller Foundation
the Laura Spelman Rockefeller Memorial and the Commonwealth
Fund, Yale University has established an “Institute of Human Re
lations,” the purpose of which is to undertake physical, mental and
social research and investigation in all phases of human behavior.
The new Beth Israel Hospital, Stuyvesant Park, East, New York
City, is now open. The old hospital at Jefferson Street will be main
tained as a dispensary.
World-wide gifts and endowments amounting to $38,082,058 to
universities, colleges, charities, religious organizations, social research
undertakings, etc., were made by the Laura Spelman Rockefeller
Memorial in 1928.

Unvaccinated Barred From Church
Baptist, Christian and Methodist preachers in Eldorado joined
hands in a campaign against smallpox recently when they agreed to
close their respective churches against the unvaccinated. Nurses
were employed to greet the parishioners as they approached the sanc
tuary on Sunday morning and to demand of each the exhibition of
evidence that he or she had been vaccinated or had previously re
covered from smallpox.
That’s a splendid example of cooperation between the agencies
devoted to physical and to spiritual health. The preachers closed
the church doors to the unvaccinated as an aid to the local board
of health which had the problem of dealing with an epidemic thrust
upon its hands.—III. Health Messenger.
The National Society for the Prevention of Blindness reports
that through increased medical facilities and wide-spread education
on matters of hygiene throughout Kentucky the number of trachoma
cases has shown a dramatic decrease.
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The following interesting items of the health activities of the
South American countries were gleaned from the Pan American
U nion:
In Brazil an “anti-alcohol week” was held in October last under
the auspices of the Brazilian League of Mental Hygiene.
In Colombia the Director of Education of the Department of
Cundinamarca has established a visiting nurse service for public
schools.
In Costa Rica a graduate nurse from the United States has been
appointed to assist in the campaign against tuberculosis. H er special
work will be to instruct a group of Costa Rican nurses to carry on
the work.
The National Society for the Prevention of Blindness, 370
Seventh Avenue, New York City, issues from time to time inter
esting bulletins on the subject of care of the eyes and methods em
ployed to prevent blindness. A recent issue contained an abstract
of an article by Mildred G. Smith on eye diseases and the care of the
eyes. The author stresses the importance of recognizing the inter
relation of good physical health and healthy eyes.
The American Association of Psychiatric Social Workers has is
sued a Bibliography of Psychiatric Social Work for 1928-1929.
Social workers will find this list valuable for reference.
A statistical summary of the work of the Contagious Disease
Hospitals of the New York City Department of Health, for the
quarter ending December 31, 1928, shows a gratifying decrease in
incidence and mortality. The total number of cases treated during
the quarter at all hospitals was 1,289, of which 106 ended fatally, a
case fatality of 8.2 per cent. During the corresponding period in
1927 the total number of cases was 1,414, with 146 deaths, a case
fatality of 10.3 per cent.
The National Training School for Institution Executives and
Other Workers, Dobbs Ferry-on-Hudson, New York, will hold a
Summer Institute July 9th to August 20th, for institutional workers
and executives. The topic for study and discussion is “The Child
and the Institution.” The outline of study covers all phases of child
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health and child care and organization, management and policies of
the child caring institution. For further information apply to Leon
ard W. Mayo, Dean.
Thp National Bureau of Public Health recently opened in San
tiago, Chile, the first of four large maternity centers as part of its
program for extending child-health work.
An infant welfare exhibition was held recently at the headquar
ters of the Argentina Red Cross in Buenos Aires.
The British Red Cross has succeeded in raising £40,000 to es
tablish a clinic for the study and treatment of rheumatic diseases.
Miss Julia Wilkinson has been appointed Field Secretary of the
American Nursing Association.
The University of Bordeaux, France, commencing July 22, 1929,
will inaugurate a course for American physicians only, in ear, nose
and throat diseases. Dr. Leon Felderman, 413 Equitable Building,
Philadelphia, Pa., is in charge of the registration.
The Harmon Association for the Advancement of Nursing has
been incorporated to administer the annuity system for registered
nurses made possible by the Harmon Foundation. The annuity plan
makes it possible for nurses to provide for the future by depositing
a small sum monthly during their working career and obtain a guar
anteed monthly income when they reach retirement age. The plan
has been endorsed by the National Nursing Associations.
The United Hospital Fund of New York City has issued a list
of hospitals which maintain hay fever clinics.
During 1928 the Ontario Division of the Canadian Red Cross
established four new outpost hospitals in sparsely settled commu
nities.
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The $10,000,000 appropriation by the Dominion Act of 1919 for
the promotion in Canada over a 10-year period of technical education
of less than college grade, has resulted in the development of voca
tional education, apprenticeship, and vocational guidance and place
ment. A number of the vocational schools established—notably
those of Toronto and London (O ntario)—have undertaken to ob
tain employment for their ex-pupils and help them to become ad
justed during their first year’s work.— World's Children.
Miss Dorothy J. Carter, Executive Secretary of the Dutchess
County Health Association, has been appointed a member of the
Poughkeepsie Board of Health.
The Metropolitan Life Insurance Company has for the fourth
successive year granted $10,OCX) to help in the New York Upstate
Immunization Against Diphtheria Campaign.
Sea-bathing or spraying for children with tuberculosis of joint
and bone disease has been found very beneficial at Millfield, Rustington, Sussex, England. Sheltered compartments of wattle, six feet
high, are used for spraying when the sea is too rough or the children
unfit for bathing. A raised tank supplies sea water, and the children
are sprayed either standing, sitting or lying, according to their con
dition. This treatment is carried out from May 14th to October
10th.—The Nursing Times.
In cooperation with the Bellevue-Yorkville Health Demonstration
the New York City Department of Health has opened a special
clinic for the study and treatment of vaginitis in children.
Joanna C. Colcord has been appointed Director of the Charity
Organization Department of the Russel Sage Foundation in succeed
ing the late Mary E. Richmond.
The Honorable George W. Wickersham has announced the es
tablishment of the Thomas William Salmon Memorial to provide
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recognition to the scientist who has made the greatest contribution
in the fight against mental disease during each year. Awards are
to be national and international and will provide for the wider dis
semination of the knowledge of mental hygiene and insanity through
cooperation with the New York Academy of Medicine, in whose
hands the administration of the $100,000 fund is to be placed.
Madison House, the new settlement building, 226 Madison Street,
New York City, has been formally dedicated and is open for neigh
borhood use.
Mrs. Schiff, widow of the late Jacob H. Schiff, Mortimer L.
Schiff his son and Felix M. Warburg, Mr. Schifir’s son-in-law, have
donated $150,000 toward the new building fund of the Montefiore
Hospital for Chronic Diseases, New York City.
A survey of the New York State Department of Health shows
that men in rural communities are healthier than women.
The Home of Old Israel for aged and indigent men and women
of the Jewish faith has been moved to its new quarters, 70 Jefferson
Street, New York City.
The records of 42,000 school children in Massachusetts examined
and tested by the Massachusetts Department of Public Health during
a recent 3-year period indicate that over % of them were infected
with tuberculosis. No difference in susceptibility was found among
children of various nationalities, but approximately twice as many
with a history of exposure to pulmonary tuberculosis showed infec
tion as those who had no such history. The school children of
Farmingham showed a markedly lower rate of infection in 1926
than had been found in a former investigation in 1917. During these
nine years an intensive tuberculosis campaign had been carried on in
that city. The reduction corresponds to the substantial reduction
in the death rate from the disease in Massachusetts.
A well-baby center for children of parents of moderate means
is being tried out in London. The center was established about a
year ago by a committee of women from Kensington and Chelsea,
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those two quarters of London made famous by Peter Pan and the
literary and artistic groups who have lived there. It is called the
Babies’ Club, and the fee is £5 5s a year, though this is reduced in
certain cases. The mothers receive instruction in child care and
home visits from the matron, and may have as many consultations
with the club physician as are necessary to keep their babies in good
condition. The cooperation of the family physicians must be secured
by the mothers before she joins the club, the object of the enterprise
being the prevention of ill health and not the treatment of the disease.
— World’s Children.
Dr. George K. Pratt, Chairman of the Mental Hygiene Commit
tee of the National Congress of Parents and Teachers reports that
parent-teacher associations in 32 states include mental hygiene in
their educational bulletins. The National Committee for Mental
Hygiene supplies the literature.

“W hat Every Woman Should Know About Cancer” is the title
of a new pamphlet issued by The American Society for the Control
of Cancer. This pamphlet is written in simple non-technical language
and will no doubt not only create interest in the disease but assist
materially in the early diagnosis campaign.
The Polyclinic Medical School and Hospital, New York City,
has opened a physical therapy department for teaching and research.
This department will care for both in- and out-patients. Dr. Richard
Kovacs will direct the work.
Miss Marcia Wittenberg who has for a number of years been in
charge of the children’s cardiac work at the Lenox Hill Hospital
has resigned to organize the Social Service Department of the
Brownsville-East New York Hospital. Mrs. Charles Solomkin is
chairman of the Social Service Committee.
The New York School for Social Work plans to give annually
a series of lectures by representatives of professions and fields of
knowledge outside of social work.
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The University of Florida, Gainesville, in cooperation with State
authorities is broadcasting a series of radio talks on the laws govern
ing the protection, care, health and welfare of children.
Dr. M. P. Ravenel has been appointed editor of the American
Journal of Public Health.
Private family homes are being used to an increasing extent in
Oregon for the care of dependent children, not only by private and
public agencies but by the institutions. The Oregon Child Welfare
Commission reports that during the past fiscal year the child-caring
institutions placed twice as many children in such homes as during
the preceding year.— World’s Children.
Miss Sophie Van S. Theis of the Child Placing Department of
the State Charities and Association is on leave of absence to conduct
a course in general child welfare in Texas. Miss Theis will be in
charge of the Child Welfare Division of the Southwest Social Serv
ice Institute of Dallas, Texas.
Miss Jessy C. Palmer has been appointed General Director of
Social Service for the Department of Hospitals, New York City.
The California Commission for the Study of Problem Children,
established by law in 1927, has made its report to the State Legisla
ture. The problem of juvenile delinquency is considered from every
angle, individual and environmental, and a comprehensive program
to meet outstanding needs is presented. Mental health problems
receive prominent recognition in the recommendations, which in
clude a mental hygiene survey of the state, the training of teachers
in child guidance and mental hygiene, formation of community
clinics for the study and treatment of problem children, the devel
opment of psychologists, psychiatric social workers and visiting
teacher personnel, better care and training of the feebleminded, and
the establishment of a hospital for emotionally unstable children.—
Mental Hyg. Bui.
Dr. Paul Schilder, Professor of Psychiatry at the University of
Vienna and author of noteworthy works on neurology, psychiatry
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and mental hygiene, is in the United States giving special courses
on these subjects in Baltimore, New York and other eastern cities.
A survey of the motion-picture theaters of Buffalo has led the
juvenile-protective department of the Children’s Aid Society and
the Buffalo Council of Churches to recommend a more rigid State
law relative to the construction of the theaters, better enforcement
of safety rules and sanitary supervision, increased use of public
schools for children’s matinee pictures, and legislation permitting and
regulating special matinees for children in the theater buildings.
The final recommendation offered is that a representative group of
citizens be formed in each community to work in cooperation with
the theater managers toward the development of higher standards
in the pictures presented. The managers have indicated that they will
be only too glad to confer with responsible groups and that they
will welcome constructive suggestions.—World's Children.
John Malcolm Forbes, a former student of the New York School
of Social Work has made it possible for the School to inaugurate
a series of lectures which will be given annually by men and women
from the various professions outside of social work. The plan is to
enrich the social worker’s knowledge of the contributing factors in
other fields which have helped to build up a technique for social
work. Professor Amy Hewes of Mount Holyoke College gave the
first series this spring on “The Contribution of Economics to the
Field of Social W ork.”
In order to keep active growing boys out of mischief members
of the local police forces of three English towns, Norwich, Ipswich
and Hyde, have voluntarily organized and financed boys’ clubs. The
plan has been successful and the towns in which the clubs are situated
show a marked decrease in juvenile delinquency.
“Gearing Classes” in public schools in which every child entering
school for the first time can be studied with a view to determining
the grade to which he should be assigned, is recommended by Dr.
Ira S. Wile, a New York psychiatrist. One ground for Dr. Wile’s
suggestion is the fact, as he points out, that the needs of mentally
defective children are given more attention than the special needs
of normal and superior children.—Ment. Hyg. Bui.
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It is expected that nurses from 40 different countries will attend
the International Congress of Nurses in Montreal, Canada, July 8
to 13.
The Lying-In Hospital will merge with the New York Hospital
as a maternity unit, in the new $60,000,000 Medical Centre, which
will be known as the New York Hospital-Comell Medical College
Association.
Greenwich House has affiliated with Columbia University thus
enlarging the social, educational and research work of both institu
tions.
Miss Mary V. Dempsey, who for the past 5 years has been statis
tician of the Milbank Health Demonstration of Syracuse, has been
appointed to make a study of occupational mortality and will work
in Washington in the Bureau of the Census. Miss Dempsey’s ap
pointment is part of the plan for social research work carried on the
budget of the Committee on Social Research of the National Tuber
culosis Association.—Digest Nat. Health Council.
Social workers will be interested to know that a limited number
of copies of the Michigan Hand-Book of Hospital Law are now
available for $1.00 each. While the text covers the laws governing
hospitals in the State of Michigan the book will prove a useful source
of information to hospital administrators and social workers in other
states.
A recent issue of “The Pioneer” quotes Dr. C. A. L. Reed, for
mer President of the American Medical Association as advocating
the English practice of eating 5 or 6 light meals a day instead of
the American custom of eating 3 square meals. “At Oxford Uni
versity, England, there are 6 opportunities for eating every day.
Breakfast consists of porridge (oatmeal), fish, bacon, toast, mar
malade and tea. Eleven o’clock is the time for coffee and w afers;
one o’clock is the lunch hour. At four o’clock we have the longestablished and invariable English tea. The seven o’clock dinner is
the really substantial meal of the day. Between ten and midnight
there is often a hot drink, usually cocoa, the heat of which conduces
sleep. This schedule of food-taking tends to prevent extreme hunger
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with consequent gorging. It prevents the prostration of the diges
tive apparatus by overworking it. It saves the pancreatic functions
by not overloading it at any one time with starches and sugars and
this tends to prevent diabetes.”
A scrapped Japanese warship—the Muashi—has been rebuilt to
serve as a “floating prison” for boy delinquents, who are to be given
a 6 months’ course of instruction in the practice and theory of navi
gation, fishing and the making of fishing equipment, weather ob
servation, and kindred subjects while they are on the boat. The
announced purpose is to give the boys plenty of work in a healthy
sea atmosphere while teaching them a useful occupation. Fifty boys
14 to 23 years of age are to be selected for this training from the
prisons of the country.— World's Children.
The Garden of Childhood is the name of a new motion picture
film, relating especially to the hygiene of the run-about child, placed
in circulation by the John Hancock Life Insurance Company of
Boston.
The East Harlem Centre, New York City, is making a drive for
$350,000 for building purposes. The Centre consists of 23 health
and welfare agencies working under one roof for the welfare of the
neighborhood and coordinating the various activities so that the
maximum of health teaching and health service is rendered with no
waste of effort or duplication.
A gift of $2,000,000 from the General Educational Board for a
pediatric laboratory and dispensary for the New Haven Hospital has
been announced. The hospital is affiliated with the Yale University
of Medicine.
Chicago University has planned to erect at an approximate cost
of $7,000,000 buildings which will be used as a children’s medical
centre.
San Francisco is planning to erect a new Cancer Institute.
Although the disorder is confined to a very small organ, a tooth
ache disturbs the equanimity of the whole body and prohibits the full
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use of mental and physical faculties in productive occupation. In
like manner the sickness of one person is at best an economic burden
to the community in which he lives because one or more other people
who might otherwise be engaged in some wealth producing task is
found at the patient’s bedside. Thus every person ultimately profits
by any measure that prevents disease or promotes health because by
just so much have opportunities to gain wealth or participate in the
pleasures of life been increased.—III. Health Messenger.
“Doctors ought to be like the mechanicians who take contracts
to keep clocks going and on time, rather than emergency men to be
summoned when timepieces stop or are too fast or to slow.”
G. E. V incent .

BOOK REVIEW
Prescribing Occupational Therapy. By William Rush Dunton,
jr. Springfield, 111.: Charles E. Thomas, 1928. 142 p. Price cloth
$2.10; paper $1.35.
The author states that he has prepared this little book so that the
information will “be quickly apprehended” by the “busy physician or
medical student.”
It is not always because the doctors are “busy” that they fail to
study the patient as well as his disease. There are some exceptions,
but as a group they still fail to realize that, while the human body
is a machine, a most delicate, intricate piece of mechanism, that there
is always present a mental factor that plays havoc with their best
intentions to repair that machine.
The chief surgeon of one of New York’s largest hospitals writes
“It is the business of the doctor to apply his technical training and
skill in such a manner as best to assure the recovery of the patient.”
Occupational therapy is a big factor in assuring “the recovery of
the patient.” The author states that it is excellently defined as “any
activity, mental or physical, definitely described and guided for the
distinct purpose of contributing to and hastening recovery from
disease or injury.” Properly applied then it will aid decidedly in ad
justing the obstructing personality so the effort of the doctor will
better “assure the recovery of the patient.”
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The author himself says when explaining why he has at some
pains explained the various types of persons and their reactions, “I
have given these details in order to impress upon the physician the
importance of a study of personality of the patient.”
The occupational therapist, says Mr. Dunton, should have “the
same relation to the physician as the nurse, that is, she is a technical
assistant.” To have this relation there must be developed a recog
nition on the part of the doctor of the importance of occupational
therapy and a confidence in the training of the occupational therapist.
Professional training courses for nurses have been instituted as a
part of the larger hospitals, the nurse fills a place recognized by all
doctors and surgeons as most necessary and in many states must have
a state license. The medical profession as a body has interested itself
in the training of the nurse and it does, as the author says, rely “upon
the specialized training of a nurse.” We who know the value of
occupational therapy realize that more and more the doctor is ac
cepting it as necessary and that to hold the ground which has been
won and to gain more ground not only thoroughly trained occupa
tional therapists are needed, but official state recognition.
Mr. Dunton’s book will do a great amount of good in bringing
before the physician knowledge of how occupational therapy will aid
them in the recovery of their patients.
Very thoroughly does he deal with the subject matter in each
chapter. Under the headings, Significance, Prescription and
Fatigue, he sets up a background of general principles pointing out
the necessity of medical supervision of the instruction.
In Part II he carries the reader into the special application of the
subject and most interestingly discusses mental, surgical, orthopedic,
cardiac and tuberculosis problems.
Not alone, however, for the physician is the book of value. It
is so written that everyone dealing with crippled persons in any part
of the work carried on for them will be able to more intelligently
serve them after reading it. It is recommended to social workers
as one of the most helpful guides in their work. They will recognize
all their old friends, the nervous, the irritable, the fussy, the neuras
thenic, the apathetic, the talkative and the reticent but here they will
find a simple, intelligent discussion of the causes and the remedies.
Mr. Dunton has used no padding and no lengthy discussions, the
subject matter has been handled in a manner that indicates the expert
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who knows what he wants to say and says it. It is a little manual
full of valuable, interesting and accessible material.
F. C. E lton
Managing Editor, Rehabilitation Review
The Child in America—Behavior Problems and Programs. By
William I. Thomas and Dorothy Swaine Thomas. New York: Al
fred A. Knopf, 1928. 583 p.
In that day when we shall fully recognize the importance of child
study, when we come to realize that the child is more potent for
good or ill than any other force in civic life, when we come to fully
understand that the child’s stream of thought, action, habit and charac
ter cannot be dammed up, nor should be, but with proper, intelligent,
persistent effort may be largely directed into useful channels, when
we admit the full possibility of fixing the future character of society
by having the embryonic society of today composed of the best pos
sible type of childhood, surrounded by the best environment, in that
day we will have entered upon the highway that leads to an ever
increasingly improved human type.
This can be accomplished only by a complete and sympathetic
study of child life, its traits, tendencies, volitions and environment.
We must recognize the continually changing conditions to which
children are subjected and we must reconstruct our plans and modify
our methods of dealing with their problems to meet those changing
conditions. To accomplish this, it is essential that we first learn and
appreciate the problems involved and then with intelligent effort
seek the wisest solution thereof.
It is a healthy and encouraging sign that considerable is being
spoken upon the subject of the child—its peculiarities, its failures,
its achievements. The subject is one of world-wide interest and
universal importance, and suggestions and help from every possible
source are desirable. Therefore, such a book as “The Child in
America,” should be warmly welcomed.
“The Child in America” is, in the main, a compilation and tabu
lation of the findings and results gleaned from experiments con
ducted by many leading institutions and prominent authorities who
have devoted years to the study of child welfare. It approaches the
problem from a practical standpoint. Children were subjected to
varying influences and stimuli and their reactions carefully observed
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and recorded. Upon the basis of the material so obtained, the ex
perimenters sought to build general laws or rules for the guidance
of people interested in the rearing of children.
Perhaps the only satisfactory conclusion to be drawn from the
study is that the solution of the problem of child welfare is one of
great difficulty; but its solution is so vital to the future well being
of society that it will more than compensate for any effort put forth.
To date we have but scratched the surface. “The Child in
America” is a source book of material which should find its way
into the hands of every potential parent, every school, and every
institution, which has the good of children as its object—not as a
guide, but as a starting point from which to initiate our journey
toward the shining goal of social well-being.
T homas P. R evelle
Former United States Attorney
Western District of Washington

NEW PUBLICATIONS
Uncle Sam’s Farm. A map project and teacher’s guide pub
lished by the Quaker Oats Company, Chicago, 111. This publication
which is one of the school health series consists of a large outline
map 44x30 inches of the United States, divided into states, a set
of colored illustrations depicting the nation’s chief farm, dairy and
live stock products, which can be cut out and placed according to
the states producing them, and a teacher’s guide which gives the
names of the products, the state in which they are grown, the average
yearly production, the years included to produce average and refer
ences for authorities. When completed the map gives a picture of
the country as a whole and enables one to accurately place the state
and its production in one’s memory. The map and chart were pre
pared for 5th, 6th and 7th grades and have special value in social
science and geography projects. Teachers may obtain copies free
of charge by writing to the Quaker Oats Company, School Health
Series, 80 East Jackson Street, Chicago, 111.
“Adventuring for Health” is the title of an attractive booklet
published by the Metropolitan Life Insurance Company. The text
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which briefly outlines and tells in pictures, in words and in statistics
the story of “adventuring for health” in the past 20 years. As a
result of the intensive health educational program undertaken by
the Company the general health among its industrial policy holders
has improved and their life expectancy has increased nearly 10 years.
The Metropolitan Life Insurance Company was recently character
ized by President Hoover as being “The greatest single institution
dedicated to the public welfare.”

ABSTRACTS
“Pneumonia in Young Children.” J. H. Mason Knox, jr. Pub.
Health Nurse, 1928; XX, 410.
Medical research, purer milk and application of better methods
of feeding, better sanitary conditions, higher standards of living
and the various means used to educate and interest the public in
health and hygiene have all been instrumental in decreasing the
mortality rate of infections and diarrheal diseases among children,
but no specific treatment has been found for the respiratory diseases,
including pneumonia, although the death rate has been lowered as a
result of better sanitary standards. The author describes the different
forms of pneumonia and their complications and treatment. The
importance of prevention is emphasized and warning sounded against
exposure and neglected colds. One of the greatest preventives is to
keep the young child under careful medical supervision by thorough
physical examinations two or three times a year. The author pays a
tribute to the public health nurse for her contribution to preventive
medicine.
“The Relation of Physical to Mental Development in Childhood.”
Olive B. Cordua. Pac. Coast Jour. Nursing, 1929; XXV, 11.
Starting with the quotation “Malnutrition is responsible for more
degeneracy than alcohol” the author clearly and definitely shows the
baneful effects that under-nourishment and improper feeding has
upon the growing child. Appetite plays a leading part in the feeding
of a child. When food is taken without appetite the body does
not properly assimilate the food. Strong emotions of all sorts, par
ticularly worry, fear and anger stop all digestive processes. Severe
mental labor also affects digestion. Poor ventilation and lack of
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free activity are found to have marked effects in decreasing the
“attentiveness” of the body and organs to food. Malnutrition is to
be combated in the same way as bacterial infection—by all the
measures required for bringing about free and full development
of all the capabilities; that is, by relief from strain, by happy play,
by activity in the open and by agreeable home surroundings. The
author goes thoroughly into the external conditions leading to mal
nutrition and gives explicit and careful advice in the care of children
from infancy, with special reference to the kind of care and training
which will keep the child in a state of physical and mental fitness.
This article will be completed in a later issue of the Journal, but the
first installment contains such sound advice we draw it to the atten
tion of our readers.
“Coping with Overweight by Means of Diet Therapy.” Lulu G.
Graves. Mod. Hosp., 1929; X X X II, 62.
Whether the attention given by the general public to overweight
and dieting is traceable to greater knowledge and a more intelligent
appreciation of health, to fashion’s decree or other causes, is a de
batable question. The fact remains that both subjects are deeply con
sidered by both professional and non-professional groups. A number
of medical men and dietitians doing notable work with metabolic
diseases were asked to give their opinion upon pertinent factors re
lating to both subjects. The first question read: W hat do you con
sider some of the most serious results that may be attributed to over
eating ? The answers were classified as follows: General debility
and diminished life expectancy, 51 per cent.; hypertension, 47 per
cent.; diabetes, 44 per cent.; heart disease, 41 per cent.; organic
disturbances, 31 per cent.; nephritis, 28 per cent.; liver disturbances,
16 per cent.; orthopedic difficulties, 7 per cent.; appearances marred,
7 per cent.; gout, 4 per cent.; constipation, 4 per cent.; cerebral
hemorrhage, 1 per cent.; varicose veins, 1 per cent. On the question
of diet: 29 per cent, approved of restricting fats and starches; 68
per cent, thought sugars should be restricted more than starches;
none thought that starches should be restricted more than sugars;
16 per cent, were equally divided. Concerning meat restriction: 8
per cent, would restrict fat meat only, while 26 per cent, would
restrict meat generally. The question was asked: Have you found a
diet of coarse foods to be harmful in general ? 65 per cent, answered
“No” to this question; 15 per cent, answered “Yes.” The consensus

Abstracts

637

of opinion was that to be effective the prescribed diet must not be
based on starvation methods but must conform to the fundamental
principles of nutrition if serious damage to health is to be avoided.
A generous use of liquids, such as broth, tea, coffee or orange juice
and in a majority of cases, water should be encouraged, the replies
indicated. The greater part of the article gives the opinions and
recommendations of well known physicians and dietitians and con
tains much that will be helpful to those whose overweight is an in
dication of faulty health habits.
“Heart Disease in Childhood.” Charles IC. Stulik. III. Med.
Jour., 1929; LV, 211.
The chief factors in the production of heart disease in children
is the rheumatic diathesis under which we must include chorea,
growing pains and repeated sore throats. To control cardiac disease
early diagnosis, continued observation and removal of all foci of
infection are necessary. Children who have had rheumatism or
chorea must be considered potential cardiacs and be kept under
medical supervision. The author gives an example of a child with
acute rheumatic fever, the aftermath of neglected physical defects
and unheeded minor disorders which a physician would have recog
nized as forerunners of the ultimate breakdown and voices the
opinion that little progress can be made to limit and control heart
disease in childhood until knowledge of the great danger of mild
infections is broadcast to parents and others responsible for the care
of children. Periodic examinations and careful supervision of chil
dren with a rheumatic history are weapons in the prevention of
cardiac disease. The actual care of children suffering from heart
disease consists of rest, gradual exercise and diet. Sunlight or ultra
violet rays also improve the general condition of cardiac children.
“Fitting Clinic Charges to Patients’ Purses.” Beatrice Kaiser.
Mod. Hos., 1929; X X X II, 81.
Medical care for the rich and the destitute poor present no serious
economic problem. The great army of the self-respecting, financial
middle-class are the sufferers. They are not eligible, neither do they
wish charity, but the prohibitive cost of modern scientific specialized
medicine is beyond their means. Failure to meet the need of people
who make up this large group has led to the present serious problem
of medical economics. A study by the National Bureau of Economic
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Research on the distribution of personal income reveals the fact that
86 per cent, of all persons in the United States have incomes of less
than $2,000, that 94 per cent, have less than $3,000 and that 98 per
cent, have less than $5,000. In Detroit a “Minimum Budget for
Wage Earner’s Family” has been scientifically worked out by the
Visiting Housekeepers’ Association. This budget represents the
bottom level of health and decency below which a family cannot go
without danger of physical and moral deterioration. Admission to
clinic is based on this budget. The careful admission of applicants
for out-patient service calls for a trained person at the admission
desk. This social worker obtains the necessary information regard
ing social and financial standing and advises accordingly. A visit
to the home is made if necessary. The experience of the author,
and other social workers leads her to say that the majority of ap
plicants make truthful statements when applying for medical care.
Applicants to a clinic are classified as follows: 1) those who are dis
tinctly private patients of physicians and referred back to them ; 2)
those whose incomes are adequate to provide the care required and
who have no physicians and are referred to the private offices of
staff physicians; 3) those whose income lies distinctly within the
limits of the minimum budget and who are entitled to all services;
4) those who are accepted on a temporary basis for the current ill
ness only, because of some outstanding socialogical fact which has
temporarily reduced their resources; 5) those with obscure medical
conditions whom private physicians refer to the clinic for diagnosis;
6) those who are distinctly charges of the city or county and as such
should be referred to the municipal and county agencies for care.
“All fees, whether blanket or graded must be administered in the
light of socialogical factors or they defeat their own purpose.” The
author has taken into consideration the private physician’s position,
the rights of the applicants for clinic treatment and the responsibility
of the hospital and out-patient department to both physician and
patient. The argument for and against clinic treatment of patients
in the various classes is sane and well balanced and even the dis
gruntled private physicians who condemn clinic care could not take
exception to the methods used at the Harper Hospital. The author
who is a Clinic Executive at Harper Hospital, Detroit, Michigan,
has written an interesting and enlightening article. Private physi
cians, hospital administrators and social workers will profit much by
reading the theory and practice of clinic care as outlined by the author
and based on actual experience.

