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THE SOCIAL WORKER LOOKS AT THE HOSPITAL 
SUPERINTENDENT*

MARY K. TAYLOR

Social Service Department, The Presbyterian Hospital 
New York, N. Y.

While preparing to view the task of the hospital superintendent 
through the eyes of a social worker, I came upon a quotation from 
Plato which gave me in compact form an expression of the main 
idea which I hope to convey in this paper, and I shall therefore give 
it, text-wise, at the beginning.

The essence of equality lies in treating unequal things unequally.
Assuming that we accept the principle that equality in hospital 

work is desirable, and perhaps by “equality” we mean “equality 
of opportunity for patients to secure the maximum benefit which 
medical skill can provide,” let us consider hospital activities with a 
view to classifying them into those which can best be administered 
by a standardized, mass-production method, and those which must 
be carried on with a regard for the treating of unequal things un
equally.

To get an idea of the lines along which superintendents were 
thinking and working, I studied with some care that 803-page volume 
of the transactions of last year’s conference, and I was truly amazed 
at the range of their problems, and the enormous number of items 
under discussion. Committees were dealing with such matters as 
simplification and standardization of furnishings, supplies and equip
ment; clinical and scientific equipment and work; public hospitals; 
Smithsonian Institute transparencies; Workman’s Compensation; 
bookeeping and accounting; clinical records; Public Health relations; 
prison medical departments; and the ability of patients to pay for 
medical care. As I read the discussions on chinaware, blankets,

♦Read before the International and National Hospital Association Convention,
Atlantic City, June, 1929.
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344 Looks at the Superintendent

electric breastpumps, and pine oil disinfectants, I was impressed 
by the number of things which one needs to know to be a hospital 
superintendent. And after I recovered somewhat from my amaze
ment I became keenly interested in the efforts to standardize and 
improve the equipment for the physical comfort of the patients. 
I found myself applauding heartily at learning that a committee had 
succeeded in reducing the number of sizes of blankets from 78 to 12— 
and then I became depressed at noting that there were still 70 sizes 
of drawsheets in use, and I can hardly wait to find out how much 
the committee has reduced this scandalous variation during the 
past year! Everywhere there was the conscious effort to standardize 
the best, to equalize, to routinize, for purposes of economy and also 
for the equalization of comfort for patients.

But superintendents were not entirely concerned with ways of 
standardization. There was an excellent paper on the Mutual Prob
lems of Medical Practice and Administration from the Viewpoint 
of the Attending Staff (by Dr. Howard H. Johnson, Superintendent 
of St. Luke’s Hospital, San Francisco), ending with the words: “The 
hospital that is thoroughly institutionalized, standardized, and fordized 
(sic) in its zeal for the ‘case’ instead of being possessed by its love 
for the patient, is a menace to humanity and quite naturally chuck full 
of problems.” “Inequality” was further recognized in the discussions 
about assessing and collecting fees. And here indeed was stress and 
strain evident in the face of something that could not be reduced to a 
standard and formula. One discussion was concerned with how to 
get the patient’s last cent out of the bank. If his check for forty- 
five dollars came back marked “insufficient funds,” and he was known 
to have forty dollars in the bank, I believe the way of reducing his 
bank account to zero was standardized to one; i.e. depositing the 
five dollars to his account, thus making the check good. I refrain 
from comment, because one of the next discussions was on the 
subject of whether social workers are too sympathetic for the good 
of the hospital. I therefore am not raising the question as to 
whether these gentlemen were equally ingenious in ascertain
ing that he could go directly from his hospital bed, standardized 78 
by 36 by 27, to his place of business, collect his first week’s pay in 
advance, and thus manage to keep alive the body which had reposed 
in the standardized bed, and eaten standardized food from china 
consisting of 42 standardized pieces!

That ways of securing physical comfort for patients could be
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standardized in other ways than by equipment, I learned recently 
from hearing a talk by the Director of a School of Nursing. She 
told with thrilling simplicity how she builds the whole training of 
her nurses around the physical comfort of the patient. The sick 
require quiet; therefore nurses are taught how to place a spoon 
on the saucer without making a sound, to open and close doors, to 
speak in a low tone without whispering. They are taught to make 
beds without bumping against them; not to discuss medical matters 
in the elevators. Their whole lives during the training period are 
ordered to give them the greatest efficiency in promoting the com
fort of the patients. Here too is standardization and perfecting 
of techniques to deal with “equal” things—known desiderata for 
the sick: quiet, repose, comfort.

And now let us pass to the territory of the “unequal,” that 
vexing zone where we have so many unknown quantities; in short, 
the hospital activities which involve the participation of the patient. 
There are many activities to which the rule of treating the unequal 
unequally may apply, and I think that it is perhaps in connection 
with these activities that the point of view of the social worker 
may be of the most use. Perhaps I may digress for a moment to re
mind you that the attention to the “unequal” is the underlying prin
ciple of the social case worker’s task. May I quote “What is Social 
Case Work?” by Mary E. Richmond: “Success in the particular 
form of endeavor known as social case-work demands a high degree 
of sensitiveness to the unique quality in each human being. An in
stinctive reverence for personality, more especially for the personality 
least like his own, must be part of a case worker’s native endow
ment.” I might somewhat frivolously compare this “high degree of 
sensitiveness” and this “instinctive reverence for personality” with 
the heightened acuteness which some administrators have felt when 
they received in their institution the Old Family Servant of the 
president of the board of trustees! That breathless consideration, 
and that sudden seeing of everything through the eyes of the Old 
Family Servant might be the administrative substitute for the “native 
endowment.” There is no cynicism intended in this comparison. It 
has been my experience that superintendents universally are interested 
and sympathetic in connection with the individual case that is brought 
to their attention. Perhaps a faulty imagination is to blame when 
we fail to realize that every patient is potentially as interesting and 
appealing as the special case.

M. K. Taylor
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Around this appreciation of the importance of the patient may 
be built as many standards as have grown up in the School of Nurs
ing. The superintendent with this vision can inspire his subordinates 
until the dullest task becomes a service, and not a drudgery. Even 
the keeping of statistics acquires new meanings when each figure rep
resents a human being who is being helped back to health. The typing 
of a positive Wassermann report means a sentence to disease and 
misery of a man or woman with a life before him which may be 
conditioned by his disease and bring untold sadness to others. I 
know of one boy who committed suicide when told (erroneously) 
that he had syphilis. Can a clerk be careless, with this idea before 
her?

Each out-patient is a human being of the utmost importance 
to himself and those who love him, and he is seeking health which 
he may never regain. If he were in a bed in the ward every technique 
used would be to heighten his comfort. He may be sicker than 
the man in the bed, but few techniques are used to reassure him, 
to protect him from confusion, delay or brusqueness. Where the 
key-note is reverence for personality, the techniques built up in out
patient service will include attention to every detail which makes for 
understanding and comfort. Voices will be low; personal conver
sations between workers will be taboo; aides will not flirt with in
ternes while the patients wait; cases will not be discussed within 
hearing; consideration will be given to the irritable, the foreign, the 
dull, and the disagreeable alike. The clinic will be thought of as 
a place for curing the sick rather than as a cafeteria where the aim 
is to run through as many patrons as possible in a day, with a boast 
as to the way the visits are increasing.

I know no better expression of this idea of the sacredness of the 
individual than Watson’s words:

“Momentous to himself as I to me 
Hath each man been that ever woman bore;

Once in a lightning flash of sympathy,
I felt that truth a moment, and no more.”

But in dealing with the unequal more is necessary than considera
tion and courtesy. We social workers have a tool bag of instruments 
and techniques which we choose and utilize in dealing with individ
uals. Our main tool is the interview. We have studied such strange 
subjects as the art of questioning; the appraisal of replies; the repe-
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tition of questions so that the replies may be a check on each other; 
how to give enough rope to a person who is lying so that he trips 
himself; and when to stop a patient before he has a chance to lie, 
so that the barrier of a discovered falsehood will not rise between 
patient and worker. We have been taught odd facts about racial 
backgrounds—that it is the husband in certain nationalities who 
must give his consent to any plan made for wife or child, and an 
apparent unwillingness on the part of the patient must be reached 
through the husband and not by urging. We must know employment 
conditions in certain industries, standards of living in various dis
tricts. And we have had to develop skills and techniques for mak
ing the dull understand, for enforcing the unwelcome course of ac
tion, for bringing up the reserves of influence—whether the appeal is 
to reason, to fear, to hope, or to some resource which will influence 
the patient from outside. These case-work techniques of gaining 
insight into the individual and his environment and for influencing 
them are our ordinary stock in trade as medical social workers.

But everywhere as we go about the task of aiding in the diag
nosis and treatment of the individual patient, we find situations in 
the administrative handling of this patient where these techniques 
of ours are indicated and should be used. We have to undo errors 
and misunderstandings brought about by faulty handling of patients. 
They have not understood; they have been frightened or antago
nized by careless treatment; their convenience has not been consulted; 
they have been run through a machine, without regard to the in
equalities; they have been frightened into a lie from which they 
could not extricate themselves. ( “I was afraid that if I said we 
could not pay the full ward rate I would be sent to the City Hospital, 
so I said my husband had deserted me. Now what shall I do? He 
doesn’t dare come to see me—and if I tell them I have lied I’m 
afraid I’ll be sent away.” ) In fact, I suspect that in some hospitals 
social workers give more of their time to undoing the results of poor 
administrative procedure than to their proper task of social study and 
treatment.

Let us look for a moment into some of the phases of manage
ment which require such skills and techniques for treating the un
equal unequally.

Registration of the new patient involves getting accurate identi
fying information from individuals who may be suffering, frightened, 
deaf, illiterate, reticent, feeble-minded, intoxicated, foreign or evasive
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for fear they will not be admitted. There is a technique for dealing 
with each. The registrar should know how. to spell the common 
names of each language: the patient may politely say, “It doesn’t 
matter,” if you ask him how to spell his name. (I  know a family 
registered under four different spellings.) One should have a cer
tain knowledge of streets and neighborhoods. In other words, the 
task calls for more than the asking of a set question in a set way, 
and recording what the answer sounds like.

The determination of the fee requires perhaps the most skill 
in dealing with the individual, for in addition to the various problems 
of approach must be raised the vexing question of income balanced 
against responsibilities, with the fact that diagnosis and prognosis 
must affect materially the patient’s earning power and future. Every 
technique known to those who deal with the individual and his envi
ronment is called for in this phase of administration. The groping 
after an income scale in order to settle at once and forever whether 
the patient is eligible for clinic care and how much he can afford 
to pay for it, is an effort at standardization which may work only in
justice unless used by someone trained to elicit information, 
to appraise the answers to questions, to balance income against 
responsibility, to estimate the margin by which expenditures can be 
reduced without lowering the standard of living.

What standard budget will cover such decisions as to whether a 
patient should discontinue sending two thirds of his pay home to 
aged parents in Poland in order to pay for insulin for himself? 
Analysis of the expenses may show large instalments due on furni
ture, radio, or last year’s winter coats, or insurance too high for 
the income. What standard budget schedule in the hands of an in
experienced person can settle questions as to whether the patient 
should be expected to give up his furniture or his insurance in order 
to meet his sickness bills, or whether he should continue to pay for 
an extravagance and not for his sickness? Settling of these ques
tions is a difficult responsibility which must be administered pains
takingly case by case, using such techniques as have been developed 
for the securing of information concerning the individual case, ap
praising the result in the light of expert knowledge of community 
conditions and economic principles, and finally determining pro
cedure in line with the hospital’s policies, and budget for free care. 
I know of no other method. We shall make mistakes, but we must 
do the best we can, avoiding the human tendency to look for a



formula to solve by magic that which cannot and should not be 
solved by any formula less general than the treating of the unequal 
unequally.

But there are other details of clinic management which involve 
individualization of the patient. And this is a field which is fairly 
new and is becoming increasingly important with the tremendous 
growth of clinics and the complexity of their demands as specializa
tion, teaching, and research render the care of the individual patient 
more and more difficult to administer. A few studies have been 
made, but we have much to learn.

Several years ago I participated in the study of a minor surgical 
clinic. One hundred and fifty-five cases were studied from the 
day they were admitted to the time of their discharge. Every 
order was noted; the patient’s understanding and ability to carry 
out what he was told to do were painstakingly inquired into. We 
found that in connection with these 155 cases 1866 orders were given 
involving the patient’s participation and understanding—twelve 
apiece. This was about three times as many orders as involved only 
the consent or passive participation of the patients—like dressings, 
splints, etc. And of these twelve orders practically eleven had to 
do with administrative matters—return appointments, refers to other 
clinics, etc.—and instruction was given by paid clerks or volunteers. 
We do not know of course every failure to understand and every 
difficulty that arose, but we did discover two difficulties per patient 
caused by poor administration; that is, in connection with about 
twenty per cent of the orders. As we are dealing with matters of 
health and life, two orders, concerned as they may be with impor
tant matters like opinions from other physicians concerning the 
need of operation, securing of medication, correct recording of diag
nosis and orders, may be of the utmost importance in restoring a 
patient to health. These administrative failures were due to inade
quate recognition of the importance of the patient with resulting 
carelessness and indifference, or to ignorance of the techniques 
for handling or influencing individuals.

A brief study of a medical clinic over a period of eleven days 
showed that the clerk gave an average of twelve explanations and 
instructions a day on such detailed matters as preparation for a 
test meal, complete instructions for a gastro-intestinal X-ray, and in
structions for reaching and securing care in other departments. 
All of these involved securing understanding and cooperation of

M. K. Taylor  ̂ 349
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patients of different grades of intelligence, the adjustment of ap
pointments to suit the convenience of the patients, and the discover
ing of any obstacle (like inability to pay for special tests) which 
would be likely to interfere with the patients’ carrying out of the 
orders.

A time study of another clinic showed that in an average clinic 
session of four hours, the clerk or aide in charge spent only 35 per 
cent, of the time in strictly clerical activities. Most of the remaining 
65 per cent, of her time was used in activities which involved in
struction of the patients.

Among her duties was inquiry concerning the complaint, with 
a view to deciding whether the patient should necessarily be exam
ined on that day or could be given an advance appointment. This 
involved specific questioning as to the nature of the complaint, its 
duration, the patient’s present health, and the patient’s version of 
diagnosis or treatment previous to applying to the clinic.

The greater part of the aide’s time in this clinic studied was 
thus spent in adjusting explanations to the varying intelligence 
and capabilities of the patients, and most of the techniques known 
to case-work were necessary. It is not enough to hand a printed 
instruction sheet to a foreign workman living in a furnished room, 
telling him that he should prepare for a certain test by taking a 
“soapsuds enema,” when he cannot read English, and has no facili
ties for such preparations.

In “What Constitutes Adequate Medical Service,” by Sam
uel Bradbury, (a study of 200 cases of chronic illness in ambulatory 
patients made at Cornell Clinic several years ago) we find that 
699 items of advice were given to 169 patients, an average of 4.1 per 
patient. Leaving out such medical orders as were given directly to 
the patient by the physician (diet, hygiene, work adjustment, rest, 
etc.) we find 540 which involved some administrative activity, an 
average of 3.2 per patient. (These included revisits, refer to other 
departments, special appliances, tests, etc.)

The apparently simple task of sending a “follow-up” to a de
linquent patient, while it might seem to be a definite clerical activity, 
may involve important considerations. For example:

The problem of infection or the serious nature of the ill
ness may make a form letter inadequate. This is indeed a 
matter for the physician to decide, yet often in a busy clinic
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the physician escapes before he can be consulted, and the aide 
must be on the alert to notice and bring to the attention of 
another physician or the social worker any possible emergency 
which should not be taken care of in a routine manner. (I re
call one instance where a physician closed a case without follow
up and the aide discovered that a belated pathological re
port showed that the patient was suffering from cancer.) This 
involves not only intelligence, but an appreciation of the na
ture of the patient’s condition and the possible consequences 
of delayed treatment. Very few clerks are competent to have 
the responsibility of follow-up decisions. Yet many have it.

Or again, in dealing with conditions of venereal disease, 
routine follow-up may cause the greatest embarrassment to sen
sitive patients and spoil the understanding which the physician 
and the social worker have been working to bring about. The 
patient has been assured that his confidence will be respected 
and protected in every way; a letter is sent to his home which 
causes him to be questioned and embarrassed. (A plain enve
lope would have spared him mental suffering.)

Study of the record might show that there had been a conflict 
of orders. One physician might have ordered the patient to 
rest in bed, another might have referred him for tonsillectomy, 
etc. Instead, therefore, of a routine follow-up letter, a confer
ence between physicians might have been indicated.

From these illustrations I have tried to build up a recognition 
that much of the service to patients, especially in out-patient depart
ments, involves use of the attitudes and techniques of social case 
work; the treating of unequal things unequally.

Just how such service is to be secured for all patients has not 
yet been discovered. Let me emphatically disclaim that I am advo
cating that medical social workers who are already overburdened with 
their proper tasks as adjuncts tq the physician, can take over the 
managing of all patients in all clinics. If all the medical social 
workers in America were willing to be put at the task (which indeed 
they are not, as what physican wants to be a drug clerk because he 
knows medicines and is good at taking cinders out of eyes?) there 
would not be enough of them to undertake the work.

In large clinics, if the entire time of an individual is needed 
for admitting or assessing or giving information, it has been consid-
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ered advisable that such person should be one who has had training 
in case-work methods. (I once heard a gay young information clerk 
exclaim publicly, with one eye on a good-looking interne to whom 
she had been talking when interrupted by a patient inconsiderate 
enough to be both stupid and foreign: "Dear me, I do think some
one ought to teach patients to ask questions so that I could under
stand what they really want!” )

Experience has shown that good results are obtained in individual 
clinics when such activities as involve the participation of the patients 
(instruction, explanation, follow-up, etc.) are directed by the social 
worker assigned to carry on the social work for these patients. This 
would be especially necessary in clinics for the treatment of venereal 
disease or tuberculosis. There are two objections to th is: the first is 
from the social workers themselves. Because of under-staffing, mis
understanding of the proper function of medical social workers, and 
the corresponding tendency on the part of superintendents to use 
them as clerks, bill collectors, etc., and for the performance of other 
activities not properly provided for, a feeling has grown up among 
many hospital social workers that they must be protected from all 
administrative duties. This is easy to understand. It is my personal 
experience, however, that social workers put enough time into the un
doing of poor management on cases which are brought to their atten
tion to make it an economy in the end to devote this same energy to 
the direction of activities which have a social component. The second 
objection is from superintendents who feel that it would be poor ad
ministration to have the clerks responsible to anyone other than 
the administrator for any details of their work. That this is not 
necessarily confusing we may deduce from the fact that nurses in 
clinics may be responsible to the physician for the way they perform 
one set of duties, to the director of nursing for another set, and to 
the administration for still other parts of their service. The fact that 
a social worker directs the type of follow-up on a given case should 
not be considered as jeopardizing the authority of even the most sen
sitive superintendent.

This is by no means the last word. I should merely like to en
list your attention to the important social component in the task of 
medical administration. I have seen this too often neglected under 
the policy of looking only at the surface of clinic work; appraising 
its success from the point of view of the number of visits made 
and the amount of revenue received from fees.
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I should like to emphasize two methods for testing your clinic 
accomplishments. First, the keeping of statistics and reports on the 
basis of the disposition as well as of the intake. Have you cured 
your patients, or lost them? Nothing is so destructive to smugness 
as the discovery that the majority of patients do not complete their 
treatment; dissatisfied, they have drifted away and wasted the good 
medical work which had been begun. Yet their ranks have been so 
rapidly filled by new patients in search of healing that the number of 
visits continues to mount to the glorification of the annual report.

The second method is that which was worked out by the Com
mittee on Dispensary Development of New York and used in the 
study of a minor surgical clinic to which we have referred. Study a 
group of patients, one at a time, through the clinic processes; watch 
their misunderstandings, their uncertainties. Imagine each one to 
be the Old Family Servant, in order to heighten your perceptions, if 
necessary. This takes time, and if done on even a moderate scale, is 
somewhat expensive and would have to be carried on by someone 
with an understanding of the problem. But even on a small scale, 
such a study will show up as nothing else the real needs in the ad
ministrative service to patients as seen through the patients’ eyes. 
Such a study was made several years ago at the Cornell University 
Clinic in New York. More recently, studies are being made at the 
University Clinics in Chicago which involve questioning of patients 
to get their impressions and suggestions.

I recently read an inspiring description of the late Dr. Femald. 
He is portrayed at Waverly with pick and shovel, “working side by 
side with the physically powerful, but mentally defective would-be 
laborers, until little by little he saw how to bring the task within their 
power, and thus establish that extra simple routine which is often 
pain to the sophisticated, but bliss to the mentally defective.” . . . 
His ability to put himself in the place of another, to catch the vision 
of the momentousness of man to himself is shown again in his com
ment when a feeble-minded boy succeeded, after prodigious effort, in 
fitting a wooden block into the space where it belonged: “Remember 
that for this boy the mental effort to accomplish this is equivalent to 
solving a problem in calculus for you.” 1

It is by this type of service, the occasional leaving of the swivel 
chair for the admitting bench or the treatment room, this identifica

1 “To Keep Alive as Well as to be Bom,” Wright, Proc. Mass. Conf. Soc. 
Work, 1925.
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tion of one’s self with the patient, that we renew our inspiration and 
realize that we are serving as well as saving, administering a philan
thropy as well as a hotel.

I feel sure that I express the feeling of social workers in general 
when I suggest that in the necessary and profitable efforts to stand
ardize equipment, to improve the administration of institutions, super
intendents accept as the standard for administration of such activities 
as involve the participation of the individual patient, the difficult 
and challenging standard of treating the unequal unequally.

We are most anxious to help in this effort, whether we engage 
personally in administrative duties or not.

One of the projects to be discussed at the Conference of the 
American Association of Hospital Social Workers in San Francisco 
is that a study should be made of the contribution to the institutional 
medical practice of medicine of the social case method in managing 
patients. If such a study should be undertaken, we might be able 
to make some definite contribution to the subject. I hope no more 
than to gain your attention and your appreciation of the importance 
of the problem, which is primarily your concern as executives.

Dr. Michael Davis, in his recent monograph on “Hospital Admin
istration : A Career,” points out that hospitals in the United States 
involve almost a billion dollars annual expenditure, over four billions 
of invested capital, the occupation of about 600,000 persons, the 
care of ten to twelve million sick persons annually, the education of 
the medical and nursing professions, and intimate relations to the 
sciences and arts dealing with the study, treatment, and prevention 
of disease. He states further, that no systematic training for hospital 
administration is now available in any educational institution and sug
gests that the fundamental present need is for a Research Institute in 
hospital and clinic administration.

We are indebted to this article for valuable clarifying of the 
elements in Hospital Administration. Dr. Davis defines the admin
istrative functions in the hospital as “those activities which, while 
not being directly the care of the patient, or search, or teaching, are 
nevertheless essential to the effective performance of these primary 
functions,” and he points out that there are three essential aspects: 
Business, Community, and Medical. In the past, because of the 
rapid growth of the field, more attention has of necessity been given 
to the business aspects of administration. There is, however, in
creasing realization of the importance of the community and pro-



fessional aspects. Dr. Davis makes clear the need for a Research 
Institute in hospital and clinic administration, and outlines a suitable 
course of study. It is not improbable that the Institute of Human 
Relations projected at Yale University will concern itself with the 
whole subject of hospital management, especially in its community 
and professional aspects. I understand that there is a definite dis
cussion of the establishment of a Chair of Clinical Sociology in the 
Medical School at Yale.

Is it therefore too much to hope that we, as administrators and 
social workers, may in the near future receive the benefit of expert 
study of the social component in hospital administration? Enlighten
ment as to how best to meet its requirements will go far toward im
proving the service to the sick, which is our common cause.

M. K. Taylor 355
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PLACE OF THE HOSPITAL IN THE PROMOTION 
OF PUBLIC HEALTH PROGRAMS*

M ATTHIAS NICOLL, J R , M.D.

Commissioner, State Department of Health, Albany, N. Y.

The State Department over which I have the honor to preside 
has but little to do with the management and functioning of general 
hospitals. Under the reorganization of the State Government in 1926 
the Institute for the Study of Malignant Disease was placed under 
the State Department of Health, and the Commissioner of Health 
was also made responsible for the supervision of the medical service 
at the State Hospital for Orthopedic Children, as well as the Hos
pital for Incipient Tuberculosis. The Commissioner has full power 
also to determine the availability of sites upon which it is proposed 
to erect tuberculosis hospitals in the State, outside of cities, and to 
approve the construction plans.

An individual, organization, or institution having to do with the 
saving of life, the prevention of suffering and disease, must be 
counted as an integral part of any health program, and one of the 
most important factors in the progress of modern public health is 
readily available and efficient hospital service, both general and 
special.

As a result of the County Law of New York State enacted in 
1909, and the widespread interest of the people generally in the con
trol of tuberculosis, there have been erected 36 public tuberculosis 
sanatoria, outside of New York City, with about 3,800 beds at a 
cost of $17,500,000. Enlargement of the bed capacity of a number 
of these hospitals is constantly taking place, especially as regards 
increased accommodations for children. There can be no question 
that these institutions have been a very great factor in reducing by 
a half the tuberculosis death rate during the past 20 years, not only

♦Read before the International and National Hospital Associations Convention,
Atlantic City, June, 1929.
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by preventing the spread of the disease through the isolation of open 
cases of tuberculosis, but as educational centers at which patients 
are taught the best methods of self-care and the protection of others 
with whom they come closely in contact. It was to be expected that 
the rapid development of county sanatoria within a comparatively 
short time would disclose certain weaknesses in the contemplated 
program which have detracted from the full value of the service 
anticipated. A tuberculosis sanatorium should be the center of anti
tuberculosis work especially throughout rural districts, and it is 
most desirable that the medical superintendent, responsible for its 
conduct, should be on a full-time basis, and absolutely essential that 
he be thoroughly qualified not necessarily as a hospital manager, 
which unfortunately he is usually compelled to be, but as a technical 
adviser on tuberculosis with administrative and teaching capacity to 
insure the confidence not only of patients but the local medical pro
fession. The services of such men are not readily obtainable, par
ticularly for the smaller hospitals, and the salaries usually offered 
in such hospitals. In my opinion, the minimum number of beds 
which should be provided in a tuberculosis hospital is 50, and if a 
county alone is not able or willing to provide for that number, 2 or 
more counties should join in assuming the financial burden. Part
time physicians in hospitals of a much less capacity than that indi-

*cated, the only ones usually available, have not often been successful 
in conducting an anti-tuberculosis campaign.

It is unnecessary for me to dwell on the care of the insane and 
mentally defective,—a tremendous and growing problem in the pub
lic health field, which can only be solved by adequate appropriation 
for the construction and scientific functioning of special institutions 
and hospitals.

The control and care of cancer usually fails to create enthusiasm 
on the part of health officials and, I believe, of hospital groups, yet 
it is a problem which has to be met, and unquestionably is being 
neglected. The State Institute at Buffalo provides not only the 
latest approved methods of treating early cancer by means of surgery, 
x-ray, and radium, but prompt service and accurate examination of 
tissue suspected to be malignant. The bed capacity, however, is 
small and as a rule patients cannot be hospitalized except during the 
time required for their actual treatment. As recently pointed out by 
Professor James Ewing, the facilities for diagnosis and treatment 
of early cancer is a public responsibility which cannot be escaped,
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and to that end sufficient hospital provision should be available to 
cope with this tragedy of human existence.

The care and treatment of cripples is another important obliga
tion which is not being adequately met. It may be stated that opera
tive facilities are available in most of our large cities, but there is a 
very great scarcity of institutions not only in this State but through
out the country, to which post-operative cases and others who are 
handicapped by disease and accident may be sent for rehabilitation, 
so they may at least become self-supporting. Such institutions 
should also provide training for orthopedic nurses, the demand for 
whose services is nation-wide, with a pitiably small supply of good 
material.

The maternal death rate throughout the United States is fre
quently referred to, as constituting a national disgrace. Time does 
not permit the discussion of the various factors which bring about a 
mortality among pregnant women in this country. It statisti
cally at least, is higher than that of any civilized nation. Many of 
those who are seeking to solve this problem strongly advocate the 
hospitalization of maternity cases whenever facilities are available. 
Theoretically at least, such advice would seem to be logical, and 
there can be no question but that it is being followed increasingly 
year by year, and yet when one comes to study the results of hos
pitalized cases, even with consideration of the fact that they include 
a disproportionate number of complications compared with those 
cared for in their homes, there would seem to be a growing need for 
the careful study of the equipment and methods of obstetrical serv
ice in such hospitals, as well as the qualifications of the obstetricians. 
This is logically the task, duty and responsibility of the organized 
medical profession, and will involve courage, independence, and not 
too great subservience to that much abused term “medical ethics.”

The tendency toward concentration of the population at the ex
pense of rural districts is a world-wide phenomenon affecting all 
classes of people including the medical profession. Certain factors 
having to do with the requirements of modern medical practice are 
readily accountable for this inclination of physicians to seek centers 
of population. The result has been that great areas even in our most 
populous states, are without the services of active local practitioners. 
For those who base their opinions and conclusions on spot maps, it 
is not difficult to show that the number of physicians in a county 
today, licensed to practice medicine in the State, is not substantially
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less than that of a generation ago and theoretically sufficient to take 
care of the ordinary needs of the population. Such observers also 
contend that with the coming of the automobile and good roads, 
medical service is quite as available if not more so, and of a better 
quality than that which was formerly rendered by strictly local phy
sicians. This question cannot be definitely settled without further 
study of the kind, cost and promptness of the medical service under 
present widely prevailing conditions.

There can be no doubt, however, that the innate desire of isolated 
communities to have their own well-known and trusted medical 
advisers, continues to exist. Among the recognized factors essential 
to the retention of physicians in rural districts, not the least im
portant is that of hospital facilities, and community hospitals so-called 
are increasing in number in many parts of the United States. In its 
simplest form a community hospital consists of a few beds, at least 
one resident nurse, and domestic services sufficient to provide for 
the feeding and care of the patients. Such hospitals are open to all 
local, practicing physicians, and unquestionably are a factor in 
rendering rural practice less onerous and more effective. In order 
to serve greater areas with many practicing physicians, and a com
paratively large and widely scattered population, a much more pre
tentious kind of hospital is necessary. These hospitals should pro
vide a high type of surgical and medical consultation, laboratory and 
x-ray facilities. How such medical services are to be provided,— 
whether on a salaried, full-time basis or by a system of fees to the 
consultants,—is a matter which will have to be determined by ex
perience and local conditions. The function of such a hospital is: 
First, to provide up-to-date medical care and surgical treatment for 
the patients admitted; second, to improve the practice of medicine 
by furnishing consultation service and advice to the general practi
tioner, thus relieving him of responsibility which very frequently he 
is not able to assume, with the alternative of doing the best that he 
can, or sending his patient over a long distance to some center of 
population where consultation and hospital services are available. 
In my opinion, this kind of a hospital cannot be considered successful 
if it antagonizes and tends to drive from the community the better 
type of practicing physicians, unless it stands ready to provide medi
cal service not only in the hospital but in the home, to every indi
vidual requiring such care. Perhaps the day will come when this
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will be thought feasible and desirable. It cannot be so regarded at 
the present time.

I have lately had the opportunity of studying a seemingly per
fectly functioning hospital, which is meeting the surgical and medical 
needs of a strictly rural county of 35,000 people and parts of two 
adjoining counties, with a total population of 50,000 or more. It 
is equipped with every modern appliance, provides the highest type 
of surgical and medical, laboratory and x-ray service, not only to 
the entire satisfaction of the people whom it serves, but to the 
medical profession who, almost without exception have only one 
dread regarding it,—that on the death or retirement of its founders 
and managers it may be discontinued or conducted on a lower scien
tific plane. This hospital is 50 miles from a very large city, where 
all consultation and hospital facilities were formerly relied upon 
exclusively in severe and obscure cases. At present and for a number 
of years, this community has been practically independent of outside 
medical and surgical aid. In one sense it is a closed hospital, in that 
major operations cannot be performed except by the consulting 
surgeon. Furthermore, the management reserves the right, and not 
infrequently exercises it, to deny hospital facilities to those physi
cians whose professional actions or methods are open to criticism.

. Young country girls are given a course of training for two years 
under competent nursing and medical supervision, and on gradua
tion have but one place of registry—at the hospital. They are 
obliged to take any case, however distant or unattractive the sur
roundings, at a uniform charge of $35 a week. Infraction of any of 
these rules results in immediate elimination of their names from the 
registry. The seemingly autocratic character of the management, 
strange as it may seem, has the hearty endorsement of the local medi
cal profession, whose practice, by their own acknowledgment, has been 
improved, made less onerous and more satisfactory to themselves and 

1 to their patients.
I desire to take this opportunity to congratulate Doctor Munger 

on the magnificent work which is being carried on under his guid
ance for the benefit of Westchester County. Before very long, I 
expect to see the fruition of a well-conceived plan to place ample 
facilities of the highest type not only in the field of surgery and 
general medicine but in the various specialties, at the disposal of the 
medical profession of that county, resulting in incalculable improve-
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ment in methods of medical practice of which their patients will 
receive the ultimate benefit.

While I would not advocate as a matter of policy, or rather di
plomacy, the establishment of such community hospitals as “health 
centers” at least in the beginning, there is little doubt that, when the 
hospital facilities are provided, in practically all cases the institution 
will serve as a center for state and local health activities such as 
public health nursing, prevention of diphtheria, prenatal care, child 
welfare clinics and, in the absence of a local tuberculosis hospital, 
tuberculosis clinics. It may well be the meeting place also for con
ferences between health officials, state and local, and the general 
medical profession.

I realize that I have presented this subject in a rather sketchy 
and superficial manner, and can only hope that some of the points 
which I have endeavored to emphasize may serve as a basis for dis
cussion by those who are much better versed than I in the problem 
of hospital needs and management.



TUBERCULOSIS AS A SOCIAL PROBLEM

IRMA COLLMER

Executive Secretary, St. Joseph County Anti-Tuberculosis League 
South Bend, Indiana

The tuberculosis problem is rapidly being solved, if we would 
believe such prophets as Dr. Louis Dublin, who has recently stated 
that at the rate tuberculosis is now being eradicated it will be a minor 
cause of deaths by 1937. This date is a debatable one and others 
who are actively engaged in solving this problem feel Dr. Dublin was 
unduly optimistic when he set this date and that he is doomed to disap
pointment. But whenever the history of the tuberculosis campaign 
is written much credit will have to be given the social treatment 
of the problem; for it was not until the medical men enlisted the co
operation of allied social forces that much headway was made in 
stemming the progress of the disease.

Medical science had long sought a cure for this “white plague” as 
it used to be called. Again and again promised cures had proved 
futile and in spite of continued and conscientious research the medical 
profession will tell you little more is known about the disease now 
than was thirty-seven years ago when the bacillus causing it was 
first discovered.

This discovery that tuberculosis was a germ disease and that con
tinued contact with a tuberculous patient caused infection that might 
at any time become active disease was the real foundation of the 
anti-tuberculosis campaign. Prior to this time it was believed that 
“consumption” was hereditary and when one victim was found the 
rest of the family might as well consider themselves doomed to a 
similar fate. No one will know just how many went down before 
it because of the loss of all hope when the disease attacked them.

It was known the patient with tuberculosis could be taught to be 
careful and to safeguard others so the danger of infection was con
siderably lessened. We also knew it was slow in its attack and very

362



----1-------- I --- - ~ —

I. Collmer 363

seldom came on as an acute illness. In fact the very earliest symptoms 
are so commonplace—“that tired feeling,” “lack of pep,” etc., that 
very often they are ignored as being of no importance until the 
disease has made considerable progress.

We knew it was not medicine but sane hygenic living that had 
the most to do with affecting the patient’s recovery, that sunlight, 
fresh air, three good square meals a day and complete rest of body 
and mind alone could produce a cure. We also knew that the average 
human being who arranged his daily life on a rational basis so it in
cluded these essential things; sunlight, exercise in the open, good food 
and rest reached normal health and built up a strong body that 
showed resistance to tuberculosis and other outside infections. These 
fundamental things about tuberculosis were known years before there 
was any appreciable decline in the death rate. It was not until public 
health agencies made it their business to put this information into 
the minds of the people so that it could be generally practised before 
much progress was made in checking tuberculosis. It was necessary 
to educate individuals as to what the early symptoms of tuberculosis 
were and to promote better standards of living before advancement 
was made in this tuberculosis problem. Public health workers have 
now attacked tuberculosis from every known angle and through edu
cation and legislation have tried to improve working and living con
ditions. Both in its broader and narrower meanings social service 
has been the ally of medicine in combating the disease.

In its narrower sense social service is needed in practically every 
individual patient’s case. Even the doctor does more social work 
than medical when he treats a patient with tuberculosis. Not only 
must the patient understand the nature of the disease, his exact con
dition and the factors necessary in taking the cure but the other 
members of his household, his friends and close associates must all 
be given similiar instruction if good cooperation and assistance in 
bringing him back to health are secured. Whether the patient in the 
home or the hospital gets well or not depends almost as much on 
the attitude of his relatives and neighbors as it does on his own.

The thought that months or years must elapse in which no work 
can be done appalls even the most optimistic soul and the courage 
and will to fight are instilled not by medical treatment but by the 
understanding sympathy and friendliness of the person carrying the 
social service end of the job, whether it be the doctor, relative, 
nurse, friend or social worker. It usually is the public health nurse



364 Social Problem

i

or social worker who assumes responsibility for seeing that the 
patient follows the prescribed routine day after day day after day and 
that he does not go off on wild goose chases hoping climate, electric 
vibrations, milk or salt baths, evangelists, naturopaths and “what not” 
can affect a quicker recovery. She it is, who registers disappointment 
and disapproval when windows are found closed or the patient is 
giving himself privileges the doctor has not approved.

In the majority of cases it is the patient’s former manner of living 
that has brought on the disease. Hard work, poor environment, lack 
of proper food or worry may have been responsible for his break
down and the mode of living must be changed before any improve
ment can be expected. Adjustments must be made before the patient 
can recover. These adjustments are the business of the social worker.

Even when there is a sanatorium available where the patient may 
be treated without expense to himself or family there is the problem 
of providing for those left in the home. There is a marked relation
ship between tuberculosis and poverty and the means to properly 
provide for a sick patient needs must frequently be secured from 
outside sources. Fathers and husbands do not improve even in 
the most favorable surroundings until assured of their families 
welfare. Neither do mothers and wives relinquish household re
sponsibilities easily and will not accept treatment until assured the 
children will be adequately cared for. Sometimes other members of 
a family must be temporarily separated in order to be best cared for. 
It seems every case presents a social problem.

In the great majority of cases it is difficult to disrupt the normal 
home life so the patient can take home treatment in an entirely satis
factory manner, so the community is fortunate in which there is a 
tuberculosis hospital where these patients can be properly cared for. 
Much trouble is eliminated when open cases can be segregated where 
they do not expose children in the home to overdoses of infection.

We have no law in Indiana compelling patients to accept sana
torium treatment so even where hospital treatment is available it 
sometimes takes the utmost persuasion to make these sick people see 
the wisdom of taking advantage of the opportunity offered. The so
cial worker refuses to be daunted by the patient’s first decision that 
he will not go to the hospital. Other influences are sought out and 
brought to bear on the patient. Perhaps his priest or minister can 
persuade him to go. Former patients, employers, friends and land
lords have all been used effectively and their aid has been enlisted
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in persuading the patient to do as advised. In our county when all 
moral persuasion has failed and we feel the health of children in the 
home is being too seriously menaced we resort to court action. Us
ually when an obstinate parent finds the court not only has the power 
to do so but will actually exert such power to remove the children 
from a home where continued infection is jeopardizing their future 
welfare he will listen to reason and do as advised rather than 
have his home broken up. It has been necessary for us to appeal 
for such legal aid but five times in the past three years as one such 
case in a district usually is sufficient to convince the community that 
such legal interference is possible. And so endless social problems 
loom up and have to be straightened out before patient can take the 
cure with the contented spirit that is so vital a factor in recovery, 
and until tuberculosis ceases to exist the doctor and his social service 
aides will work together in getting the best results in individual cases.

In its broader and wider meaning social service has been re
sponsible for the spreading of socialized intelligence about the disease 
and for the raising of living standards. Knowing the disease was 
more apt to be found where people were living in very close quarters 
and where sanitary conditions were poor an effort has been made to 
improve housing conditions.

When the doctors discovered the bovine tubercule bacillus was 
causing a large percentage of childhood, gland and bone tuberculosis, 
campaigns to eliminate tuberculous cattle and to safeguard milk 
supplies became the successful projects of the public health workers. 
W ar was waged on the common drinking cup after it was discovered 
to be a carrier of germs. Anti-spit campaigns became popular and 
effective in eliminating another source of infection. And always 
education. Into the schools, into the factories, into all institutions, 
into homes, wherever people were congregated together the educa
tional campaign has been carried on. People have been urged to be 
on the lookout for the early symptoms of tuberculosis and to prevent 
the disease by being examined periodically, whether they were har
boring this bacillus which can cause so much misery and suffering, 
could be determined by a complete physical examination. Hygenic 
living has been made more popular. Windows have been opened, 
sneezes have been covered, sunshine has been sought and much 
discussion about calcium, vitamines and other food properties has 
taken place. Talks, lectures, moving pictures, and printed literature 
have all been necessary in carrying these vital truths to the people
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who would prevent tuberculosis from endangering their lives and 
happiness.

We are encouraged to learn through such publications as, Dr. 
Dublin’s “Health and Wealth” and articles such as “Good-Bye T. B.” 
in a January number of the Literary Digest that the public health 
and anti-tuberculosis campaigns have justified themselves and are 
proving worth while. We can just imagine the children of the future 
listening to a modern fairy tale of “How the Terrible White Plague 
was Banished from this Earth.” They will listen to the story of 
how as long ago as people could remember or even read about there 
had been a horrible Evil Monster called the White Plague, who 
menanced the happiness of everyone on this earth and caused untold 
grief and suffering. This Monster was responsible for taking a 
huge toll of lives every year, becoming bolder and bolder until 
he finally boasted he was king among all causes of death and his 
victims numbered into hundreds of thousands. For years and years 
ineffectual attempts had been made to find his habitat and to wage 
war again him, but it was not until 1882 that the first real blow was 
struck. Then one doctor, braver than the rest, learned more about 
the enemy and his habits, a discovery that brought light and hope 
to the whole world.

Encouraged by his success, a small army advanced against the 
foe endeavoring to find some specific way to cause his death, but 
as untiring and dauntless as their efforts were these knights 
found themselves helpless before the enemy. These first earnest 
knights in the health crusade although unsuccessful in finding 
a direct method of slaying the Evil One, did learn he could not exist 
long where certain helpful good spirits abounded. They discovered 
he could most successfully be fought by the good spirits, of sunshine, 
fresh air, rest, good nutritious food and a contented mind. Even 
those who had already been touched by his sinister hand could be 
pulled from his clutches if they allowed the good spirits free play, 
and children who grew up with these spirits as daily companions 
kept the enemy well at bay all their lives. So this health army deter
mined that everywhere everyone, old and young, should be told to 
encourage the good spirits to dwell with and help them. It was im
possible to reach all the people they wished to with so small a band, 
so a call for more volunteers was sent out. Others not so well 
trained as the first health crusaders joined this public health army 
and all leagued together to seek out and destroy the White Plague.
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They built fortresses where the good spirits, rest, sunlight, fresh air, 
good food and happiness were imprisoned and into these fortresses 
they tried to place all those who had been touched by the Evil Spirit. 
Here they remained until every vestige of his influence had gone 
and they were well and able to work and play again. Day by day 
this health army grew stronger, children and grown up people all 
working together to make the good spirits stronger and more power
ful than the Evil One. They brought the good spirits into homes, 
school rooms and factories as well as into the special fortresses. 
Each member tried to clear the way for the good spirits to work and 
the gospel of right living was spread until the monster was driven 
back and became less powerful every year.

Finally the army grew so great and powerful the Evil Monster 
retreated and disappeared from the land forever and so the fairy 
tale will end—“the good spirits lived on happily forever and ever.”

The outlook is favorable. It does seem a fight worth while, for 
much has been accomplished. But we who are on the inside know it 
is far from being ended right now in 1929. Recent statistical 
studies show tuberculosis is still first in taking the lives of those 
between the ages of 15 and 40. This needless toll of lives could be 
prevented if proper methods were employed. Most of them could 
be prevented if this very knowledge now at our disposal could be put 
into actual practice. There is still much to be done before enthusiastic 
tuberculosis workers can sit back complacently and review a job well 
done; but with the hope of Dr. Dublin’s prophecy being fulfilled, it 
behooves everyone now enrolled in this public health army to go at 
their work with increased vigor and determination until tuberculosis 
is actually put down in statistical records as a minor cause of deaths.



TEN YEARS OF VOCATIONAL REHABILITATION 
IN MINNESOTA*

OSCAR M. SULLIVAN

Director of Re-education of Disabled Persons, Minnesota Depart
ment of Education, St. Paul, Minnesota

In one of Wells’s novels of a few years ago a character says in 
substance: “I am afraid the world is full of crippled and driven lives. 
They’re hungry and afraid. What chance of seeing beauty have such 
people anywhere ?—You can’t see beauty with miserable eyes. Beauty 
does not make happiness, it only comes to the happy.”

Because the right to happiness is traditionally one which should 
belong to every American, we in Minnesota began to take thought 
of this situation more than ten years ago. We resolved to know 
the truth about the disabled citizen and how far he could be rescued 
from the paralysis of idleness and the blight of misery. At the re
quest of the then Commissioner of Labor, John P. Gardiner, a 
man of rare kindliness and sincerity, the Governor in 1918 appointed 
a Commission to make an intensive study of what was becoming of 
the workers who suffered serious injuries and how those fared who 
sought to get along despite physical handicaps. There were seven on 
the Commission, the most noted of whom was the late Dr. A. J. Gil
lette, a man who had devoted his life to the physical restoration of 
the crippled, both child and adult. Other members were E. M. Phil
lips, State Director of Vocational Education; John O’Donnell, a for
mer State Commissioner of Labor; A. G. Bainbridge, sr., Frank 
Lilygren, and Frank Pampush. The present speaker had the honor 
of being chairman. Michael Dowling was absent from the State on 
war work at the time, or he would undoubtedly have been a member. 
As a result of the Commission’s recommendations the legislature in 
April, 1919, passed a law establishing the present division for the

♦Read before the 8th Annual Meeting of the International Society for Crijpled 
Children, Minneapolis, Minn., 1929.
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re-education and placement of persons disabled in industry or other
wise. The division began activities July 1, 1919, so that by July of 
the present year a full ten years of active work in the vocational 
rehabilitation of the disabled will have been carried through. The 
great bulk of the activity of the division has been concerned with that 
most permanent form of rehabilitation, conferring of earning power 
through vocational training.

The story of the ten years will stand out most vividly if one 
typical instance of a rehabilitated person is taken for each year. Each 
of these stands for from one hundred to two hundred others who 
have had similar benefits conferred upon them. The instances cited 
cover widely varying types of disability, workingmen who have lost 
arms or legs in industry, blind men who are the victims of disease, 
young people who have been stricken with infantile paralysis. They 
range in their new occupations from such trades as shoe repair and 
watch repair to such professions as teacher and public reader.

As the first of these witnesses to the rehabilitation work let us 
summon F. T., who was the twenty-fourth applicant to be placed in 
training by the division in 1919. At that time he was twenty-seven 
years old and had seen active service in the World War, coming 
through it all unscathed. He had resumed his civil employment of 
pressman and then came disaster swift and seemingly irreparable. 
His left hand was caught in a rotary printing press with the result 
that four fingers and a portion of the palm were crushed and had to 
be removed. Continuance in the trade in which he had skilled him
self was impossible. As a one-handed man a black industrial future 
loomed before him. Although his usefulness for a manual line 
seemed to be destroyed, yet it did not seem to be possible to make 
a professional or clerical worker out of him since he had only a 
common school education. To offset the limited education, how
ever, he had a good appearance and a high grade intelligence. As 
a first step the division called attention to the fact that under the 
compensation law he should be fitted with an appliance to supple
ment his maimed hand. Accordingly the insurance company provided 
a portion of an artificial hand with the fingers curved so that he could 
readily oppose the thumb to them and not only employ it to improve 
his appearance but make it useful in carrying things. After some 
try-out training in commercial lines the division succeeded in placing 
him temporarily with the State Department of Labor as a filing clerk. 
It supplemented this placement with additional clerical training and
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also a partial law course, planning that the young man should take 
the examination for state factory inspector in order that he might 
have greater opportunity to use his technical knowledge. He suc
ceeded in passing the examination and received the appointment. He 
has continued to hold this position ever since and is considered among 
the most efficient on the staff. At the time of his injury he was earn
ing $27 a week. His salary at the present time is $175 a month.

As a representative of the second year of the work I will present 
C. T., a railroad brakeman 35 years of age, a married man with four 
children. A year previous he had fallen between the cars and suffered 
a back injury which resulted in partial paralysis of the left leg and 
left arm. He had had one year of high school and on this account 
we considered him suitable for training in bookkeeping. Fortunately 
it was not necessary to bring him to any of the larger centers for 
training, as the city in which he lived had a business college. The 
division gave him a thorough course of training in bookkeeping and at 
the completion of his course he was placed as a bookkeeper at $35 a 
week. He was quick to express his appreciation, writing to the di
vision as follows: “I wish to say that if it were not for the months 
of training I spent at our business college through the great work 
of your department, I don’t know what I could have done in the way 
of making a living.” The following year he ran for county treasurer 
and was elected. At that time he wrote to the division: “The good 
education I received through your department made it possible for 
me to be able to feel that I was qualified for this position and went 
a long way in helping me in my campaign.”

The third witness called before you it is more difficult to classify 
with respect to the year to which his rehabilitation should be charged. 
He was the seventh person placed in training by the division, but 
the case was re-opened and additional training allowed several times. 
At certain stages in his history the outlook seemed hopeless, but at 
the present time his achievement can be pronounced wonderful and 
the outlook for the future still more roseate. When he applied to the 
division he was 22 years old and had been trying to get a scientific 
education with the thought of making his way by his intelligence. In 
appearance he was most unattractive. He had suffered an injury to 
the brain centers at birth and had impaired control of all members as 
well as a general excitability which at times interfered with his speech. 
Technically he would be called an athetoid case. Due to his great 
persistence he had managed to get as far as the senior year at the
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University, but on account of his father’s death there appeared to be 
no way for him to complete his course. The division assumed the re
sponsibility and encouraged him to qualify for several vocational ob
jectives as it realized that his chance of fitting into any vocation at 
all was desperate. He made himself especially proficient in chem
istry, geology and library work. When he graduated a futile attempt 
was made to place him in positions in commercial chemistry. It was 
evident that he could not yet succeed in getting a position in the 
economic world. Accordingly he took a year of graduate work at 
the University again with the assistance of the division and at the 
close of this year was given a small position as librarian in the de
partment of geology. His income was probably about $600 a year. 
Later he became curator of the geological museum and was raised 
to $720 a year. He held this position until he received an offer from 
Princeton to take charge of the scientific library there at about $1,100. 
He was in grave doubt whether to take the risk and asked the advice 
of those in the division who had been supervising him. He was urged 
to take the chance and did so. The result has exceeded all expecta
tions. He not only made good in the Princeton position, received 
frequent promotions and made many interesting and valuable ac
quaintances among prominent young men of the East, but was given 
a suggestion which is leading him into a life work that may be fruit
ful in results both to himself and to others. Desiring to improve his 
physical condition he went to one of the leading specialists of the 
country at Johns Hopkins. This doctor became so interested in him 
that he told him he should become an expert in forced muscle re
education of athetoid and spastic cases and offered him enough money 
so that he could spend a year at the Yale School of Medicine. This our 
client accepted. When he called at our office last summer he had 
completed the second year of his medical education and intended to 
go on until he received a degree. He was greatly improved in ap
pearance and in control of himself. The continuance of his studies 
for two years more is assured. He is already engaged in some far- 
reaching researches to throw added light on the cause of athetoid and 
spastic conditions. It seems probable that the intervention of the 
Division of Re-education in this man’s life has been responsible not 
only for directing him into a congenial and lucrative vocation but in 
helping along an original mind that will make a great contribution 
to the physical rehabilitation of countless numbers of others.

To symbolize the work of the fourth year it is fitting that the di-
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vision should present one of its women rehabilitants, for women are 
among the beneficiaries of the law as well as men. At the time when 
she made application J. N. was 20 years of age and had a left arm 
that had been rendered almost useless by infantile paralysis. Her 
schooling had carried her through the first year in high school. She 
had never been employed in any capacity. The division gave her 
training as a comptometer operator and training in bookkeeping with 
allied commercial branches. She was found to be nervous and back
ward when she first started the course but gradually gained confi
dence and completed her work at the end of ten months. After some 
delay she secured a bookkeeping position at $14 a week. Later she 
was employed in a clerical and bookkeeping capacity by a commercial 
circulating library. She soon saw the possibilities in this line and 
found a way of establishing a circulating library of her own. She 
succeeded so well that she afterwards opened a second circulating 
library in another building. She allows herself a monthly salary out 
of her receipts and applies the rest on the capital account.

As an example of the work done in the fifth year we shall cite 
G. K., who illustrates in this story many of the correlations in the 
rehabilitation work. G. K. was 30 years old, had a wife and two 
children and was satisfactorily employed as a motorman for the Twin 
City street car lines. He was earning $160 a month, probably looked 
forward to continuing at that for the remainder of his life. In edu
cation he had not gone beyond the fifth grade. Then in a street car 
collision he suffered one of the worst accidents that can befall a man 
—the loss of both legs. He had sufficient vitality to rally from the 
physical calamity that had befallen him and a year later came to the 
Division of Re-education for vocational readjustment. Under our 
workmen’s compensation act the duty of providing artificial members 
fell upon the employer. G. K. had adapted himself so that he could 
get around well. The division gave him employment training in shoe 
repair for six months and again a special provision of our compen
sation act was called into play and the man was given special com
pensation at $18 per week during this period to cover his living ex
penses so that none of his compensation for his permanent loss was 
used up during the time in training. When his course was completed 
he did not look for employment but undertook to find a shoe repair 
business of his own. He located an opportunity in a nearby town 
which would take $3,500 to finance. Through cooperation between 
the Division of Re-education and the Industrial Commission an as-
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sistant director of the division made a thorough investigation of the 
proposed investment and on the division’s recommendation the In
dustrial Commission allowed a lump sum from the man’s compen
sation. The venture has been a great success. The shop does con
siderable work in harness repair and auto top repair as well as shoe 
repair. The last report we had was that the monthly receipts average 
about $400.

The trainee who testifies for the sixth year is also a Workmen’s 
Compensation beneficiary. At the age of 23 H. G. was a billing clerk 
in the laboratory of an iron mining company. His duties took him 
into the laboratory itself and involved occasional substitution in the 
laboratory work. One day in operating an ore sample crusher both 
his hands were caught and he suffered the entire loss of his right 
hand and practically all of the fingers of the left, a disability which 
creates an almost insurmountable vocational handicap. As he was a 
single man the division considered possible a long period of training, 
and as he was a high school graduate a profession was in the range of 
attainment. It was evident that the only thing for which he could 
qualify would be something where intellect was at a premium. Ac
cordingly the division gave him training at the University with the 
idea of making a high school teacher of him, an idea that would have 
been chimerical in many another case but which had some elements 
of feasibility here. The young man was equipped with an artificial 
hand under the provision of the compensation act and learned to 
write with it very legibly. His compensation supplied his mainte
nance while he was taking the course. He made a good record at the 
University and after graduation was placed as a teacher of history 
and social science at a salary of $165 a month. He has proved to be 
a continued success in his vocation.

The story of the seventh witness is a story of victory over the 
greatest handicap of all—the loss of eyesight. W. G. was 17 years 
old when a progressive disease brought total blindness upon him. He 
struggled with varying success to make himself a wage earner in spite 
of the odds, but could not make much headway until at the age of 30 
he applied to the division for its assistance. At that time a certain 
amount of deafness had been added to his blindness. His plea for 
training as a public reader sounded almost preposterous. It was only 
because certain religious interests had taken a concern about him and 
the division felt that in any event a niche might be found for him in 
that sort of work that any consideration was given to his request.



t  »v?

374 Vocational Rehabilitation

Finally a trial year of instruction was agreed upon. He made good 
so brilliantly in that year that two additional years were given him 
in order that he might have a diploma. His career since that time 
has been one of artistic triumph and of economic satisfaction. In 
February, 1928, he wrote: “As I travel about our great cities giving 
recitals I often think of you and the part you have played in my suc
cess. Now that I am making my second tour of the East and filling 
several return engagements in Philadelphia and New York City I sup
pose I have been doing some special thinking. . . . Last fall I toured 
seven or eight States in the Middle West. . . . I now enjoy a manager 
who is a college graduate. I travel winter and summer in my own 
car. . . . With my total blindness and my defective hearing and my 
lack of funds during my school career it did not make a very easy 
struggle, but today I am as happy as any man living.”

The type we have chosen for the eighth year is an infantile pa
ralysis victim, G. B., age 17, for whom everything in the way of 
physical restoration had already been done by our excellent Gillette 
Hospital. He was improved enough that he could get around by 
means of braces and crutches. He was 17 years old at the time he 
came to the attention of the division and had completed the seventh 
grade. He lived far away from the large cities and his people did 
not have the means to maintain him at any school. The division 
planned a course of employment training in watch repair for him 
in a town in his own section of the state and the Child Welfare Board 
and the Rotary Club arranged for his maintenance. It was not an 
easy training case. The boy’s long period of disability had kept him 
from developing the mental tone that is necessary to make the perse
verance required for learning a trade. Several different employers 
had to be tried as the source for the training. Much more attention 
and much more patience were demanded than for the average client. 
Nevertheless the result fully justified the outlay. Eventually the boy 
became steadier and acquired the needed skill. Then came the proof. 
On getting his first job he wrote this exuberant letter: “About time 
I was letting you hear the good news. I landed a job here as watch 
maker March 2. Have been working ever since. I am getting 
$18.50 a week now with a promised raise as soon as work picks up. 
I am glad I have a job and don’t  need any more help from the State 
but I want to thank you a million times for all you have done for me. 
There isn’t any watch made that I can’t fix.” At the present time he 
is employed in one of the cities as a watch maker at $25 a week.
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The rehabilitant who appears for the ninth year presents an in
stance of the value of occupational therapy work as well as vocational 
training. A. B. is a Russian of the intellectual class who had come 
to the United States because of the disturbed conditions in his coun
try. He holds a university degree and was well trained in the voca
tion of forestry. At the age of 33 a condition due to disease made it 
necessary that his right leg be amputated some distance above the 
knee. The misfortune plunged him into the depths of despondency. 
Fortunately for him, however, he was in a hospital where occupa
tional therapy was available. Gradually as a result of this work he 
was brought into a more hopeful frame of mind. The occupational 
therapy aide discovered that he had a talent for plastic art and this 
indicated the line that his rehabilitation should take. Building on this 
foundation the division placed him in employment training with a firm 
of architectural sculptors. He continued to show marked talent and 
on completion of training was taken into their employ by the estab
lishment. He was soon earning $30 a week and has the prospect of 
much greater earnings as his experience increases.

As the final witness, the witness for the tenth year, -it is fitting 
that on this occasion we should cite one who illustrates the coopera
tion between the crippled children work and the rehabilitation work.
A. N. is a girl who had suffered from infantile paralysis and was 
given treatment at Gillette State Hospital for crippled children. This 
improved her ability to walk and get about without very noticeable 
lameness. She was 20 years old when Miss McGregor called the di
vision’s attention to her and requested us to take up her vocational 
training, suggesting a music course at the University, specializing in 
the violin. The arrangement was made and the usual two years were 
allowed. At the end of that time the girl had made a brilliant record. 
The Division of Re-education and the Gillette Hospital united in re
questing the Board of Regents to allow a scholarship for this girl. 
The petition was granted so that another cooperating force was 
brought into play. The training has continued and although the girl 
has not yet graduated we feel warranted from the evidence of what 
she has already accomplished and the earnings she has already made, 
in considering it among our most successful cases.

Ten years, a decade, a tenth part of a century, what the ancient 
Romans would have called two lustra, and from blind indifference to 
the fate of the cripple in society the idea of rehabilitation has become 
a settled part of State policy. The future must see it expanded until
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it becomes even more widely helpful. On the economic basis the 
earnings of the rehabilitated would amount to millions. More than 
a thousand have been completely restored to earning capacity. Many 
thousands have received inspiration and help. The measure of the 
work must transcend anything that is merely in economic terms. It 
has made contented citizens, it has produced soundly functioning 
lives. A group who were neglected, bitter, and miserable have been 
transformed, have been made, to use the words of the poet Masefield, 
“proud to belong to the old proud pageant of man.”
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THE EMPLOYER AND THE DISABLED EMPLOYEE*

C. K. BOYER

Consolidated Water Power and Paper Company, Appleton, Wisconsin

Industry has been so busy trying to prevent crippling employees 
that the matter of providing work for those already incapacitated to 
some degree has been given only secondary consideration. Tumbling 
log piles, keen murderous saws, steaming hot high speed drying cyl
inders and razor edged paper cutters demand nimble and wide awake 
operators. Tanks full of suffocating acids, digesters full of boiling 
corrosive alkalies, and pipe lines ready to deluge the air with pale 
green chlorine gas discourage any but the brave and very fittest in 
limb, sight, hearing and smell. Modern industry moves at a rapid 
pace amid complicated mechanical and chemical equipment which de
mands workers who are active and very fit for their duties. Hence, 
the average employer is loath to assume the burden of partially dis
abled employees except in extreme cases.

However, crippled or partially incapacitated men and women are 
part of our industrial society, must be supported by this economic 
fabric and hence must be considered in industrial management. In 
this consideration, the employer faces three possible groups of crip
pled workers. The first which is nearest to his immediate interests 
includes those workers who have been injured in his own employ
ment. The second includes those who have been injured somewhere 
else. The third includes those who suffered partial disability from 
birth or else become so handicapped later through disease or personal 
injury.

The first two groups are covered to some extent by Industrial 
Compensation in practically every modem commonwealth. Such 
compensation aims to compel every industry to care for its own tem
porary injuries and also to provide sufficient funds to help rehabili-

*Read before the Annual Meeting of the International Society for Crippled
Children, Minneapolis, Minnesota, March, 1929.
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tate the worker where more serious injury is suffered. Every fair 
minded employer now recognizes the economic wisdom of such com
pensation laws and also admits the moral responsibility to aid seri
ously injured workers to battle their way back to a non-charitable 
livelihood. For crippled workers of industry, just like broken vet
erans of the World War, if turned adrift without regard to this hu
man and moral side, become dangerous malcontents and leaders of 
the race old grudge against soulless corporations. The cheap tin pan 
reformer points with unholy satisfaction at the bitter contrast be
tween the rich stockholder gliding along the street in his gleaming 
sedan and the blind beggar, who having lost God’s richest gift in the 
former’s factory, now gathers a few charity pennies at the street 
corner. Neither management nor owners of industry can dare per
mit from the standpoint of “good business” such comparisons to be
come possible. For industry must pay the bill for its cripples in some 
way or another. Why not adopt the policy throughout organized in
dustry that not only will compensation be met cheerfully but that re
habilitation will be charged into costs and the job done right?

This would be the ideal, but we all know that ideals are seldom 
achieved and always require difficult measures. Our company has 
tried to rehabilitate its few crippled workers but has found various 
obstacles in its path. A common difficulty is the suspicion in the 
mind of the injured worker that he is not going to get a square deal. 
Aided by well meaning but over greedy friends, he is advised to see 
a lawyer lest he does not get enough compensation. This advice, de
spite the fact that an injured worker’s best counsel is the Industrial 
Commission itself and despite the fact that our Company rarely ap
pears with a legal adviser at Commission hearings. For we feel that 
such legal presence creates an unnecessary atmosphere for all parties. 
The result is that the case drags along, we pay our full compensation, 
the man wastes part of his receipts in rather unnecessary lawyers’ 
and outside doctors’ fees and acquires a frame of mind which makes 
it impossible for us to provide any kind of work for him.

One specific case is that of a man injured through pulp hurting his 
foot. After a period of treatment our surgeons, the very best the 
community could furnish, pronounced the man recovered so far as 
they could determine unless he actually exercised his muscles. How
ever, the man demanded, in view of his personal advisers, a soft job 
with high pay. We did our best to give him such work as we could 
but he sought other doctors and lawyers and developed a very an
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tagonistic frame of mind. We sent him to surgical specialists and 
spent more money than the Industrial Commission had awarded 
and still the man’s attitude blocked our efforts. Finally, we had to 
drop the man from our consideration entirely.

Another case is that of a man who claimed to have suffered a dis
abling injury in our employ. The man had worked for us for many 
years. Hence we gave the case very serious attention but became 
convinced that the man had not suffered any injury in our employ 
but did suffer from a blood disease of disabling nature. This we ex
plained to the old fellow and at once began to work out a voluntary 
pension scheme for him because of his past services. We had just 
completed our plans and the first pension check was about to be given 
the man when we received notice of a hearing before the Industrial 
Commission. We appeared at the hearing without legal counsel as 
usual and the complainant, backed by his two witnesses, swore that 
he had been off work due to injury on dates which his cancelled 
pay checks clearly proved was perjury. In fact, he had not lost any 
time within nine months of supposed injury.

Naturally, we could not even carry out our pension plan for him 
after such evident mistrust and deliberate attempt on the part of his 
advisers to obtain compensation by false claims.

Another case is typical of another phase. A fall caused injury to 
a workman’s heart. After lengthy treatment our surgeons pronounced 
the man cured. The man remained moody and mentally unfit to some 
extent. Further counsel with the Industrial Commission was held 
and the man was sent for observation and treatment to our State 
Hospital for such cases. The staff there could find no trouble with 
the man except that the man “thought he was mentally unfit.” He was 
discharged by the State Staff and returned to work. Gradually the 
man slipped further into a state of mental depression and has re
mained a difficult case simply because he thinks he is still hurt. Here 
we find a case of originally low mental capacity with little educational 
advantages plus an injury with very difficult results to handle despite 
our best efforts.

Fortunately our efforts to rehabilitate our few injured workers 
have not all been wasted. Most of them have succeeded. One man 
received a back injury many years ago. After lengthy treatment he 
was able to sit up and face life over again. A knitting machine was 
purchased for him and the man began to knit stockings for sale. He 
gradually recovered more of his physical powers and a few years
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later a small car was given him to use for delivering his orders. He 
has been helped in others ways but has become largely self support
ing and at least has not become a bitter malcontent.

Another case started with a leg injury which caused partial paraly
sis. The man got the best treatment which we could procure for him 
and recovered use of his leg to a large degree. He liked horses nat
urally and the Company made it possible for him to own a team. 
From this start the man has developed an independent teaming busi
ness which has made him more than self supporting.

Still another case is that of a young man who lost his arm through 
disobedience to one of our safety rules. The young chap had not had 
much education but still had sparks of ambition. He faced life with 
only one arm. Manual labor was largely barred to him. In con
junction with our Industrial Commission a plan was worked out 
whereby the man was sent to a business college and given commercial 
training. He was shy, conscious of his physical loss and had to be 
encouraged to fight his way out of the gloom. He made good and 
now is making more money in clerical work than he would have been 
if at his former work.

One final case is typical of how we shift injured employees in our 
own force to provide future work. A steel worker was injured and 
incapacitated for further work high in the air. He was naturally a 
bright chap, fairly well educated in common school branches and 
cheerfully told us he would take any work we would give him. We 
made a temporary place at office work for him at $85.00 per month. A 
very short time later he had won for himself a permanent place in 
our office staff at $125.00 per month. Of course these latter cases 
cited are the ones that encourage us to tackle every crippled case with 
our best resources in our endeavor to restore them to the ranks of 
cheery permanent workers.

The second class of crippled workers, those who have been in
jured in the employ of some one else, brings up still more difficulties. 
We, like every employer, must face keen competition. And competi
tion can only be met with a highly efficient organization composed of 
fit employees and modern equipment. Only a certain number of 
physically handicapped workers can be absorbed both because of 
effect on efficiency and also because such workers can be placed only 
in a very few carefully chosen jobs. Most of our work requires 
nimble feet and a peg leg bars a man. Materials and machinery gen
erally take two handed operation. A man with only one eye be-

\
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comes a dangerous liability to himself and every one else if that one 
good eye gets a speck of dust in it at a critical time or in a difficult 
place. Deaf men must have some one else warn them of moving cars 
or hissing steam.

Added to these physical limitations there is the psychological 
effects of a crippled worker’s presence. Such a worker must have 
his work peculiarly suited to his needs. This makes him an object 
of particular care to his employer. Immediately his fellow workers 
are too prone to talk of “soft jobs” for “company pets” and regulate 
their own rate of work by the pace set by this cripple. This state
ment may seem pessimistic and harsh but workers do react as stated. 
This is not true so much if the worker has been injured in the same 
plant but where he finds work in a new place the new mental attitude 
toward him and the employer may not be conducive to his pleasure 
or to the employer’s standards of efficiency.

Another obstacle, now somewhat removed by amendments to some 
Compensation Laws, is that of a change from partial to total disa
bility through second injury. Thus a worker might lose one hand 
in the first place of employment. A new employer faced the possi
bility that the man might lose his remaining hand and hence become 
a case of total disability with attendant high compensation. Wiscon
sin has corrected this possibility to some extent by providing extra 
compensation from a special fund built up from the worker’s original 
injury. Other compensation laws might well be revised so as to re
move this heavy liability from the pathway of employers of workers 
already crippled elsewhere.

The last group of possible workers is made up of those suffering 
congenital or disease-acquired disabilities. These cripples in many 
cases suffered partial disability from birth and must first be trained 
to work. Their muscles and minds must first be coordinated before 
even thought of working in a public industry can be planned for them. 
Many have been permitted to become rather mature in years before 
any attempt is made to engage them in industry. Such become very 
difficult cases for any employer to handle.

In the first place we must train these cripples what to do and how 
to do it. A whole new social and psychological world must be built 
around such individuals with care, patience and with the support and 
aid of every governmental and public spirited means at hand. As we 
know some states are helping in this matter by establishing special 
schools in key communities which reach out through clinics to find
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these various cases and then furnish corrective physical and mental 
training for the unfortunates.

But such training schools do not end the matter. Before these 
cases are actually self supporting these people must be given remun
erative work by industry. This means that suitable work must be 
discovered. Only a few such places can be found in most industrial 
plants. It means also that the employer must take added precaution 
to care for these crippled workers. He alone must assume entire 
legal responsibility for the worker’s health and safety no matter what 
otherwise extenuating circumstances there may exist. The Indus
trial Commission cannot release the employer from any liability. Such 
a legal and economic risk is not lightly underwritten by the average 
employer. Nor can we criticize any employer for not accepting such 
responsibility. For our Compensation Laws which were written and 
developed to protect the fit and healthy worker came into being for 
the most part before we thought much about putting into industry 
crippled cases which were simply objects of charity until recently. 
Such being the case our laws must be revised with special provisions 
made to cover special cases where the employer is working with the 
Industrial Commissions and other Welfare Organizations to reclaim 
congenitally disabled cases. In short our present Compensation Laws 
frighten possible employers from taking crippled cases not of their 
own making and should be changed to encourage such practice to 
every degree possible.

One of our own cases may emphasize this point. Years ago a boy 
with crippled limbs and mind was born into the home of one of our 
employees. Passing years did not straighten the bent limbs nor 
crooked mind. Rather the latter absorbed more crookedness until 
the parents were almost distracted. The case was finally taken over 
by our President. His own specialist in a distant city straightened 
out the bent and twisted limbs so far as possible. The young man 
was then put to work at one of our mills under very careful guidance 
of the mill manager himself. Janitor work was provided and care 
taken to guard the man from undue excitement or hazardous work. 
However, the Company realized that in case this man is injured 
whether because of our negligence or else because of his own physical 
or mental inadequateness, the entire economic responsibility must be 
assumed by ourselves. The chances are that in case of injury the 
company officers despite their conscientious efforts to make the man
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self supporting would be criticized bitterly and ignorantly both by 
their employees and more especially by the public.

Only a steady persistent education of the public to appreciate the 
difficult and complicated task of reclaiming cripples will persuade 
possible employers to take this unpleasant responsibility of hiring 
such people. Also the Industrial Commissions should be empowered, 
where such cases had been examined by them previous to employ
ment, to use their own just and reasonable authority in assessing 
compensation in case the employer was not at fault. For why should 
any employer, who in a public spirited way, is trying to turn a former 
public charge into a public asset be made to assume full accounta
bility in case injury results in spite of his wisest safeguards? To do 
so is to set up a possible penalty for a conscientious attempt to render 
the public both an economic and a social service.

This short discussion of a serious economic and social problem 
must lead us to a few brief conclusions:—

1. Every employer must feel his economic and moral responsi
bility to aid in the rehabilitation of his injured employee with the as
surance that his efforts will be for the most part successful.

2. In reference to rehabilitation of cripples from other sources 
every state and community force must work with the possible em
ployer in training, educating and rebuilding these cases into self sup
porting workers even to the extent that such employer does not have 
to carry the entire economic risk for such cases.

X



HOW FAR SHOULD PUBLIC SOCIAL SERVICE 
BE EXPANDED?*

MAJOR C. S. FORD

Commissioner, Social Service Department,
City of Ottawa, Canada

The question “How Far Should Public Social Service be Ex
panded” is good and timely, but difficult to answer. Before attempt
ing to, we must consider how far we have gone, bearing in mind that 
the expansion of social service in the last decade has been greater 
than of any public service; that a few hundred trained workers 
have grown to many thousands. Under these circumstances, the 
subject of the paper is timely in that we should take stock and see 
what we are doing in both public and private social service.

A few years ago we talked of charity, but now quite wisely 
we call it Social Service, which is a much broader term and implies 
the attempt to rehabilitate, to readjust and encourage the initiative 
in all cases and in some, the giving of material relief. The vital 
cause of this change was the realization that industrial and economic 
conditions generally demanded a reserve of labor and that it was 
manifestly unfair to call their maintenance during periods of en
forced idleness by the name of Charity. Since the change, we have 
gone far in public social service. Taking what is given to a child 
bom in poor circumstances in life, we find the Province and 
Municipality provide free of cost, prenatal and postnatal care, hos
pitalization, public schools, free employment offices, Workmen’s 
Compensation, old age pensions, and if found necessary, material re
lief. Is there necessity for expansion? Unemployment insurance 
would be advantageous, but only as insurance, not as the dole, which 
takes man from manhood.

There is much to be said for the proposition of carrying public

* Read before the National Conference of Social Work, San Francisco, Cali
fornia, June, 1929.

384



C. S. Ford 385

social service to the utmost degree, that is, that all social service 
activities should be under the direct administration of and financed 
by the State, the money required for this purpose being collected by 
direct taxation from the charitable and the uncharitable alike, though 
I rather imagine the general public would be surprised at the amount 
that would be required to replace that now given privately. There 
are objections to this scheme; one being that many years ago the 
Carpenter of Nazareth gave His Divine blessing to Charity, the sym
pathy of man for his fellow man. Are we to disregard that mandate? 
I think that most of you will agree that we cannot, neither would it 
be for the well-being of the world in general. That would seem a 
conclusive argument, but there is another; how far would politics 
enter into this administration ? That there would be many politicians 
and would be politicians try to use such public social service to their 
own ends, is undoubted. Under complete administration by the State 
it would be almost impossible to avoid it and you and I know that 
once politics of any kind whatever, are allowed to creep into social 
service, whether public or private, their pernicious effect is immedi
ately detrimental and if allowed to continue will eventually kill phil
anthropic effort and efficiency. There would be the further danger 
that many people knowing it to be a State function, would try to 
impose on it believing they were justified in trying to get anything 
possible out of the State. Fnally, there would be the danger of the 
work becoming quite mechanical, losing that human touch which is 
so essential in this work.

Almost the opposite of this is the Community Chest System, 
which is sponsored by many public spirited citizens and by the ma
jority of the professional social service workers. There was an 
undoubted need for the introduction of this system in many cities 
where more efficient and better organized efforts were necessary. It 
places control of social service activities in the hands of a private 
organization, which should be free from political interference. From 
the financial point of view, it does not attempt to discontinue use of 
Provincial and Municipal grants nor in some cases does it do away 
with civic administration. It is obvious that all of us professional 
or unprofessional workers in the social service world are endeavor
ing to find the best solution of the many problems in our work, and it 
must be borne in mind that with all the growth of social service, we 
are still in the experimental stage.

From the foregoing, the following questions arise—will the ex-
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pansion of the Community Chest plan decrease the amount of public 
social service? Will the cost to the State be decreased? Will there 
be whole-hearted cooperative effort between the State and private 
organizations? From these questions it is obvious that I also am 
searching for more information on the matter.

If I may take a few minutes of your time it may be of interest to 
you to hear our present system in Ottawa. Hospitals and institu
tions receive a per diem, per capita grant from Province and Munic
ipality, and most of the other social agencies a straight grant. Where 
the grants are insufficient to cover expenditure, a public appeal is 
made for funds, through the Press, by personal canvass and by tag 
days and I am glad to be able to state that the public response has 
been so generous that it has been rare not to achieve the objective 
set. In connection with material relief, while a certain amount is 
given by the churches and other organizations, the bulk is from the 
Municipality. Investigations regarding residence and indigency of 
persons in hospitals or institutions are carried out by the city. In
vestigations regarding those who apply for material relief are carried 
out by an independent organization, the Ottawa Welfare Bureau, 
who have a trained and efficient staff and it is on their recommenda
tions that relief is given. For this service the city gives a reasonably 
large annual grant and the service rendered is well worth it. This 
Bureau also conducts the Social Service Exchange and it has been 
found that this decentralization of relief and centralization of con
trol, works very satisfactorily. Relief orders are issued specifying 
the varieties of foodstuffs the applicant may receive and the grocers 
concerned are bonded to insure that only such articles as are listed 
may be given. The exact amount which should be given to each per
son or family is worked out scientifically with due regard to suffi
cient nourishment. By far our heaviest period is in the winter 
months as owing to climatic conditions not only is there considerable 
unemployment, but the need for provisions of fuel, and the amount 
of that item is one third of the total.

Beginning the year 1929 the following experiment is being tried 
out by two churches: That the churches of the city cooperate with 
the City Social Service Department on a 50 per cent, basis; that is, 
the churches investigate all their cases and recommend to the Depart
ment the provision of food and fuel, this recommendation being ac
cepted and the relief sent, the church being billed at the end of the
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month with half the cost of the relief sent. So far it has worked out 
quite satisfactorily and there has been a reduction in cost to both.

I am afraid I have rather digressed from my subject, though my 
object was to show you a system which seems to be between the two 
first mentioned.

If, after taking stock and not before, we consider that public 
social service should be expanded, I would recommend for your 
serious consideration in this connection, the problem of unemploy
ment and under-employment, two problems which are the direct cause 
of much of our social service work. The dread specter of unem
ployment stalks through the land, ever present with the large num
ber who live on the danger line of poverty and even more present 
with those who, while they are steadily employed, are oppressed by 
the burden of insufficient income, where in some cases the combined 
income of both parents cannot provide a decent living. With in
creasing use of machinery and mechanical devices, not only the un
skilled labor, but many who have earned their living by pen or 
accounts, are being replaced, thus increasing unemployment.

Can the social service world with its very capable thinkers, re
search workers and administrators, with all the weight of public and 
private social service behind it, find some solution of the problem ? 
Why not classify all workers under headings not too stringent, but 
which would give us a comprehensive view on which to work. A 
few of the headings might b e :—Those who are independent; Those 
who are gainfully and permanently employed; Those who are under
employed ; Those who are willing and able to work but unemployed; 
Those unable to be employed; and Those able to work but unwilling. 
From my knowledge of employment, I imagine such a report would 
be illuminating and it would at least give us a basis for argument, 
rather than dealing in generalities. Therefore I believe and state 
again that the expansion of social service, both public and private, 
should be in the field of unemployment.

In all this, we have stressed “What should social service do for 
the individual,” but it should not be overlooked that the individual 
owes a duty to society. Life will only give you what you put into it 
and there are some who do not want to give of their work or anything 
else to enrich life and these necessitate case work extraordinary. 
They take time and thought and what seems to the outsider tedious 
methods. But does this appeal to the public who are taxed to provide 
funds for public social service? I think not as a whole, therefore
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would appear the need for the great work of the private agencies, 
but they should be so co-related and coordinated that they work to
gether in harmony.

In conclusion, let me say that we should be very careful of further 
expansion in public social service. Our expenditures have increased 
greatly during the last decade, and when we take into consideration 
the huge amount collected and expended by private agencies, Com
munity Chests and Financial Federations, do we find the results ade
quate? It must be remembered that our main object is to create self
supporting respectable citizens and not to pauperize by giving too 
freely of funds probably collected in part from those who are on the 
danger line of poverty themselves.



DISEASE AS A FACTOR IN OLD AGE 
DEPENDENCY*

ERNST P. BOAS, M.D.

New York, N. Y.

The problems associated with old age dependency are forcing 
themselves on the consciousness of the community with ever greater 
urgency. This is due, I fear, not to a greater altruism and idealism 
on the part of the public, but rather to the ever increasing number 
of individuals in the older age groups who are compelled to appeal 
to public and private agencies for relief. There are several causes 
at work.

The number of the aged in the United States is steadily increas
ing. This is due in large measure to the progressive lengthening of 
the average span of life. In 1900 4 per cent., in 1920 4.6 per 
cent, of the population were over 65 years of age. It is estimated 
that when the population becomes stabilized according to its existing 
powers of reproduction and survival fully 9.4 per cent, will fall in 
the older age group. In New York State there are 500,000 individ
uals over the age of 65, in New York City 200,000 or 3.3 per cent, 
of the inhabitants. The lower proportion in the city is due largely 
to the diminished death rate and to the large adult immigration. 
Seventy per cent, of them are between 65 and 74, and 25 per cent, 
between 75 and 84.

The second great factor making for increased old age dependency 
is the greatly intensified industrial life of the age. Industry today 
favors the young and shelves the old more than ever before. In 1890, 
74 per cent, of males 65 years and over were gainfully employed; in 
1920 only 60 per cent, were able to earn a living. The Massachu
setts Commission on Pensions found that of 2,800 men 65 years and 
over who were interviewed over one-half were already without any

♦Read before the Twentieth Annual Conference of Social Work, New York, 
N. Y., May, 1929.
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occupation whatever. Of those engaged in manufacturing and me
chanical industries less than one-half had been able to carry on be
yond the age of 65, whereas over 55 per cent, of those occupied in 
agriculture had been able to continue at their work after they were 
75 years and over. Truly has it been said that modern industry has 
little use for the superannuated worker.

A third element which will make itself felt more and more in 
future years is the progressively diminishing birthrate, and the loos
ening of family ties. Many investigations have demonstrated the 
close relationship between old age dependency and lack of family. 
For instance, the Massachusetts Commission found that 100 alms
house inmates had 62 living children, whereas 100 non-dependent 
aged had 260 living offspring. With the tendency to small families, 
the number of the aged needing public support will increase.

Ill health stands out as the major cause of financial dependency 
on relatives, friends, or charity at all age periods. It is conserva
tively estimated that in at least 50 per cent, of families who apply for 
aid, physical disability, either directly or indirectly, is the paramount 
cause for destitution. In the later decades of life ill health because 
of its increasing frequency becomes a still more important factor. 
Careful sickness surveys made by the Metropolitan Life Insurance 
Company in different parts of the country revealed a general con
stant sickness rate of approximately 2 per cent, for all ages. But 
among those 65 years of age and over it was nearly 10 per cent. This 
means that these older individuals lose from 35 to 40 days a year 
because of sickness.

Thus the problem of old age is largely a problem of sickness. 
Even in European countries, where a highly developed old age pen
sion system affords relief during the period of senility, there are 
usually more individuals receiving invalidity pensions than old age 
pensions. Of 3,400 aged almshouse inmates studied in Pennsylvania, 
only 436, or less than 13 per cent, were in sound or fair health; while 
among an equally large group of aged, who were not dependent on 
public or private relief, 64 per cent, were able-bodied. Of 1,500 per
sons in the Jewish homes for the aged in New York City more than 
one-third were infirmary patients, which meant that they were in need 
of some sort of nursing or medical care. About one-half of this 
group were bed-ridden. Many studies reported from different parts 
of the country stamp these figures as representative.

Although death rates have fallen dramatically in recent decades
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and the average expectancy of life at birth is greatly increased, the 
mortality in the later years of life has shown no improvement. As a 
matter of fact because more persons reach old age, the absolute 
number of those afflicted with the diseases of this period of life is 
on the increase.

Fundamental to all of this discussion is to determine what is old 
age, and what are the diseases that follow so closely in its wake. 
Strictly speaking the aged are persons who, as a result of the gradual 
wearing out and enfeeblement of their organs and tissues, are ex
periencing a slow progressive decline of their physical and mental 
faculties, but who within these limits can care for themselves. Un
less one of the vital organs is more particularly affected, there are 
no clear-cut symptoms of disease and there is no complete disable
ment of the human organism. This true aging, or gradual senile 
decay, first becomes manifest as a rule, after the age of three score 
years and ten. While it is true that in some this stage of gentle se
nescence may commence at an earlier period, this is a distinct excep
tion, for most of the disabilities of the sixth and seventh decades are 
caused by chronic disease and should not carelessly be assigned to 
“old age.” Individuals between their fiftieth and seventieth years, 
who are disabled and infirm, should be regarded as sick, not as suf
fering from the natural decrepitude of old age. The terms “senile” 
or “aged,” just as the term “incurable” involve an assumption of in
evitableness which leads these victims of chronic disease to be re
garded as hopeless derelicts, rather than as patients who need medi
cal attention.

What are the diseases that contribute chiefly to the invalidity of 
the aged ? In the order of their importance they are : organic heart 
disease, cerebral hemorrhage or apoplexy, Bright’s disease, cancer, 
pneumonia, and diseases of the arteries. Together they are respon
sible for 70 per cent, of all deaths occurring after the age of 
65. In view of the fact that cerebral hemorrhage and Bright’s 
disease in the elderly are almost always associated with or deter
mined by disease of the heart and arteries it appears that over one- 
half of all deaths are caused by diseases of the cardio-vascular sys
tem. In these older age groups the degenerative diseases of the heart 
and blood vessels hold sway—hardening of the arteries with its mani
fold consequences, and high blood pressure. We know nothing about 
their cause, nor about their prevention. Cancer, too, is beyond our 
control, as is the type of pneumonia seen in the aged. In the present
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state of medical knowledge we cannot, I fear, do much to prevent 
the diseases which contribute so largely to old age dependency; but 
by understanding their significant role we can seek a reorientation 
and adopt more appropriate measures for the relief of this depen
dency, and minimize the evils that it entails.

These facts that I have presented are not new. They have been 
emphasized by various authors on many occasions. The Welfare 
Council has been conducting a survey of the chronic sick in New 
York City, and has gathered many data that bear directly on the 
problem under discussion. Their preliminary data have been placed 
at my disposal and I wish to present some of them in the following 
pages. I must thank in particular Dr. Deardorff, Miss Jarrett and 
Miss Miller, for their courtesy and cooperation. This material may 
give a better picture of the actual condition and status of the aged 
who are domiciled in institutions in New York City, of the problems 
that arise in their care, as well as of some of the causes for their de
pendency.

Of 4,542 cases 40 per cent, were in public and 60 per cent, in 
private institutions; 35 per cent, of them were under the age of 70. 
Our previous remarks suggest that in this younger age group there 
must be a large number who were compelled to enter the institutions 
because they were disabled by chronic disease, before the onset of 
true senescence. Over one-half of the inmates of the public homes 
were below seventy years of age, while only one-quarter of those in 
the private homes were in this age group. The two types of institu
tion draw a different kind of population, due to the very strict selec
tion exercised by the private institutions.

Fifty-five per cent, of the whole number were males, 45 per cent, 
females. Less than 12 per cent, had a living spouse; far fewer in 
the public than in the private institutions.

The institutions that were available for a detailed study of the 
chronic sick were 60 in number and had a bed capacity of 6,788 
which was filled to about 90 per cent, capacity. Of the 6,153 indi
viduals in the homes who were studied, 2,800 or 46 per cent, were 
classed as being chronically ill. This obtained in private as well as 
in public institutions, showing that in spite of attempts at selection ill
ness is a major problem in the handling of the aged.

It has been repeatedly pointed out that the chronic sick can be 
conveniently divided into groups according to the care which they 
need:
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A. Those who need active medical care for diagnosis and treat
ment.

B. Those who need nursing care only.
C. Those who need custodial care only.

When dealing with the aged we may add a fourth group con
sisting of those requiring aged care. This implies no nursing, and 
no great personal assistance in personal care, but rather a motherly 
supervision and encouragement and minor aid. Of the 4,500 aged 
in institutions who were studied it appeared that about 6 per cent, 
need medical care, 3 per cent, active nursing care, one-quarter aged 
care and somewhat over one-half attendant care. Looked at in an
other way, 12 per cent, were either bed-ridden or confined to wheel
chairs. Yet 1,500 beds in the several institutions were designated 
as infirmary beds. This indicates that the institutions themselves 
are constantly faced with the problem of sickness among their in
mates.

It is very difficult in a survey such as this to place a large number 
of subjects into absolute categories and express the result in percen
tages. The fact is apparent that every institution caring for the 
aged, no matter how carefully it attempts to select its inmates must 
deal with chronic disease as a major problem. An analysis of the 
diseases responsible for the disability of the occupants of the homes 
revealed that diseases of the circulatory system were the most fre
quent, those of the nervous system next. Then followed, but in far 
fewer numbers, diseases of the respiratory, digestive and genito
urinary systems, diseases of the skin and bones and those due to ex
ternal causes.

This is not the place to indulge in a detailed analysis of the many 
medical and administrative problems that are bound up with the care 
of the aged in institutions. It will suffice to emphasize again the 
tremendous factor played by disease in old age dependency.

Indeed its effects often make themselves felt in a wider sphere. 
The families of the sick aged suffer tremendous economic and social 
handicaps. Prolonged illness places as great a strain on the varied 
human relationships comprised in a family as any other factor. The 
parents become such a burden to the younger generation that, after 
a while, the children welcome any means that will enable them to be 
rid of them. Not infrequently it is the son-in-law or the daughter- 
in-law who will not tolerate the presence of the invalid in the home.
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The patient himself may be so exacting in his demands, and so self- 
centered, that home care becomes impossible even when the relatives 
are considerate and willing. Among the poor with a large family 
forced to live in a few small rooms, the situation often becomes in
tolerable. Quite aside from the financial burden, the constant pres
ence of the invalid who may be querulous and exacting, and who 
must often be tended at night, is a constant drain on the vitality of 
the members of his family. Night after night, a mother, a father, a 
daughter or a son may have his sleep interrupted by the calls of the 
patient; the whole atmosphere of the home becomes subdued, the 
children lose their spontaneity, and life assumes a dull and drab color. 
A daughter, or more rarely, a son, may be compelled to postpone 
marriage for years because of the burden of the sick parent. Be
cause of all of these factors, we see family after family disorganized, 
with shattered morale and resultant destitution.

These ill effects are not confined to the patient and to his family 
alone, but are a drain on the community resources as well. Various 
social agencies are called on to give relief. There is no organization 
doing welfare work, be it family welfare, social service, or district 
nursing group, no hospital, dispensary, or home for the aged or in
curable, that is not called on daily to solve problems arising from the 
immediate effects and by-products of chronic invalidism.

We must distinguish between the able-bodied aged and those who 
are sick or physically feeble. There seems to be a growing and whole
some tendency to care for the able-bodied aged in their own homes 
by providing them with monthly allowances. The necessary adjust
ments and restrictions of liberty consequent on institutional life are 
very trying to and difficult for anyone, but particularly for one ad
vanced in years, who has lost most of his elasticity of response. It 
has been found time and again that some poor old man or woman 
has preferred to eke out a meager and uncertain existence in a bare 
old closet in a tenement than to enter the best of homes for the aged. 
It has been found, too, that such people can be supported outside 
of institutions quite as cheaply as within them. There is no real 
need for institutions to care for this class of the aged. Outdoor relief, 
or old age pensions, will solve the problems of most of them. The 
experience of the Benjamin Rose Institute in Cleveland is most in
structive. After a ten year trial of this method, it was decided not 
to build an institutional home. During one year 292 beneficiaries
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were supported at an average cost of $315 each. The conclusions 
submitted by the directors of the Rose Fund a re :

1. Aged people prefer a pension or monthly allowance to insti
tutional care in the majority of cases;

2. The size of the pension, or allowance, should be flexible to 
meet the changing needs of the beneficiaries;

3. The average per capita cost of the pension method is less than 
the average per capita cost of care in institutions.

Old age and invalidity pensions will offer the only radical relief, 
for in the present organization of society old age dependency is phys
iologically inevitable for large numbers who through hereditary or 
environmental influences are ill equipped physically or mentally.

Institutional care should be restricted to those who are physically 
and mentally disabled. The homes for the aged must undergo a rad
ical change in policy. Instead of restricting their benefits to the able
bodied, they must become adapted to care for the disabled. The 
large group of the custodial chronic sick, persons who are han
dicapped by disease and disability, yet who need little active medical 
care are the proper charges for the homes for the aged. Those who 
require more active medical care are best placed in a hospital for 
chronic diseases.
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STATE STANDARDS IN THE SUPERVISION OF 
BOARDING HOMES FOR CHILDREN*

ROY JAM ES BATTIS

Superintendent of Child Welfare, State of Illinois, Springfield,
Illinois

As one views the growth of our various communities today and 
with an analytical mind pictures the numerous agencies at work to 
hold the composite structure in some sort of proverbial order they 
must be amazed at the enormous expenditure of effort, to say nothing 
of the vast amount of finances, which seem to be necessary to pre
serve even a normal existence.

It makes a person wonder whether we are aiding humanity 
through the present system of social service, or whether we are de
veloping a race of dependents which multiply, as the ages go by, to 
such a tremendous extent that some day they may rise in their might 
to envelope the philanthropy which is prized so highly among Ameri
can people.

Just a few years ago, it was considered the proper solution, when 
a father, or a mother, or both passed to the great beyond, leaving a 
child to buffet the temptations of the world to hustle the little one off 
to an orphan asylum, there to be clothed and fed and educated within 
the limitations of those whom duty, or some other strong impelling 
force, had called to perform this service, as funds became available.

Later when these little ones, grown to manhood and womanhood, 
left the confines of the institutions which had sheltered them, to seek 
their fortunes in commercial enterprises, the stigma of “Asylum” 
followed them into their various walks of livelihood, causing them 
much embarrassment and many heartaches.

To overcome this objectionable feature and place these children 
on an equal plane with the normal child, the word asylum was

♦Read before the Annual Meeting of the National Conference of Social Work,
San Francisco, June, 1929.
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changed to Orphanage and later Home; but we are reminded that a 
rose by any other name is just as sweet. While the name of the in
stitution was changed the systematic regularity which must govern 
all institutional life prevailed, failing to provide the normal home life 
and freedom of natural development which a child experiences in a 
good family home where the love of one parent for the other is en
riched and ennobled because of the little life entrusted to them.

While it is not wholly true, and there may be exceptions, just how 
many no one can tell, because no complete comprehensive survey has 
ever been made, yet do we have sufficient information to hazard the 
belief that most of our criminal element today and those who fill 
our jails and almshouses have been handed down to us from broken 
homes. This might equally prove true of those in our insane and 
feeble-minded institutions who have broken under the strain of bur
dens for which they may have been in no way responsible.

But whatever the cause we are confronted with the certainty that 
institutions all over the country are filled to overflowing and most of 
them with a waiting list which like Mercury’s silver pitcher seems 
never to be emptied. As quickly as one place is vacated another and 
sometimes two arise to add to our social burdens.

This is the thing which makes one wonder whether we are arriv
ing at a solution to our social ills or whether we are just drifting and 
like the doctor of the old school treating the disease as it pronounces 
itself rather than getting at the cause and preventing the ailment.

To one who has given any serious consideration to this problem 
the cause must be apparent; it is the broken home. Even the normal 
home of today is not what it was when Mother and Father were chil
dren and while the home may not be broken, it is badly bent or dis
torted from what home ought to be. This is perhaps more true of 
our large cities than it is of the smaller towns, but with the advent 
of concrete roads, and swift moving automobiles, the influence of the 
great centers of population is spreading to the rural communities and 
equalizing the problems.

The warmth and congenial atmosphere of the old family living- 
room with its crackling log fire and father and mother enjoying each 
other’s companionship with the children busying themselves about the 
hearth-stone is rapidly giving way to the parlor, bedroom and bath, 
with its “delicatessen mother” and “gone to the club father,” while 
the children may be tumbling in at the wee small hours of the morning 
from some highway roadhouse or midnight cabaret.
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If we accept this hypothesis then our solution to the problem must 
be in the possibility of preventing homes from breaking and if un
successful in this because of the lack of legal jurisdiction then to pro
vide as near the normal home life as is possible under prevailing legis
lation.

If we were discussing the former in its relation to dependent cases 
we might well go into a lengthy discourse of the practical application 
of mother’s aid. I say practical application because in many instances 
today the dispensing of funds under the Mother’s Aid Laws is far 
from practical and has become charity relief tending to pauperize 
men and women rather than inspiring them to higher ideals and more 
noble living.

But since we are to discuss the problem after the home has been 
broken or while it may be in the process of rehabilitation we must ac
cept the latter responsibility and provide for our dependent cases, 
family boarding homes which will afford children the care, education 
and protection which is needed to assure proper or as near as possible 
normal development.

If all men and women were as kindly disposed as they should be 
or as they themselves would desire others to be this might not be so 
difficult a problem. But since this is not the case and we find innu
merable examples where innocent children are forced to bear the iniq
uities and abuses of unscrupulous or unthinking persons it becomes 
necessary not only to establish the home, but to guarantee to the 
child such conduct of the home as shall be conducive to its best de
velopment.

Every child lends to the home in which he or she lives a certain 
potential value, whether it be its own home or the home selected for 
it. If this fact were recognized by those who take children to board 
the adjustment of the child to the home and the home to the child 
would indeed be simple.

Because, however, many men and women seem to have placed the 
greed for gold above everything else in life, we find it necessary to 
enact certain laws for the protection of those who, because of unsat
isfactory relations in their own homes, must be placed, temporarily, 
in what are commonly known as Boarding Homes for Children.

The Boarding Home Statute of Illinois gives the State Depart
ment of Public Welfare very broad powers in the supervision of such 
homes. But laws alone and the authority vested in them are not all
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that is needed to protect unfortunate youngsters against those who 
would use them to further their own selfish ends.

The boarding of children is not a charitable or a cheap vocation. 
It is a noble calling and the remuneration should be commensurate 
with the service rendered for in this way only can we hope to develop 
a high standard among boarding home keepers and assure to the de
pendent child those opportunities which were lacking in the home 
of its natural parents.

A Boarding Home for Children should be all that the word implies 
“Home” and the head of the household should love children and be 
in sympathy with their childish problems as is every real father and 
mother.

At its best the Boarding Home is a poor substitute unless there 
is always present that maternal and paternal instinct which are crea
tive of human interest. Without it children develop like automatons 
and will exercise little or less interest in the next generation as this 
generation takes in them.

State Standards then and the supervision granted under them 
should not only provide for proper housing conditions, adequate food 
and clothing and the necessary academic education, but should most 
assuredly encourage natural love and affection and a deep reverence 
for religion.

A child may have sufficient fresh air and sunshine, a warm and 
comfortable place in which to sleep and plenty of good wholesome 
food, but unless he is taught to respect the rights of others and 
trained in morality, manliness and womanliness the time and money 
spent by social service agencies is wasted and merely temporizes pre
vailing conditions.

There must, of course, be rules and regulations governing proper 
housing. These are usually made to conform in building construc
tion, sanitation and maintenance to the ordinances of the city or 
county in which the home is located. All sleeping rooms should ad
mit ample outside light and ventilation, be properly heated, and pro
vide safe exit in case of fire.

The general health of those in the home should be such as not to 
jeopardize the natural health and growth of the children and there 
should be adequate means to maintain food and clothing suitable in 
amount and character to a child’s growing needs.

If the Boarding Home keeper is to be protected, as well as every 
child in her home, and likewise be placed in a position to give ade-
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quate care and training, it is essential that each child be given a com
plete physical examination, preferably just before, but never more 
than forty-eight hours after admission to a Boarding Home, and 
should be placed in isolation until there is no question as to its physi
cal fitness with medical aid given and corrections made where neces
sary. She should associate with her a reputable physician and sur
geon and an attorney who can administer aid and counsel whenever 
required.

Where infants are to be boarded their care and feedings should 
be supervised by one experienced with babies and the preparation of 
various food formulas.

Systematic records are very important to every well-regulated 
boarding home not alone for the proper care and development of the 
child, but as a safeguard to the Boarding Home keeper against those 
who invariably attempt to shift their responsibilities upon unsuspect
ing persons from whom they solicit aid.

For this reason, likewise, admissions should be critically inter
viewed and arrangements for the care of the child thoroughly under
stood by its parent or guardian. The Boarding Home keeper should 
also enjoy a very close contact with this parent or guardian in order 
that the child may not lose interest in those responsible for its future.

Children, thrde years of age and over, should be placed in homes 
of their own religious faith that their religious training may progress 
in accordance with the desires of their parents. Each child should 
sleep alone, excepting under normal conditions; no serious objections 
can be raised to two brothers or two sisters occupying a double-bed.

The use of large Boarding Homes should not be encouraged be
cause they savor too much of institutional life. The child is liable to 
lose its originality and develop routine existence which makes it diffi
cult to readjust itself to its own home should circumstances make this 
return possible.

If, however, it seems expedient to grant a license for the care of 
a large number of children, investigation of such homes should be 
more frequent than the annual visitation provided for under most 
Boarding Home Laws and it should be determined whether there is 
sufficient and capable help to share the regular and routine burdens 
of child care.

A Boarding Home should be considered a temporary and not a 
permanent placement. If it has been definitely determined that condi
tions are such that the child cannot be re-united with its natural
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parents or relatives, the Boarding Home should only be used until 
such arrangements can be made for a permanent adjustment.

Systematic and regular reports should be made, at least quarterly, 
to the supervising agency unless provision can be made for personal 
investigation at more frequent intervals. If violations are found or 
the home seems incapable of observing recognized standards the li
cense should be revoked and the State should exercise every means 
within its jurisdiction to enforce its rulings. If, however, a home 
is found to be operating in direct violation of the law it would seem 
to be the responsibility of the local police authorities and such action 
taken by them as prevails in all violations of statutory laws.

The question has universally been raised, “Should the supervision 
of Boarding Homes be under the State Department of Public Welfare, 
or some similar state organization, or under the private agencies ?” 
Since the private agency has no qualified legal standing in the com
munity and no other powers except those granted to it by authority 
from the State, it would seem unwise to permit a private agency to 
have access to the sanctity or records of a boarding home except it 
be one in which it was personally interested, using it for the care of 
those children for whom it is the legally appointed guardian and di
rectly or indirectly responsible.

In such cases, the State might well accept the visitation and report 
of the private agency, but reserving the right to make for itself what
ever investigations it deemed necessary to determine the character 
of supervision exercised by the agency. If through such investiga
tions irregularities were found to exist or recognized standards not 
being observed the State should seek correction through the agency 
rather than by direct adjustment of conditions in the home.

In adopting such a policy the State engenders a greater feeling of 
confidence amongst agencies and in social service generally, enabling 
it to raise the standards of child care through the complete under
standing and cooperative relationship which may be thus established.



SOCIAL SERVICE AS AT PRESENT PRACTICED

J. B. CUTTER, M.D.

Medical Director, Hospital for Children and Training School for 
Nurses, Son Francisco, California

Looking back to the pioneer efforts of that venerable patriarch, 
Dr. Stephen Smith, who in the early days of the public health move
ment in New York City, together with the Hon. Peter Cooper, that 
great philanthropist, and William Cullen Bryant, at that time editor 
of the Evening Post, made the first definite forward step in advancing 
the ideas conceived by Oliver Wendell Holmes, who said there 
should be “a consulting room well attended as a most valuable school 
for students, as well as practitioners of Medicine, since many cases of 
disease may be seen within a very limited time and being thus col
lected may be compared with and illustrate each other. This is one 
of the legitimate ends of all medical charities.”

And scanning the present situation from the viewpoint of thirty- 
five years ago, as my first experience of dispensary practice in the 
old “Chambers Street Hospital” in the City of New York, I cannot 
see that the purposes or results of that service differed so materially 
from the actual social service clinic of today in respect to the pro
fessional and social function of the department.

We surely have become refined and meticulous in the details of 
procedure, but do we succeed in rendering a more genuine or valuable 
performance in the summing up of the end result?

The Out-Patient Department of the Children’s Hospital was or
ganized in January, 1918, to bring expert medical advice and treat
ment to persons seeking specialized service who are unable to meet 
the cost of private care. While the care of indigent persons is pro
vided for in existing free clinics, there appears not to be sufficient 
provision for the family in moderate circumstances. No person is 
refused service because of inability to meet even a small fee, but 
every effort is made to encourage some payment, thereby removing
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the stigma of accepting charity and helping the family to maintain 
its self respect. This has been made possible through the generosity 
of our staff of highly trained physicians, all specialists in their par
ticular line of work. Every effort is made to render the same kind 
of service available in the physician’s private office. Records and 
confidences of all patients are held inviolate and an attractive social 
atmosphere maintained at all times.

Each patient on registering is interviewed by the Social Service 
Director. A complete social service history is obtained and the pa
tient, if apparently eligible, is assigned to the service designated. A 
form letter, enclosing a stamped self-addressed envelope, is imme
diately sent to all physicians having had any contact with the family 
within the past three years. This method of information is held con
fidential, and much valuable data, both medical and social, have been 
received. Every effort is made to avoid competition with the private 
physician. Applicants ineligible to service are directed to appropriate 
places where their ailments may be relieved. A home investigation 
is made by the visiting nurse and the social status of the patient is 
determined on all of the above findings. Social service investigations 
are revised annually and are kept in separate files in the office of the 
social service director. They can be referred to if requested by the 
examining physicians.

The Social Service Department acts as an admission and dismissal 
unit for the hospital. It arranges hospital rates as well as out-pa
tient charges, adjusts difficulties, gives information, arranges for op
erations, and acts as the connecting link between the hospital and the 
home. Plans for convalescent care and follow-up are referred to the 
Visiting Nurses. Pre-natal instructions, advice on hygiene and proper 
care of infants, follow-up in the home to determine that the physi
cian’s orders are understood and are being carried out, and the nu
merous home problems which arise, are among the duties of the 
Visiting Nurses. Bed-side care is available when necessary and every 
attempt is made in the out-patient department and in the home to han
dle the volume of work, thereby reducing the cost of hospital days to 
a minimum.

The outline of office services available a re :—Medicine, Surgery, 
Eye, Ear, Nose and Throat, Orthopedic, Neurology, Child Psy
chology, Allergy, Pre-natal, Well baby, Dermatology, Dental, and 
Physical Therapy. In the interest of preventive medicine, all patients 
are referred for a Wassermann. Complete blood count and urinalysis
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is made on each adult patient. Mothers are advised and encouraged to 
have their children immunized against diphtheria and smallpox. 
Practice is limited to women and children.

A fee of fifty cents is charged for each consultation. Where pa
tients are referred from one service to another on the same day, no 
extra charge is made. Laboratory and X-ray charges are adjusted 
by the Social Service Department. The department is maintained 
by fees collected and Community Chest allowance, equipment being 
supplied from general hospital funds.

During the past year, 1,802 new service patients received treat
ment in the Out-Patient Department and a total of 17,470 visits were 
recorded; 3,223 house calls were made by the Visiting Nurses. The 
attendance for the current year is reaching a much higher figure. 
This is apparently due to our recent move to more spacious and suita
ble quarters. The department is showing signs of steady growth and 
development, but we hope that the volume of work will not get beyond 
the limits of our capacity, as it has always been our aim and our ideal 
to maintain a distinctive type of individual service for each patient.



THE CARE OF THE PATIENT OF MODERATE
MEANS

FRANK E. CHAPMAN, M.D.

Director, Mount Sinai Hospital of Cleveland,
Cleveland, Ohio

“Hospitals exploit their patients.” “Hospitals are woefully in
efficient.” “Hospital charges are entirely too high in proportion to 
the services rendered.” These statements in essence are quoted from 
the presidential address of a former president of the American 
Medical Association. The American Hospital Association meetings 
the past few years have devoted a great deal of time to the develop
ment of ways and means of meeting the problem of the patient of 
moderate means. A perusal of the lay press, ranging from the ultra 
radical to the ultra conservative periodical, and newspapers, manifest 
a decided interest in a discussion of the facilities of hospitals and 
how they are meeting the responsibility of caring for the whole com
munity rather than for limited groups. An analysis of the contents 
of professional journals—medical, nursing, social service and ad
ministrative—indicates that these problems are rapidly increasing. 
There is no question that the problem exists and is growing. There 
is no question that the hospital, if it is mindful of its obligation to its 
community, must zealously devote itself to its solution. No solution 
is a panacea. There are many contributing factors.

Hospitals are subject to the same economic laws as other ac
tivities. For every dollar of expenditure there must be a dollar of 
income. Whether that dollar of income is earned or subsidized is not 
pertinent at this point. It is desired to emphasize that a successful 
operating procedure presupposes the establishment of a balanced 
budget of income and expense. Unless this is done, the hospital can
not maintain the proper standard of service. When the cost of living 
was lower and the demands made upon the hospital as a health center 
were less; when the philosophy of operation permitted a twenty-four
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hour nursing service, twelve to fourteen hour day of labor for other 
types of activity, the cost per patient per day was not so great, and 
consequently the operating deficit not so momentous a question. The 
last ten years have seen marked changes in the financial problem of 
hospitals.

The correctness of a policy that contemplates one class of patients 
paying, in a large measure, for other groups is controversial. For 
purposes of discussion in this article, attention is called to a long es
tablished principle that the surplus accruing from charges to certain 
groups of patients shall redound to the benefit of the under-privileged 
group, or in more specific terms, that the profit from pay patients 
should be applied to the reduction of the deficit accruing from the 
care of part-pay and free patients.

- It is believed, however, correct to submit that an individual insist
ing upon and receiving the luxury of a private room should be 
assessed cost of care plus a reasonable surplus. This is on the as
sumption that the hospital laborer is worthy of his hire the same as is 
the laborer elsewhere. The term “luxury” applied to private rooms 
is used advisedly. There is nothing, or at least there should be noth
ing, typical alone to private room service, that renders a higher type 
of essential hospital service than is rendered in the semi-private or 
ward accommodations of the institution. All of us would like de luxe 
service at all times, but after all is it not a fairly correct principle that 
we live within our means and not establish standards of living beyond 
our capacity to pay. If this theory is accepted, then the problem of 
cost for private rooms is not pertinent in this discussion. Its accept
ance is predicated upon the thought that isolation facilities for the 
acutely sick are available within the means of all patients, to the end 
that when these essential facilities of a private room are indicated 
they will be available.

Disregarding a discussion of the private room, we next come to 
the other two types of facilities, into which the hospital may be gen
erally divided, i. e. semi-private rooms and wards. There are two 
general types of semi-private rooms; one group of three- or four-bed 
rooms, located in the private pavilion of the institution, receiving 
essentially the same refinements of service that is rendered in the 
private rooms. This type of accommodation should be designed for 
the patient whose budget does not quite permit of private room occu
pancy, but who, by reason of social distinction, or other very good 
reasons, does not desire to go into the open ward or similar rooms.

406 Care of the Patient
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The other type of semi-private room is a room generally located im
mediately adjacent to the open ward, receiving approximately open 
ward service, at a lower rate than semi-private rooms in the private 
pavilion. In some institutions there is a third type of semi-private 
accommodations, namely, pay beds in the open ward, but for purposes 
of general discussion this group of beds may be included in the sec
ond group.

It must be assumed that the minimum standard of service (i. e. 
the open ward) is inclusive of all essentials of hospital service, the 
distinction between the private room and the open ward being in 
refinements of service only. This point cannot be too strongly em
phasized. A patient’s ability to pay should never be the measure of 
health service to be rendered. The scheme of operation of the hos
pital shall be such as to guarantee essential hospital service irrespec
tive of financial ability.

For the first type of accommodation, the basis of charge should 
be approximately cost of service or perhaps a little less. In com
puting this rate, the base charge for the room should include special 
charges, to the end that the ultimate figure will be the sum total of all 
monies collected from the patient. In this division, it is questionable 
if any adjustment should be made, first, because the patient chooses 
the accommodation; and second, it is hardly reasonable to expect the 
hospital to make financial adjustments, in view of the availability of 
beds at a lesser rate.

In the second group of rooms, presumably at a lower rate, a 
maximum charge should, of course, be arbitrarily established, but the 
charge made to the individual patient should be predicated entirely 
upon the patient’s ability to pay, and on no other factor. The ad
mitting officer, subject to the rules and regulations of the institution, 
and under the supervision of the administrative officer, should have 
leeway in the establishment of these rates, where indicated.

To summarize, there a re : the private room, the charge for which 
is predicated upon cost per patient per day plus; the semi-private 
room, the charge for which is predicated upon cost (or less than 
cost) without profit; the semi-private ward upon which the charge 
is predicated upon the patient’s ability to pay; and facilities without 
charge for patients unable to pay.

It is believed, that, in a very large measure, this general policy 
is followed by hospitals from which the community should expect 
community service. There are, of course, that group of private hos-
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pitals, who do not receive subsidization from the community, and 
upon whom the community has no moral or legal right to impose 
these obligations. This group is relatively small.

If the policy outlined above is generally followed, then to success
fully prove that the hospital is exploiting its patients, compels a proof 
of inefficiency of operation, resulting in a cost of operation that is 
unnecessarily high.

In the author’s connection with the American Hospital Associa
tion, as a member of the Board of Trustees of the Cleveland Hospital 
Council and, by reason of a natural inclination, he has attempted, over 
a long period of years to analyze, in detail, annual reports of hospi
tals all over the United States and Canada. These analyses have re
sulted in two very intimate studies, eight years apart, of hospital costs 
and operation. The statement is submitted, without fear of success
ful contradiction, that, generally speaking, hospital operation is effi
cient, and dollar for dollar of expenditure, the average hospital 
administrator gets full value out of that dollar.

In the year 1927, a detailed study was made of the unit costs of 
operating one half dozen hospitals in the City of Cleveland, compar
ing them with similar performances in hotels and restaurant. This 
comparison was made on housekeeping, dietary and heat, light and 
power costs. An analysis of statistics is not always sound. It is only 
one of many indexes of a true evaluation of performance, but it is 
reasonable to assume that the figures derived from such analysis is 
an indication of the general efficiency or inefficiency of an institution.

In the housekeeping department it was found that the cost per 
one hundred feet for cleaning a hospital was approximately 30 per 
cent, of the cost in hotels. In the heat, light and power department, 
this comparison was not quite as favorable, but still the hospital 
showed approximately 70 per cent, of the cost per cubic foot, as com
pared with the hotel. In the dietary department, however, the com
parison was most startling. Notwithstanding the fact that the hos
pital has a decentralized serving problem, it was found in comparison 
with an average of hotel costs, that an average of hospital costs 
showed a labor cost per meal for the hospital of approximately 40 per 
cent, less and that the labor cost plus raw food cost was approxi
mately 60 per cent, of the cost for the hotels, as compared to the 
hospitals. A further very startling figure was developed, in compar
ing hospital food costs per meal with self serve lunch rooms of a high
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type. Not only the labor cost but the food cost per meal was ap
proximately 15 per cent, to 25 per cent, less in the hospital.

There are those who will say that hospitals are negligent in con
sidering their dietary problem, and that the dietary department of 
the hospital does not render as high a type of service as it should. 
This may be true, but in accepting the statement, please bear in mind 
that when you are catering to the appetites of sick people you have 
an entirely different problem, than when you are catering to well 
people. It is questionable if the restaurant service of the best hotel 
in the country transplanted into the hospital would meet with any 
greater degree of approbation than does the dietary department of 
that hospital. Furthermore, do not forget that there is a very high 
ratio of especially prepared prescription diets, the unit cost of which 
would be startling if most of our hospitals figured their cost.

I am wondering how many industrial plants in the country ad
minister their activities at as low a cost in proportion to the total 
budget as the administrative cost of an institution. I am wondering 
how many industrial laundries can show a production cost of less 
than one cent per piece handled. Any hospital laundry that shows 
a cost of one cent needs analysis.

So much for the non-professional departments. Now for the 
professional departments. Any hospital properly organized must be 
maintained to at all times be capable of meeting an emergency, rather 
than equipped to render only ordinary service. The hospital that fol
lows a policy of holding its professional personnel down to a bare 
operating minimum is bound to get into difficulties. What may be a 
surplus of nurses on a given ward today is a shortage tomorrow, due 
to a larger ratio of acutely sick patients. Therefore, it is rather diffi
cult to apply an economic measuring stick in the nursing problems 
with a degree of exactness that may be applied to some activities.

The attending physician is recognizing to a greater degree that 
the hospital is the health center of the community that it serves, and 
the citizenry of that community is accepting this status. The change 
in the attitude toward the hospital has in turn produced operating 
demands that must be met. The maintenance of personnel in an 
operating room twenty-four hours of the day, three hundred sixty- 
five days of the year is not economically efficient, but would you 
expect the hospital to save in this service, and as a consequence not 
be in a position to give immediate service in the operating room at 
any time of day or night? The maintenance of a well equipped
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laboratory may not economically justify itself, but the availability of 
intelligent interpretative facilities for the clinician in the diagnosis 
and therapy of disease cannot be measured in terms of dollars and 
cents. The technician may not furnish eight intensive hours of labor 
such as a worker at a machine may, but the demands upon her energy 
when she is producing warrants latitude. Furthermore, the highly 
specialized demands of the clinical staff require many types of tech
nicians rather than a combination of many services into one.

The cost per patient per day in American hospitals in 1928 ranges 
from $5.00 to $7.50 with a few rising above the larger figure and a 
few below the lower per capita cost. How many American plan 
hotels are there in the country, in which complete maintenance can 
be obtained for an average of this per capita cost? Remember that 
when a hotel assesses a charge, that charge does not cover comparable 
services, services that are responsible for a large portion of the per 
capita costs that a hospital must bear. Again, hospitals are subject 
to the same economic laws as other activities. They must buy their 
commodities and engage their personnel on a competitive basis. The 
hours of service and the perquisites of employment cannot be radi
cally different than competitive fields.

It is desired to reiterate that no one can successfully demonstrate 
that hospitals as a whole are inefficient. Of course, there are ineffi
ciencies. Of course, there are leaks. Of course, there are many 
places in which every one can improve, but taking it all in all, taking 
the hospital field as a whole, the American public is getting exceed
ingly fair return for the cost of its hospitals.

Approximately two years ago a study was made of seventy-five 
hospitals ranging from fifty to five hundred beds in size. As a cor
related study there were obtained from two nationally known statisti
cians their interpretation of the increase in the cost of living in vari
ous parts of the country. An attempt was made to plot this increase 
in hospital costs, hospital charges and cost of living.

Predicated upon the experience in year 1913, these two statis
ticians vary somewhat in detail, but agree very largely in general, 
state that the increase in the cost of living for the year 1926 was 
175.6 per cent.
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Increase in Increase in Increase in
charges to cost per patient charges to

Ward Patients per day Private Patients

Eastern States 
Central States 
Western States

119% 99% 76%
108% 87% 66%
61% 48% 18%

Increase in cost of living 175.6%
N ote:—Figures submitted are mean averages for each group.

These figures may have varied slightly for the current period, but 
are in general a true picture of the situation.

It is granted there is a universal opinion that hospital charges 
are too high. What, then, is the reason for this opinion? If the 
figures submitted herein can be accepted as a criterion, there is no 
sound basis therefor. It is desired to analyze this point of view.

First of all, type of hospital occupancy has changed completely 
in the last ten years. The need for the free bed as such is decreasing 
while the need for the part-pay bed is materially increasing. The 
economic status of the average worker has materially improved, and 
he is asking for the privilege and opportunity of paying his way. 
This statement can be demonstrated by an analysis of the ratio of 
occupancy of most hospitals. Therefore, a greater number of pa
tients with restricted budgets are paying for hospital service.

Secondly, it has long been a known fact that the bills of the butch
er, the baker and the candlestick maker are liquidated first and if 
anything remains then the doctor may be paid. The hospital is in the 
same category. Is it not perhaps a resentment at the demands of 
health rather than an insurmountable burden that the demands of 
health produce that is producing this point of view ?

Statistics tell us that the hospital experience of the average family 
is once in two and one-half years. Let us for purposes of computa
tion say that this expense entails fifteen days of care. Let us fur
ther assume that the stay entails an expenditure of $25.00 a day, 
producing an annual expense of approximately $150.00 or $12.50 per 
month. How many are there in the group under discussion that are 
not spending $12.50 per month for non-essential luxuries, and if 
properly educated could not devote $12.50 per month to health pro
tection. It is granted that if patients insist upon private rooms and 
special nurses, that the cost will be greater, but it is not understood 
that keeping up with the Joneses is a sound basis for discussing cost 
of essential health care.
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The perusal of annual reports of hospital operation indicate a 
surprisingly few traveling on an even financial keel. If per capita 
charges are out of proportion to the service rendered then the hos
pital is inefficient in its operation. However, an analysis of hospital 
costs intelligently made will prove quite the contrary.

Thirdly, a decade ago hospital operation was a fairly simple thing. 
The ratio of nurses to patients was approximately one to ten. The 
ratio of hospital personnel was approximately one-half personnel to 
one patient.

With the introduction of instruments of precision, and the com- 
plemental and supplemental facilities that every intelligent clinician 
needs, there was introduced a corps of workers that had never been 
used before, the X-ray technician, the laboratory technician, the phys
iotherapist, the electro-cardiologist, the social worker, the dietitian, 
all of whom have added an element of cost to the cost of operation.

It is recognized that somewhere in this range of increasing costs 
the saturation point is reached and beyond that point the ability of 
the patient of average means to pay diminishes. Here is the crux 
of the problem, the problem that is requiring the intelligent study of 
those responsible for the operation of hospitals. For a long period of 
years the problem was confined to the subsidization of free patients 
only. Today the problem of subsidization must take into considera
tion that vast group of self-respecting, self-supporting men and 
women, ready and willing to pay within the limits of their ability, but 
prohibited by financial stringency to meet the increasing cost of 
health service.

What are we going to do for the patient of moderate means?
First, we must accept as our obligation the furnishing of every 

known means for the scientific diagnosis and treatment of disease, to 
every class of patient, irrespective of financial status. Essential serv
ices must at all times be available to all groups.

Second, and as a correlated point, we must plan our physical 
plants, with a proper ratio of private rooms, semi-private rooms, 
semi-private wards and free beds, to the end that there will be phys
ical facilities available for every group of patients.

Third, we must place in our admitting rooms socially minded indi
viduals, with instructions that the need of the patient must take pre
cedence over the need of the institution.
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In order to meet this added financial problem, our boards of 
trustees and administrative officers must accept the increasingly 
larger responsibility of providing ways and means for the subsidiza
tion of the part-pay patient, to the end that our hospitals may render 
a completer service and still operate soundly.



EDITORIAL 
Ring in Health

In the olden days anyone could be a bell ringer. Sometimes a 
citizen had to pay for the privilege and if a man abused the honor he 
had to pay a fine. In All Saints’ Church at Hastings these words 
were written:

“This is a belfry that is free 
For all those that civil be,
And if you please to chime or ring 
It is a very pleasant thing.”

All through history from the 16th century, which was the golden 
age of bells, chimes have called out to people their cheerful messages 
—usually telling a story. For example, when the old year was de
parting the bells would be tolled in sadness for the dying year— 
then when 12 o’clock had struck the merry peals shouted forth their 
welcome to the new year.

And it is interesting to realize that the cup given for prizes in 
sports or deeds of bravery is in reality a bell inverted. Truly the 
bell has always been a happy symbol and bell ringing suggests pic
turesque tales of all times.

It seems fitting that on the gay little Christmas seals for 1929 a 
bell ringer should be portrayed. He is tugging at the heavy bell, 
ringing in health, a joy in living, for the new year.
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Each year the seal is decorative and brings its message of health 
at the Christmas season to remind people that sickness can be pre
vented. So well known have these stamps become indeed that it 
is interesting to realize they originated in a small way only twenty- 
two years ago. In 1907 the first seals were sold in this country to 
help build a tuberculosis pavilion in the State of Delaware. Miss 
Emily P. Bissell had read about a postal clerk in Denmark whose 
idea of decorating Christmas mail with the stamps to secure money 
for a children’s hospital in Copenhagen appealed to her. Through 
her efforts the sum of $3,000 was raised that first year. From a 
small beginning then the seal sales have grown and flourished every 
year until today this cheerful method of raising money is an annual 
event without which the Christmas season would not be complete.

Thanks to this tiny Christmas seal, state after state has been 
organized to attack tuberculosis with a scientific program. Together, 
led by the national body, they have brought into existence nearly 
all of the present-day community machinery that combats this disease. 
Money raised by the Christmas seal is not sufficient to build and 
conduct hospitals, clinics, open air schools and other necessary meas
ures, so the tuberculosis association’s program consists largely of 
preventive work and of arousing public opinion to the need for 
institutions that can be maintained by official agencies, state, county, 
municipal, or federal. The Christmas seal campaign is an intensive 
educational campaign which has helped to bring about the passing 
and enforcement of health laws; the placing of tuberculosis specialists 
and nurses in many communities; the circulating of printed matter 
on disease prevention in schools, homes, and factories. An active 
public interest in tuberculosis control has been instigated among 
civic, political, commercial, social, and religious groups.

The funds raised from the annual seal sales have always been 
used in the communities where the seals were purchased. Only 
five per cent, is contributed to the National Tuberculosis Association 
which acts as a clearing house, or in other words, as the hub in the 
big wheel of coordinated health work. In this way a feeling of 
personal and proprietary interest is created in those who support 
the sales.

And this support is stupendous. Advertising agencies, motion 
picture theaters, editors, publishers, women’s clubs, business men’s 
clubs, parent-teacher associations, labor unions and lodges have given 
such generous cooperation to the national and local tuberculosis as-
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sociations that without their help the programs could never be so 
successfully carried through.

Indeed that loyal help given by rich and poor, children and grown
ups, individuals and groups is of more permanent benefit than the 
money itself. For it means that all people have been made aware 
of the fact that sickness prevention is possible—that health is pur
chasable. The educational value of the seal is inestimable.

This year again the seal carries its message of health throughout 
the country. Everyone in December has a chance to be a bell ringer 
as in the olden days. “Ring in a year of health with the merry 
Christmas seal” is the story that goes out into the world on millions 
of letters and packages this joyous Christmas season.

Elizabeth Cole.

416 Editorial
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The Advisory Committee on Social Research of the National 
Tuberculosis Association has authorized the issuance of three fel
lowships in social research for the academic year 1929-30. One fel
low, Mr. Winfred B. Nathan, a Negro, has already been appointed 
and is making an intensive study of the vital statistics of the Harlem 
district in New York City. Two other fellowships authorized are 
on tuberculosis in industry and the other on a study of tuberculosis 
among young women.—Bui. Nat. T. B. C. Assoc.

The Child Welfare League of Finland founded a few years ago 
by General Mannerhein, and partially supported by Government sub
sidy, now has a central office in Helsingfors and 508 local branches 
and 150 public health nurses.

The new East Side Medical Center of the New York Hospital 
and Cornell Medical College will cover three city blocks and con
sist of 13 buildings. The project will cost approximately $20,
000,000.

The Minnesota Occupational Therapy Association has established 
a Curative Work Shop, the object of which is functional improve
ment and vocational education.

Miss Erna Kowalka, General Director, of the Visiting Nurse 
Service of Milwaukee, Wis, has announced the adoption of a group 
insurance program providing life insurance and sick and accident 
benefits for employees of the Service.

The Diphtheria Prevention Commission has prepared 12 attrac
tive panels as a technical exhibit on the prevention of diphtheria. 
The exhibit was shown at the American Hospital Association Con
vention and is now available from county medical societies or health 
groups interested in this type of educational work. Application for

417



f■ ' ■ ;  ;  , ,
418 News Notes

the loan of the exhibit may be made to E. F. Brown, Director, 
Diphtheria Prevention Commission, 505 Pearl Street, New York 
City.

The first vocational school for women in China was opened in 
Canton in 1928 by the Young Women’s Christian Association. This 
experiment has back of it the conviction that only through economic 
independence can Chinese women escape the afflictions of forced 
marriage, secondary wives and easy divorce. The school opened with 
50 pupils and the number has steadily increased.—World's Children.

William B. Seltzer has been appointed Superintendent of the 
Mount Sinai Hospital, Philadelphia, Penn.

The following interesting facts regarding the mortality experience 
of the first six months of 1929 are gleaned from the Statistical 
Bulletin of the Metropolitan Life Insurance Company. The high 
death rate in January, February and March was due almost entirely 
to an outbreak of influenza. The death rate from pneumbnia and 
influenza during the second quarter was only 22.6 as per 100,000 
compared with 122.3 in the first quarter. Tuberculosis shows marked 
improvement, the rate for which policyholders was only 73.6 per 
100,000, a decline of 3.3 per cent, over 1928. There was also a 7-8 
per cent, drop for colored policyholders. The epidemic diseases of 
childhood showed a considerable decrease. There was no improve
ment in cancer and deaths from the “degenerative” diseases (heart 
disease, chronic nephritis and cerebral hemorrhage) rose slightly. 
The death rate from diabetes, alcoholism, cirrhosis of the liver and 
acute alcoholic poisoning are all increasing. There were fewer deaths 
from puerperal conditions. The rate for suicides, accidents, auto
mobile fatalities show an increase.

The Labor Government of Great Britain has announced that it 
will introduce an Act raising the legal age for leaving school to 15 
years.

Imogene Poole, Director of Social Service at Broadlawn, Polk 
County Hospitals, Des Moines, Iowa, was married June 30th to 
Charles K. Galloway of San Antonio, Texas.
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Chicago has reduced the number of arrests of boys under 21 

years from 11,438 to 8,759 during the past year. The reduction has 
been ascribed largely to the Big Brother role assumed by the police 
in finding suitable work for unemployed boys.

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

The Province of Ontario, Canada, maintains a traveling chest 
clinic as a means of combating tuberculosis. The clinic reaches the 
remote districts where medical facilities are limited or entirely lack
ing.

In a paper read before the International Society for Crippled 
Children, Charlotte Whitton of Ottowa, Canada, drew attention to 
a Norwegian custom in the following words: “The Norwegian
system of devoting one national holiday a year to the interests of 
crippled children is a noble and inspiring thing. On this one day 
throughout all Norway national sports and games are played and 
the proceeds devoted entirely to assisting crippled children’s work. 
Such a departure would undoubtedly be effective on this continent 
in directing both the thought and resources of the entire people to 
the needs of the crippled child, and so bring nearer that day and 
land wherein ‘all things uncomely and broken’ will be gloriously 
strong and firm and new.”

In the dictionary of modern social service there is no such word 
as charity. The beneficences once weighted by that objectionable 
term are regarded today as the means by which human society seeks 
to level up the too often unbalanced scales of human justice; to ad
just in a measure the inequalities of heredity opportunity and en
vironment which weighs so heavily against some; to lift up the fallen 
not always cast down by their own fault; to strengthen the weak who 
may have untried capacity for strength; to relieve those who ignor
antly suffer; to comfort those who mourn.

R ichard O. Beard, M.D. The Volta Review.

Silence is part of the Eternal. All things that are true and lasting 
have been taught to men’s hearts in the silence. Amidst the babel of
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schools we are bewildered and affrighted. Silence teaches no creeds, 
only that God’s arms are round the universe. Listen to the voice of 
silence, for it is the voice of God.

Jerome K. Jerome. K  able grams.

420 News Notes

The reports presented at the annual meeting of the Punjab Branch 
of the Indian Red Cross Society showed that there is now no district 
in the Province which does not possess a Red Cross Center. At the 
present time there exists 83 of these centers, as against 58 in 1927. 
An even more satisfactory increase is recorded in the membership 
which, from 718 in 1925 has now attained 10,086.—Inf.  Bui. League 
Red Cross Soc.

More than one-sixth of all chronic invalids in Boston are children. 
This condition was discovered during a recent survey of the extent 
of chronic diseases in that city. A well-organized community pro
gram now is being developed to insure the prompt discovery and 
systematic treatment of all children suffering from chronic diseases.

A study of family factors in child adjustment will form one of 
the first items in the program of the new Institute of Human Rela
tions at Yale University. It will be undertaken by Dr. William 
Healy and Dr. Augusta F. Bronner of the Judge Baker Foundation 
of Boston, well known investigators in the field of juvenile-behavior 
problems. The study will extend over a period of years, and it will 
be able to draw upon the combined resources of a medical school, a 
law school, an institute of psychology, and various psychiatric and 
social facilities in a manner not before possible.

In an examination paper by a student taking one of the University 
Extension Courses in Mental Hygiene, we find the following state
ment : “Delinquency is not necessarily an expression of immortality.” 
—Bui. Mass. Soc. Ment. Hyg.

A new statement of child-welfare policies which will make pro
vision for children according to their individual needs has been 
recommended by the Social Service Commission of the Reformed 
Church of America as a result of its study of the church’s institutions 
for dependent children, in which the Child Welfare League of
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America cooperated. The recommended program includes mothers’ 
allowances and care with relatives or in foster homes instead of in 
institutions, close cooperation with public and private institutions for 
children who present special problems, and replacement of congregate 
institutions by the cottage type in all future building by the church 
for children who need institutional care. Other recommendations 
are for the technical training of institution executives, family re
habilitation by trained case workers, and a conference of executives 
of institutions to consider the findings and recommendations of the 
commission.—World's Children.

If the average annual cost of disease and accident per family 
were evenly distributed over the months and years, it could and would 
be paid by those who, under present conditions, are unable to meet 
it, according to Dr. W. S. Rankin. Dr. Rankin advocates the insur
ance principle as a remedy for unanticipated losses, bringing with 
them financial distress. The insurance principle, he says, avoids 
these losses by anticipating and apportioning them over long periods 
of time. Roanoke Rapids is a splendid example of the application of 
this principle. Here the mill worker provides for illness in his family 
by the payment of twenty-five cents a week. Another example is 
that of the Radcliffe Infirmary, a county hospital of Oxford, Eng
land. Under the Radcliffe plan, a family consisting of a man, his 
wife and children under fourteen years old may receive in-patient 
and out-patient service for about nine cents a week.—Mod. Hosp.

The United States Civil Service Commission has announced the 
following open competitive examination: Occupational therapy aide 
(arts and crafts) application must be on file not later than December 
30th, 1929. Full information may be obtained from the United 
States Civil Service Commission, Washington, D. C., or the Secre
tary of the United States Civil Service Board of Examiners at the 
Post Office or Custom House of any city.

Dr. Linsly R. Williams was elected President of the National 
Tuberculosis Association at the last annual meeting.
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President Hoover has accepted the honorary presidency of the 
First International Congress on Mental Hygiene, which will open in 
Washington, D. G, May 5, 1930. Among the questions to be dis
cussed will be the specific application of mental hygiene to the mal
adjustment problems of individuals. Special attention will be given 
to problems of early childhood and adolescence.

422

The National Film Estimate Service is a non-commercial organi
zation which gives out information regarding suitable moving pictures 
for children of different ages. These judgments are published every 
month in the Parents’ Magazine. Of 67 pictures judged in July 
only 13 were recommended for children under 15 and only 24 were 
recommended for adolescents from 15 to 20 years.

An interesting brochure which details the major activities of the 
organization responsible for the inception of the national labor turn
over index, The Southern Sales Conference, a survey of industrial 
development and other major projects has been published under the 
title, “Economic Services of the Metropolitan Life Insurance Com
pany.” The Service Bureau of that organization, formed to aid 
holders of Metropolitan policies, has taken full advantage of its 
strategic position and through many of its activities has proven a 
definite aid to manufacturing, commerce and finance in the United 
States, and to the public in general. This report contains many 
items of interest to business men in every classification. A copy of 
it may be obtained by writing to the Policyholders Service Bureau, 
Metropolitan Life Insurance Company, 1 Madison Avenue, New 
York City.

At the beginning of the present school year there were 20 stu
dents from foreign countries registered in the Department of Nurs
ing Education, Teachers College, Columbia University, New York 
City.

“A story-telling garden” for little children is being constructed 
in Central Park, New York City, as a memorial to Frances Hodgsen 
Burnett, the author of Little Lord Fauntleroy and other delightful 
tales.
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The American Social Hygiene Association denies that youth is 
“flaming” ; declaring that the trend toward modernism is wholesome 
rather than otherwise. Tales of the wildness among young people 
are branded as “idle talk.”—Kablegrams.

Summer Health Schools for undernourished children between 6 
and 11 years were conducted during the past summer in Los Angeles, 
under the joint auspices of the Los Angeles County Health Depart
ment and the Tuberculosis Committee of the Los Angeles County 
Public Health Association.

The Twenty-Seventh Convention of the American Nurses’ As
sociation will be held in Milwaukee in June, 1930.

The old psychopathic wards of Bellevue Hospital, New York 
City, are to be replaced by a new $3,500,000 hospital unit, devoted 
solely to mental illness and diseases of the nerves. Plans are also 
being considered for a clinic for research work and the study of 
crime and criminals from a psychiatric point of view.

A new organization of Japanese medical and social workers—The 
Japan Association for the Proper Care of Infants—has been organ
ized for the special purpose of seeking to reduce the high infant mor
tality of the country. In 1926, the last year for which statistics are 
available, 142 infants died in every 1,000 children born alive. The 
Association already has more than 2,000 members, and it has recently 
issued the first number of a monthly magazine devoted to infant care. 
A national campaign for the protection of infants, which will be car
ried on by means of educational literature, lectures, films and radio 
talks, has been launched under the auspices of prefects and city 
governments.—World’s Children.

BOOK REVIEW
Medicine: Its Contribution to Civilization. By Edward B.

Vedder. Baltimore: The Williams and Wilkins Company, 1929. 388 
p. Price $5.00.

We have heard the inquiry, did Colonel Vedder intend his new 
book, “Medicine—Its Contribution to Civilization,” for the layman 
particularly ? The question is immaterial. It should be read by every
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professional person. It may be questioned whether the layman will 
follow the author through the causes of disease in the chapters de
voted to predisposing causes, to infectious diseases, to the diseases of 
the glands of internal secretion and to the degenerative diseases. 
Even so, it is a remarkably humanized, interestingly worded and dis
passionately presented discussion of the disease enemies of mankind.

Without any key to a diagnosis or other of the clap-trap which 
so frequently gets thrown into books intended for popular reading, 
the second part of the book, devoted to the present accomplishment 
in disease prevention and the problems of the future, is certainly 
intriguing reading for a person who knows something about medicine. 
We believe it is so written that laymen will understand. The social 
worker, the nurse, the health officer and the health writer will most 
thoroughly enjoy the volume. The physician will appreciate the 
presentation of statistics in narrative form.

In its entirity the book is a review of the accomplishments with a 
clear-cut appreciation of the limitations of the art and science of 
medicine.

Every nurse and medical social worker and physician could with 
profit read the portions of the book devoted to special diseases. As 
with the venereal diseases, particularly his comments upon the Was- 
sermann Test, Colonel Vedder has been careful to present both sides 
of the picture in discussing disease groups, the value of laboratory 
tests, and the like.

At the present time when the world is plagued with food faddists, 
advertisers who invite you to smoke rather than eat, and a multitude 
of other reformers and anti-this and that groups the sane discussion 
of obesity, uremia, climate, measles, the cancer problem, the organi
zation of public health work and the private practitioner, is timely. 
The presentation is accurate. The book can be used as “source ma
terial” by all of us who are dependent in our daily work upon the 
contribution to civilization medicine has made—and is making.

A lec N. T homson, M.D.

What Everyone Ought to Know. By Oliver Thomas Osborne. 
Springfield, 111.: Charles C. Thomas, 1929. 313 p. Price $2.50.

Of books on health and personal hygiene there are many, but 
this book by Dr. Osborne is something unusual both in content and 
mode of presentation. We commend it to the reader who wishes
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to have on hand for individual and household use a handibook on 
various phases of personal hygiene. In a relatively small compass 
of a little over 300 pages, Dr. Osborne has incorporated a veritable 
encyclopedia of information attractively presented and authoritatively 
stated on most every phase of health that the ordinary layman might 
undertake to study.

His chapter on Functions of the Body, dealing with respiration, 
circulation, blood pressure, excretion, sleep, etc., and his chapter on 
Foods, as well as chapters on Diet and Infection, are unusually good 
and full of valuable suggestions.

Dr. Osborne is Professor Emeritus of Therapeutics at Yale Uni
versity Medical School and is an author of several standard texts in 
medicine.

We commend this book for careful reference work to those who 
wish to have at hand a little volume that will tell them in case of ordi
nary health and disease problems what they should know and what 
they should do.

P hilip P. Jacobs.

Some Aspects of Relief in Family Case Work. An Evaluation 
of Practice based on a Study made for The Charity Organization 
Society of New York. By Grace F. Marcus. New Y ork: The
Charity Organization Society New York, 1929.

Two years ago, when the rising tide of relief again, as in other 
times, threatened to drown The Charity Organization Society staff, 
members and donors, the district secretaries were asked to suggest 
a method of solving, or at least attacking the problem, for it seemed 
as if the Society could not and probably should not hope for con
tinuous increase in contributions sufficient to meet the increase in 
relief demand, if the present rate should continue. The first natural 
question presenting itself was, why is our relief increasing? Is it 
because of negligence in our case-work? Is it because of changing 
standards and new ideas in social work which call for the spending 
of money where formerly none would have been spent? Is it due 
to industrial or population changes ?

These questions could not be answered. Nor did anyone know 
what it would be reasonable to expect a city such as New York to 
spend in relief, or whether such expenditure should normally or 
reasonably continue to increase, remain constant, or decrease. It
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seemed that if social organization, advances in medicine and industry, 
and social case-work itself were to be justified, they might be ex
pected to reduce dependency in all forms. On the other hand, a 
developing society creates ever more individual needs.

Before any of these questions could be answered or even argued, 
one would want to know just what this relief meant. What exactly 
are we, as a community, buying with all this money spent under sup
posedly expert direction? What are we, as a group of social work
ers, trying to get for this money, to what extent are we getting it, 
and is it, from the community’s point of view, worth the money? 
If the return on the investment is socially valuable perhaps we, the 
community, could well spend much more than we have ever spent in 
this way, and if we could know what the return is, in nature at 
least,\  if not in quantity, we, the social workers, might find ways of 
using our tools, relief included, to better and better advantage.

This line of questioning led inevitably to the suggestion of a 
study, and a member of the Board of Trustees, Mrs. Richard Childs, 
herself of the profession of social work, was interested enough to 
finance the project. The result is Miss Marcus’ book, “Some 
Aspects of Relief in Family Case Work.”

Miss Marcus does not answer all the above questions as to relief. 
If she tried to her book would be superficial. She does delve into 
the question of the meaning of relief, its actual and its potential effect 
upon giver and recipient, and its relation to dependency and to social 
case method.

Rarely are we given a book which advances thinking in the field 
of social work; but this book does. It is impossible, it seems to me, 
that we as social workers shall read and digest it and not do some
thing with the ideas we get from it. These are living, working 
thoughts, and if we entertain them at all they are bound to ferment 
and produce mental activity. We should be grateful for such a 
powerful inoculation. “Education with inert ideas is not only use
less; it is, above all things harmful.” (Whitehead, “Aims of Edu
cation.”) Here are no “inert ideas,” but in the Indian phrase, “strong 
medicine.”

“Not tables but a concept” might be its characterization. Some 
who “do not like statistics” will take it up the more readily on this 
account, but they will find it none the easier to read. There is no 
royal road to the mastery of ideas and in spite of clear presentation, 
repeated illustration by instance and summaries of all chapters, Miss
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Marcus makes us work. She makes us bring to bear on our reading 
of her book all our own experiences with social case-work and re
vise our own conclusions in the light of her free discussion. One is 
never again the same person after such a mental exercise.

So infinitely many and complicated are the social problems in 
which material need figures that any thorough consideration of relief 
is bound to lead us pretty well over the whole ground of social case 
method. Miss Marcus’ consideration of the subject bears out this 
proposition.

She approaches her problem from the standpoint of one trained 
and experienced in psychiatric social work and as might, therefore, 
be expected the whole question of attitudes looms in her mind. To 
my mind the essence of her thinking is contained in Chapter III  of 
Part I, “Attitudes Toward Relief.” Here she presents not only 
attitudes of clients but also attitudes of social workers and of by
standers. Her objective elucidation of the social worker’s own atti
tudes seems to me particularly new and useful.

Her perusal of many case records has given her material where
with to interpret the “emotional values attached to relief,” of which 
I think we have all had a more or less vague realization, but no clear 
analysis. We are indeed apt to think of money as “a simple economic 
issue,” whereas, as Miss Marcus says, “Actually the values attached 
to relief are rarely limited to its practical values and just as rarely 
do those who deal with it realize what its presence or absence, its 
giving and its receiving, symbolizes.” There follows a convincing 
enumeration of the various interpretations of money, the symbol 
unconsciously made by workers and clients. “There is an element 
of truth in all of these interpretations of the value of money, but 
insofar as case-worker and client remain largely blind to the emo
tional elements influencing such general interpretations, their com
mon use of money is often not controlled by appreciation of its 
simpler practical values.”

Social workers will recognize that they have a “conflict about re
lief.” How could it be otherwise in regard to the “two-edged tool,” 
when “even though it is a primary means of alleviating distress, its 
awkward use may aggravate the very ills that produce the distress.” 
The result of blind relief-giving is perhaps that instead of helping to 
clarify a case-work situation, the relief may make it the more con
fused, the nature of existing emotional dependency may not be un
derstood, the case-work may fail, therefore, to deal with the emo-
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tional dependency, and relief be blamed for the failure. Yet relief 
as a "case-work tool” has values which again are presented in such 
a way as to give us a fresh point of view.

Part II  is devoted to "Other Case Work Problems Related to 
Problems of Relief.” "Any attempt to appraise current relief prac
tices is shortly converted into an appraisal of the methods that are 
being used to investigate, diagnose and treat health, family relation
ships, employment, etc., as problems which cause or contribute to 
the need of relief.” Here we have, therefore, a condensed dis
cussion of the major factors in social failure and the method of 
social work. Again the new light is upon attitudes of client and 
case-worker and upon the wholeness and singleness of purpose to be 
achieved through understanding the client’s personal response in all 
his experiences.

The book leaves the reader full of questions, which is a virtue. 
It leaves him also longing for documentation and even perhaps for 
some figures, and this, I think, is a defect. We simply have to ac
cept it as not that kind of a book. It could have been written only 
after profound study of cases. Its propositions are there for social 
case workers to test in the concrete. Probably they will not enable us 
at once to decrease relief budgets, but they may help us to secure 
better results for relief and service expended.

A ntoinette Cannon,
The New York School of Social Work.

NEW PUBLICATIONS
The Eighth Annual Report of the Winifred Masterson Burke 

Relief Foundation. This report unlike most other reports not only 
gives a detailed and interesting account of the splendid convalescent 
work carried on, but also gives an intimate report of the various 
activities through actual photographs of convalescent patients at work 
and play. From May 1, 1927 to May 1, 1929, 11,727 patients were 
admitted for convalescence, or in other words, continued hospital 
care.

During the past 10 years an average of 61 per cent, of the patients 
were referred by New York City hospitals. The remaining 39 per 
cent, were referred by dispensaries, physicians, welfare organizations, 
etc. In Westchester County 75 per cent, of the patients were re-



New Publications z 429

ferred by other than hospital sources. The fact that a considerable 
number of people sent to Burke Foundation have not been hospital 
patients is significant, as it represents the highest type of preventive 
measures.

The report besides being interesting from cover to cover, will 
serve as a guide in all branches of convalescent work.

The Child, The Family and The Court. By Bernard Flexner, 
Ruben Oppenheimer and Katherine F. Lenroot. Issued by the U. S. 
Department of Labor, Children’s Bureau, Publication No. 193.

This report consists of a study of the administration of justice in 
the field of domestic relations with findings and recommendations, 
will be of great interest to social workers, especially those whose field 
embraces court work.

The 1930 Calendar published by the National League of Nursing 
Education is particularly interesting this year. Each month shows a 
copy of an old print depicting the care of the sick and in contrast a 
modern picture portraying new medical and nursing methods. The 
price of the Calendar is $1.00 the single copy, 75 cents the copy on 
all orders of 50 or over. Apply National League of Nursing Edu
cation, 370 Seventh Avenue, New York City.

The Quarterly Bulletin of the Frontier Nursing Service, Inc. 
Published by the Frontier Nursing Service, Lexington, Ky.

This report gives a detailed account of the splendid work carried 
on in behalf of the Kentucky mountaineers. The territory covered 
is approximately 350 square miles. There are 5 nursing stations, 
one of which houses a 12-bed hospital. During the past year 5,098 
people in 942 families were cared for by the Service. Of these there 
were 580 babies under 2 years, who were seen at least once a month, 
when possible twice a month. These figures also include 865 children 
from 2-6 years and 1,761 children of school age. Nursing care was 
given 454 very sick people of whom only 18 died. Nurses paid 14,
799 home visits and received 6,761 visits at the nursing centers. 
The report is interesting, but no report could do full justice to this 
educational and health work which is being carried on amongst a 
primitive and isolated people.
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Hospital administrators and those who are interested in hospital 
construction will find much to interest them in the pamphlet Hospital 
Planning and Construction, a reprint from the 1928 Report of the 
Scottish Board of Health, Edinburgh. The report covers every 
phase of hospital planning and constructing and offers excellent sug
gestions in connection with many small details, which detract or add 
to the efficiency of the hospital and its staff.

Social workers, especially those working in the field of child wel
fare, will welcome the Tabular Summary of State Laws Relating to 
Public Aid to Children in their Own Homes, issued by the U. S. 
Department of Labor, Children’s Bureau, Chart No. 3. The Sum
mary also includes the text of the laws governing the granting of 
public aid to children in certain states.

ABSTRACTS
“Why the Hospital Should Lead in Health Promotion.” Joseph 

R. Morrow, M.D. Mod. Hosp. 1929, XXXII, 83. Embodied in 
the old Chinese custom of paying the physician as long as good health 
is retained is the present day idea of prevention. It seems logical 
that hospitals should lead in health promotion and the author out
lines a specific program for the general hospital to follow. The hos
pitals can assist the health authorities in their efforts to prevent epi
demics. Proper technique and practice in hospitals prevent the 
spreading of the contagious and infectious diseases. The oppor
tunity of the hospital to advocate periodic health examinations are 
manifold. People who have had a recent experience with hospitals, 
whether as patients or visitors are naturally impressed with disease 
and disease prevention. Their minds are in a receptive state and 
they find that it is less expensive to remain well than to pay the bills 
attending an illness and hospitalization. An hospital by emphasizing 
prevention can show the public that it is lessening the tax rate by 
decreasing dependents, for with disease comes poverty and pauperism. 
The idea of prevention is pretty generally accepted. Clubs, civic 
groups, business organizations and fraternal societies are interested 
in health promotion and their contact with the hospitals stimulates 
the desire to establish clinics, convalescent homes, etc. Hospitals can 
assist the health movement by offering their laboratory facilities to



Abstracts 431

physicians in order that they may make correct diagnoses with the 
aid of the hospitals’ special equipment for laboratory tests, X-ray 
examinations, etc., and the opportunity to call upon a consultant 
when necessary, the physician to render his bill to his patient and 
pay the hospital a fee for the use of examining room, equipment, etc. 
This plan has been advocated before and the author quotes from a 
medical journal in which the idea is expounded. At a recent meet
ing of the American College of Surgeons the president also recom
mended that hospitals place their facilities at the service of physicians 
for the making of satisfactory periodic health examinations. The 
hospitals need not assume any responsibility. In order to insure pro
tection to the practitioner, the hospital would not accord these privi
leges to anyone not accompanied by his physician or the necessary 
credentials.

“The Midwife’s Relation to Our High Maternal Mortality.” 
Winifred Mallon. Tr. Nurse and Hosp. Rev., 1929; LXXXII, 765.

The midwife as a factor in the problem presented by the high 
maternal mortality in the United States should be seen to be appre
ciated. The author has seen and in a humorous style depicts the 
southern midwife’s attitude toward and lack of training for the work. 
“Comedy walks hand in hand with tragedy” from the following in
formation volunteered by members of a class for instruction of south
ern mammies. “Lor’, Missy, I ’se done been called by de Lord. He 
learned me my bizness.” “No’m, I never wasted no time, when I 
see dey’s gwine die, I quick calls de doctor.” “Yes’m, I keeps my 
nails clean. I alius wears rubber gloves. But when I gets busy, 
dey’s in de way and I pulls them off.” Many states have no mid
wives, or a negligible number. The South has many, the majority 
Negroes. In the states which include a large number of foreign-born 
the women cling to the old world custom and employ a midwife. In 
the South, in some sections midwives deliver from one-third to one- 
half of all babies born. It is difficult to estimate the exact number 
of midwives in this country, but it has been estimated that there are 
not less than 45,000 practicing their “profession” throughout the 
United States. One of the important phases of the work carried on 
by the states in cooperation with the United States Children’s Bureau 
under the Sheppard-Towner Act has been the supervision and train
ing of these women. In practically all states in which the employ
ment of midwives has been a feature of care at delivery some atten



tion has been given to supervising, licensing and training. The task 
of registering, teaching and licensing has been a tremendous under
taking. Courses of instruction have been given and many states now 
demand a proof of training before issuing a license. Good results 
are becoming apparent. Many state directors of maternity and in
fancy work recognize the fact that in some parts of the country the 
midwife is an economic and social necessity and are making every 
effort to regulate and control her activities. Although the maternal 
death rate is high as compared to other countries it cannot be at
tributed to any one cause or one group of causes but it cannot be 
doubted that the midwife has been and still is to a diminishing degree 
a contributing factor to the high maternal death rate.
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“Cancer as a World Problem.” Joseph C. Bloodgood. World’s 
Health, 1929; X, 275.

Cancer is becoming one of the chief causes of death throughout 
the civilized world and is recognized as a public health problem. 
Cancer does not belong to the diseases which become epidemic or 
pandemic but the widest publicity should be given to correct informa
tion about cancer for the protection of the public. The Public Health 
Department of the United States Government is doing research 
work, but more and more money is needed to carry on the work. 
Massachusetts has made cancer a public health problem and has been 
spending $250,000 for the past few years on the care of cancer 
patients and educational work. The American Public Health As
sociation at its last annual meeting devoted a half day to a symposium 
on cancer. The American Society for the Control of Cancer has 
carried on an extensive educational campaign and the Society recently 
reorganized in order to render fuller service. These few instances 
of the really remarkable educational and preventive work carried 
on go to show that the nation has awakened to the peril of this in
sidious disease. Having stressed what is being done to stem the tide 
the author outlines briefly a campaign for future propaganda work. 
The medical profession is naturally interested in the various means 
of controlling the disease by therapeutic agents, surgery, radium, 
X-ray, etc. The question of treatment once the disease has gained 
a foothold is not encouraging. The great opportunity lies in re
search, wide publicity and educational measures. Organized, properly 
financed research offers as much for cancer as has been accomplished 
for tuberculosis or diphtheria. Each country, each investigator, each
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research laboratory, each cancer clinic can, by its work and the pub
lication of its experience and ideas, be helpful in the solution of the 
problem.

“Tropical Diseases.” F. A. Lyon. World’s Health, 1929; X, 
267.

This article will be interesting not only to physicians but to the 
general public which has in the past few years evinced such a marked 
attention in the preventing of disease and everything pertaining to 
public health. A warm tribute is paid to Sir Patrick Manson, the 
“Father of Tropical Medicine” and the author briefly outlines Sir 
Patrick’s achievements in the field of tropical diseases. The author 
also gives a brief history of the establishment and work carried on 
in the Hospital for Tropical Diseases, London. Sleeping sickness, 
dysentery, malaria, sprue and other tropical diseases are briefly men
tioned. Modern methods of treatment of these tropical diseases are 
discussed and a side-light is thrown on the economic and social aspect 
of these preventable diseases. The wider knowledge of drugs and 
the extensive research carried on to discover causes of the various 
diseases prevalent in the tropics has not only provided safety for 
people who must dwell in these countries but has also helped ma
terially in combating disease in more temperate climates. The drugs 
found effacious in treating tropical disorders have been successfully 
applied to different diseases originating from other causes.

“The Patient and Medical Costs.” Sister M. Rose. Hospital 
Progress, 1929; X, 281.

Despite increased interest in everything pertaining to individual 
and community health the burden of illness still exists. The author 
quotes Dr. Harry M. Moore of the U. S. Public Health Service, who 
writing in the American Journal of Sociology enumerated what has 
been called six maladjustments in the field of medicine. The third 
of these is “the inability of the people to pay the costs of medical 
service.” Dr. Francis J. Haas of Marquette University claims that 
many people are deprived of proper medical care—in fact some are 
doing without all but the most urgent. Two losses result from this; 
loss through inefficiency due to minor physical disabilities, and loss 
through preventable sickness. Statistics prove that the highest per
centage of sickness is found among the under-priviledged or low- 
wage groups. To remedy this condition it is obvious that we need
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an effective public health legislation in order to secure for every 
man, woman and child sanitary living quarters. There is need for 
the stabilization of employment and readjustment of wages. A 
tribute is paid to Henry Ford and others who took the initial step 
in paying a living wage. It is becoming apparent that such a measure, 
apart from its humanitarian side, has an economic aspect as well.

Sickness comes sooner or later to all and the vast majority are 
unprepared financially to meet the cost. They find it necessary to 
mortgage the future or to fall back upon medical charity. It is the 
unexpectedness of illness that catches one unawares. The author 
is of the opinion that if illness came at regular intervals one would 
be prepared to pay the cost just as one expects to pay rent and other 
bills. Young people should be taught to budget for the proverbial 
rainy day as well as for other needs. Health hazards ought to be 
handled in some organized way just as business hazards are managed. 
It has been claimed that 4 per cent, of one’s income should be set aside 
for illness or other disability. According to statistics every worker 
looses from 7 to 11 days annually through illness. The Editor of 
Modern Medicine estimates that the average married citizen, having 
a wife and 2 children dependent upon him, should expect to meet a 
hospital bill of $125 every 3 years. This sum would not provide 
for maintenance cost of the family if the patient were the wage 
earner. This seems reasonable but a review of salaries indicates that 
serious financial embarrassment is likely to follow a long-protracted 
illness. The obligatory system of sickness insurance in certain 
European countries is working out well. The author considers the 
whole question from both the patient’s and the hospital’s standpoint. 
There is need for some arrangement whereby people who need 
medical care, either as a preventive or curative measure can obtain 
it without jeopardizing their future. Many advances have been made 
in health protection in industry, public health measures enacted and 
carried on by various states, etc., etc. People are aware of the value 
of preventive medicine but in spite of universal interest in health the 
bogey of illness looms large to frighten and appall the middle class. 
Physicians, as they always have, give freely of their services, but 
this does not materially alter conditions and the system is not fair to 
the physician who has spent his life in study for the betterment of 
mankind: he is entitled to compensation. Hospitals are not estab-
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lished for gain but in spite of the aid given by both physician and 
hospital the burden of cost of illness is a crushing one to the average 
wage earner. The author has sane and logical views on the position 
of the physician, the hospital and above all the wage earner who faces 
the problem of illness either of himself or a member of his family.
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