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POINTS OF COMPARISON BETWEEN HEART 
DISEASE AND TUBERCULOSIS*

H. A. PATTISON, M. D.
Director, The Potts Memorial Hospital 

Livingston, New York.
So rapid has been the development of our civilization during the 

past thirty years that one scarcely realizes how great are the con
structive forces that have been set in motion. The mention of but two 
or three of these, such as automotive transportation, aviation, and 
radio-transmission of sound, arouses in the mind visions of their 
vast potentialities for good.

No less astonishing are some of the destructive forces at work 
among us, the most apparent of course being the powerful machines 
and chemicals of modern warfare. Far more fatal to the human race, 
though less apparent and less spectacular, are heart disease and the 
so-called degenerative diseases to which men and women are succumb
ing with an alarming increase.

Heart disease, as a cause of death, has leaped to first place while 
tuberculosis has been pushed back to seventh on the list. It is not 
alone the decrease in tuberculosis that has brought about this reversal, 
but an enormous actual increase in deaths from heart disease.

Recent developments in the public health movement have led to the 
presentation of certain parallelisms between tuberculosis and heart 
disease. Such efforts have been carried to extremes that lessen the 
force of the illustration. There are similarities and there are differ
ences between these two great causes of morbidity and mortality. I 
shall point out some of these similarities and differences.

Heart disease, like tuberculosis, is essentially chronic in its course. 
Unlike the latter, heart disease is not due to a specific microorganism 
but has numerous direct and indirect causes. Acute Rheumatic Fever
*Read before the Health Session of the 29th Conference of New York State Social Work, Rochester, New York, November, 1928.
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2 Heart Disease—Tuberculosis
is responsible for 25 per cent, of all cases of heart disease and 
Syphilis for 10 per cent. more. The most frequent cause of heart 
trouble, 40 per cent, is associated with certain changes in the circula
tory system accompanied by high blood pressure, 15 per cent, may 
be accounted for in various ways, such as congenital defects, pro
longed strain from work or illness, toxaemia from goitre, alcohol, 
and influenza. The remaining 10 per cent, are due to causes as yet 
unknown.

Tuberculosis attacks practically all organs and tissues of the body, 
while cardiac disease is a disease of one organ with consequential 
effect upon the functions and structure of other organs.

At the beginning and during the most productive period of life, 
tuberculosis is most common, while heart disease appears most fre
quently in the second half of the life span. Dublin points out that 
tuberculosis “under present conditions shows its maximum at or about 
the age of 25 and then declines with advancing years. The curve for 
heart disease crosses that for tuberculosis at about the age of 45, and 
then mounts to its huge maximum at the oldest ages.”

In 1900 the mortality rate in the U. S. Registration Area for all 
forms of tuberculosis was 201 per 100,000 of the population; for 
heart disease 111 per 100,000.

In 1926 the tuberculosis mortality was 87 per 100,000; the cardiac 
mortality was 199.1 per 100,000.

In New York State, exclusive of New York City, 22.3 per cent, 
of all deaths in 1926 were from heart disease. The rate was 303 per 
100,000. The rate for tuberculosis was only 85 per 100,000. Heart 
disease ranked first; tuberculosis, seventh. Sixteen thousand three 
hundred twenty-three (16,323) persons died of heart disease in 1926 
in New York State outside of New York City; only four thousand 
five hundred seventy-seven (4,577) died of tuberculosis.

An interesting point of similarity between Heart Disease and 
Respiratory Diseases in New York State are the periods of lowest 
and highest mortality. Throughout the eleven years from 1916 to 
1926 inclusive, by far the fewest deaths occurred in June, July, 
August, September, and October. The rigors of winter and early 
spring impose too great a strain upon diseased hearts and lungs.

As a cause of industrial disability and invalidism, heart disease 
follows closely behind tuberculosis. It is stated by Dublin that, “for 
every death from heart disease that occurs annually, there are prob
ably ten persons living impaired and deficient lives because of the
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breakdown of heart function. Altogether, two million people in the 
United States, or about two per cent, of the entire population, suffer 
from some form of heart trouble, many of whom cannot engage in 
productive activities and are, to a greater or less degree, a drain upon 
the resources of other people.” This is precisely the situation in regard 
to tuberculosis as shown by every survey made during the past ten 
or twelve years, except as previously indicated, the disabilities and 
invalidism from tuberculosis occur in the most productive period of 
human life.

The solution of so grave a problem, were there no encouraging 
precedent, would seem to be almost impossible. Twenty-five years 
ago, relief from tuberculosis seemed all but hopeless. The organized 
campaign, under the sign of the double-barred cross, aided by con
tinually improving economic conditions and other factors, has brought 
about the happy results we now behold; viz. a reduction of 57 per 
cent, in the mortality rate, and the establishment of scientific methods 
for the diagnosis and treatment of the disease. The problem of the in
dividual with heart disease is chiefly medical. The problem as a whole 
is one the community must tackle. Let us consider for a moment 
the individual with cardiac impairment. He must first of all be dis
covered. At present his discovery is usually accidental. The man or 
woman who goes to the physician complaining of heart disease is 
often in error. The physical examination for employment or insurance 
frequently discloses the presence of valvular or other disease of the 
heart. In the course of acute or chronic disease, the routine examina
tion of pulse and the stethoscopic examination of the chest may dis
close either tuberculosis or heart disease.

As in tuberculosis, so in cardiac disease, the history of the case 
and the careful physical examination of the bared chest are of the 
utmost importance. All the other corroborative methods, such as the 
use of the blood pressure and electro-cardiograph apparatus, the 
X-ray and clinical laboratory, must be taken into account in arriving 
at a diagnosis. In the management of tuberculosis, it was found nec
essary to classify the disease in various ways so that all would be 
using the same language in their discussions. The National Tubercu
losis Association’s classification, modified from time to time as ex
perience dictated, is now in general use. A nomenclature of cardiac 
diagnosis was recognized as equally important and has recently been 
promulgated by the American Heart Association. The factors in
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diagnosis are divided into Causative, Anatomical, Physiological, and 
those factors relating to Functional Capacity.

Next, the patient must know his problem. For years, those en
gaged in the campaign against tuberculosis fought against the com
mon practice of deceiving the patient about the real condition of his 
lungs. Unfortunately, the hopelessness of the outlook for the tuber
culous before Koch and Trudeau, and the lurid literature of the 
early days of the campaign fostered tuberculo-phobia, the unreasoning 
fear of the disease. Cardio-phobia must not be permitted to develop 
among the people. But the patient must be told the truth. It must be 
at the proper moment and that moment should not be long delayed 
after the diagnosis is established. It is the truth that the vast majority 
do not die suddenly of heart disease. This fact must be impressed 
upon the patient. It is sudden death that is feared; not death itself 
at some day removed from the immediate present.

Now begins the treatment. For the acute attack and for those 
cases of chronic heart disease in which decompensation is threatened 
or has occurred, rest in bed is the first requirement. As in active 
tuberculous disease, no remedy equals rest. Rest early enough in 
the disease, at night and in the day; rest for weeks and months; rest 
of body and mind; rest from worry. ( Certain functional disturbances 
of the heart usually accompanying neurasthenia are benefited by ex
ercise rather than rest.)

Proper diet and fresh air are important in both diseases.
Medication is more important in most forms of heart disease than 

in tuberculosis.
Hydrotherapy and passive exercise by massage, so sadly neglected 

in tuberculosis, are important in the management of heart trouble.
Climate is a minor factor in both diseases. Of course, by “climate” 

I do not include high altitudes.
Graduated, supervised exercises are of supreme importance in the 

convalescent treatment of both groups. Walking controlled by distance 
is the best form of exercise during convalescence.

Occupational therapy, by which we mean any activity, mental or 
physical, definitely prescribed and guided, has been exceedingly use
ful in the treatment of both the cardiac and the tuberculous. This 
includes handicraft work, nature study, reading courses, etc.

There are no definite standards by which to determine cardiac 
capacity and vital capacity in the tuberculous. The late Dr. Horace 
Howk well stated that “for the rehabilitation of the modern cardiac
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there is required a study of his past, observation of his present, and 
an estimation of his future capacities.” Each individual must be 
studied from the standpoint of his physical condition, intellectual 
capacity, and character development. Without strength of character, 
it is difficult to recover from either disease.

Education of the patients and their families is essential to the 
welfare of both the tuberculous and the cardiac. The patient must 
learn to live with his handicap and the family must know how to help 
him do it. Both the cardiacs and the tuberculous are subject to re
lapses and recrudescences, and they must be taught how to avoid 
them.

All this, it seems to me, points definitely to the institutional treat
ment of cardiac disease as Trudeau’s teaching pointed to the estab
lishment of municipal, county, and state sanatoria. I do not mean that 
we should inaugurate a campaign for public sanatoria for the treat
ment of cardiac diseases. Far from it. But trustees of existing tuber
culosis sanatoria may well follow the example of the Metropolitan 
Life Insurance Company at their sanatorium and receive certain types 
of cardiac cases. In no other way, apparently, can the need be met.

The parallelisms pointed out in this brief survey of the two dis
ease problems indicate the possibilities of making use of our sanato
rium beds as the need for them for tuberculosis cases diminishes along 
with the declining death rate from the disease. New York State has 
about 10,500 beds for the tuberculous, exclusive of federal and penal 
institutions, and hospitals for the insane. In October approximately 
3,509 of these beds were vacant. In 1925, there were 10,611 deaths 
from this malady. In order to admit cardiac cases, some sanatoria 
would require no structural changes. The amount of new equipment 
that would be needed is insignificant. The present average daily per 
capita cost of cardiacs in hospitals in New York City is $5.97 and 
in the rest of the State $4.73. The cost of caring for the tuberculous 
is much less. The average length of stay in hospitals in 1927 was 
only 20 to 27 days; obviously a wholly inadequate period.

Just a word about prevention. The teaching of hygiene and health 
habits is equally as important in preventing cardiac disease as tubercu
losis. The discovery of focal infections, especially of teeth and tonsils 
and the remedying of such defects, are of enormous importance to 
the growing child and no less so to the adult in the prevention of 
cardiac disease. The periodic medical examination properly con
ducted has already proved its usefulness in discovering numerous
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functional and organic disturbances that left undiscovered and un
cared for would have caused invalidism and shortened life.

The methods so successfully used in the campaign against tuber
culosis are equally useful in a campaign against the ravages of 
heart disease. The former campaign began under the wise leadership 
of such physicians as Trudeau, Osier, Loomis, Welch, Bowditch and 
others. The social phases of the problem were rapidly taken on by 
laymen throughout the United States. The same campaign under 
the same sort of leadership will bring equally salutary results. So 
closely parallel are the requisite methods that the American Heart 
Association has closely affiliated with the National Tuberculosis 
Association. The result cannot but bear fruit for the American 
people in longer life and better, health.
f r REFERENCES
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SOCIAL SERVICE WORKER AND DOCTOR*
THEODORE SANDERS, M.D.

New York, N. Y.
A perfect or ideal dispensary does not exist because of several 

very practical limitations. Clinics evolve and develop best in certain 
specialties and neglect others which may be just as important as the 
well developed ones. For instance, although we have an excellent 
eye department or skin department, we have no psychotherapeutic 
department at all. Then there are limitations of room and space, 
always a problem in a densely populated city like New York where 
property is so valuable. But even if one had all the space for doctors, 
social service workers, nurses, volunteers, specialists and patients, 
there would still be no approach to the ideal and that because of 
human nature. In order to have an ideal dispensary, all the workers 
would have to have what you call “social consciousness,” much intel
ligence and an abundance of knowledge, the desire and will to cooper
ate, no personal emotional reactions, no likes and dislikes, no personal 
preferences and repulsions—and that means a Utopian state which 
is an impossibility.

To elaborate on that fine phrase “Social Consciousness,” most of 
you, no doubt, think that it is like sex appeal—you either have “it” 
or you haven’t. Without double “it” you are lost socially speaking— 
that is not altogether true. Just as you may or may not enhance “it” 
with cosmetics on the one hand, you may develop social consciousness 
“it” by practice and use, and I shall endeavor later on to prove to you 
that nearly all doctors must necessarily have “it” for in private 
practice they do their own social service work. Therefore, I ask you 
to try to bring out their latent social consciousness in the Dispensary 
and get them to use it as they do in their private practice. W hy is 
their social consciousness latent and dormant in their work in the
*Read before the Social Service of Lenox H ill Hospital and Allied CommunitySocial Service Members, November, 1928.
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8 Worker and Doctor
Dispensary ? In the first place, due to division of labor and mass 
handling of a large number of patients in a short time, they delegate 
that “social,, job to the Social Service Department. Second, the 
doctors’ minds are centered on physical diagnosis and assorting 
organic and serious, from functional disorders.' Third, psychology 
reveals one of the reasons why it is suppressed. I think you will 
agree that many of the Dispensary Doctors have not as much of 
worldly wealth as they deserve; in fact some of them, if the truth be 
told, are really in need, and nobody gives them anything for nothing. 
Therefore, subconsciously, they think why should they give gratu
itously of their most valuable asset, their knowledge of medicine? A 
moment’s thought and you will understand how human and natural 
that emotional reaction is, but let us leave this line of reasoning a 
moment and go from the general to the particular.

I have been requested to give you some specific examples to illus
trate my idea of how Social Service should function in our Dis
pensary. Let us consider a typical situation. When the Social 
Service worker brings her client into the Dispensary she is given 
preference and precedence over the other patients for her time is 
recognized as valuable. The doctor takes a history and does a 
thorough examination, after the completion of which he may be in a 
position to make a definite diagnosis, clean-cut prognosis, with the 
clinical course of the disease, the time element, the partial and total 
disability. Without these complementary facts, the Social Service 
worker who is not expected to be profoundly acquainted with medi
cine, may be at a loss in handling her case. Her job is to ascertain 
not only the diagnosis, but how long the patient will be sick, whether 
the disease is acute or chronic, whether it is progressive, whether it 
is eventually fatal, whether it is communicable, whether it is heredi
tary or environmental. You may say “how am I to get these facts.” 
You must get them either from the doctor or from the chart, or from 
your knowledge and experience, or from text books on medicince. For 
example, a diagnosis of Hodgkins Disease is made in a young 
married man who has two children and a wife dependent upon him. 
To handle the patient intelligently, the slow, lingering downward and 
ultimately fatal course of the disease must be known. The patient 
must be given paliative X-ray treatment, the wife must be told what 
to expect eventually, and the house must be put in order for the 
inevitable. The judgment and knowledge of the Social Service 
worker is important here. Should she have the wife prepare for
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an occupation while the husband is descending toward a lethal state ? 
W hat of the children? Is a day nursery available? Could the patient 
be persuaded to enter a hospital for chronic diseases or a research 
institution which might try to seek the origin of the horrible disease ? 
Experience and knowledge, and not routine, will help her. One could 
elaborate on this single case for an hour, but there are a dozen such 
problems in one clinic day. I do want you to note this—that the 
Social Service work is intimately connected with the doctor, the 
patient, the disease, and its treatment, and here again it is just a 
matter of the modern trend of mass production and division of labor. 
Without an appreciation of this fact, team work is impossible.

Recently a physician who had lectured on social service work in 
its relation to surgery said that the “Social Service worker should 
be lecturing the physician rather than the physician lecturing the 
Social Service worker.” I can’t quite agree with him inasmuch as 
it seems to me that 364 days in the year, the Social Service worker 
is lecturing the physician or complaining of his lack of social vista; 
this is his inning and I mean to prove to you, as I think I proved 
to the aforementioned surgeon, that the medical man knows his busi
ness and knows your business almost as well as you do, that the 
medical man practises your business, and, therefore, you must extract 
from him the knowledge which you need to carry on your work. 
After this digression, let us come back to our clinic again.

Here is a patient with asthma. He was picked up by the Medical 
Clinic and was diagnosed as such. The medical man sent him to the 
Allergic department where protein sensitization tests were done with
out any definite positive findings. Back he came to the Medical 
department who asked for a consultation with the Cardiac Clinic. 
There was nothing found in the circulatory system and the poor puff
ing individual again returned to the Home-Medical Clinic. He was 
then sent to the X-ray Department where an incipient pulmonary 
tuberculosis with enlarged bronchial lymph nodes was disclosed. Then 
came transfer to the T. B. department. Is that all ? No. Where did 
the infection come from? The contacts, those individuals who might 
have given him the disease or caught it from him, must be examined 
and X-rayed. Then the patient, probably, should be sent to a sani
tarium—not only to learn how to overcome the disease, but also to 
prevent spreading it. Moreover, the family while expense is mount
ing and their bread winner is a liability and not an asset, must be 
handled economically.
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To achieve an ideal dispensary, there must come about, I believe, 

a very drastic change in the scope and character of the social service 
histories which the dispensary doctor is expected to read and from 
which he is expected to deduce the psychological background of the 
patients. As the histories are now written, they serve, usually, only 
one function, and that is to convince the poorly paid and overworked 
dispensary physician that here is a patient who deserves free treat
ment. The doctor reads that Mr. J. is a tailor who earns $25.00 a 
week, has six children, lives in two rooms and pays $50.00 a month 
rent. Granting that all this is true (which is frequently debatable) 
what real light has been cast on Mr. J .’s mental and emotional situa
tion by a bare statement of these facts? If you knew more of 
intuitive psychology and something of Freudianism, Adlerism, Coue- 
ism and even good old fashioned introspective psychology, you would 
be able to make far more significant reports—reports which would be 
a real contribution to the study of the case. Sound psychological 
methods could give you a jig-saw like mental picture of your patient, 
his goal, his aims, and his thwarted and frustated desires. If  the 
Social Service worker would try to go beneath surface facts, the 
doctor could say “Ah, Mr. J., a tailor, having a wife and six children 
has an inferiority complex. He feels he will lose his job, he domi
nates his family at home, overcompensating for his unimportance 
in the outside world. That is why he has a tremor. If he loses his 
job as he always fears, he has a good excuse for self respect and 
home respect.” I hold that some of the facts for such a conclusion 
are not beyond our Social Service worker, and that she should 
occasionally shed some light psychologically, environmentally and 
otherwise. I hold that it is only a minor part of your duty to keep 
out the ten per cent, of all applicants who abuse dispensary privileges, 
which are for the poor only. I hold that the Social Service worker is 
a therapeutic agent with an action, I hope, like morphine, a great 
stress reliever, or even at times like quinine in malaria, a specific for 
maladjusted neurotic patients. If the Social Service worker and 
general medical man fail in a short time to relieve Mr. J., the tailor, 
he must go to the Neurological Department with his tremor. There 
again, it is confirmed as non-organic, and there the neurologist must 
cope with the situation if he has the time. Eventually we should 
develop a psychotherapeutic and mental hygiene clinic.

However, we are developing, and my next example will give you 
the workings of the new clinics about to be started at our hospital.
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Here is a new patient brought in to the new Health Clinic. Her 
father is a crazy paretic and lives at home while she supports him 
working in a pipe factory. She has no complaints at all excepting a 
slight cough which could be due to the wood powder of the pipe 
factory, but she does look thin and unhealthy to the eagle eye of the 
Social Service worker. Her lungs are clear, but urine analysis shows 
a large amount of sugar. The diagnosis is diabetes aggravated by 
mental anguish for an insane father and lack of sleep. The Social 
Service worker must tell her of the importance of diet, must persuade 
her to have a psychiatrist see her father. The father has paresis 
beyond the stage where medical treatment will help. His brain has 
been destroyed by the pale Spirochetes of syphilis. He is a vegetative 
animal, quite insensitive to love and comfort and obviously he should 
be sent away to a hospital for the insane or it will kill his daughter. 
Moreover, he is something of a menance to the community. The 
Social Service worker must handle this case and inasmuch as health 
clinics give periodic examination, but do not treat patients, this woman 
must be sent to the new diabetic clinic. After being studied there, 
the doctor prescribes a diet of Protein 60, Carbohydrate 60, Fat 120, 
calories approximately 1560. The dietician translates these hiero
glyphics to ounces of meat, tablespoonsful of vegetables, uneeda 
biscuits, oranges, slices of bacon, etc., and the Social Service worker 
keeps a weather eye on her. If there were no follow-up, our patient 
would naturally get a pang of conscience, feel herself selfish, get 
her father out of the hospital, forget her diet, and the diabetic clinic, 
and slowly sink into diabetic coma.

Now, to return to my original thesis that the physician has a social 
consciousness. In private practice, the doctor is paid to do his own 
social service work and he does it. He follows up his patients, he sees 
that they come back. He sees that the diets are kept, he prevents the 
spread of communicable diseases and reports them, then visits the 
home to get a slant at the environments and persons surrounding his 
patients. He persuades, influences, dictates, educates and acquiesces 
as he deems expedient, and only incidentally, I might add insigni
ficantly, does he prescribe medicines. For example, nearly all pedi
atricians insist upon going into the home of their little patients to see 
that there is sunshine, to see that the mother makes up her formulas 
properly, to see that the child gets sleep, to see that the child is fed 
regularly and properly. Particularly is this so with backward chil
dren, and those who are highly nervous. I, myself, have frequently
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asked to be invited to dinner at the home of my patients so that I 
might observe the child in his or her environment and contacts with 
nurse, father, mother, brothers, sisters and teacher and have thus 
found the cause of peculiar behavior. Today, just as the dentists 
send out a notice for a periodic examination of the teeth and the dis
pensary sends out its follow-up cards, so the doctor sends out notices 
or telephones and asks to see patients periodically. If  this is so, then 
the Social Service worker in the Dispensary is doing exactly what a 
doctor is doing in his office and Social Service work has evolved from 
the division of labor and mass handling of individuals. If  this is so, 
the doctors who work in the Dispensary have social consciousness to 
just as great a degree as the Social Service worker and they have 
merely delegated that part of their work to the Social Service because 
of necessity. Therefore, I plead with you for a greater sympathy, 
tolerance, and understanding of the physician, the vertebral column 

x of the Dispensary.



THE SOCIAL SERVICE RECORD IN THE UNIT MEDICAL HISTORY
BEATRICE HALL

Social Service Department, The Presbyterian Hospital 
in the City of New York

The social service records at the Presbyterian Hospital are so 
closely related to the medical records that an explanation of the latter 
is essential in our discussion. Since the introduction of the unit 
record in 1916 all social service history has appeared in the medical 
record. This combination has given rise to some complicated and 
interesting problems; our recent move to the Medical Center is bring
ing up further problems. The necessity for interchange of records 
among the cooperating institutions presents a distinct problem, the 
accessibility of the records and the distances between the social 
workers’ headquarters and the record room are practical considera
tions which must be taken into account. These difficulties cannot be 
met without a great deal of careful experiment and considerable ex
penditure of thought and effort. It is probable that our system of 
records may be modified, or changed in some particulars, but it is 
unlikely that the unit record will suffer any radical change. As our 
organization becomes larger and more complicated, it is increasingly 
important to assemble in one document all available data regarding the 
individual patient.

The unit history system has been described.1 The following ex
plantations are based upon this reprint.
D E SC R IP TIO N  OF U N IT  H IS T O R Y  S Y S T E M :

Under the unit history system every patient admitted to the in
stitution receives an admission number. Each case receiving such a 
number is provided with a history form, 9 x 12 inches, which is sub
sequently bound in such a manner that additional sheets can be added 
at any time. The Out Patient Department (accident ward and dis
pensary) is provided with history forms of the same size as the ward

13



14 Unit Medical History
histories so that when a patient is admitted through the O.P.D., the 
record which has been made there is sent to the ward with the patient, 
and subsequently bound with the history after discharge. When the 
patient later goes to the O.P.D. either for treatment, follow-up or 
observation, the bound history is sent to the clinic to which the pa
tient is referred, and entries are made chronologically in it. If  the 
patient is readmitted to the wards of the hospital, the bound his
tory is sent to the ward with the patient. On discharge, the addi
tional history is bound with the former record. No matter how 
often a patient has been admitted, or how often transferred from 
medical to surgical clinics or wards, there is but one record.
“SE T-U P ” OF TH E  U N IT  H IS T O R Y :

The unit history contains the record of the patient’s admission; 
his history, physical examination, subsequent interval and dressing 
notes by the doctors, temperature chart, and nurses’, dietitians’, and 
social workers’ notes. Additional sheets are added according to the 
various needs that arise. Previous to any operation the surgeon in 
charge of the case is required to make an ante-operative note supple
mentary to the history and examination by the house staff, in which 
he sums up his view of the case, his diagnosis, and his recommenda
tion for treatment. The surgeon performing the operation dictates 
or writes a complete description of the operation. The anesthetic 
sheet records ante and post-operative diagnoses and the type of case 
from the standpoint of wound healing, in addition to the record of 
the anaesthesia. The surgical pathologist’s report is typewritten and 
included in the record, as are also X-ray reports and reports from the 
bacteriological and chemical laboratories.

Before the patient is discharged from the ward, an “admission 
and discharge” sheet is filled out, partly by the house doctor, and 
partly by the attending physician or surgeon in charge of the case. 
This is called the final note; it gives a comprehensive summary of 
the medical problem and indicates points of importance in the fu
ture management of the case as outlined by the doctor in charge. 
Prognosis is often stated.

The reverse side of the “admission and discharge” sheet is re
served for social service. All ward patients are seen by the social 
worker who writes her social notes on this sheet. This is referred 
to as the “admission inquiry.” The space is limited, and the social 
worker must give considerable thought to concise recording. If the
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admission inquiry reveals a social problem, and there is need of a 
fuller inquiry, this is recorded on buff sheets which are bound in 
the history next to the admission history. At the bottom of the social 
service admission sheet there is a space reserved for the social 
worker’s “discharge note.” The admission inquiry and the discharge 
note aim to give a summary of the social situation analogous to the 
summary of the medical problem on the reverse side of the sheet. 
The content will be discussed more fully later.

When the histories are bound, several blank sheets are included 
following these summaries. Here are recorded chronologically sub
sequent visits of the patient to the O.P.D., dressing notes, examina
tions in various clinics to which he may be referred, and the result 
of his periodic examinations in the follow-up clinic.

The follow-up clinic is an interesting development. The system 
aims to have every patient return for examination within a few 
weeks after discharge. Exceptions are occasional “discharged 
against advice” cases, (and many of these are followed), private pa
tients and nurses and doctors connected with the hospital. On this 
follow-up visit the patient is seen by the attending doctor who had 
actual charge of his treatment during hospitalization. These visits 
are continued at infrequent intervals and do not interfere with any 
treatment the patient may be receiving in other clinics of the O.P.D., 
or from private physicians.

If social service has continued its care of the patient during this 
time, there will be notes by the social worker interspersed with the 
medical notes. These notes are b rief; they may refer the reader to 
the complete work-up on buff sheets for more detailed information, or 
for information which does not bear directly on the medical prob
lem.
TH E  COM PLETE W O RK-U P:

During the past few years, the content of complete medical- 
social histories has been a matter of general discussion wherever 
medical-social workers have come together—at conferences, round 
tables, and informal discussion groups. Out of all this have been 
evolved rather definite ideas as to subject matter and a general agree
ment that certain phases of a patient’s daily life, his background, 
and personality must be clearly indicated. The arrangement of this 
material is still a problem, and no outline has ever proved to be 
wholly satisfactory. We feel that an outline must be flexible, and
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that a worker should be influenced in her recording by the nature of 
the problem she is describing. Indeed the experienced worker tends 
to use the outline only as a point of departure. The outline given 
at the end of this article has been helpful to new workers and to 
students who find difficulty in organizing their material. As said 
before, the history appears on buff sheets and is bound in the unit 
history.

After the social history, the social “findings” are summarized 
and written on the medical history sheet, together with the social 
diagnoses. These diagnoses must conform to the Social Terminology 
compiled by Miss Gordon Hamilton, whereby social problems are 
indexed and made available for study. The findings are short phrases 
descriptive of age, sex, nationality, disability and significant facts in 
the social setting, including income, housing, family attitudes, and 
personality tra its; the aim is to convey a comprehensive view of the 
social situation to the physician. The findings also serve as a basis 
for the social diagnoses and the treatment plan. The findings list 
assets, as well as liabilities, but the diagnoses, for the present at 
least, deal only with social pathology. Two examples of findings and 
the resulting diagnoses are given in the appendix.

The social diagnoses are indexed on the 3 x 5  inch cards already 
in use for medical cross-reference. These cards are cross-referenced 
to the medical condition and to the related social conditions, e.g.:

Accompanying condition of Gastric Ulcer, Furnished Rooming 
Existence, No. 57362.

Accompanying condition of Furnished Rooming Existence, Fam
ily Separation, No. 57362.

Careful cross-referencing of this kind makes inter-related medi
cal and social conditions increasingly available for study and may 
suggest possible lines for community attack. At present its chief 
use is in the comparison of treatment and technique in similar prob
lems.

The question may be asked, how carefully shall we study a sit
uation before we determine the line of treatment? Is this careful 
survey of background, history and personality, this evaluation of evi
dence, this “social diagnosis” justified, or is it merely an academic 
proceeding which delays treatment? There is in every profession a 
tendency to “view with alarm” any elaborate process of investiga
tion and study. In medicine the active practitioner is sometimes 
impatient of the painstaking, detached method of the research worker;
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the clinician appreciates the value of research and of study, but the 
actual suffering he encounters in his clinic urges him to immediate 
action. The humanitarian motive has always been the most power
ful energizing factor in social work and will, we hope, continue to 
be, but we must admit that it is responsible for many of our mis
takes. Influenced by it, we have rushed ahead to do something to 
relieve our patient without stopping to see just what it was all about; 
with the best intentions in the world we have many times done ex
actly the wrong thing.

We must never allow hair-splitting analysis and academic ab
stractions to supplant a kindly concern for our patients and a sym
pathetic consideration of their suffering. There may be danger in 
delay for detailed analysis, and in undue expenditure of effort di
rected toward an arbitrary classification. But can we not avoid this 
danger by bringing to bear upon the problem common sense aided 
by training and experience ? Principles of selection and relevance 
can be our guide. It is not practical or necessary to pursue every 
possible line of inquiry in every case; one problem calls for a develop
mental history, another for a detailed employment history; in another 
instance the school record may be the most valuable source of infor
mation. We must find these principles of selection and relevance, 
and use them in our daily experience.
TH E  A D M ISSIO N  H IS T O R Y

Every ward patient at the Presbyterian Hospital is seen by the 
social worker. For O.P.D. cases the admission inquiry is taken in 
the O.P.D. at the time the patient is advised to enter the hospital; 
if the patient enters through the Emergency Ward, he is seen on the 
ward as soon as possible after his admission. This inquiry presents 
a difficult problem. It has been worked upon thoughtfully for over 
three years, and emphasis has been placed on reaching an understand
ing of difficulties entailed in hospital admissions rather than on the 
drafting of a record form to secure certain facts about every pa
tient—facts which might, or might not, be closely related to the in
dividual patient’s particular difficulties.

It has not been easy to strike a balance between factual data, and 
the patient’s outlook on life and his personality traits. In reading 
many of the old records, we came upon some in which factual 
data had been stressed to the exclusion of anything else, with the 
result that the medical notes gave a much better picture of the patient
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as a social individual than the social service record. On the other 
hand, we found instances of such intense preoccupation with the pa
tient’s philosophy of life and so few facts that it was impossible 
even to clear the case through the Social Service Exchange.

Whatever we have achieved along the line of readable, practical 
admission histories has come from keeping very firmly in mind the 
purpose of the interview and testing the resulting information by a 
few simple, common sense questions. We see the patient to find 
out if there are any obstacles to his entering the hospital and com
pleting the treatment advised for him. We want to know enough 
about him to visualize his return to his home and his resumption of 
normal activities; we want to form some judgment of his intelli
gence and character in an effort to gauge his cooperation in treat
ment. Does the record clear up these points ? The content of the 
records varies somewhat according to the medical problem, for a 
certain type of case will s.uggest a definite line of inquiry. For in
stance, with a stomach ulcer patient, diet, regularity of hours, and 
disturbing factors in the economic and family life demand special at
tention. If the patient has a leg ulcer, the amount of locomotion 
he finds necessary and the possibilities for getting off his feet are 
emphasized. The seriousness of the medical diagnosis may also in
fluence the recording. More careful and accurate recording of re
sources may be indicated, if a patient has recurrent carcinoma, than 
if he has appendicitis.

Samples of admission histories given in the appendix are typical; 
both of these patients had carcinoma and have died since these his
tories were written. The first proved to be an active case in the de
partment for several months; the second patient was able to meet his 
own problem, as the record suggests.
D ISCH ARG E N O TE S:

The social service discharge note is written at the time of the 
patient’s discharge from the ward. It summarizes action taken by 
social service during the patient’s stay on the ward, states, the im
mediate plan for convalescence or after-care, and indicates whether 
the worker will continue her contact with the patient. In many in
stances the medical prognosis is referred to, and the patient’s under
standing of his prognosis is explained. The relative who seems most 
responsible and helpful may be named. This last information has
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been found extremely helpful if staff changes necessitate another 
worker’s taking up the problem later on.

In the following instance the patient was admitted to the ward 
three times within a few months; during the whole period, social 
service continued to be in touch with her. The social discharge notes 
are as follows:

1- 10-27.—Patient going to St. Eleanora’s Convalescent Home for two weeks. Question of further convalescence to be determined 
when patient returns to O.P.D. January 26th.

2- 3-27.—Patient going to St. Elizabeth’s Convalescent Home, 
Spring Valley; sent by St. Vincent de Paul Society. Her stay there is to be indefinite. The children will continue to be cared for 
by relatives. Department of Public Welfare is to reconsider application for pension.4-3-27.—Patient discharged home. No convalescing away from 
home necessary. Doctor advises that patient will probably get along nicely as long as she has no worries and no particular difficulties. 
Charity Organization Society notified of patient’s discharge; worker to visit patient tomorrow and also communicate with Department of Public Welfare. Patient’s mother will stay with her for a few weeks to help with care of home and children.

The following discharge notes relating to two patients explain 
arrangements made in cooperation with other agencies:—

Patient is discharged to House of Comfort where she will have free bed. Financial arrangements made by Sister Mary Hilda of 
Trinity Church.Patient is returning home. Dr. Morton advises he may resume 
usual activity, avoiding extra heavy work; he is to return once a week for treatment. Worker has been in touch with Adams Memorial Church where patient works as janitor and has explained his 
condition and treatment to them. Mr. Hill at Adams Memorial is greatly interested and gets things across to patient very well. He 
should be consulted if any difficulty arises.

In another instance, the problem was a difficult one, the interpre
tation of treatment to a stomach ulcer patient, an old Spanish woman, 
nearly blind, who understood no English and to whom hospital rou
tine and dietary regime was confusing and incomprehensible. The 
discharge note records:—

Patient is to return home. Diet translated into Spanish by interpreter and arrangements made to have visiting nurse go to the 
home daily to show daughter how to measure and prepare the food. Letter written to Lighthouse asking for craft teacher to visit the home. C.O.S. visiting regularly. (See buff sheets for details).
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“IN T E R L E A V IN G ” OF CHRONOLOGICAL N O T E S— M ED I

CAL A N D  SO C IAL:
After the social “work-up” and the formulation of a plan of social 

treatment, there is the problem of recording the developments in the 
social situation and the attempts of the social worker to assist in 
carrying out the medical plan. The fact that our entries are inter
spersed with concise, technical statements of physicians and sur
geons influences us to make entries clear, accurate and concise. In
creasing familiarity with terse, definite medical notes has been very 
stimulating. It is evident, however, that information on some phases 
of a social situation may be essential to the social worker, but of little 
interest to the doctor, and perhaps of no assistance to him in plan
ning the medical treatment. This information, along with detailed 
procedure notes, is segregated on buff sheets similar to those used 
for the intensive work-up; concise summaries appear on the medical 
record with references to the buff sheets for details.

How detailed a record to keep of the means by which results 
are achieved will probably continue to be a hotly discussed problem 
in social work circles. Presbyterian records illustrate all points of 
view; some records show every mental and physical move of the 
worker, while in other instances the results have apparently been 
brought about by the hand of the Lord, as there is no indication of 
any human agency at work.

It seems to us that it is practical to eliminate from the permanent 
record as much “process” as possible, except in records which are 
to be used for teaching or study. It has been suggested that notes 
regarding “process” or means whereby effects are achieved be kept 
on a temporary work sheet which can be summarized on the record 
and destroyed at intervals. This would lessen confusion resulting 
from the sudden incapacity of a worker, and would not clutter the 
permanent record. We all have seen horrible examples of records 
including “process” notes on cases which have been active for several 
years. The problem is an interesting one and deserves more con
sideration than we have been able to give it.

It is difficult to explain “interleaving” of chronological notes. A 
few examples may make our explanation clearer.

In the following case the patient, a young man of thirty years, 
suffered from a severe cardio-renal condition. His prognosis was 
very grave and there was little hope of permanent improvement, even
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with complete rest under ideal conditions. The patient was ambi
tious, intelligent, eager to do his part in carrying out his treatment, 
but greatly distressed at the thought of being dependent and unable 
to work. He was married, his wife was expecting confinement in a 
few months. It was decided to allow him to resume light work un
der careful medical supervision. The C.O.S. was working closely 
with the hospital.

The following entries appear on the medical chart over a period 
of several weeks:—

Medical Follow-up. July 6, 1926. T. 98. P. 88. R. 20. Wt. 
209.Returned to work; thinks it is going pretty well. Looks better. Heart regular, rapid, fair quality. Lungs clear. Oedema of ankles. I favor his going on with job and, if possible, getting on ground 
floor.Digitora two, t.i.d. Return 7-20-26.—K. R. A.

Social Service. July 6, 1926.Patient has resumed work, unusually light job, at his own trade— fur cutting. Is seated continuously, and arm movements are not strenuous or taxing. Patient does not feel work tires him, he is en
couraged and happy at being able to resume financial responsibility.C.O.S. inquired re advisability of family’s moving to ground floor 
rooms.Doctor’s Recommendation. Dr. Adams advises that patient be 
allowed to continue his work for the present, moving to ground 
floor most advisable, but patient must be cautioned against extra exertion during moving. Reported aboved to C.O.S. by telephone.—L. Ewing.Medical Follow-up. July 20, 1926. T. 98.4. P. 84. R. 20. 
Wt. 2 0 5 jf  B.P. 235/150.Working and feeling better, but still weak. Heart not quite so fast. Suggests gallop rhythm. Lungs clear. Ankles no swelling, but still pit on pressure. He continues to lose weight and is “making the grade,” but that is about all.Digitora two, t.i.d. Return 8-10-26.—K. R. A.Medical Follow-up. Aug. 10, 1926. T. 97.6. P. 72. R. 20. 
Wt. 2 0 9 B.P.  235/150.Is feeling well except for frequent morning headaches. Heart sounds of poor quality, almost tic-tac at apex with suggestion of gallop to some of the beats. Lungs clear. Ankles slightly pitting 
on pressure. I believe he could be better followed in the Nephritic Qinic if Dr. Lane and Dr. Smith want him.

Appointment secured for Aug. 18th in Nephritic Clinic.'—K. R. A.Social Service. August 10, 1926.
Patient in good spirits; working. Wife has given up job. Still waiting to hear further from C.O.S. re rooms in model tenement.
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Have found three room flat for $27 to which they can move on August 14th, but as this is one flight more than their present rooms, social worker advised against it.

Northern District C.O.S. worker notified by telephone of patient’s condition.—L. Ewing.
M— M— was a girl of 23 with a carcinoma of the bladder, in

operable. She returned home after an exploratory operation, with 
the understanding that she would report to the hospital at intervals. 
The social worker had established contact with the family and they 
understood that the worker was to keep in touch with them and ar
range further institutional care when it was advisable. A complete 
initial work-up was done on buff sheets. The following social notes 
occur chronologically on the medical chart:— .

Emergency W ard: Tuesday, Sept. 28, 1926.
Burning is severe and she cannot control urine when standing. Wound not leaking. No inflammation about urethral meatus.Urine cloudy, red. Many rbc. and wbc. No. 579 . . .  4 mills q. 4h. in aq. 100.—Dr. Barr.
Surgical Follow-up: Sept. 30, 1926.
Diagnosis: Ca. of Bladder. Interval after operation: 2 months.
Urine very foul. “Much pain on sitting down.” “Feels as though 

there were a mass coming down in vagina.” Suprapubic wound closed except for tab of granulation tissue at lower end of wound. This was cauterized with silver nitrate.—Dr. Gill.
Social Service: Sept. 30, 1926.
Dr. Gill referred patient to nurse “to teach sister-in-law to give bladder irrigations daily.” Referred Henry St., Morningside Branch. 

—M. Hill.
Social Service: Oct. 5, 1926.
Miss Sampson, Morningside Branch (tel: Morningside 2288) ’phoned she found patient weak and hysterical saying she did not feel well enough to have treatment.
Dr. Gill advised that treatments be given at nurse’s discretion. There is no hope of improvement, and comfort of patient is most 

important consideration.
Reported above to nurse.—M. Hill.
Radio Therapy: October 14, 1926.
Social Service: October 15, 1926.
Home visit; patient and mother had moved to 5-room apartment on third floor. Flat is clean and comfortably furnished. Mother hopes to rent one room later. Family supported by mother who works in cafeteria of school near by, earning $15 a week. Brother has married and is living away from home. Mother finds financial situation difficult, but is managing it nicely at present.
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Social worker arranges for free treatment in O.P.D., and oc

cupational therapy at home.—M. Hill.
Admitting Desk: Oct. 16, 1926.Renew prescription Rx. No. 579.—Dr. Grant.
Social Service: Oct. 22, 1926.Visiting nurse reports wound has disrupted and is draining pro

fusely, discharge mostly urine. Patient is alone at home for long periods and is greatly depressed and discouraged.After conference with Dr. Gill and Dr. Shelton (who treated 
patient at home before admission here and was called in by family 
a few days ago) worker feels patient should remain at home for the present. Visiting nurse will go in daily; cousin and sister in neigh
borhood can go in often; Dr. Shelton says he will call twice a week and prescribe medication. Nurse has been given Dr. Shelton’s of
fice telephone number at his suggestion.Worker will continue to be in touch with situation and arrange 
terminal care when it is indicated.—M. Hill.

Social Service: Oct. 28, 1926.Patient’s condition grew rapidly worse and she was taken to St. Agnes Home for Incurables today upon advice of Drs. Gill and Shelton, both of whom had seen patient at home. Mother called 
at St. Agnes with worker and feels arrangement is satisfactory. Patient was transferred in ambulance, charge $10—$5 of which is to be paid by mother, and $5 by social service.—M. Hill.

Social Service: Nov. 4, 1926.Patient visited at St. Agnes. She has been given sedatives freely 
since her admission and was quiet, comfortable, and reasonably contented. Mother and brother, who has recently moved near St. 
Agnes, visit frequently.—M. Hill.

Social Service: Nov. 23, 1926.
Patient’s sister died last week following another stroke. Family 

have not told patient, and have made great effort to keep her contented and undisturbed. Patient is restless and complaining. Family are anxious for her to have private room. Worker advised their taking this up directly with Sister-in-charge.Mother has paid $5 toward ambulance; she has rented one of her rooms and seems to be managing her finances satisfactorily. —M. Hill.
Follow-up: Dec. 2, 1926.
Follow in six months—6-9-27. —Dr. Gill.
Social Service: Dec. 11,1926.
Patient died at St. Agnes 12-2-26.Mother is worn out but is maintaining self-control to an unusual extent. She plans to remain in present flat and continue work in school cafeteria. Case closed.—M. Hill.
Follow-up: June 9, 1927.
See above note. Patient deceased.—Dr. Gill.
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This was principally a problem of medical and nursing care. 

There are no references to buff sheets for details or procedure as 
no buff sheets were written after the treatment got under way. The 
lack of procedure notes may be criticized justifiably. The final 
record is compact and satisfactory, but there might have been an
noying hitches if the worker serving this patient had been incapaci
tated at any point.
C O RRESPO N D EN C E .

Our records contain considerable correspondence with other 
agencies, with patients, their relatives, and interested individuals. 
All correspondence containing social summaries and medical reports 
is filed in the records, letters to patients giving clinic appointments, 
directions for reaching convalescent homes, etc., are not filed in the 
permanent record but are placed in the worker’s temporary corre
spondence file. Some of the patient’s own letters are included in the 
record; we feel that the kind of letter a patient writes is significant 
and often gives an indication of his background and capabilities. His 
own letter represents the patient directly and is a valuable contribution 
to the history. The examples must be carefully chosen, however, 
and not allowed to accumulate unreasonably.

The outstanding feature in our correspondence with social agen
cies is the interpretation of disease and of the resulting disability, 
the attempt to explain the patient’s disease in social rather than in 
medical terminology . . . what modifications in the patient’s daily 
life at home and at work are desirable or imperative? what is the 
patient’s understanding of his condition, and his attitude toward 
it? how are the family accepting the situation? what outcome is an
ticipated? It is often difficult to get very exact specifications from 
the physician on these points, but a careful consideration of the pa
tient’s routine and subsequent discussion with the physician in charge 
of the case make it possible usually to suggest a fairly definite pro
gram.

In referring a patient to another agency, it is important to keep 
in mind the agency or individual to whom the letter is written, and 
try to give the information that agency or individual needs in the 
way that will be most satisfactory to them. It is always advisable to 
include a statement of the hospital’s contemplated course of action; 
how closely the hospital social worker is planning to follow the pa
tient in the future; what is to be her responsibility, and what part
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of the problem she requests the other agency to assume. Often 
this cannot be determined at the time of the initial refer; in such 
case there should be reference to future conference. It may be well 
to mention here that we do not feel that correspondence between 
agencies can ever replace personal conferences between the staff 
workers who are directly in touch with the patient and doctor. We 
do feel, on the other hand, that clearly written “refers” and formal 
interval reports are necessary to intelligent, sustained cooperation be
tween social agencies. A written report summarizing the conclu
sions reached in conference lessens the danger of misunderstandings 
and slips of memory.
D ISC U SSIO N :

To social workers unaccustomed to a combined medical and social 
record, this system of record keeping may seem confusing. The 
social record is visualized as a series of fragmentary notes lacking 
unity and coherence. There is danger of this, and also that the in
terruption of medical notes by social notes, and vice versa, may in
terrupt a sequence of expression. However, when the work is prop
erly interrelated and the recording entered chronologically, no such 
interruption occurs.

There is a real difficulty to the social worker who is dealing with 
families, several members of whom may be under active treatment 
in the hospital. The scattering of the record of family life among 
the unit histories of different members of the family offers a puzzle 
in recording, which we must study further. Under our present 
system, the complete work-up usually appears on the chart of the 
patient who seems to present the main problem; the other charts con
tain a summary of the family situation and are cross indexed to 
each other and to the complete work-up.

The propriety of including intimate personal and confidential 
material in a hospital record has been questioned. Although the hos
pital protects its patients by limiting access to the records, and by 
giving out information only with the patient’s consent, the record 
is liable to court summons. The doctor and nurse, as well as the 
social worker, face this problem in recording; they have dealt with it 
mainly by the use of scientific terminology and by rigidly excluding 
anything which is not related to the patient’s health. It is often 
necessary for the social history to contain definite information re
garding mental abnormalities and other deviations from the normal;
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such facts, we believe, can be recorded without offense if scientific 
terminology is used to describe them, rather than the language of 
the street. In recording material of this nature, care must be taken 
to select for recording only what is pertinent and significant. The 
knowledge that our record is liable to court summons forces an eval
uation of evidence, the exclusion of irrelevant personal and family 
gossip, and the making of a finer distinction between what is actually 
known, and what is inferred by the worker.

The use of the joint record keeps the medical problem clearly be
fore u s ; our plan and action tend as a result to be more closely inte
grated with the medical work. We conceive the main function of 
medical social service to be the discovery and treatment of the social 
factors affecting the patient’s illness and his ability to carry out medi
cal recommendations; hence, close integration with the medical work 
becomes a necessity. We do not find that this close integration with 
the medical work narrows our function and limits it to a considera
tion of objective factors; we are still able to see and treat our prob
lems with regard for the emotional, family, and community impli
cations.

A joint record is the most convenient and practical way, we be
lieve, to communicate knowledge of the social factors pertinent to 
the medical case. If  the social worker has done her work and her 
recording intelligently, it is almost sure to be of value to the physician. 
The social worker, on the other hand, has an opportunity to be
come more familiar with the medical findings, as she is obliged to 
refer to the medical record constantly. Joint recording paves the way 
for joint thinking and joint acting, and must inevitably result in a 
closer working relationship between the doctor and the social worker, 
and a definite fusion of objectives.

A P P E N D IX  IN D E X
A—Outline for Complete Work Up B—Sample of Complete Work Up C—Findings and Social Classification.

Case No. 1 Case No. 2D—Admission Histories 
Case No. 1 Case No. 2E—Letters to Outside Agencies1. Letter referring case to Charity Organization Society.
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2. Interval report on same case.3. Letter referring case to agency for occupational 

therapy.4. Correspondence with school, letter referring pa
tient.

5. Interval report on same case.
g  u  u  a  a

(< u  (( a

A.
O U TLIN E  FOR COM PLETE W O R K  UP

I. Preliminary statement of problem
II. Doctor’s interpretation of disease or disability

III. Patient’s attitude toward his problem
H IS T O R Y

I. Background 
National Racial Cultural Educational(Any marked physical or mental trends or disorders.)

II. ParentsAnything above—happy or broken home in past—parents living together— divorced— separated— dead—institutional 
childhood—any marked friction or conduct disorders in past 
—recreational interests— former economic status.

III. Immediate NeighborhoodAnything significant about the block or street—inferior lodging houses—theatrical—strongly racial or national groupings—run-down or unsavory district—nearness to or 
distance from settlements, parks, day nurseries, fresh air 
classes—prevalence of “speak-easies,” pool halls, movies, 
etc.

IV. HousingAnything significant about housing—light—dampness—- overcrowding—plumbing—toilets—repairs.
V. Housekeeping and Living HabitsAnything significant about economic situation—cleanliness 

—system—comfort— furnishings—quiet or noise—habits of 
eating, sleeping or bathing—buying habits and budget.

VI. Home Setting or Atmosphere (Present)Sound, robust, healthy, or the reverse—friction or harmony —relationships in detail—presence of relatives and lodgers —national or religious conflicts—attitudes of criticism, nagging, fault-finding, rigidity, indifference—limited in
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telligence—failure in discipline—presence in home of 
neurotic, chronic invalid, cripple or feebleminded, alcoholic —member of family in prison or reformatory.

VII. Brothers and Sisters of Patient
Health—education—occupation—cultural interests—recreation— favorite child—attitudes to patient—to each other— 
comparisons—repressions—jealousies—quarrellings, or the reverse.

V III. Development History of Patient (Young Person)
Habits of eating, sleeping, bathing—conduct disorders— 
relationships with parents or other members of the fam
ily—play habits and interests—spoiled, fussy, domineering, nervous, overactive, shy—marked personality traits—intelligence—school history in detail—anything significant in adolescent period—day dreaming, withdrawal, ganging.

IX. Work History and Wages
Trade and trade process—conditions of work—hours— 
previous employment status—trade training—any special interests or abilities—especially if vocational guidance is contemplated.

X. MarriageDate and place—marital relationships—atmosphere—cul
tural life together, etc.

XI. Children of PatientAttitude toward children and theirs toward patient—de
scribe as under VII.

X II. A. Relations and friends outside of home.B. Other social and financial resources i.e. union, church.
B.

Sample of Complete Work Up
M— S—, age 16

Preliminary Statement of Problem: A girl of 16, of low men
tality, who from age of 6l/ 2 has had recurrent attacks of chorea which excluded her from school. Since she was 9 years, she is said to have had occasional epileptic seizures. She lives with her mother, C— S—, 52, step-father, F—, 57, and half brother, F—, 12. The mother, an 
ignorant, emotional woman, indulges her while the step-father finds fault with her. Income has been irregular and there has been budg
etary mismanagement. Family and relatives have opposed patient's commitment and have made a medical program difficult, largely because of ignorance and unwillingness to face the problem.Doctor's Interpretation of the Disease: Patient has chorea, notsevere, and there is a question of epilepsy. Dr. Smith considers her a moron, though he has not yet given a psychometric test; he feels
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her lack of school is a contributory factor to her handicap. He believes she is teachable and should be placed in an institution where 
she would have an opportunity to develop mentally and improve 
physically.Patient’s Attitude Toward Problem: Patient is a well developed, well nourished, rather attractive looking girl. She seems to get satisfaction in telling about her handicap and enjoys her mother’s ampli
fications of her difficulties. She likes to talk about the different places where she has been treated and is not reticent about expressing her 
likes and dislikes.

Sources o f Information:
1. Medical and Social History of Neurological Hospital.
2. Medical Report from Epileptic Colony.
3. Medical Report from Rander’s Island.4. Medical Report from Bellair Hospital.
5. Simon Johnson, Principal of P. S.6. Mother of patient. The mother gives information willingly, 

but seems to have a hazy memory and is inclined to exaggerate. For this reason, patient’s history is, very likely, not accurate.
Background: Patient is the daughter of American parents,father is Scotch and English ancestry, mother of German descent. Paternal side of family believed in education and all except patient’s father had elementary education and some business training. The maternal side of family had lower ideals and considered education unimportant; only one member of the family completed elementary 

school work.
Paternal Background:
Paternal Grandfather—Was a Scotchman of fair education and taught gymnasium work in a girls’ school in New York City. He provided adequately for his family until he developed “chorea” and 

later heart disease. His trouble became so acute that he went to a home for incurables where he was 19 years before he died at age of 60.Paternal Grandmother—Was an Englishwoman of little education, but a good mother. She suffered from rheumatism for many years but died of heart disease before she was 60.Paternal Uncles—One uncle, who was a telegraph operator, died 
of heart disease at 25 years. He was married and had two children who are well and are in school. One uncle is a bookkeeper for a large 
meat market. He has always been well; is married and has one daughter who is in high school.

Paternal Aunt—I—S— has had good health and has taught in the elementary schools of N. Y. C. for many years. At present is teaching in Harlem. Patient’s family have never been in touch with father’s family because they disapproved of patient’s mother.Father—T— S— was born in N. Y. C. in 1880. Because of recurrent attacks of chorea, he was unable to go beyond the 5th
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grade. After leaving school, he drifted from one job to another and 
finally found that he could drive a vegetable wagon fairly well, though he often was brought home in a state of weakness or unconsciousness. In 1905 he married C— B—, patient’s mother. As time went 
on, he grew progressively worse and was treated at Fordhill Hospital where he was diagnosed a nervous epileptic. On February 13, 1912, at age of 32, he died of heart failure during a severe attack.

Maternal Background:
Maternal Grandfather—He was born in N. Y. C. of German 

parentage. He had little education and was barely able to make a living for his family. He worked for the city street department part of the time, but drove a vegetable wagon most of the time. He 
used alcohol excessively and died of delirium tremens at age of 50 years.

Maternal Grandmother—Was born in N. Y. C. of German parentage. She had good health, died at 60 from gall-stones with convulsions.
Maternal Aunts—Two aunts are married and are in fairly comfortable circumstances. One of them cared for patient and her 

brother, F—, when the mother was in the Presbyterian Hospital in January, 1925. There was some friction regarding discipline and so the families have not been on speaking terms since. The mother refuses to give any information about either one of the sisters.
M— B—, another sister, is a bookkeeper in a laundry near pa

tient’s home. She has always helped patient’s family financially and has directed the home management. She dresses patient attractively and has agreed to assume part of her hospital bill.
Mother—C— B—, who is now 52 years old, was born in N. Y. C. She went to school until she finished the 3rd grade and then began working as a nursemaid. She worked as a maid until she married T— S—. They had three children, the first two were stillbirths; patient was third. Mr. S— died after they had been married 7y2 years. She had no means of support and was obliged to make a living by taking in washings. At the end of 18 months, she married 

F— S—. They have always had a difficult time financially. Mr. S— has never worked steadily until recently and poor household management has made matters worse. They had one child, a son, F—.
The mother was known to Social Service in January, 1925, when she was operated upon for adenoma of the thyroid, and in December, 

1925, when she was referred for a tonsillectomy. At present, she has come on the ward for an operation for varicose veins and again Social Service is following her. During the first two contacts with the mother, patient was under treatment at the Neurological Hospital and so was not brought to our attention.The mother is a large, friendly, highly emotional person. She talks in a steady stream, principally about hospital experiences and*
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family quarrels. She seems to be unable to give accurate information 
and is definitely of low mental caliber.Step-father—F— S—, age 57, is a native of N. Y. C. He has 
had little education and has only recently worked at a steady job. He has worked as a laborer on construction jobs, and as a helper to a man who ran a magazine stand. Now he works for the city, collecting 
ashes, and earns $30 a week. He seems easy-going, a little indifferent 
to family responsibilities and satisfied to let wife make plans. He 
does not like patient and there is considerable friction between them.

Siblings:
1. One child stillborn.2. One child had neck broken during delivery.
3. Patient.4. F—, age 12, is a half brother. He attends Public School. . . .  

He repeated both second and third grades and since then has been placed in “opportunity” classes so he may be promoted three times a year. For the past two years he has done well, so he is now in 5B. The principal stated that the boy’s scholarship is satisfactory, but he 
presents minor behavior problems and seems a “peculiar” child. 
He quarrels with patient almost constantly, but seems fond of her 
too.

According to the mother he has always been well, but is handicapped by a broken wrist which resulted from his falling over a 
banister.

Developmental History of Patient: Patient was born June 8th,
1910, in N. Y. C. Pregnancy was normal, full term. Delivery was 
by instrument. Patient weighed 7j^ lbs., was breast-fed until about \ y 2 years, then bottle fed. She had her first tooth at 18 months, walked at 18y2 months, and talked at one year (? ). She was al
ways a good, quiet baby and required little attention. When she 
was 18 months old her father died, which necessitated the mother going to work. Patient was cared for by her aunts and part of the 
time in day nurseries. When patient was 3 years old, the mother remarried so was at home after that. Patient was always well ex
cept that she seemed easily frightened. She had the measles and whooping cough, but there were no after-effects noticed. When 6 years old, she started to school and went for 6 months when first signs of chorea appeared. The mother was advised to take her out of school and to have a tonsillectomy done. Patient was operated on at Bellair Hospital, but there was no improvement. Since then, pa
tient has had recurrent attacks of chorea and occasional “spells of weakness.” This has excluded her from school so she has had about a year’s work altogether. The mother has taken patient from hos
pital to hospital in hope of cure. She has been treated at Bellair, Central Neurological on the Island, and Fordhill. The latter requested her to leave because nothing could be done for her. She has been in five or six different convalescent homes, among them
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Barnes, Chapel Hill, and Red Rock. The mother was unable to give dates and length of time patient was under treatment at these places. Menses began at 14. Mother says patient has been given 
sex instruction.

A report from Epileptic Colony shows that patient was admitted November 10, 1921 upon Supreme Court order, having been adjudged mentally subnormal (I.Q. 66), and remained until December 28, 1922. While there was found to have a Wasserman 4plus and appeared to be hypopituitary. She had only one epileptic seizure 
while there. When she was admitted, a psychometric test showed 
that she had a mental age of 4^4 years. A second test was made just before she left which ranked her 7 years and 1 month. Patient 
showed marked improvement, the choreaform movements practically disappeared. The patient states that she was unhappy at the Colony and that her illness was in no way similar to that of the other children. She says she will not return.

The Neurological Hospital first knew patient May, 1925. Their diagnosis was chorea, feeblemindedness. In December, 1925, she re
turned to them because her trouble had become more acute. The doctors recommended that she be committed to Rander’s Island. The family was opposed to this, particularly two of patient’s maternal aunts. The mother, however, was persuaded in the face of the opposition to commit her. The patient, therefore, was examined in the Admitting Hospital for Rander’s Island and was committed February, 1926, with a diagnosis of epilepsy.

A t Rander’s Island the diagnosis was moron. She adjusted herself fairly well. Did simple needlework nicely, but showed no interest in things going on around her. She was happy here, but the 
family was opposed to her being there, so the mother removed her in September.

On October 21st she reported to the Neurological Hospital and the doctors felt she was much better. She showed marked improvement in appearance; her manner was more quiet. It seemed advisable that she try doing some work and she was referred to the Employment Bureau for the Handicapped. Because the worker in charge was unable to place her, she was referred to the Vocational Adjustment Bureau. Here patient was found to have no definite manual ability, but was sent to the Department of Labor to obtain license to do homework. After a few weeks of homework, her work proved unsatisfactory. She was later placed with Marcus & Smith Co. making powder puffs, fancy garters, etc. Here she was unable to work quickly enough, so gave up the position after a month’s trial.
Patient received no further treatment until this Spring when re

current symptoms of chorea appeared and patient was brought to the attention of social worker following the mother’s illness. May 5, 1927, the worker took patient back to the Neurological Hospital where hospitalization was recommended. In view of the fact that they could not care for patient for two months, she was referred



■ ;. ' . ■ ’ . |

1 ,, "

B. Hall

•■  1

33
here, where she was examined in O.P.D. and signed into the hos
pital.Behavior: Patient is inclined to be excitable, quarrelsome anddictatorial. She insists on having her own way and weeps when she fails to get it. She is greatly attached to her mother, seems to want no other companionship. According to the mother, patient has no 
interest in boys. She is content to spend her time helping with the housework, doing simple needlework and some weaving. She en
joys cutting pictures out of magazines and sits doing this for hours. Patient attends regularly a Presbyterian church and Sunday school 
located at ........................ Minister .......................Habits: Except for the habit of drinking coffee, patient’s hy
giene seems to be good.Housing: Family have a four-room apartment on the ground
floor in the rear. Rooms are adequately furnished, fairly light, well 
ventilated, clean and in good order.Immediate Neighborhood: Apartment house located..................which is a noisy, crowded district. Elevated passes along street, but apartment is in extreme rear and is shut off from some of the noise. Are near F—’s school, also near church and Jewish Settlement 
House.Finances: Husband earns $30 a week; rent is $30 a month. No savings or debts. In past, income has been uncertain because father 
was irregularly employed. Family has had many financial difficulties and has been assisted frequently by maternal aunt. Mother has little ability to manage her budget, at present gives the aunt $7.50 a week and the aunt pays the rent. This system has been followed for some 
time to prevent mother from “getting behind.”

Social Service Exchange Report:
V. N. Service, Freemont Branch, 3-3-25.
Neurological Hospital, 6-1-26.Family Welfare 6-30-25, ( Special File).F. W. report mother was referred to them for assistance in placing children so she could go to hospital for operation for varicose veins. She was referred to Mrs. Hart, Placing Out Agent, and was 

not followed.Bellair Hospital, 7-4-25.G. A. B. 10-26-26 (Could not locate record).
Findings: A  16 year old American girl, feebleminded, with

chronic physical handicap, treated in various hospitals and institutions without permanent improvement. Little formal school training ; 6 months in one school, 2 months in another. Indulgent, ignorant mother. Fault-finding step-father. Quarreling among members of family; and interference on,the part of relatives. Poor financial planning.Social Classification: Feeblemindedness: moron (report ofneurologist). Childhood indulgence. School exclusion. Home-



setting: poor discipline, excitability. Budget mismanagement. Family friction.
C.

FIN D IN G S A N D  SO C IA L C L A SSIF IC A T IO N  
Case No. 1:

Colored woman, 40 years old, living with husband and three year old child, adopted.
Diagnosis: Epithelioma of cervix. Prognosis: hopeless, dura

tion a matter of weeks. Patient confined to bed. No treatment contemplated, nursing care at home or in an institution advised.Patient uncomplaining, devoted to husband and child—worried about “being a burden.”Husband does odd jobs and janitor work, unemployed two months; has promise of job from former employer. Has always 
worked spasmodically; patient has usually supplemented income by 
sewing. Husband fond of patient and considerate of her comfort.No income, no savings, $500 life insurance. Apartment given up when patient came to hospital— furniture in storage.

Sisters willing to care for child, but unwilling to assume care of patient.
Patient ill at home three months before admission; cared for by husband and visiting nurse who felt husband was reliable and gave intelligent care.
Social Classification: Total incapacity. Unemployment (H usband). Economic insecurity. Financial strain. Institution admission problem (terminal care).

Case No. 2:
Young American married woman, 19 years old, living with husband in grandmother’s flat, supporting herself and sharing household expenses with grandmother.Diagnosis: Incipient tuberculosis. Sanatorium care recommended for at least 6 months; prognosis favorable.Background: Mother died when patient was tw o; patient brought up by aunt and grandmother; began working at 14; little supervision 

after that tim e; eloped with present husband, a sailor, acquaintance of brother.
Patient worked after marriage as telephone operator and label sorter; worked until admission. Resumed work as soon as possible after pregnancies.Two pregnancies: 1st child died at 4 months, other stillborn.
Patient attractive, refined, childljke, in love with husband, but worried by his irresponsibility, and probably inclined to “nag.” Cooperative patient and hopeful of recovery.Husband a truck-driver, drinks, loses jobs frequently, is often un-
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employed; contributes irregularly to support of home; quarrels with 
patient; doubts if her illness is real.

Aunts and grandmother interfere in family affairs; aunt reliable 
and kind, willing to take patient in home, but refuses to have hus
band there.Social Classification: Total temporary incapacity. Childhood
deprivation. Marital friction. Non-support of husband. Interference by relatives. Work interruption.

D.
A D M ISSIO N  H IS T O R Y

Case No. 1:
Note: Identifying information is on face sheet of medical record.
2- 9-26: Interview with patient in O.P.D.Family Make-Up: Patient—H — B—, 52. Wife—E— D—, 47 (French-Irish). Well. There are 2 married children, each of whom has 3 children, H — C. B—, 26, chauffeur, lives in Brooklyn; 

E— R—, 30, lives in Brooklyn.Patient’s Past History: Patient came to this country at 11, with 
parents. Claims to remember little of childhood—wasn’t wanted— sent to farmer in Iowa to live with and work for him until 21, when he should receive $100, a horse and wagon. Kindly treated; attended school. Too ambitious. Left at 18 to work for self. At 21 came to 
N. Y. C. with $4,000 savings. Had worked at farming and speculated. Bought grocery store from man in difficulties. After 3 years 
of it went to Paris “to see t h in g s d id n ’t work. After 3^2 years there, money exhausted, returned home and got married.Housing: Three very pleasant rooms on top floor of privatehouse. All conveniences. Rent $35, “worth much more.” Friends of landlord; have use of practically whole house. T el: Delmore 6231.

Occupation: Manager of one of X.Y.Z. Stores of Brooklyn (chain grocery store). “Really only one grocery clerk.” Works 
7 a.m. to 7 p.m. Takes D/i hours to get to work. Has had own business sometimes, but didn’t make very much on it.Resources: Present average weekly earnings $42. Savings—“a few thousand.” Has spent a good deal on children who are un
able to pay back.Insurance: “His wife has some on him.” Doesn’t know how
much.Church Affiliations: None—wife goes sometimes.Attitude to Illness: Takes it quietly. States apparently quitewithout emotion that he is not afraid to die if it is coming to him. 
Friends would always care for wife. Has often felt ill but always 
worked it off.
Case No. 2: «

Note: Identifying information is on face sheet of medical record.
3- 12-26: Interview with patient and sister in O.P.D.
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How Referred: Biltmore Clinic.Family: Sister, A—, same address, younger than patient. Boxfactory work.
Relatives: None in U. S. A. or Ireland.Housing: 5-room apartment, $25 month “railroad” flat, coldwater.
Finances: Only income is that of patient’s sister, $19 a week.Each pay 55c per week Metropolitan Life Insurance; about $200 savings from money left them.
Church: St. Peter and St. Paul.Admission: Patient will talk it over with sister. Does not seem afraid but somewhat worried about finances.
Family Background: Patient was born in N. Y. C. Had 4brothers and 2 sisters; 3 brothers and 1 sister died when young. Patient’s mother died when patient was 2 years old. Father died during her childhood. All children went to work early. Patient did not go far in school—cannot remember how far. After death of mother an aunt kept house. When the aunt died her place was taken by a cousin, 25 years ago. The family, consisting of. the cousin, 1 brother and sister, A—, moved to the Bronx. After the death of the cousin, 9 years ago, patient stayed home from work (box factory) 

to do the housework. About the same time the brother lost his position as bookbinder and had a “nervous breakdown.” He lost the use of his legs and died AJ/ 2 years later. For the past 5 years the 2 sisters have lived alone, the patient doing the housework and sewing, while A— has earned the living. A— is nervous and given to worry- • ing and “going to pieces.”
Recreation: Patient goes to meetings, lectures, theatres, movies, etc. Says she has to make all the effort, as sister would not.Attitude: Patient apparently takes life easily, but feels she doesher part. Says her family life has always been “lovely.”

E.
L E T T E R S  TO O U TSID E AG EN C IES

No. 1: Letter referring case to Charity Organization Society
July 22, 1926.Miss Mary Kinran, Secretary,

Charity Organization Society,201 West 141st Street,New York City. r e : G— H—
21 West 143, N. Y. C. No. 22608My dear Miss Kinran,

We are writing to refer to you the family of G—  H — who are very much in need of the guidance and assistance you can provide. 
Mr. H— is a 40 year old Irish-American employed for the past
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two years by the Croutoron Coach Company as a conductor. He 
entered the hospital June 16th and was discharged July 14th. His 
diagnosis is acute nephritis, hypertension, general arteriosclerosis, 
cardiac hypertrophy, amaurosis, neuritis of optic nerves, caries of 
teeth, pyorrhea alveolaris, hypertrophy of prostate, right indirect in
guinal hernia, reducible. His prognosis is very grave; the doctor 
tells us he will become progressively worse; he may live for several 
months, or a year, or he may go much more quickly. His most 
marked symptoms at present are failing eyesight and severe head
aches. He is receiving treatment in the Out Patient Department, is 
on a salt-poor diet with some limitation of protein, is receiving some 
medication and is advised to get off his feet as soon as he begins to 
feel tired. The doctor has not considered it wise to tell him his un
favorable prognosis.

After leaving the hospital Mr. H — asked to be shifted to easier 
work where he could sit down part of the day, but a satisfactory ad
justment was not made, and he was obliged to stop work one week 
ago. We are still hopeful of accomplishing something here and will 
be able to report to you definitely on this within a few days. If his 
own company cannot place him we can, of course, make an effort 
elsewhere. The doctor says there is no objection to his working in a 
job where he can sit down as soon as he begins to feel tired.

The family consists of a wife and 6 children, the oldest a girl of 
15, and the youngest a baby of 6 months. Mrs. H — is an intelli
gent, responsible person. She has been told what her husband’s out
look is and is facing the situation with considerable courage. The 
financial problem is somewhat acute. Mr. H — earned $40 a 
week when working regularly and received a sick benefit of $1.25 a 
day while he was in the hospital. There are no savings and no in
surance, save a death benefit of $250. The rent has been due since 
July 8th. The family have some relatives in the city whose addresses 
we have not ascertained.

We feel that both Mr. and Mrs. H — will discuss their problem 
freely with your visitor and will be most appreciative of any advice 
and assistance you may offer them. They are very anxious to get 
in touch with you as soon as possible.

May we have a report of your study of the situation and your 
plan for the family? We shall be glad to work with you in any 
way that seems advisable, as we shall continue to be in close touch 
with Mr. H—’s treatment here.

Sincerely yours,
Director, Social Service.
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No. 2: Interval report on same case
September 3, 1926.Miss Mary Kinran, District Secretary,Charity Organization Society,

201 West 141st Street,New York City r e : G— H —
21 West 143, N. Y. C. 

No. 22608My dear Miss Kinran,
We are very glad indeed to have your report of September 2nd as we have been anxious to know how far it has been possible to work out a real plan for this family. In our talks with Mrs. H —, we got the impression that she is trying perhaps too much to “go it alone,” not availing herself of the help you can give her in the way of suggestions and reassurance. She feels that her present living arrangements should be only temporary as they are expensive and cramped. We are glad to learn from Mrs. H— that D— is really 

eager to get to work. We had feared that the contrary was true.There is nothing new to report in regard to Mr. H—. His probable length of life is from three to six months with progressive disability and failure of his eyesight. In view of Mr. H —’s feeling 
that he must renew efforts to support his family, the doctors advise that we try to find some easy inside work, sedentary, part time if possible. They feel that it will be better for him to be active as long as possible for the sake of good morale. There is nothing further to be gained by keeping him here longer—in fact, the doctors feel that prolonged hospital care is not desirable. Mrs. H — fully understands the outlook for her husband.

We are trying to find a possible job to fit his disability through the Bureau for the Handicapped, and shall keep you informed.
Sincerely yours,

Director, Social Service.
No. 3: Letter referring case to Agency for Occupational Therapy

October 18, 1926.
Miss Bernice Brown,
Chief Therapeutist,Friendly Aid Society,201 Fifth Avenue, Rm. 1028. r e : M—, A—289 W. 214 St., 3rd FI. New York, N. Y.No. 81079
My dear Miss Brown:

We want to refer A— M—, 289 West 214th Street, to you for 
occupational therapy.

A— is a girl 22 years old who worked as assistant in a dentist’s office until her present illness began six months ago. She came to
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this Hospital in July and was found to have a carcinoma of the bladder. Her condition is hopeless and the treatment she is receiving is 
given solely to alleviate her symptoms and make her more comfortable. The doctors do not consider it wise to tell her her prog
nosis, so she is hopeful of recovery, although somewhat discouraged 
by her slow progress.The social and financial situation is a complicated one. There are married brothers and sisters, but the main responsibility falls on A—’s mother, a capable and intelligent Irishwoman, who is support
ing herself and A— by working in a cafeteria nearby.A— did some basketry on the Ward here, and is pleased at the possibility of continuing it at home. She is up and about the house 
most of the time and finds it hard to occupy herself while her mother 
is at work.We are most appreciative of your interest and assistance. There are many patients who need just the sort of thing you offer them 
and we are glad to be able to put them in touch with you.Sincerely yours,

Director, Social Service.
No. 4: Correspondence with school—Letter referring patient

April 23, 1926.
Dr. A. J. Jones,Division of Physically Handicapped Children,
Board of Education,
217 E. 82nd St.,New York City. re: M— F—217 E. 84th St.

No. 146281Dear Dr. Jones:May we have a report from you as to what arrangements you 
have been able to make in the case of M— F— referred to you on April 12th for consideration of transference to an Open Air Class. The application card we mailed to your office under date of April 
14th.We wish to give you a brief supplementary report, Miss Brooks had a talk with the child’s mother, who appears to be a well meaning woman, but ignorant in regard to the rules of good general hygiene; she seems fond of M—, concerned about the child’s health and open to suggestions. The mother and father both work, he full time and she five days a week; so that the children’s lunch has not 
been supervised. In consequence M—’s meals have been anything but wisely planned. The following is a sample of her three meals on April 8th.Breakfast: Crackers with jelly, two fried eggs with peas, 1 artichoke, 1 cup of tea, y? glass of milk.Lunch: Pork, cream cheese, 3 slices of bread with butter, 1glass of milk, 1 glass Pilsener’s beer, 1 glass water.
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Supper: Spaghetti with gravy, pork, 1 glass beer.
Before Bedtime: 2 oranges.Mrs. F— states she gives M— “some good strong wine for a tonic.” The child, we find, drinks very little water during the day.We are mentioning these things in detail to you, so that you may know the condition at present. We shall very greatly appreciate 

your help in building up this child. Is it possible for her to have a hot lunch at or near the school each day? The doctor has stressed the importance of this.We shall look for your report with much interest.Very sincerely,
Director, Social Service.

No. 5: Interval report
Dr. A. J. Jones, Division of Physically Board of Education, 217 East 82nd Street, 
New York City.

on same case
May 17, 1926.

Handicapped Children,

r e : M— F—
217 East 84, N. Y. C. 

No. 146281Dear Dr. Jones,
We wish to report that M— F— was re-examined in the medical clinic on May 14th. The doctor is very much pleased with her improvement since she was placed by your department in an Open Air Class. She has gained three and one-half pounds in weight and seems in better general condition.
The doctor has requested that arrangements be made for this child to have a prolonged period in the country at the close of school. Is such a matter taken up by the Division of Handicapped Children, or do you advise that we apply to the Children’s Aid Society, or some other placement bureau?
We shall very much appreciate hearing from you at your earliest convenience, as we are anxious to have this child’s name put on the list for summer care.

Sincerely yours,
Director, Social Service.

No. 6: Interval report on same case
Miss Linfuss, Principal,Open Air Qass, P. S. No. 27,East 85th Street and 1st Avenue, New York City.

June 9, 1926.

re : M— F— 
No. 146281Dear Miss Linfuss,

The doctor has been very much pleased with the progress M—



F— has made in the Open Air Gass. She has gained in weight and 
seems in general decidedly improved.He asked us to make an effort to have her sent to the country 
under supervised care for a prolonged period and, through Dr. A.J. Jones, we have secured a place for her at the Convalescent Home 
for Hebrew Children, Far Island, on June 7th.Mrs. F— was somewhat concerned about M—’s having to leave before the end of the school year; we promised that we would write you and explain how this arrangement came about. We hope that 
it will not seriously interfere with the child’s promotion.Sincerely yours,Director, Social Service.
No. 7: Interval report on same case

September 15, 1926.
Dr. A. J. Jones,Division of Physically Handicapped Children,
Board of Education,
217 East 82nd Street,New York City. re: M— F—217 East 84, N. Y. C. No. 21781
Dear Dr. Jones,M—- F— was examined in the medical clinic of this hospital on September 10th, after her return from convalescence at Far Island. 
The doctor is very much pleased with her improvement; she had made a gain of 13 lbs., and certainly looks very much better. x

The X-ray report indicates that she should still have careful supervision, and the doctor recommends that she be kept for the present in 
an open air class.We are writing Mrs. F— explaining this, and are afraid the child will be very much disappointed because she wished to return to the regular class work. She is due to report in the clinic again on 
October 11th, and we will emphasize again the importance of good general hygiene. Sincerely yours,Director, Social Service.

REFERENCE
1Reprints from Medical and Surgical Reports of the Presbyterian Hospital, Vol. X., edited by Dr. Adrian V. S. Lambert.



MODERN METHODS OF COMMUNICABLE DISEASE CONTROL*
JO H N  THAM ES, M. D.

Director Kanawha County Health Unit, Charleston, West Virginia
“Making Education Practical” has been the slogan for many of 

the institutes of learning this year. In order to achieve the best re
sults, and make a health education program successful, I am strongly 
of the opinion that it should be made practical.

I have selected as a title for discussion, “The Modes of Commu
nication,” and “The Modern Methods of Control of Communicable 
Diseases.”

The statements made are based on my own experience in public 
health service.

This is a very interesting subject because it deals with one of the 
principal factors of every public health program, and it has become 
patent to any observer that the public is not being sufficiently edu
cated in the new discoveries made by medical scientists that will 
enable health officers and sanitarians to control contagious, commu
nicable diseases with less cost and inconvenience to the public, pro
vided the people are taken into our confidence and more time is spent 
in educating them in the knowledge of contagion and methods of 
control.

Every communicable disease is said to be caused by a host of 
very minute living organisms, whether they have been identified or 
not. When a man dies as a result of an accident, we say that he 
was untimely cut off, but when he loses his life by losing the fight 
against his invisible living enemies within his body, we consider it 
as a natural and ordained course of events and say that he dies of 
natural causes. Why should we consider a death or injury resulting 
from these little organisms to be any more natural than death or
*Read before the Joint Meeting of West Virginia Public Health Associationand State Health Officers’ Conference, Morgantown, West Virginia, N ovember, 1928.
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injury caused from being hit by a moving automobile? If pedes
trians desire to live they must acquire the knowledge of a few simple 
facts about the ways of an automobile, and if he desires to live out 
his life expectancy, he needs to learn something about the mode of 
transmission and the methods of control, or preventing these de
structive invisible organisms.

The organisms which attack the human body and cause disease 
are for the most part minute plants called bacteria. Others are mi
nute animals and are classed under the general name of protozoa. 
They are of very simple organization but they are living organisms 
subject to the laws common to other forms of life; they require food, 
a proper temperature, in order to remain alive and multiply. They 
always originate from parent organisms, and like produces like; no 
scientist has ever been able to create one any more than he has created 
a human being.

For many centuries physicians have been interested in the control 
of diseases that become epidemic and at times threaten to depopulate 
cities and countries. Various methods were used with but little or 
no effect. Less than half a century ago Louis Pasteur, the great 
French bacteriologist, discovered a way of applying exact laboratory 
methods for determining the cause of communicable diseases, also that 
the organisms that produce one disease would not cause any other. 
This discovery of Pasteur’s opened up a new field of adventure for 
the medical scientist, since which time wonderful advancement has 
been made in bacteriology. Many of the disease producing bacteria 
have been identified. Their morphology, growth, behavior, and mode 
of transmission have become thoroughly understood. A true knowl
edge of these minute, enemy organisms has given the surgeon as
surance of safety for his patient, against infection. Asepsis has 
become safer and more popular than antisepsis. It has been the 
means of developing a new branch of medical science, preventive 
medicine, called public health.

It has been definitely decided by the best authorities that the 
mode of communication of all communicable diseases caused by bac
teria is by contact, either direct or indirect. By direct contact, when 
one person actually touches the infected person and receives the 
discharges direct from the patient. The indirect method is where 
a person uses some articles; eats or drinks food that has been re
cently soiled and thereby infected with the discharges from the 
patient. Recent investigations by Zinzer and others showed that 50
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per cent, of typhoid fever cases were traceable to carriers. A carrier 
is a person apparently well yet growing disease producing bacteria 
within the body and discharging them with natural discharges of the 
body. It is believed that the same result would be found in diph
theria and poliomyelitis if an investigation should be made. Pro
vided this is true, susceptibles are as liable to contract one of these 
diseases from an unknown case (a carrier) as from a known case (a 
patient). For that reason, and in the light of knowledge we now 
have, regarding the transmission of disease producing bacteria, it 
is not sufficient to rely entirely on an early diagnosis and isolation 
of the patient even when that can be had. We all know that numer
ous mild cases are overlooked or improperly diagnosed, which are 
constantly coming in contact with people. There is the carrier, whom 
no one suspects of being a dangerous person, permitted to cook and 
handle our food, nurse and care for our babies; travel, eat and drink 
at public places, leaving disease germs wherever they go. Disease 
producing bacteria leaves the body of a patient or carrier by dis
charges of the mouth, intestines or kidneys, but they enter the body 
through the mouth. Therefore, it is reasonable and sound to adopt 
measures that will protect the public from infection which may be 
contracted by eating and drinking from vessels used by another per
son without being properly sterilized.

As a result of laboratory experiment many diseases have been 
differentiated from the groups under which they were formerly con
fused. New knowledge has been made available regarding the modes 
of communication. Preventive measures which have had the sanction 
of long usage have been shown to be inadequate, if not entirely futile. 
Terminal fumigation has been abandoned because such a practice 
was not only expensive and sometimes injurious, but it was non
efficacious and dangerous. Non-efficacious because it did not prevent, 
and dangerous because people felt safe under a false security; school 
medical supervision conducted by trained health instructors is rap
idly replacing the mistaken idea of closing schools when a few cases 
of any contagious disease occur. By education the people of any 
community can be taught that while a school is a splendid place to 
disseminate disease, it is also the best place to teach health and in
struct children how to avoid contracting a disease. If a school should 
be closed the personal contact and supervision have been removed 
from the health authorities which leaves the children free to visit 
and attend places of amusement uninstructed and unprotected. Time
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honored quarantine measures liave been modified, or directed along 
more restricted lines. It is now considered the best practice to isolate 
the patient and quarantine non-immune contacts for the period of in
cubation. The method of control of smallpox best illustrates the 
efficacy of this practice. It has been established that smallpox is 
communicable through the discharges of the mucus membranes from 
three to four days before the eruption occurs, and the eruption is the 
first positive diagnostic symptom. Any quarantine that was ever in
stituted never controlled an outbreak of smallpox, vaccine is the only 
preventive. Therefore, it is only necessary to quarantine those who 
are exposed and are found not immune, and refuse to be vaccinated. 
True vaccination controls smallpox and it is the only measure that 
will.

The other class of disease producing organisms that attack the 
human body, the minute animals called protozoa, are not communi
cated by contact, but have to be transmitted by some intermediary 
host, some insect. The most outstanding examples of this type of 
disease are malaria and yellow fever. When it was discovered that 
the yellow fever was communicable by a certain kind of mosquito, 
it was a very short time until this country became yellow fever free. 
The discovery of the cause and mode of transmission which enabled 
authorities to use proper control methods has resulted in an annual 
saving of many lives and large sums of money, to say nothing of the 
interference of business.

Malaria, the bad air disease, has been conquered to the extent 
that people need not fear night air, or miasma, so long as they are 
not bitten by the anopheles mosquito. Many parts of our southern 
country that were thought to be dangerously unhealthy have become 
healthy, productive and profitable because the true cause and mode 
of transmission of malaria was discovered and the method of control 
persistently practiced. It is believed that typhoid fever and diph
theria can be as completely controlled as yellow fever has been when 
we put into practice the knowledge we have of these communicable 
diseases and the methods of control that have been indisputably 
demonstrated. We are reminded that typhoid fever and diphtheria 
are caused by bacteria, and experience has taught us that sanitation 
alone is not sufficient, for there are many ways in which it may be 
defective, and we have to consider the unknown carrier that the usual 
method of sanitation does not protect us against.

Sanitation has been successful in partially controlling communi-
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cable diseases, especially those affecting the intestinal tract. No 
doubt, it will be more effective when the public is educated in what 
sanitation means. People in general believe things to be unsanitary 
that they can see or smell. I have had a highly educated school 
teacher complain that the deadly sewer gas was so offensive in a 
certain school house that it was unbearable. Intelligent people will 
contend that growing weeds on their neighbor’s vacant lots or in 
streets are responsible for their mosquitoes. Also that the bite of 
any kind of mosquito causes sickness. Sanitation combined with im
munization is truly the modern method of communicable disease 
control. Sanitation is the offensive and takes care of the environ
ment, while immunity is the defensive or the resistance to disease. 
Any method of sanitation is not without defect and all immunity 
against pathogenic organisms either acquired or artificially produced 
is relative, meaning that it will not thoroughly immunize in every 
case. It requires a practice of both methods combined to effect a 
satisfactory control.

Immunization has been accepted as one of the safest methods of 
controlling communicable diseases. Immunity means resistance to 
disease. It may be born in us, or it may be acquired naturally, and 
medical scientists have discovered a way to produce it by artificial 
methods that are proving satisfactory in a few well known diseases, 
and indications are that many more will be added to the list in due 
time.

Disease producing organisms of any kind, whether they attack 
the human body locally and become circumscribed, or whether they 
enter the blood and become general, some of them are not danger
ous but they produce a toxin that is very poisonous to the system, 
the effect produced is called infection. As a matter of fact most 
people who have had some infections as measles, whooping cough, 
diphtheria, typhoid fever, or influenza, and recovered will remember 
that some other individuals in the same neighborhood had the same in
fection at the same time and died. Why is it that some die, while 
others recover, or what is it that stops the infection? Somewhere, 
somehow, and in some way a defense is formed and it is the defense 
we call immunity.

It is one of the chief aims of the science of preventive medicine 
to find out the true nature of this defense, to stimulate it when found 
present in insufficient amount and to create it when possible, if found 
not at all.
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In the artificial method of producing immunity the body is some

times made to produce its own protection and the result is called 
active immunity. In other cases a protective substance is transferred 
from one body to another by means of injection of the blood serum 
and the result is called passive immunity which is usually of short 
duration.

The one that best illustrates passive immunity is diphtheria anti
toxin, for no doubt, this is 'the greatest triumph of the class. It is a 
great therapeutic agent, if given in time, and in sufficient size doses, 
and will, when given in smaller doses, say one thousand units, pro
duce a resistance quickly, that will last from three to four weeks. A 
small quantity of antitoxin is biologically mixed with a small amount 
of diphtheria toxin which will, when injected in three doses of one cc 
each, one week apart, produce an active immunity after ten or twelve 
weeks, and it is believed that this immunity will last for a lifetime in 
most cases. This substance is called toxin-antitoxin and for that 
reason it is easily confused with antitoxin. It does not act like anti
toxin and should never be given as a prophylactic. It can be given 
with perfect safety to young children when it is needed most.

The resistance produced against typhoid and paratyphoid fever 
by the injection of serum made from the killed bacteria of these 
diseases is too well known to need any comment except to remind 
physicians that it is a weapon in their hands by which they can elimi
nate typhoid fever from the civilian population as it has been done in 
the American army. A campaign of education on immunization 
against typhoid fever, diphtheria and smallpox would not curtail any 
doctor’s annual income, at the same time would enable him to serve his 
people in a most commendable way. The public in general under
stands that one attack of nearly all of these contagious diseases will 
protect against future attacks and for that reason many mothers 
prefer their children to have the so-called children’s diseases while 
they are small, so that they will not have them after they grow up.
It does not seem unreasonable to believe that people can be taught 
to accept artificial immunization provided they understand that the 
methods used will protect them and their children against typhoid 
fever, diphtheria and smallpox, which isolation and quarantine have 
failed to do. Also that this form of immunity will protect as well . 
or better and is much safer than having the disease.

The policy outlined in this paper is being practiced in Kanawha 
county. The Kanawha county health unit has not been in operation
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long enough to determine what its future may be. But the reduction 
in deaths from communicable diseases and the splendid response of 
the people certainly justifies a continuance of this policy.

SUM M ARY
1. The public needs to be instructed in the modes of communication of communicable diseases.2. Physicians should place all suspected t cases in isolation, and report them promptly to the health authorities.3. Carriers should be looked for and when discovered be treated as cases.4. Food handlers should be examined and all places where food is manufactured, or sold, be kept sanitary, meaning free from any disease producing germs.5. Safe water, and milk supply.6. Immunize artificially against these diseases in which the method has been perfected and accepted by the medical profession.7. Encourage people to accept the new methods of control for communicable diseases.
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THE STATE’S RESPONSIBILITY FOR ADEQUATE HEALTH PROGRAM*
DAVID LITTLEJO H N , M.D.

President, West Virginia Public Health Association 
Charleston, West Virginia

We desire at this time to express to the members of the West 
Virginia Public Health Association our appreciation for the health 
work which has been accomplished in West Virginia during the past 
year.

At the meeting of the American Public Health Association held 
in Chicago last month a general conference of representatives of all 
the affiliated State Health Associations took place. At that confer
ence the plans and policies of the various state organizations were 
presented and they were freely discussed by representative members 
of the A. P. H. A. who were present as consultants and advisers. 
Your state organization was heartily approved by various speakers 
and requests have since been received asking for detailed information 
regarding the plans and methods of organization of the health work 
in this state. So we feel rather proud of the ground work which has 
been laid for this work in West Virginia, even though the detail 
accomplishments so far have not been up to our hopes. This has been 
largely due to conditions unforseen and beyond our control. It is our 
hope that as the years go by, this Association will be a vital factor 
in the successful execution of the health program in the state.

A year ago it was our privilege to present to you a study of the 
health conditions as they were revealed by the vital statistics of the 
state. We tried to point out some of the outstanding health problems 
with which we, as a state, were confronted. It would be exceedingly 
interesting to continue such a study and compare the conditions dur
ing the past year with those of the preceding report. We believe,
♦ Read before the Joint Meeting of W est Virginia Public Health Association and State Health Officers’ Conference, Morgantown, West Virginia, November, 1928.
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however, that it is more advisable at this time to consider what pro
vision the state is making to meet the problems which we called to 
your attention last year.

The health problems which we have to deal with, while of intense 
interest to individual localities are of still greater interest to the state 
as a whole. With our ever increasing and improved facilities for 
travel throughout the state, the health conditions lose to a great 
degree, their local aspect and become an ever increasing statewide 
problem. No longer can any community think of itself as an isolated 
and independent part of the state. The ease and freedom with which 
travel between all parts of the state can now be carried on, makes 
every section of the state the intimate neighbor of every other section.

Realizing these conditions, we must now look on the health prob-. 
lems from a statewide viewpoint rather than from the more exclusive 
local viewpoint to which we have been so long accustomed. While 
we are faced with this condition, we do not for a moment wish to 
convey the idea that this statewide vision in any way releases local 
communities from the obligations which they have for the supervision 
and maintenance of effective organizations for the control of the 
health conditions in these communities. We rather want to create a 
greater feeling of joint responsibility between the local community 
and the state, and we hope also to see the federal government assume 
its proper share of this joint responsibility. Such a combination of 
responsibility is the ideal for which we, as a state health organization, 
should strive.

The necessity for the maintenance of the health of the citizens of 
the state is a question which we feel need hardly be discussed at this 
time. That the success of a community depends fundamentally on the 
health of the people who comprise it. The same is true of the state 
and the nation. The truth of this from a national viewpoint was 
forcefully brought to our attention during the recent war. When, of 
the millions of men who were recruited for service at that time, one 
out of every three was found to be physically unfit to take his place 
in the defense of the nation. We were fortunate in that war in not 
having to continue over a period long enough to exhaust our resources 
of manpower, but supposing we had, like some of the other nations, 
been compelled to use our entire manpower until all the physically fit 
had been exhausted and then had been required to turn to the one- 
third physically unfit manpower, what might have been the result to 
us as a nation ?
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While we do not for a moment urge the promotion of the health 

program for the purpose of developing a nation of warriors, we do 
feel that this experience which we have had raises this very pertinent 
query. If  we were only two-thirds efficient as a fighting nation, were 
we any better equipped as an economic and productive industrial na
tion? In other words, does not the fact of the physical inefficiency 
which handicapped the nation as a fighting force, act as just as great a 
handicap on the producing ability of our nation’s population? We 
believe that it does.

Industrial organizations realize that this is a fact, and one which 
has a most vital relation to the successful operation of their industries. 
Nearly all great industrial enterprises having realized the importance 
of this, have now adopted as a part of their organization, a depart
ment for the protection of the health, not only of their employees, 
but of the employees’ families as well. This has been done, not as a 
philanthropic move or as an expense to the organization, but as an 
investment and as stated in a report issued by the United States Steel 
Company some time ago, “Which has produced returns from the 
investment greater than in any other department of the corporation.”

We do not believe that anyone who has given serious consideration 
to this question, will dispute the statement that the degree of success 
of any enterprise will depend on the health of the individual group, 
community, state or nation, which is promoting it. We care not 
whether it be in the field of education, science, art or industry.

This is an age of competition. It is an era in which the watch
word seems to be “efficiency.” In this competitive war in all fields 
of endeavor, that which is going to determine the successful competi
tor, whether it be the individual, the group, the community or the 
state, is the health condition of the competitor. Two men working 
at the same type of job, which is going to be the most successful, the 
man handicapped by ill health or the one free from any such disability? 
Of two communities vieing with each other for industrial supremacy, 
which is going to win the fight, the community lacking in proper sani
tation with unsafe water supply, poor housing facilities, or the one 
with good water and sewage disposal and sanitary and attractive 
homes? We are sure you would all agree on which would be the 
successful competitor in both of these instances.

We believe that most every one today realizes that the efficiency 
and success of the individual depends upon his health and freedom 
from physical handicaps. But unfortunately, there is not the same



universal belief regarding the efficiency and success of the community 
or the state. Nevertheless, it is just as true with the community or 
the state as with the individual. It is just as good an investment for 
the community and the state to spend money for the protection of the 
health of their citizens as it is for the individual for the protection of 
his own health.

This brings us really to the question which we would like to dis
cuss with you. W hat is the state, as a state, spending for the protec
tion of the health of its citizens ?

In attempting to discuss this question, we realize that we are 
probably treading on dangerous ground, but before beginning to dis
cuss it, we want it to be clearly understood that we do not in any way 
place the blame upon those responsible for the appropriation of the 
money for the inadequate amount that has been provided for this 
purpose. Rather we would place the blame upon our own shoulders, 
because we have not taken the trouble to present the true facts before 
those to whom the appropriation of the state money is committed.

We appreciate the position of the appropriating authorities when 
the cry “Lower the taxes” is heard from every section of the state. 
But in considering the expenditure of the state funds, we should 
distinguish between that which is spent as an investment and that 
which is spent merely as an expense.

We hope that we have convinced you that money spent for the 
protection of the health of the individual is an investment, bringing in 
return handsome dividends in actual cash, as a result of increased 
efficiency and increased production. The same is equally true of 
money spent by the state for health protection of its citizens. At this 
point, I would like to quote the experience of the Metropolitan Insur
ance Company as reported by Dr. Dublin, statistician for the com
pany, in his latest book entitled “Health and Wealth.” Dr. Dublin, 
in discussing the value of prevention of disease, says: “Possibly the 
most striking demonstration of the effectiveness of the modern health 
campaign is the experience of the Metropolitan Life Insurance Com
pany with its millions of industrial policy holders. Seventeen years 
ago, this organization instituted a program of health education and 
of nursing service for its working class members. This business or
ganization has expended altogether over twenty millions of dollars 
in this campaign. It has increased its annual budget for welfare 
work in response to an ever increasing demand for service and also 
to the increasingly favorable result of the work done. For during
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this period, the mortality rate has declined more than 30 per cent., 
and the accumulated saving in mortality between 1911 and 1925, 
which can be ascribed only to the welfare work of the company, has 
totalled the amazing sum of 43 millions of dollars or twice the total 
expended. During this period of the demonstration, the death rate 
from tuberculosis among the industrial policy holders has been 
reduced over 56 per cent.; from typhoid fever the reduction has been 
about 80 per cent.; from the communicable diseases of childhood the 
reduction was 55.5 per cent.; and from diphtheria alone, the reduc
tion was over 62 per cent, since 1911. In every important condition 
the death rate has declined among the industrial policy holders, fully 
twice as fast as it has in the general population.”

This is most conclusive evidence regarding the actual financial re
turns resulting from money invested in health promotion.

In our own state, even with the limited funds which have been 
available, the results have been most convincing. Take typhoid fever 
as an example—in 1925, the first year after the state was admitted to 
the registration area, 334 deaths occurred from this cause in the state, 
while in 1927, only two years later, the deaths had dropped to 222— 
a reduction of 112 in two years. This was due without doubt to the 
health work done in improved water supply, improved waste disposal 
and personal immunization. This means a saving to the state for the 
year 1927 of at least $240,000, as compared with 1925.
112 funerals @ $150.00 each ...........................................  $ 16,800.00
1120 cases of typhoid fever (10 cases of the disease occurring for each death.) Total loss of wages, average6 weeks, average of $100.00 per c a s e ........................... 112,000.00
Medical attendance, hospital care, etc., $100.00 ..............  112,000.00

Total saving $240,800.00
More than twice the amount appropriated by the state for health 
work.

With this general background we can now consider the question 
of what the state is investing in preventive health work and then com
pare it with what it is expending in what we might term reclamative 
work. Here again we wish to make it perfectly clear that we do not 
consider the amounts being spent for these various purposes as even 
adequate to meet the present needs, but rather call the attention of 
the state, in the spirit of the Great Teacher who once said “These
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things ye ought to have done and not left the other undone.” As 
long as the preventive side is inadequately provided for, there will be 
a continual increasing need for increase in the expenditures for 
reclamative purposes.

The following is taken from the appropriation bill passed by the 
last legislature and are the amounts appropriated for the fiscal year 
ending June 30, 1928.

TOTAL EX PEN D ITU RES FOR PREV EN TIV E HEA LTH  
W ORK AND FOR RECLAM ATIVE PURPOSES

BUDGET FOR STATE H EA LTH  D EPA R TM EN T:
Health Commissioner ......................  $ 4,800.00

| General Appropriation ....................  110,000.00
j. Sheppard-T owner ..................,,.......... 5,000.00

--------------- $ 119,800.00
Per capita cost..........  7 cents

BUDGET FOR RECLAM ATION PU R P O S E S :
Tuberculosis Treatment and Care:

State Sanitarium ...........................
Colored Sanitarium ......................
Treatment for Indigents ..............
Per capita cost..........  17}i cents

Care o f Insane:
Huntington State Hospital ..........
Spencer State Hospital ................
Weston State Hospital ................
Colored State Hospital ................
Per capita cost..........  cents

Correctional Care:
Industrial School for Boys ............  $125,000.00
Industrial School for Girls ............  57,000.00
Industrial School for Colored Boys 32,500.00
Industrial School for Colored Girls 18,000.00

$ 57,500.00
122.500.00
272.500.00 
150,000.00

---------------  $ 602,500.00

$245,000.00
32.000. 00
15.000. 00

--------------- $ 292,000.00

Per capita cost 13.7 cents
$ 232,500.00
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General Welfare Care:

W. Va. Children’s Home ................  $ 23,000.00
W. Va. Colored Orphans’ Home .. . 12,500.00State Board Children’s Guardians . . 45,000.00McKendree Hospital ........................  26,500.00
Fairmont Hospital ............................. 10,000.00Hospital Service Crippled Children 50,000.00V. D. treatment for girls’ IndustrialHome .............................................  5,000.00
Veterans Relief ................................. 50,000.00

. -----------------------  $Per capita cost..........  13 cents
Total $1,349,000.00

Total per capita cost for Reclamative Purposes ..........  79% cents
Total per capita cost for preventive health work . . . .  7 cents

COST OF O TH ER DEPARTM ENTS

........  $ 5,000.00

...........  121,000.00........  15,000.00

........  85,000.00

........  93,500.00
Total $319,500.00

Department o f Mines:
Total appropriation.....................................................  $174,640.00Per capita cost..........  10.2 cents

Workman's Compensation:
State appropriation ...................................................  $240,000.00Per capita cost..........  14.7 cents

In making this comparison, we do it to more strikingly illustrate 
the need for the preventive health work because we must realize that 
the more preventive work is done the less will be the need for the 
reclamative. We are all surely agreed that it is much better to prevent 
a disaster than to try and remedy the after results. It is necessary 
and praiseworthy to cure a case of tuberculosis, but how much suffer
ing is saved and how much wage earning capacity is conserved by 
preventing the development of the case. When we consider that 
practically one-third of all cases of insanity are due to syphilitic infec

Agriculture:
Commissioner ...............................
General Department Expense . . .Assistance to County Fairs ........Agriculture Extension ................Agriculture Experiment Station .

Per capita cost..........  18.8 cents

55

22,000.00
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tion, would it not be good business to try and prevent its development 
by seeing that infection with syphilis be made as difficult as possible 
and that those who are infected are properly treated.

All who are familiar with the problem of juvenile delinquency 
know that in a very large proportion of the cases, the original factor 
in the development of the delinquency is a health problem, or physical 
disability on the part of the family or the child. Which would be the 
best from the standpoint of economy and humanity, correct the dis
ability and save a normal self-respecting citizen or brand the child 
and spend the state’s money for its maintenance and correctional 
care?

What makes most of our children orphans, depriving them of 
parents’ care and making them wards of the state? Untimely death 
of the parents, one or both, due to disease, very often preventable or 
at least due to lack of proper health information. Moral, save the 
parents and let them provide for their child.

We have enumerated a number of ways by which, through pre
vention, we can reduce the necessity for reclamation. .

We again want to emphasize the fact that the present reclamation 
program must continue to be provided for more adequately even than 
it is now, but while doing this, we must realize that the best and most 
economical course to pursue is to provide for an adequate preventive 
health program, which is going to stop the continual recruiting of new 
material for our reclamative institutions.

With provision for an adequate prevention program we can ren
der more effective the money now being spent for other purposes. 
In our educational system as an example, records for the state show 
an average attendance of about 85 per cent, of the enrollment. In 
other words 15 per cent, of the children in the state are not receiv
ing the benefits of the education which has been provided for them. 
In other words, we might say that 15 cents of every dollar spent for 
educational purposes is lost because that proportion of the children 
are unable to take advantage of the opportunity which the state pro
vides for an education. Most of these children are absent from 
school on account of illness, either of themselves or someone else. 
Proper health work in the schools will reduce to a minimum the 
absence of the children and enable the state to get full value for 
the money being spent for educational purposes.

It is to the advantage of the state in every way to adequately 
provide for the maintenance of the best health conditions possible.
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Industrial organizations are attracted to those places where the 
records show the lowest incidence of sickness and low death rate. It 
is to their interest financially to locate in such places.

A big industry sought a suitable location as it had outgrown its 
facilities where it was located. The choice of new location was finally 
brought to two possible places. To all intents and purposes they 
seemed equally suited, so far as available labor, raw material and 
transportation facilities were concerned. The final decision was made 
after report was received from the Bureau of Census at Washington 
showing a decided difference in the infant mortality rate as well as in 
the general death rate, the place with the lowest death rate being 
selected. The one town had adequate health protection, the other had 
not. Which town received the dividends on the money invested in 
health work?

We have a state unsurpassed for the beauty of its scenery and 
we are advertising it in order to secure the tourist traffic which it 
merits. If we expect to get this we must have health conditions in 
the state which will not prevent the tourist from coming to visit us. 
It would be surprising to most people if they knew the number of 
requests coming every year for information regarding the health 
conditions in various parts of the state, from those who are contem
plating visiting the state, or passing through it on their way to some 
other point. The people in general are developing a health conscious
ness and they are coming to realize more and more the importance of 
health protection and want to be sure of having it, even when only 
temporarily in the state.

Let the state be adequately prepared, not merely with available 
roads, but with safe health conditions, so that we can invite the tour
ist, assuring him of safety from exposure to conditions which would 
in any way be detrimental to his health, or which would render him 
unfit to return to his home, able at once to renew his wage-earning 
activity.

Another responsibility which the state must assume is the train
ing of health workers for the task involved in carrying on the health 
program. These workers must be properly prepared and equipped 
so that they may adequately undertake the execution of necessary 
health program to the best interests of the state and with an intimate 
knowledge of the needs of our own state. This is going to be the 
only solution of how to get an adequately trained personnel. We 
must all realize that a trained personnel is an absolute necessity in
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carrying on the proper kind of health program. It is no criticism of 
the physician to say that no matter how good a physician he may be, 
that in no way qualifies him as a health administrator. The trained 
and efficient health officer cannot be said to be an efficient physician 
simply because of his ability as a health official. The duties of the two 
are exactly opposite. The one is trained from the curative view
point and the other from the preventive. One of the main reasons 
for the controversy which has arisen between the medical practitioners 
and the health department is that the health department has been 
represented in the field by a physician who has been trained for that 
profession, but who has received no special training to equip him for 
handling preventive side of health work.

There is no conflict between the medical profession and the 
trained health worker who has been properly trained to carry on the 
preventive health program. Rather, they are partners in the great
est work on earth. The elimination of sickness and suffering from 
the human race and so enable them to more efficiently do the tasks 
which they are called on to perform and to enjoy to the fullest extent 
the joy of living and the satisfaction of knowing that at the end of the 
race they can look back upon a life full of achievements with a record 
of having left the world a better place because they have passed 
through it.

To secure such cooperation, the state must assume the respons
ibility of training the workers so that they will be equipped to carry 
on in this cooperative spirit.
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WHY AN APPRAISAL AND WHY AN APPRAISAL
FORM*

JAMES WALLACE, M.D.
Associate Field Director, American Public Health Association 

New York, N. Y.
“What’s done we partly may compute.” (Burns)

A  revised edition (third) of the Appraisal Form for City Health Work prepared by the Committee on Administration Practice of the American Public Health Association, for the measuring of health activities is now being 
made available for cities.

The figure of a man with a plummet and a measuring line in his 
hand going out to measure a city, has been a familiar one since far 
back in the history of civilized mankind and had special prominence 
in records of old testament imagery—a figure indicative of the fact 
that there are believed to be certain standards toward which a civic 
community should not only aspire but actually reach, just as in the 
social and moral spheres there are certain standards of conduct pos
sible of attainment which in themselves are ]yvell worthy of being at
tained, and which it is expected we should at least approximate. Many 
of the standards of conduct presupposed in such a query as “why 
we behave like human beings,” and exhibited and exemplified in 
action may be interpreted and regarded by many as merely relative 
standards, but even in such a realm as human behaviour, there are 
principles of action whether due to inheritance or environment that 
must be appreciated and observed, if we are to gain or hold a worthy 
place in human society; and not only must we pay due respect to these 
principles but consciously or unconsciously we continuously appraise 
our fellows (even if we exempt ourselves) by these very real, if often 
very indefinite standards. These standards though not absolute are 
sufficiently accurate for practical purposes, and are relatively, perhaps,
♦ Read before the Joint Meeting of West Virginia Public Health Association and State Health Officers’ Conference, Morgantown, W est Virginia, N ovember, 1928.
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about as accurate as the weighing scales used in public markets and 
stores.

The principle of appraisal dates back to the beginnings of 
coordinated thought and judgment, but in recent years it is coming 
to be widely applied to many lines of activity and within the last few 
years it has been used as a means of measuring health activities in 
rural and urban communities. Much of the ordinary appraising we 
do is destructive. We begin by predicting that no good thing can 
come out of Nazareth, but the general principle underlying the evalu
ation of health activities and the purpose of such evaluation is not 
destructive but constructive; it is not to find out weaknesses that they 
may be held up to ridicule, or disproportionately magnified, but to 
seriously find out by diligent effort what a community possesses as 
facilities for the protection of the health of its people. It is to dis
cover what use the community is making of these facilities, whether 
such facilities as do exist are active or inactive, and whether following 
present lines of action there is likely to result the greatest possible good 
to the community.

The health surveys that have been and continue to be made through 
the use of the Appraisal Form of the American Public Health Asso
ciation are to find out what is lacking, if anything, in existing local 
health organizations to make them more effective; or what rearrange
ments, adjustments, or additions are necessary to make such organiza
tions the force they ought to be in the community. The first use of 
the Appraisal Form is therefore for the purposes of fact finding—to 
discover what is being done, how it is being done, who is doing it, and 
what facilities are provided for the doing of the work. The mere 
reading over carefully of the Appraisal Form is of very definite 
value to a health officer and to all engaged in public health work as it 
reminds them of the possibilities within reach of a health department 
or any similar organization. One of the outstanding values of the 
Appraisal Form is that it suggests to a health worker some of the 
things that ought to be done, and he is forced to ask himself if they 
are being done in his community.

Much that we learn in life is through imitation of the habits and 
practices of others, and most of the general progress of mankind is 
due to a selective process whereby the best practices become generally 
adopted. In health work as in other activities we learn by comparison 
—by comparing our own community practice with the best to be 
found in other communities. Such comparison naturally leads to the
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adoption of certain standards of work more or less clearly defined. 
The primary purpose of the Appraisal Form is not, however, to make 
comparison between places, but it necessarily has its basis in the fact 
that certain comparisons have been made and certain standards 
adopted. The chief use of the Appraisal Form is that a community 
may make comparison between itself as it now is, and itself as it may 
become. The case is similar to that of the golfer who is playing not 
against some individual but against par—a standard that is possible 
of attainment and indeed is often surpassed by amateurs as well as 
by professionals.

In the Guild Hall in London many years ago, there was cut into 
the stone of the inner wall of the building a linear measure of one 
yard, which was to constitute the standard for the whole nation. 
Standards change, and as a result in many countries the metric system 
has replaced the old English linear system; but the principle of the 
standards has not changed. The measuring line is still essential as a 
means of measuring commodities and attainments—the inspector of 
weights and measures still makes his rounds—and he has his uses 
in public health as well as for other activities. There are, of course, 
some things that do not lend themselves readily to measures of size, 
weight, frequency, intensity, etc. With all our instruments of pre
cision thought cannot adequately be measured because we have no 
well defined standard, and yet we do not hesitate to evaluate the ex
pressed thoughts and opinions of others. Certain generally accepted 
standards, however, are necessary as the basis of collective judgment. 
We could never have gotten very far in our comparisons of death 
rates for different countries, if there had not been an adoption of a 
common list and classification of causes of death so that comparable 
things might be compared. The factors to be considered in adopting a 
standard may be many and varied, and in some cases we have to say 
like the ancient Greeks, that we are not sure that we have included 
all the factors. There may be omitted what they called the “incalcula
ble element in human life.” But many of the factors we should in
clude are often quite apparent. If we are evaluating measures to 
control or eradicate a communicable disease, for example, we might 
take account of its seriousness as a disease in causing death and dis
ability, its degree of communicability, the extent to which it can be 
prevented, the facilities necessary for its prevention and the cost 
involved in the application of these.

Standards do not tell the whole story, but if they are based on
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actual facts and attainments, they are sufficiently accurate for practical 
purposes and come as near being a valid guide as does the life insur
ance agent’s handbook which he consults to tell you what premium 
you will have to pay for insurance at a certain age or what your ex
pectancy of life will be at that age.

The Appraisal Form for health activities does not embody 
imaginary standards that are Utopian or idealistic. The standards 
are based on what was actually found to have been attained in a con
siderable number (usually about 25%) of the cities surveyed in 1921 
and 1924. The standards are attainable and are worthy of attainment. 
In the degree to which the city approximates or exceeds the standards, 
in that degree (other things being equal) will it have rendered more 
effective health service to the community. For example, in a recent 
study of the City of Denver, it was found that to the extent to which 
medical and nursing service had been provided for pre-natal cases, 
to that extent was the chance, to a threefold degree, of the mother 
and the infant surviving.

The ratios and credits now in use are not final. They are not like 
the laws of the Medes and Persians, immutable, but are to be revised 
periodically by the Committee on Administrative Practice in the light 
of newer knowledge of health methods and health practices. The 
standards of performance are naturally being raised at each revision, 
so that higher degrees of performance are necessary to obtain a full 
score. The purpose is not to make the possible score a “phantom that 
still allures and still eludes,” but because “new occasions teach new 
duties and time makes ancient good uncouth.” Public health is and 
must be progressive. Higher degrees of attainment in public health 
are becoming possible. Our reach should always exceed our grasp. 
The standards of education and of professional qualifications are con
tinually being revised and raised, and the standards of public health 
practice cannot lag in the rear.

The Appraisal Form in its third edition is the result of a wide 
study by students of public health, and is the outcome of an extended 
application of the principles of appraisal as a measure of public health 
activities.

1. It contains a list of the major health activities that are now 
common to practically all cities.

2. It sets forth the relative values of these different major health 
activities in a public health program. We possess no measuring in
strument to apportion these values other than the ecumenical judg-



ment of large groups of health experts, and it may be presumed that 
the values assigned in the Form indicate fairly accurately the relative 
importance of the activity.

3. It contains a set of standards for evaluating the adequacy or 
inadequacy of the different activities under any branch of public 
health work. These standards have to be arbitrary to a certain de
gree, but they are based on the group judgment of many persons who 
have carefully studied the whole subject, and whenever found by ex
perience to be out of balance, the values are readjusted.

In addition to these three major aids in the Appraisal Form for 
the evaluation of activities, there is much additional information 
called for in regard to the organization and personnel of the health 
department, the budget on which it operates, and in regard to other 
items that it is necessary to know something about if a fair and com
parative estimate can be made as to what returns are being obtained 
from the investment in public health.

The Appraisal Form in its list of major activities includes: Vital 
Statistics, Communicable Disease Control, Venereal Disease Control, 
Tuberculosis Control, Maternity, Infant, Pre-school and School Hy
giene, Food and Milk Control, Sanitation (including water supply), 
Laboratory Service, Popular Health Instruction, Cancer Control, and 
Heart Disease Control. The two last named are new activities, in
cluded for the first time in this third edition of the Appraisal Form.

One or two samples of lines of activity on which a city is scored 
might be cited. For example, in connection with Communicable Dis
ease Control, the city is scored on the control measures required in 
the city for each communicable disease. Are recognized measures in 
regard to isolation or quarantine observed? Are other members of 
the family or of the community adequately or reasonably protected? 
Are preventive measures used to prevent as well as to control the dis
ease ? Is the case hospitalized and is it visited by health authorities ? 
In regard to the city milk supply, some of the items on which the 
appraisal is made are: Is there a milk ordinance for the city? What 
per cent, of the supply is pasteurized? What per cent, shows low 
bacterial counts before and what per cent, after pasteurization? How 
frequently are samples taken for analysis and how frequently are 
dairies inspected? What per cent, of dairy cows are tuberculin 
tested, etc.?

Many cities have already had their health activities appraised, 
and in a number of cases the work has wholly or partially been done
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by the local city health department, or some other local organization 
interested in the community and in public health. From the stand
point of public health improvement an appraisal can be made not only 
the beginning of a definite advance but the periodic urge to go farther 
and effect additional improvements.

W hy Make a Public Health Survey of a Community?
It is possible to enumerate many of the advantages of such a 

survey, but there are many indirect, as well as direct, benefits that 
cannot readily be listed. Where the survey includes within its scope 
not only the activities of the definite health organization but the serv
ices of hospitals, clinics and the general facilities for the treatment of 
disease, as well as for its prevention, the data gathered are of definite 
value to every citizen, but are of very special interest to physicians, 
hospital boards, and all who have to do with the management and 
financial support of such institutions, whether that support comes 
from private or from public sources.

A few of the outstanding benefits to a community to be derived 
from the information obtained by a health survey might be listed as 
follows:

1. It is the means of checking up on the health services provided in the community, setting forth what they are and what function they perform.
2. It may be the means of discovering weaknesses in the existing system, or at least pointing out where more emphasis on a certain line of activity would greatly add to the efficiency and effectiveness of the service as a whole.
3. It will suggest specific lines of work to improve the already existing facilities.
4. It will be the means of outlining a well balanced program of 

public health; so that no one activity will be emphasized to the exclusion of another that may be equally important.
5. It will at the same time set forth any special local health problems, that because of local industrial or other conditions, may be of special significance to the community.
6. It will be the means of making plain what groups or organizations are doing the local public health work, the health depart

ment or some other official or non-official organizations, and the extent to which each contributes to the whole.
7. It will be the means of gathering together data that are valuable for reference and as sources of information.
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8. It will provide data and facts whereby a cost analysis may be 

made and the relative costs of one line of activity determined as 
contrasted with another line.

9. It will be of far reaching benefit, through the publicity created by directing the attention of the citizens of the community to a health program and the benefits economically, socially, and 
fundamentally to be derived from giving such a program the 
place it ought to have in the community’s life.

10. By including all hospitals in the survey, a definite tabulation can be made of the number of hospital beds provided in the community, what relation this number bears to the population and how it compares with other places comparable in size and local 
conditions, what types of cases are admitted, and what general 
or special hospital facilities are provided.

11. It will also reveal the relative numbers of the different types of cases whether medical, surgical, maternity, etc., and also give 
information in regard to chronic and convalescent cases.

12. It will show whether the beds now provided are being used up 
to full capacity or only to a small per cent, of capacity.

13. It will indicate whether these beds are occupied by out of town 
cases or local cases, and what per cent, of each makes up the patient personnel.

14. It will make evident whether there is any overlapping in the present hospital services.
15. It will reveal wrhat amount of free hospital service is being provided by the community, and what the cost of such service is as a 

public charge. The comparative amount of free service, part pay service, and full pay service may also be determined.
16. It is possible too, where the survey is extensive enough, to discover what in general happens to hospital patients after they are discharged from the hospital.
17. Where out-patient departments, dispensaries and clinics exist, the relationship of these to the hospitals and to the public can be determined and the service thus rendered evaluated.
18. Many other features of health work may be brought out by such a survey, as for example whether any free services now provided are being abused, and whether such services are actually reaching the persons that they were intended to reach. The main advantage of including the hospital services, and all of them, in the survey is that there is thereby furnished a fairly complete 

picture of the community health services as a whole, and it can the more readily be seen what, if anything, is lacking in the picture or what part of it is out of focus or perspective.
Any inquiries to be made in such a survey relate only to matters of

public concern. Every hospital is in a large measure a public service
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agency, and it is only by knowing the source of its patients, its range 
of hospital service, the kind of patients admitted, the length of their 
stay, and what happens after their discharge, that a clear picture of 
the community’s hospital service can be obtained. It is not the pur
pose of the survey to pry into the private internal management of any 
hospital, but only to acquaint itself with such features of the hospital’s 
activities as are matters of community interest and public concern.
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THE HEALTH OFFICER AND THE PRACTICING PHYSICIAN*
C. A. RAY, M. D.

President, West Virginia Medical Society 
Charleston, West Virginia.

I have always been an advocate of public health regulation, and 
have never neglected an opportunity to promote its advancement 
and improvement. At the same time, as a practicing physician I have 
been extremely jealous of our rights and privileges, and what I shall 
have to say will be for the continuance of an amiable relationship, 
which will redound to the benefit of all concerned. The maintenance 
of the health of our citizens is the most important subject facing 
our nation at this time. No industry, whether it be agricultural, min
ing, manufacture or transportation, can be operated efficiently or 
successfully conducted by men and women whose health is below 
par, and I repeat here what I said in a recent edition of our Journal, 
we have been and are now working at the wrong end of the string. 
We should have a representative as Secretary of Health in the Presi
dent’s Cabinet, and work from there down through state, county and 
municipality. The regulation of the practice of medicine by State 
Health Boards has been a dismal failure, for in every state in the 
union are to be found illegal practitioners, quacks and cults innum
erable, pretending to cure the sick and filching the unfortunate victim 
out of his hard earned income. In my home county and town there 
are at this time several men who are and have been practicing medi
cine without a state board license. In the state there are probably 
fifty unlicensed doctors practicing medicine, and the most unfortu
nate part of it is they continue to come. I am not censuring the Health 
Department, for I am led to believe they are doing the best they can 
under existing circumstances. The great trouble is in law enforcement.
*Read before the Joint Meeting of W est Virginia Public Health Association and State Health Officers’ Conference, Morgantown, West Virginia, November, 1928.
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I have advocated the appropriation of funds sufficient to employ an 
attorney for the state health department, whose duty would be to see 
that state health laws were enforced. We are all more or less negligent 
about complying with the regulations of quarantine, venereal diseases, 
prophylaxis and immunization, and before you can be 100 per cent, 
proficient, we as physicians must do our whole duty. One of the 
weak points in our medical practice act is the matter of jurisdiction. 
It is almost impossible to get a conviction against an illegal practi
tioner, quack or cultist before a jury, no matter how flagrant the 
violation, even where death has resulted through neglect and prac
tices. This has been tried and resulted in failure so often that we 
are not surprised at the reluctance with which officials undertake such 
prosecutions.

It is my opinion that if jurisdiction over these violations were in 
the power of Justices of the Peace, conviction would be much more 
easily obtained, and at the same time they could be enjoined from 
further violation or held for contempt.

As I understand it, the function of the County Health Officer 
first of all is educational. Teaching the public how to live in order to 
preserve their health and when they are sufficiently educated in these 
essentials, we will not have so much trouble in having laws passed 
making it obligatory in the use of known methods of immunization, 
prevention and necessity of quarantine. Heretofore the public has 
been led to believe that all health laws and regulations have been 
done for the sole benefit of the doctors. Legislators are covered up 
with petitions opposing every measure that is proposed for their 
benefit. Cults and quacks do not spare time nor money in spreading 
propaganda that will defeat the purpose of scientific medical advance
ment and every patient carries away from their office something in 
their head as well as their spine that is detrimental to the health of 
some other citizen who has been unfortunate. Ethical doctors are no 
longer jealous nor afraid of an ethical county health officer, and we 
join you in advocating these measures until every county in West 
Virginia will have proper supervision of the health of its citizens. 
The more teachers of health we have the sooner will we become edu
cated. Few people hesitate now to take an immunizing dose of diph
theria antitoxin after being exposed to diphtheria or taking typhoid 
vaccine when one or two of a family are stricken with the disease. 
The greatest menace to the health of the world today is heart disease, 
even greater than cancer and tuberculosis combined. Think of the
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number of those who could be saved years of suffering and live to a 
ripe old age by the simple removal of infected tonsils in early child
hood, and the prevention of many other acute infections.

May I repeat, the more teachers you have the earlier and greater 
dissemination of useful and life saving knowledge. I want to be 
thoroughly understood that I am uncompromisingly opposed to the 
idea of state medicine. It will be a sad day for the people as well as 
the doctor when any department of state government shall say to a 
doctor, your practice will be limited to a certain city, ward, or 
country precinct, and your salary will be such as the statute designates. 
If  you desire a forecast of this condition, let me ask you to compare 
the professional ability of some men who are employed and paid a 
salary by many industrial corporations of our state, with the reputa
tion and skill of our leading physicians and surgeons who are devoted 
to their profession, to the extent of giving a great portion of their 
time and means to the altruistic side of their calling. I do not mean 
to imply that this is true of all industrial physicians, but there are 
enough in this class to show the tendency to drift away from the 
ideals of every young doctor as he leaves his alma mater.

When a contagious disease is called to your notice, do at once 
everything necessary to prevent by quarantine and hygiene further 
spread of the infection and immediately notify the family physician, 
and see that he is called by the family. There are extenuating circum
stances, but as a general rule, I am opposed to the practice of health 
officers and school physicians and nurses indiscriminately vaccinating 
and giving serums and antitoxins without the knowledge and coopera
tion of the family doctor. In my opinion the closer we follow the rule 
of ethics, the more agreeable will be our relations.

There is coming a revolution in the affairs of health. Society will 
demand some change in the prevention and cure of disease whereby 
the poor and middle classes may have the full benefit of scientific 
medical discoveries and an equal chance for recovery from disease as 
the rich, and at a price commensurate with their economic condition. 
How this is to be brought about is hard to tell, but this one thing 
to my mind is certain; if we are going to prevent state medicine and 
complete government control of all branches of medical practice, we 
must work together as health officers and physicians to the end that 
the public may receive justice without deterioration in the standard 
of practice or disintegration in the ranks of our profession. Ethical
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consideration of details in every question is the keystone of our 
structure. 1

I do not know how much a department of health under the super
vision of a member of the President’s Cabinet would interfere with 
the W ar and Navy departments, but it does seem feasible to work 
out some plan whereby the Office of Surgeon General of the Army 
or Navy could be dignified by making them a member of the Cabinet 
and exercise control of the health of the nation.

We are familiar with what health regulation has done for men 
in these departments of the government and it is not unreasonable to 
think much more could be accomplished through an extension of 
authority. I am a strong advocate of states and individual rights and 
would oppose the usurpation of these privileges by the federal govern
ment, but if the federal government can join the states in building 
and maintaining good roads throughout the nation and give material 
aid to their militia, I can see no reason why similar arrangements 
could not be made with state health departments without either 
losing their identity. Lack of appropriations has been a handicap to 
the progress of West Virginia Health Department, and it is up to 
you men to carry on an educational program among the people until 
they can and will intelligently demand recognition of our legislators.

My experience in this legislative work has been to see the health 
of West Virginia citizens traded off for the saving of a dollar here 
and there to be squandered for political purposes.

I have been rather frank in expressing my opinions, not as argu
ments but as suggestions. You men who are engaged in this work 
understand the solution. This I do know. The regulation of health 
preservation and disease prevention is far from perfect, and it will be 
through the medium of gatherings like this for discussions and 
friendly criticisms that the goal of perfection may be reached. I wish 
to again express my personal appreciation of the opportunity to 
discuss this subject before you as well as representing the West 
Virginia State Medical Association, and in the future if my services 
are worth anything to you, I am at your command.
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PUBLIC HEALTH WORK BY COUNTY MEDICALSOCIETIES*
GUY H. TURRELL, M.D.

Smithtown Branch, New York
A quarter of a century ago Ellen Key described the present 

century as the century of the child. Since then the era has been called 
by numerous writers the age of public health. Probably both of 
these generalizations are about equally true. They both refer to 
different aspects of a mental attitude characteristic of modern thought. 
This attitude has expressed itself in the various altruistic movements 
of our time, not the least important of which are the desires for race 
improvement and health betterment.

While the public health movement had its origin in the modern 
altruistic outlook, it has rapidly become distinctly egoistic in its appli
cation. The people want better health not only for their neighbors, 
but for themselves and for their children. The movement has of 
course followed the spread of popular knowledge about recently dis
covered facts as to the causation of disease. The spread of this 
knowledge has been due to two main causes: to publication in the 
daily press and magazines and to the efforts of numerous welfare 
organizations and lay health workers. The thirst of the people for 
health knowledge stimulates more publication on health subjects in 
the daily press and the entry of more lay workers into the field of 
preventive medicine. These in turn increase the demand by the people 
for health betterment. The circle of cause and effect is complete.

Such is the situation, then, as the doctor sees it. There is an ever 
growing demand by the laity for a knowledge of disease prevention 
and the prolongation of life, and a consequent effort to supply the 
demands by an ever increasing number of lay health enthusiasts. 
What can the doctor, as represented by the county medical society, 
do in this situation? At first glance it might almost seem that the
♦ Read at the Annual Meeting of the Medical Society of the State of NewYork, at Albany, N. Y., May 22, 1928.
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medical society did not need to do anything—that health knowledge 
is being supplied and disease prevention accomplished without the aid 
of organized medicine. But a very little study convinces one that 
medical supervision is essential to secure the best results both in the 
spread of health knowledge and in its practical application in disease 
prevention.

Scientific truth is constantly growing. What yesterday was 
accepted as truth, today may be only exploded theory. In the rapid 
progress of medical science, the lay health worker is always a lap 
behind in his teaching. It is difficult enough for the highly trained 
medical man to keep abreast of the new things in science and to apply 
them in his work. It is impossible for the partially trained lay 
worker. For example, we find most lay nutritionists still teaching the 
paramount importance of milk in the diet of all growing children, 
whereas the pediatrist tells us that an excess of milk or other liquid 
food after the child begins to stand erect, predisposes to pot belly and 
a weak hollow back. Similarly the fetish of a standard weight, to 
which every individual of a given age, height and sex must conform, 
is liable to do harm if too devoutly worshipped. Nothing in medicine 
can be done by rule, invariably and as a routine. Yet this is what 
the nurse so often does when she finds a child five or six pounds 
underweight and prescribes a quart or more of milk a day. Such a 
nurse is practicing medicine, and is doing it without a license. The 
county medical societies would be doing a very important service if 
they would take a decided stand against lay health workers prescrib
ing any form of treatment. In the long run this would protect the 
lay worker, for it would often obviate the necessity for the doctor to 
tell the patient that the treatment given was inappropriate.

The foregoing is not said in any spirit of unfriendly criticism of 
the lay health workers. I have the greatest admiration for them and 
sympathy with their ideals and their enthusiasms. They are all 
enthusiasts or are directed by enthusiasts. Enthusiasm is an admirable 
and highly desirable trait in anyone, and it is almost indispensable to 
successful teaching. But it is characterized by a dominance of the 
emotional over the reasoning factors involved in any action. The 
enthusiasm of the lay worker therefore, unchecked by the sober judg
ment of the doctor, based on broader training and experience, is very 
apt to go to extremes. This is one of the reasons why, in the past, 
the lay health workers have tended to pauperize the less sturdily 
independent members of a community. Seeing only the desirability 
of perfect health, they frequently overlook the moral and economic
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\ e , factors involved in all social problems. With these thoughts in mind,

one is not so astonished at the constantly increasing number of 
modern mothers who are over concerned about the bodily health of 
their children, while apparently entirely oblivious of their moral and 
spiritual needs.

In order to have their proper influence upon the solution of public 
health problems, the doctors as represented by the county societies 
must assume the leadership in civic medicine. They cannot influence 
the march of events by merely hanging on to the tail board of the 
band wagon. Not every doctor can specialize in public health. But 
just as the profession of a district recognizes the leadership of certain 
men in general surgery, others in eye, ear and throat diseases and the 
other specialties, so the members of the county societies should 
recognize the leadership of those in their society who are experts in 
preventive medicine. They should give them a place in their pro
grams, listen to their advice, adopt their suggestions in whole or in 
part, and back them up in the carrying out of the plans. If we adopt 
the simile of Dr. Frank Overton that the process of supplying public 
health is like a great manufacturing business, with the physicians as 
the producers, the boards of health as the advisory technicians and 
scientists, and the lay organizations and workers as the salesmen, the 
stock holders as organized in the county medical society must select 
the board of directors and executive officers of the business from the 
best qualified men available and be guided by their judgment and 
endorse their actions at the annual meetings. In the county from 
which I come, we are fortunate in having two outstanding leaders in 
civic medicine and the rest of us have supported them to the limit. 
In consequence “There is not a single organized lay health effort in 
the county that is not dominated both in program and administration 
by medical men, and none not directed by the County Medical 
Society.”

If other counties will do likewise there will be no need for me to 
consider in detail what a county medical society can do for public 
health. However I must inflict upon you a brief presentation of some 
of the most important public health activities in which a county society 
can engage, partly because that is the subject assigned me and partly 
because there are left a few more minutes of the allotted time for this 
paper.

One of the activities of preventive medicine most productive of 
good results is the anti-tuberculosis work. Unfortunately all too
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many doctors are not interested in treating tuberculosis. It is true 
that pills and tablets have little influence on the disease; but I know 
of nothing more gratifying than to see a tired and overworked tuber
cular mother gradually return to health and strength under proper 
hygienic management. Aside from the general effect of the interest 
of the doctor, the leadership of the county society in this preventive 
work produces earlier diagnosis of those who are actually sick and 
also discovers the incipient and symptomless cases among the contacts. 
Just as in any other communicable disease, a complete epidemiological 
study involves the discovery of the source of infection and an investi
gation as to possible secondary cases in the family or among other 
contacts. Concretely, the county medical society should see that 
places are secured on the boards of directors of the Tuberculosis and 
Public Health Associations and the Tuberculosis Sanatoriums for 
doctors with personality and influence. If the right men are found, 
the good results in the reduction of the death rate will be unfailing.
1 The next activity to which I would invite your interest has to do 
with hospitals. If  there are no hospitals in the county, a survey of 
the county by a committee and a wide publication of its report show
ing the need will often produce surprising results. If  the number of 
hospital beds in the county is adequate for the population, a survey 
of the hospitals by the committee with a comparison of equipments, 
laboratory facilities, completeness and accessibility of records, staff- 
meetings, etc., after the general plan of the American College of Sur
geons, cannot help but stimulate each hospital to improve the particu
lar feature in which it may be behind another.

It is the unquestionable duty of every doctor to keep himself 
informed of the new things in medicine. This is often a very difficult 
thing for a busy practitioner especially if he lives in a rural district 
removed from the larger centres where he might meet and discuss 
his problems with his confreres. To meet this need every county 
society should each year institute some form of graduate medical 
education. The method will vary with the situation in each county. 
The most practical is probably a course or courses of lectures in 
various branches by experienced teachers as outlined in the report 
of the Committee on Public Health and Medical Education. In ex
ceptional cases it may be possible to have intensive courses of a week 
or more at some medical centre as has been done in Brooklyn for a 
number of years. In other cases it may be desirable to combine the 
graduate education with the hospital staff meetings. The chairman
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of the committee on Public Health and Medical Education will be
glad to give assistance along any of these lines.

Of about equal importance with graduate education is the promo
tion of the annual physical examination of the apparently well. For 
some strange reason the average doctor fails to urge the desirability 
of this procedure upon his clientele. I suspect it is because he does 
not wish to appear to hunt for patients but wishes them to seek him 
out. He fears the charge of commercialism. Perhaps the too sensi
tive skins of our brethren might be protected by a printed card hung 
in the waiting room containing some such paraphrase of the motto 
of the State Department of Health as the following:

“Health and longevity are purchaseable. An annual physical 
examination may disclose a beginning weakness, the overcoming of 
which will lengthen the span of life.”

I would suggest that the editor of our Journal invite the sub
mission of slogans or mottoes of this sort for publication from time 
to time, and the best be selected and printed on a suitable card and 
sent to each member for display in his office. Such a mute half
appeal would at least be a fulfilment of our obligation to our patients. 
Another way of attacking this problem is for the county society to 
secure the examination blanks from the American Medical Associa
tion and have the members examine each other. Judicious and wide
spread publication of this impresses the laity with the belief that the 
doctors believe in their own medicine and practice what they preach.

These are some of the things that every county society should do. 
There are many others that will be more appropriate in certain 
counties. On Long Island we are having special problems in the shell 
fish industry, water supply and sewage disposal. Other counties will 
have different problems that are more pressing. For example, the 
entry of tularemia into our state may make desirable laws against 
the importation by game associations of live rabbits until they have 
been quarantined and proven free from this disease. The county 
societies could most appropriately take the lead in a campaign to have 
such laws enacted.

I have purposely omitted the question of county health depart
ments, because there may conceivably be some difference of opinion 
as to their desirability in certain sections. The Suffolk County 
Medical Society, after careful study, has become convinced that such 
problems as have just been mentioned together with the milk supply
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can be best dealt with by a larger unit than those of the towns and 
villages. It has recently laid the matter formally before the Board 
of Supervisors and advocated the establishment of a County Board 
of Health. No opposition has thus far developed and it is confidently 
expected that such a board will begin to function as soon as the new 
appropriations are available.

In conclusion, I would say to the county societies, “Assume the 
leadership in public health and civic medicine.” To do so is your 
right by reason of training and experience. It is a right accorded 
you by custom and common consent. It is expected of you, and only 
when you fail in your duty to lead, do lay organizations step in and 
take the reins.

DISCUSSION
Dr. Y oung. I would like to know the exact method used by the 

Suffolk County doctors in advising and directing the lay health organ
izations.

D r. T urrell. The method which is used in Suffolk County is 
that of the composition of the County Medical Society in the work of 
all the lay health organizations. It was not very long before the lay 
leaders turned to the doctors for information on technical points; and 
the next step was to make doctors themselves the leaders and execu
tives in the organizations. This has happened in the Suffolk County 
Tuberculosis and Public Health Association.

D r. Mac E lroy. H ow can the doctors finance their public health 
work?

D r. T urrell. The doctors of Suffolk County have found that 
they need to spend only a small amount of money except in the publi
cation of the Monthly News Letter of the County Society. This 
publication was originally started by the doctors for their own 
information, but it was gradually sent to an increasing number of 
other persons who asked for it, until finally the Tuberculosis and 
Public Health Association arranged to purchase 1,000 copies of each 
issue to send to a selected list of laymen who are interested in public 
health work. But the news Letter is issued and controlled entirely 
by the Medical Society.

Local dues of five dollars per member are sufficient to carry on 
all the work of the County Society.



EDITORIAL
The Result of Co-operation

The advantages of close cooperation between the hospital and a 
rehabilitation agency are pointedly illustrated in the case of a man 
who last year received the Henry Pomeroy Davison Memorial Prize.

Ten years ago the Social Service Department of the New York 
Hospital referred to the Institute for the Crippled and Disabled, a 
young Serbian who had recently lost a leg, after a two-years’ battle 
with tuberculosis. He needed an artificial leg and training for a 
new job. Through cooperation with the social service department 
funds were provided for a leg, but its application was delayed because 
of the condition of his stump. But his training in oxy-acetylene 
welding began almost at once. While learning to use the blow-pipe 
he rested his knee on a stool at first and then a temporary peg leg 
was fitted to his amputated member. By the time he had become 
proficient as a welder his permanent leg was wearable. In the mean
time a small weekly allowance was advanced to him for his modest 
living expenses. At the end of four months he was able to take 
a job as a welder and during the past ten years he has worked 
steadily at his trade. From his first wages he set aside a weekly 
sum to pay back the money loaned him for his maintenance and 
training and it was soon repaid. Then he gathered enough together 
to return to Czecho-Slovakia and brought back a wife and a younger 
brother. When the latter developed tubercular trouble which 
necessitated a change of occupation, he brought him to the Institute 
for training in jewelry making, and supported him during training. 
The brother is now successfully employed at this work. As the 
result of this early attention to the very real needs of this disabled 
man, two men were rehabilitated and made happy and respected 
wage earners.

The lesson is: catch the disabled man early in the history of his 
disablement, before he has become disheartened, and provide the 
means for putting him back in the wage earning class, and you have 
performed a real service to society which cannot be measured in 
dollars and cents. J. C. Paries.
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NEWS NOTES
The Summer Institute, which for several years has been offered 

with Simmons School of Social Work in Boston, is open this year 
from July 8 to August 16. It is offered to workers of at least 2 
years’ experience in hospital social service. Miss Ida Cannon is in 
charge.

The Georgia Department of the American Legion recently made 
a survey of child dependency, neglect and delinquency in that State 
and with the cooperation of the Georgia Children’s Home Society 
is starting a program to provide a trained social worker for each 
of its congressional districts.

Miss Marion Schaller has accepted a position with the Social 
Service Department of Grassland Hospital, Valhalla, N. Y., and 
will direct her attention to the organization and development of 
clinic service.

Gangs of boys who commit depredations are in every case de
veloped in communities where recreation of the right kind is lacking, 
declares Judge Scott of the juvenile court of Los Angeles County 
in regard to the delinquency cases that come before his court. There 
were 32 playgrounds in operation in Los Angeles last year, at which 
there was an attendance of over 5,000,000. The cost to the public 
of a child’s visit was 5.3 cents.— World’s Children.

A behavior (child-guidance) clinic has been established in con
nection with the School of Social Work of Tulane University, New 
Orleans.

The Courts Committee of the Brooklyn Bureau of Charities has 
recommended the establishment of a special boys’ court limited at 
first to boys 16 to 18 years of age. The court as approved by the 
Committee would have a separate courthouse, a special place for
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detention, a special probation staff of investigators and supervisors, 
and adequate facilities for mental and physical examinations.

The average weekly enrollment in the sheltered workroom of 
the Institute for the Crippled and Disabled, New York City, averages 
44 handicapped persons who are being taught suitable trades and 
being prepared to face life with courage and hope.

The Fordham University School of Sociology and Social Service 
is making a drive for an endowment fund of $500,000.

Four rural municipalities in Saskatchewan, Canada, faced 
with the serious difficulty of getting adequate and easily available 
hospital service, have established a hospital to serve them in common, 
the upkeep being met by a hospital tax to be collected as regularly 
as the school tax. The economy of this method is indicated by 
the fact that to the owner of an average half-section of land the 
yearly tax is $12.16, which entitles the farmer to hospital service 
for his family and hired help for a year. This does not include 
the fees of a personal physician. The hospital is for the use of 
the rural population and not for town and village dwellers except 
by special arrangements. The success of the experiment is indi
cated by the voting of a bond issue of $60,000 to double the size of 
the hospital.

As a part of its active campaign against venereal diseases the 
Bureau of Public Health, Chile, S. A., has opened 22 new clinics, 
making the total number 32.

The City of Chicago, 111., has tried out the experiment of adapt
ing a nursery school to its public school system. The success of 
the experiment has been encouraging.

The Nathan and Lina Strauss Health Center in Jerusalem has 
been formally opened. The Center which is the gift of Mr. Strauss 
to Hadassah, the Jewish medical and social organization which with
out regard to race, creed, or color has done such wonderful health 
work in the Holy Land.



The New York University and Bellevue Hospital Medical Col
lege is planning to erect a $15,000,000 medical school on First 
Avenue between 25th and 26th Streets.

80 News Notes *

A recent issue of Health News contained an interesting report 
of the cooperation of physicians in the fight against venereal diseases. 
New York State provides sulpharsphenamine free to physicians who 
either give their services or receive only a nominal fee, and in return 
asks for the record of treatments monthly. The following figures 
show the number of physicians who have cooperated with the State 
and the number of patients treated.

Year Physicians Patients
1924 30 53
1925 35 78
1926 42 94
1927 68 146
1928 93 254
1929 154 356

The figures for 1929 are for the first 4 months of the year.
The Government of Queensland, Australia, has opened 64 ma

ternity hospitals, and 11 more are in process of construction. The 
hospitals were first provided for the sparsely settled “bush” but are 
now being built also in more populous centers. A rural nursing 
program is being developed, and prenatal clinics are being associated 
with the maternity hospitals in an endeavor to reduce the rate of 
maternal mortality, which has not appreciably declined in Queens
land during the last 20 years. The infant mortality rate of the State, 
on the other hand, is unusually low. For a recent 5 year period it 
was a little over 50 per 1000 live births. The lowest rate for any 
state in the United States birth-registration area during the same 
period was that of Oregon, which was over 4 points higher, but the 
rate for New Zealand was only 41.

The new out-patient building of the Women’s Hospital, New 
York City, is now open.

The Department of Health is cooperating with the National Com
mittee on Cost of Medical Care and has detailed a supervising nurse



to collect data covering a specific period from 400 families on all 
illnesses in the family including cost of hospital expenses, drugs, 
physicians’ fees, etc.

The Council on Adult Education for the Foreign Bom has moved 
its office to 112 East 19th Street, New York City.

News Notes 81). •

A law passed recently by the Turkish government makes it 
obligatory for the contracting parties to present a health certificate, 
signed by a government physician, or a physician recognized by the 
government, before a marriage license can be issued.

A recent issue of Chicago Health was devoted to an illustrated 
article on hay fever, the various causes, care to be observed and 
treatment.

Dr. George S. Amsden, formerly Director of the Psychopathic 
Department of the Albany Hospital, has been appointed Professor 
of Psychiatry in the New York Post-Graduate Medical School and 
Hospital. Dr. Amsden thus automatically becomes the Director of 
the Max G. Schlapp Memorial Mental Hygiene Clinic which has 
been moved from the hospital proper to a separate building adjoin
ing, at 312 East 21st Street.

It has been announced that August Heckscher has made a gift 
of $4,000,000 to the Heckscher Foundation for Children, not for 
building purposes but to extend educational and recreational work.

The May issue of The Public Health Nurse contains an interest
ing study and tabulation of salaries of public health nurses. The 
study covers a 5 year period and current salaries.

In a recent issue of Welfare Advocate Dr. Angel Trinidad es
timates that in 1925 there were 27,385 deaths from tuberculosis in 
the Philippine Islands and in Manila alone there were 8,666 deaths 
from tuberculosis during the same year. Dr. Trinidad makes a 
direct appeal to the people to wage a drastic war against the scourge.

The Young Women’s Christian Association maintains 3 camps 
for women and young girls. Colored girls will be accepted at Fern 
Rock Camp, Iona Island, N. Y.



82 News Notes
The first false teeth, so far as we know today were worn by a 

woman of Sidon in Phoenicia about 300 B. C., according to Dr. Roy 
L. Moodie, anatomist of Santa Monica, California. The Phoenician 
woman’s jaw, with the false teeth, is now preserved in the Louvre 
in Paris. The two right incisors are represented by artificial teeth, 
held in place and bound to each other by gold wire. The wire has 
been drawn through careful perforations in the artificial teeth. Al
though the Egyptian pioneered in treatment of many diseased con
ditions of the body, this sort of dental replacement apparently was 
never devised by Egyptian physicians. Thousands of mummies, 
representing 7,000 years of life in Egypt, have been examined, but 
no clear evidence of such repair work had ever been found. It 
appears that we not only owe our alphabet and numerous geographic 
discoveries to the restless, inquiring minds of the Phoenicians, Dr. 
Moodie points out, but also we are indebted to them for this entrance 
into prosthetics, which is a particularly valuable field of dentistry.— 
Science News-Letter.

Under the Public Charity Department a night medical service 
has been established in Lima, Peru. From midnight until 8 A. M. 
three physicians will be on duty for free service to the poor. In 
cases when a patient can afford to pay, a modest fee will be charged.

A division of infant hygiene has been established in the Federal 
Department of Public Health of Mexico. It proposes to organize 
child-hygiene centers, first in Mexico City and later in other parts 
of the country, to teach infant care to mothers. A National Com
mittee on Infant Welfare, a private organization recently established, 
will cooperate with the Government in combating infant mortality 
in Mexico City. The Federal Department of Public Health has 
contributed 256,000 pesos to the fund of 1,000,000 pesos ($487,500) 
which the committee is endeavoring to raise for use in its work.— 
World’s Children.

The American Conference on Hospital Service, with the full 
approval of the Board of Trustees and Delegates, has made an 
agreement with the American Hospital Association to maintain and 
administer the Hospital Library and Service Bureau on and after 
June 30th, 1929. To give the American Hospital Association full 
freedom in the administration of the Bureau, Miss Donelda R.
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Hamil, Director of the Hospital Library and Service Bureau since 
its establishment, has resigned.

The credit department of the hospital should preferably be in 
charge of a trained social worker, J. R. Mannix, Superintendent, 
Elyria Memorial Hospital, Elyria, Ohio, believes. The duty of such 
a worker would be to arrange for the type of accommodations, to 
plan terms of payment, to grant special rates to patients unable to 
meet the full cost and to approve those unable to pay. A sympathetic 
credit officer seeing all patients at the time of admission will give 
the patient an impression of the hospital that will not soon be for
gotten.— Modern Hospital. j

The Child Marriage bill which has been before the New York 
State Legislature for the past 5 years has been passed and signed 
by the Governor. This bill requires the consent of the judge of a 
children’s court, as well as that of the parents, for the issuance of 
a marriage license to girls over 14 and under 16 years of age.

Flower Hospital, New York City, has purchased land adjoining 
the present site and plans have been made to enlarge the hospital 
and extend its medical service. The approximate cost of the new 
project is said to be $3,500,000.

Moses—The Father of Preventive Medicine
The early history of our hero is veiled in myth and mystery. 

Born of a persecuted race, adopted as a foundling by a princely 
house, forced to flee the country for committing murder, the sub
ject of this sketch exhibited marvelous insight and remarkable 
powers of administration and leadership. Although not a physician 
as we understand the term, and living long before the days of bac
teriology, he yet was able to draft and enact a Sanitary Code whose 
guiding principles are still regarded as correct. In this Code he 
originated an entirely new system of medicine, totally opposed to 
the prevailing plan. For the curative and therapeutic practices then 
universally followed, he substituted a more philosophic and wiser 
hygiene and preventive method. Thus he introduced compulsory 
rest, one day in seven, and promulgated detailed instructions regard
ing camp sanitation, diet and sex life. Moreover, in the regulations 
which he formulated, emphasis was laid on discharges from the
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body (blood, pus, mucus) as vehicles of disease, and on personal 
cleanliness and isolation as the chief means of preventing infection.

A hygienist whose influence has made itself felt throughout the 
world and the first maker of sanitary laws—we salute Moses the 
father of preventive medicine.—N. Y. City Weekly Health Bui.

BOOK REVIEW
The Social Worker in Family Medical and Psychiatric Social 

Work. By Louise C. Odencrantz. New York: Harper and Brothers, 
1929. 374 p. Price $2.50.

Every social worker in the family, medical, and psychiatric field 
should read this book. For here we see ourselves not as all others 
see us but as we are seen through what we have written of ourselves 
and through the preceptions of a person who brought to the analysis 
of our daily practice, sympathy, understanding and clarity of insight, 
as well as an unusual analytical ability. Three fields of social case 
work—family, medical social, and psychiatric—are presented in three 
separate sections, giving in considerable detail the methods and pro
cedures as the work is carried on in several eastern cities. The 
analysis covers responsibilities and duties, requirements and quali
fications and conditions of work and, although consistently considered 
for each group, there is no impression of stereotyped repetition. 
Both executive and staff positions are considered in each group. It 
will take three critics to review the book adequately for it is inevitable 
that one belonging to any of the three groups should especially con
sider her own field as presented. The material presented would lend 
itself very interestingly to a consideration of the common factors 
in these three case work fields.

Miss Odencrantz, whose extraordinary qualities have been at 
the service of the American Association of Social Workers in pre
senting this survey, has very cleverly turned to the workers them
selves to get interpretive statements of the work they are engaged 
in. She has taught us that it behooves us to think more clearly and 
express ourselves more adequately when we undertake to interpret 
our own professional service. Clearly, the psychiatric group have 
shown themselves the most analytically minded in presenting their 
functions.

In her introduction Miss Odencrantz tells us that “it is not an
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attempt to set up standards or ideals, or to determine what constitutes 
the best technique or practice.” She tells us what we have said we 
were doing and what she observed us doing. She has very wisely 
left the interpretation largely to us. She has, however, succeeded in 
giving a more concrete presentation of our work than we have had 
heretofore.

It is for us to read this book most thoughtfully and critically 
and bend ourselves to discriminating judgments as to what of the 
functions presented are suitably ours to accept and develop as stand
ard professional practice. It is a matter of more than passing 
concern to hospital social workers that Miss Thornton’s report on 
“Functions of Hospital Social Service” (see Hospital Social Service 
XVII, 1928, 445) and this book have come out within a year. Are we 
going to make full use of them in furthering our professional service?

Ida M. Cannon .

If Parents Only Knew. By Elizabeth Cleveland. New York: 
W. W. Norton Company, 1929. 152 p. Price $1.75.

Some years ago a keen observer, a wise, enthusiastic school 
teacher, realized that parents had an inadequate knowledge of their 
children’s school activities. Thanks to the untiring efforts of the 
late Elizabeth Cleveland, this rapidly growing city soon was made 
aware of a force determined to effect greater intimacy between home 
and school. And so, gradually, there came into existence organiza
tions known as parent-teacher associations, for the purpose of coordi
nating domestic and scholastic activities.

Peering thus—probably for the first time in the case of most of 
the parents—into the school life of their children, many a mother 
and father made discoveries of a startling character. They learned 
that the child’s superficial cleverness at home did not spell progress 
in school; that tantrums and some family idiosyncrasies were non
existent in the classroom, but were reserved for home consumption 
only where an understanding audience could view the performance; 
that the “enfant terrible” of the home was, in school, “teacher’s pet” ; 
that the disobedient child at home became, in this other world, a 
most conforming individual. This they learned—and much more.

And out of the mutual realization of parent and teacher—for 
the teacher, for her part, was usually ignorant of the child’s home 
behavior—of the existence of seemingly dual natures among the
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children, there rose the urge—likewise mutual—to ascertain the 
reasons, and to proceed, then, in accordance with their discoveries.

They learned, thus, that perfect attendance at school is often an 
absurd objective; that apparent physical distress, for example, at
tacks of vomiting and many unexplained aches, which some children 
conveniently have was only one phase of the child’s unpleasant an
ticipation of a course or exercise which it dreaded at school; that 
seeming laziness was in reality a condition of acute chronic fatigue, 
deserving of medical attention; that to sacrifice the child’s health 
and well-being for the sake of its school record was too farfetched 
for words. In brief, by comparing notes, parents and teachers 
learned to solve many a vexatious problem of the school child—and 
the result was of invaluable benefit to the child.

In view of the more exacting demands of education today, it 
must be admitted that, particularly in the urban sections of the 
country, parents have failed to grasp the significance of their 
potential contributions to the scheme of completion of classroom 
teachings—a failure traceable, probably, principally to a lack of 
coordination between the activities of the school and the home. 
Harassed by domestic or business burdens, some parents are unable 
to find time for a discussion with their neighbors concerning problems 
of education; others, although having ample time, fail to do so 
simply because of involition or lack of interest; and there are those 
who feel that their duty has been adequately satisfied as soon as their 
children are registered at school.

For some years now, many conscientious school officials and 
leaders in child education have been attempting to acquaint parents 
with their children’s progress in the school, and it is gratifying to 
note there is evidence in many communities that at present these 
efforts are engendering increased interest and better understanding 
between parents and school officials.

This posthumous volume constitutes a genuine contribution 
toward a greater unity and a closer relationship between the home 
and the school. It illustrates the advantage to be gained as a result 
of better teamwork between the forces which control and guide the 
child’s life. Both the teacher and the parent are soon aware that 
the school child is their human link, and this usually results in a 
more sympathetic bond of union between the child’s two worlds. If 
the book does nothing more than inculcate into the minds of both 
the teachers and the parents a more active and intelligent interest
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in the child’s full day’s routine, it will have fulfilled an altogether 
useful and desirable mission.

For parents anxious better to understand their children and 
the classroom, “If Parents Only Knew” will render a useful service. 
The volume is drawn from Miss Cleveland’s rich experience in 
Detroit, either as teacher or principal in the elementary school, high 
school, continuation school and school of education, and also as 
supervisor of all the girls’ and women’s activities in the public schools 
of Detroit. The subject is presented clearly, charmingly, wittily. 
Containing as it does lists of questions for the thoughtful parent 
to consider, and abundant suggestions for teacher-parent organization 
activities, “If Parents Only Knew” can be wholeheartedly recom
mended both to teacher and parent.

Samuel Adams Cohen, M.D.

The Story of Modern Preventive Medicine. By Sir Arthur 
Newsholme. Baltimore: Williams and Wilkins Company, 1929. 
295 p. Price $4.00.

Sir Arthur Newsholme who was formerly the Principal Medical 
Officer of the Local Government Board of England, and for some 
time lecturer on Public Health Administration at Johns Hopkins 
University, is well known in England and in this country for his 
excellent work in the past in the field of public health. The present 
volume is a continuation of the “Evolution of Preventive Medicine,” 
published in 1927, which was concerned with the progress in pos
sibilities of prevention of disease up to the middle of the nineteenth 
century. In the present volume this sketch is continued through 
the modern period ushered in by Louis Pasteur’s work. The latest 
volume, as was the case with the preceding publication, is elementary 
in its approach to the problem of preventive medicine, and for more 
detailed discussion of the various subjects treated the reader is re
ferred to other works of the author, as well as to those of individual 
investigators.

The book is divided into three parts, dealing with (1) the pre
vention of specific diseases; (2) some physical and social conditions 
of health; and (3) some physiological conditions of health. The 
first part, after some introductory statements, devotes a short chapter 
to each of the communicable diseases. Part 2 discusses such matters 
as air and ventilation, fog, smoke, sunlight, housing, and some of the 
occupational diseases. Part 3 discusses some physiological conditions
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of health, including the hormones and vitamins, the prevention of 
rickets, scurvy, beri-beri, and other nutritional deficiencies. The 
final chapter of the book discusses the prevention of the alcoholic evil.

The book makes excellent reading, the style of the author being 
such as to make of the volume one to be read and the substance 
thereof absorbed with considerable interest. There are unfortunately 
a number of proof-reading and other errors, which, it is presumed, 
will be eliminated in subsequent editions of the work. It should 
prove of interest to medical social workers, particularly so since it 
brings to the discussion of each topic the patest discoveries in the 
fields of science under consideration.

Jacob A. Goldberg, Ph. D.

A Doctor’s Letters to Expectant Parents. By Frank Howard 
Richardson, M.D. New York: W. W. Norton and Company, 1929. 
113 p. Price $175.

The name of this book is a sign of the times and the writer 
is to be congratulated on his presentation of the subject. A number 
of references to the father’s part are made throughout the book and 
no doubt in another edition an opportunity will be taken to enlarge 
and increase these references.

As Dr. Richardson says, “Children are not sent to us chiefly for 
our benefit.” This is true. We live beside them in this world for 
a little while and children open doors for us that we could never 
open for ourselves, but they are not sent to us chiefly for our benefit.

The book is nothing if it is not modern. We are informed that 
“Silk and wool are especially taboo for the Baby’s clothes.” The 
Baby is to have “no stockings and no bootees.” Certain devotees 
of these views on being asked for a reason did not seem to be able 
to give it and Dr. Richardson does not enlighten us. But if you 
are taking the Baby outside, stockings will be needed. Bootees are 
sometimes a help in keeping the Baby’s feet warm and the Baby’s 
feet must be kept warm.

Exception may be taken to one or two other statements in the 
book. For example, the advice given on page 58 as to marital rela
tions and the remark about “lightning-like suddenness” on page 62.

The Eleventh Letter, devoted to nursing by the mother, rightly 
emphasizes the importance of the complete and periodical emptying 
of the breasts. But another most important piece of advice is 
omitted. That is, that nursing should be begun within the first
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twelve hours after the birth. As soon as the mother has had a rest 
and a sleep and taken some nourishment she will want to see her 
child. The Baby will then be perhaps about eight hours old and it 
is very easy to begin nursing. This is the golden opportunity. Even 
at twelve hours it may not be quite so easy and after twenty-four 
hours it is often difficult. M. D.

NEW PUBLICATIONS
“Prevention and Treatment of Pulmonary Tuberculosis in New 

Zealand.” This report of the committee appointed to inquire into 
the whole question of treatment and prevention of tuberculosis in 
New Zealand gives a very full report of existing conditions, past 
and present measures used to prevent and control the disease, whether 
or not sanatoria, hospitals, etc., are being used to the best advantage 
and recommendations for future preventive work. Tables and charts 
add to the interest of the text.

“Around the World with Hob.” By and published by the Quaker 
Oats Company School Health Service, is a charming little book of 
verse telling the story of how and why the children of many lands 
eat porridge. The rhymes are illustrated by drawings which may 
be colored by the children according to directions in the verse. This 
book is intended for second and third grade classes and is a fore
runner to “Hob o’ the Mill” which was issued sometime ago for 
intermediate classes. Copies for class use will be supplied to teachers 
free of cost. Apply Quaker Oats Company, 80 East Jackson Street, 
Chicago, 111.

“Your Baby’s Care” by Susan P. Souther, M.D. Published by 
the John Hancock Mutual Life Insurance Company, Boston, Mass.

This attractively illustrated and simply written booklet gives 
authoritative advice and instructions on the care of the baby from 
birth up to 2 years. The text is approved by the Medical Advisory 
Committee of the American Child Health Association and the Ad
visory Committee Conference of the State and Provincial Health 
Authorities of North America.

Report of the Institute for Child Guidance year ending June 30,
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1928. The Institute was established by the Commonwealth Fund 
as an outgrowth of the experience gained in the operation of the 
Fund’s 5-year program in the prevention of juvenile delinquency. 
The chief purposes of the Institute are:

1. To make possible further study and research in the field of 
mental hygiene for children, with special reference to the 
causes and methods of treatment of behavior problems.

2. To provide facilities for the training of psychiatrists and 
graduate psychologists in practical child guidance work. An
nual fellowships for this purpose will be offered through the 
National Committee for Mental Hygiene, with which the In
stitute will be affiliated.

3. To provide field training in child guidance for students in 
psychiatric social work at the New York School of Social 
Work and the Smith College School for Social Work. Both 
of these institutions will be affiliated with the Institute and 
will offer a number of fellowships in psychiatric social work 
provided by the Fund.

4. To offer adequate clinical facilities for the thorough study 
and treatment of children presenting problems in behavior 
and mental hygiene. Cases will be accepted from parents, 
schools and from various cooperating agencies.

This interesting report gives concrete evidence that the principles 
of foundation are sound and that the results justify the belief that 
the Institute is an important adjunct to every other branch of child 
welfare work.

“Child Workers on City Streets” and “Children in Agriculture,” 
by Nettie McGill, are two interesting and recent publications of 
the U. S. Department of Labor Children’s Bureau. Social workers 
and those interested in the protection and welfare of children will 
find these reports valuable.

Proceedings of the 1928 Annual Conference of the National 
Society for the Prevention of Blindness. This report contains a 
wealth of material pertaining to the prevention of blindness from the 
point of view of industrial physicians, school physicians, public health 
nurses and teachers.



Abstracts 91
The Annual Report of the Colored Orphan Asylum. This in

teresting report gives a brief outline of the excellent work of this 
the 92nd year of service to orphaned colored children. A specially 
noteworthy piece of work is the boarding-out and after-care de
partment.

ABSTRACTS
“Your Convalescent Child.” Samuel Adams Cohen. Hygia, 

1929; VII, 235.
“To the physician belongs the care of the convalescence no less 

than the care of acute diseases.” These words uttered by Dr. 
Widard-Dupin, a French physician in 1844, are no less true 
today than at that time. The author shows how necessary medical 
supervision is during the convalescent period, especially in the case 
of children. Adults frequently fail to recognize that there is a 
definite gap between the illness of a child and complete recovery. 
With the subsidence of pain and fever the watchful care given 
during the acute stage of the disease is considerably relaxed if not 
entirely withdrawn and the child is expected to resume his usual 
interest in toys, food, etc. The fact that the child is better is often 
the excuse for allowing relatives and friends to visit him. Undue 
efforts to entertain the child are made and in many ways he is over
indulged with the result that he senses his own importance and 
acquires habits which later on present distinct behavior problems. 
A child is unaware of his physical limitations and is in greater 
danger of physical impairment than an adult. The author makes it 
very plain that medical care during convalescence is just as important 
as during the acute stage of the disease. Careful medical supervision 
of rest, food, activities, etc., during convalescence and the avoidance 
of mental and physical fatigue will mean a child brought back to 
normal health instead of an aftermath of complications.

“The Work of the Placement Committee of the Boston Tubercu
losis Association.” Harry Linenthal. New Eng. Jour. Med., 1928; 
CXCIX, 926.

The author emphasizes the importance of medical social after
care in tuberculosis work. The old methods used in the fight against 
tuberculosis, e. g., the education of the public and the education of



92 Abstracts
the physician in early diagnosis and most effective forms of treat
ment are not sufficient. The verdict of arrested tuberculosis and 
subsequent discharge of a patient from a sanatorium or the physi
cian’s care should not be considered finished treatment. A patient 
who has been for any length of time in a sanatorium, cut off from 
all outside interests and activities and of whom absolute rest has 
been required not infrequently acquires a fear of work. He needs 
to be encouraged and helped to complete readjustment. To accom
plish this a trained social worker is needed, one who fully under
stands the patient’s physical condition, his social and economic 
position, his limitations and how and where to find suitable work 
for him under conditions which will not render him liable to a 
recurrence of the disease. In addition to complete understanding 
of the patient’s condition, the hazards of industry and the industrial 
resources of the community, the social worker has the task of carry
ing on an educational campaign among employers of labor. She 
must show them that by giving employment to or re-employing 
tuberculosis patients they are rendering not only the patient but 
the community a service and that arrested cases can be employed 
without economic loss. The author briefly outlines the work of the 
Placement Bureau of the Boston Tuberculosis Association, the dif
ficulties overcome and the excellent results obtained. Anyone in
terested in the medical after-care of the tuberculous and rehabilitation 
work will find much to interest them in this short but enlightening 
article.

“Mothers in Industry.” Gwendolyn Hughes Berry. Annal of 
Amer. Acad. Polit. and Soc. Sci., 1929; CXLIII, 315.

The job of being a mother in a workingman’s family is divided 
by the author into three distinct phases: physical, psychological and 
economic. The first phase may occupy a relatively short period or 
may be extended to middle age, according to the woman’s age at 
marriage and the number of children. The psychological aspect of 
motherhood continues from the birth of the first child through 
the adolescent period of the youngest. The economic responsibility 
of the wife begins at marriage and continues as long as the home 
exists. These three functions of motherhood, physical, psychological 
and economic have and will be still further influenced in response to 
changed and changing economic and social conditions. In  the not 
far distant past the home was the workshop of the family, where
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the mother and daughters cured meats, preserved, cooked, baked, 
spun, wove, made clothes, manufactured soap and candles, etc., etc. 
Mothers and children contributed services which had a very decided 
economic value in family support. With the advent of the present 
system where practically everything needed in the home is produced 
by the factory system the husband’s place in the family has changed. 
During the period of household production all members of the family 
contributed to its support. Under present conditions the husband 
is responsible for the entire support. The struggle to live on the 
husband’s wage in most industrial families is a failure. A fairly 
recent survey of nearly 12,000 families in industrial sections of 
Philadelphia showed that 55 per cent, relied on income from other 
wage earners or lodgers. Only 6 per cent, of the entire group was 
of the conventional statistical type, husband, wife and 3 children 
under 16 years, supported by the husband alone. The wage of 
the man engaged in industry cannot be stretched to provide for the 
entire support of the family. Women therefore are forced to con
tribute as they always have but under present conditions it is neces
sary to work outside of the home. An intensive study of 728 
working mothers in Philadelphia showed that only 1 and 2 per cent, 
of mothers with children under 16 years, and working husbands, go 
into industry from choice. Wage earning outside the home is un
doubtedly a woman’s most remunerative way of sharing responsibility 
for family support with her husband. The study brought out many 
interesting facts in regard to how wage-earning women managed 
to maintain their position of home-maker. The effects of work out
side the home on family life are varied. One of the most serious 
indictments brought against wage earning by married women is that 
it reduces the birth rate, but the author concludes that further study 
is necessary before it will be safe to venture an opinion on this point. 
The mother in industry does not forget her responsibility as home
maker. The combination of wage earning and housekeeping is made 
possible in various ways, part-time work, assistance of neighbors or 
relatives living in the home, other members of the family, social 
agencies, etc. The author has analyzed the whole situation of mod
ern family life, industrial and economic conditions and in a clear 
unbiased manner shows the cause and effect of mothers working 
outside the home. The fact remains despite criticism and proposed 
ways and means to keep mothers in the homes that the problem is 
far from solved. Under present and economic conditions it is
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necessary for the wife to assist the husband in his burden of sup
porting the family.

“The New Childhood.” Ray Lyman Wilbur. Jour. Am. Med. 
Asso., 1929; XCII, 1317.

This interesting article not only conveys the idea but proves that 
the growth and development of medical science is largely if not 
wholly responsible for our new conception of the value of child life. 
Today the child is thought of as an individual and as a mighty factor 
in the advance of civilization. We have come to believe that the 
future of the race lies in the child not in the material structure of 
our so-called culture and civilization. Our durability in a biologic 
sense depends upon our attitude toward childhood. Modern life has 
had a marked effect on family life, as grouping in cities has com
pelled the creation of substitutes for the normal child life of the 
farm and village. Many of the natural conditions which developed 
the child have disappeared. The simple unorganized life centered 
in the family and small community has been superseded by the 
intricate organization of schools and various social institutions. 
From the earliest years children must accept group discipline. First 
in the schoolroom and then in community life, and later if they are 
to succeed they must accept discipline in business. This necessary 
herding, direction and supervision unless properly directed may have 
serious effects on their development. Another danger children of 
the present day must face in group life is the almost constant ex
posure to disease. Modern medicine and scientific research has kept 
pace with this menace and children are safeguarded by the new dis
coveries and the practice of preventive medicine. The attitude of 
society to the protection of childhood the world over seems to bear 
a direct relationship to what is now considered civilization. Society 
now concerns itself with the home and protection of the family. 
Laws concerning the protection and welfare of children have been 
passed. Child labor while not abolished shows a marked improve
ment over the past. Children are compelled to attend school and 
their school life is guarded by medical inspection and correction of 
physical defects. In all phases of child welfare work modern 
medicine and medical practice has been the basis of attack. The 
article is interesting and gives a clear idea of the environmental 
changes which have taken place in recent years, the new dangers and
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risks that beset the child, the part medicine has played in meeting 
the dangers, and the gradual awakening of society to the fact that 
everything the race holds dear is in the hands of the children.

“The Present Status of Physical Therapy.” Frank B. Granger. 
Bui. N . F. Acad. Med., 1929; IV, 790.

The appointment of a Council on Physical Therapy by the Amer
ican Medical Association placed physical therapy on the same plane 
as other recognized branches of medicine. The Council which is 
composed of clinicians, pathologists, physiologists, biophysicists and 
physicists “endeavors to point out to the medical profession the 
advantages and disadvantages of physical therapy, so that its abuses 
may be reduced to a minimum and its scientific possibilities may be 
appreciated.” As the medical profession has approved physical 
therapy the author predicts that medical schools will soon revise their 
curricula so that adequate undergraduate instruction shall be given 
in this branch of medicine. When the medical profession realizes 
that the application of physical measures of treatment is an effective 
answer to the challenge of the cults the demand for further instruc
tion will be insistent. The Council on Physical Therapy through 
questionnaires to 72 medical colleges found that 41 reported some 
instruction in physical therapy; 19 reported no instruction; 2 were 
considering the introduction of such a course; 1 reported that such 
a course was being organized. One month later 3 schools reported 
the organization of this course and in 3 others departments had been 
formed since the questionnaire. Physical therapy is not a separate 
cult but an integral part of medicine and surgery. In industrial 
medicine physiotherapy if properly used shortens the period of dis
ability, resulting in economic gain for the patient, industry and the 
community. The author mentions many forms of treatment, the 
various appliances and apparatus and diseases for which physical 
therapy is an aid. The danger of indiscriminate use of ultra-violet 
ray and various lamps is emphasized. The article is a commendation 
of physical therapy as a therapeutic agent in the treatment of physi
cal disability and disease.

)■



Telephone Gramercy 2137
H o u rs  D aily  E x ce p t S unday : 1 A. M. to  6:80 P . M.— S a tu rd a y s  » A. M. to  6 P . M.— S um m er M onths, S a tu rd a y s  I A. M. to  1 P . M.

HERMANN MUELLER, Inc.
Manufacturers of

TRUSSES, BELTS, ELASTIC STOCKINGS, CRUTCHES, ARCH SUPPORTERS, BRACES, SURGICAL CORSETS, Etc.
343 Second Avenue (s. w. Comer 20th street) N e w  Y ork  

SPECIAL RATE TO SOCIAL W ORKERS 
LADY ATTENDANT Joseph F. Victory, Secretary

IF YOU ARE INTERESTED IN CALIFORNIA
and  w hat nurses are  do ing in the far W est, you should read 
their m agazine, The Pacific Coast Journal of Nursing. It 
publishes th e  nursing news of C alifornia as well as stim
ulating articles on th e  p rob lem s and  activities of modern 
nurses. It should b e  read  by  everyone in terested  in nursing. 

PRICE, $2.50 A YEAR.

THE PACIFIC COAST JOURNAL OF NURSING
609 Sutter Street San Francisco, CaL


	Editorial Notice to Contributors
	POINTS OF COMPARISON BETWEEN HEART DISEASE AND TUBERCULOSIS* H. A. PATTISON, M. D
	SOCIAL SERVICE WORKER AND DOCTOR* THEODORE SANDERS, M.D.
	THE SOCIAL SERVICE RECORD IN THE UNIT MEDICAL HISTORY-BEATRICE HALL
	A. OUTLINE FOR COMPLETE WORK UP
	B. Sample of Complete Work Up
	C. FINDINGS AND SOCIAL CLASSIFICATION
	D. ADMISSION HISTORY
	E. LETTERS TO OUTSIDE AGENCIES

	MODERN METHODS OF COMMUNICABLE DISEASE CONTROL* JOHN THAMES, M. D.
	THE STATE’S RESPONSIBILITY FOR ADEQUATE HEALTH PROGRAM* DAVID LITTLEJOHN, M.D.
	WHY AN APPRAISAL AND WHY AN APPRAISAL FORM* JAMES WALLACE, M.D.
	THE HEALTH OFFICER AND THE PRACTICING PHYSICIAN* C. A. RAY, M. D.
	PUBLIC HEALTH WORK BY COUNTY MEDICAL SOCIETIES* GUY H. TURRELL, M.D.
	EDITORIAL-The Result of Co-operation
	NEWS NOTES
	Moses— The Father of Preventive Medicine

	BOOK REVIEW
	NEW PUBLICATIONS
	ABSTRACTS

