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Social relief and social welfare are modern manifestations of the 
very ancient human instinct to give help, for the readiness to grant 
human aid is as old as human civilization itself. At the outset the 
granting of individual assistance was based on the law of love of one’s 
neighbor and on religious precepts. The modern tendency towards 
collective action, a feature of present day society, has given legislative 
effect to the will to help, and has led to the adoption of legislative and 
scientific principles to govern the granting of assistance. What was 
voluntary has become obligatory and the generous impulse of the indi
vidual has given way to regular practice based on exact principles. 
The whole system of relief in the modern state and in modern econ
omy has become nothing less than a matter of administration in the 
field of demography. The aim and the object of demography are the 
management of the organic capital represented by the human beings 
in a community. If this capital is to be wisely administered, to be 
preserved, to be in certain circumstances increased and improved in 
quality—we must apply a system based on economy, more especially 
on human economy. Instead of the individual act springing from a 
kind-hearted impulse, we now have an administrative system covering 
the whole human order and, since to every system of administration 
exact principles are essential, social care and welfare are strictly de
rived from exact premises. Logical action is the result of similar 
premises.

Since, therefore, exact or scientific welfare methods are under 
discussion I must first of all be permitted to say a few words about

* Read before the International Congress of Nurses, Montreal, Canada, July,
1929.
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welfare itself, that is to say, about organized, practical and economic 
methods of help. May I be allowed to introduce this subject by 
drawing a comparison ? One of the oldest and most esteemed branches 
of social care is that of medical aid. It began by being of a strictly 
personal character, and then its practice became based on tradition and 
later on science. Medicine in the widest sense of the word is the re
sult of this evolution. Medical science furnishes the principles on 
which medical aid is based, and this science lies in the hands of the 
medical profession. Science alone, however, does not suffice, for 
medicine is more than science: it is both an art and a science, so that 
a doctor is not only a scientist but something of an artist as well. For 
in every sphere in which man is brought face to face with his fellow- 
begins the extent of his influence is due not necessarily to the amount 
of his scientific knowledge but to the greatness of his art; for the 
creative artist is one who awakens the dormant soul of humanity.

The entire scheme of social aid is thus based on exact knowledge, 
and has in the course of recent years developed along such lines; yet it 
is something more than a science—it is in fact, like medicine, science 
combined with art. The welfare expert or social worker, to whatever 
category he may belong, must, if he is to be efficient, be something of 
an artist. This necessary combination of qualities explains the fact 
that so many are called and so few are chosen. Called upon to speak 
on exact methods in social and welfare work, I must begin by stress
ing the fact that while such work is grounded on knowledge it is 
nevertheless artistic in character.

Now, what are these exact premises? They are, firstly, a clear 
understanding of the social, economic, ethical, educational and medical 
circumstances which ultimately and finally make human beings need 
outside assistance. From the very multiplicity of needs it follows that 
no single branch of study can be regarded as an end in itself, if the 
well trained and enlightened expert in social aid is to meet adequately 
the demands made on him. Social questions are the subject of a par
ticular branch of human knowledge, and social work requires scientific 
knowledge of purely economic matters. The social worker must, for 
instance, be acquainted with the trend of the international labor mar
ket. He must be versed in the causes of unemployment and the laws 
governing the unemployment curve. To be an efficient social worker 
he must know the relation existing between work and wages, and must 
understand industrial law and labor contracts. Of the utmost impor
tance too is a knowledge of social legislation and it is essential that he
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should be well versed in that subject. He must understand thor
oughly the laws governing unemployment insurance, accident insur
ance and the whole system of sickness funds. He must know that our 
modern social work in all its branches is founded on certain definite 
ethical conceptions. Responsibility on the part not only of those 
granting assistance but also of those seeking assistance is an essential 
condition. A proved state of necessity must be morally presupposed, 
if we desire to keep social welfare from degenerating into ill-advised 
philanthropy and becoming an instrument for breeding paupers.

Wherever social welfare is applied to the young—and helping 
young people is not only the most fruitful, but also the most difficult 
branch in the whole scheme of social welfare—a knowledge of edu
cation is essential. The problems of the subnormal child, of juvenile 
delinquency, of mental deficiency and of congenital physical deform
ities must be grasped; and finally, intimately connected with this, there 
is a certain amount of medical knowledge—not, of course, the pathol
ogy and etiology of the different diseases, which are solely and always 
the business of the medical man. The social worker must, however, 
understand the social meaning of tuberculosis, alcoholism and venereal 
diseases. He must be aware of the factors underlying increased or 
reduced birth and mortality rates, should he wish to take his share in 
the task of managing the organic or human capital.

It will be seen from these brief references, how many scientific 
data require to be mastered. This does not mean, however, that the 
social worker should be able to act as Sick Fund or Insurance Society 
official, as master of a school or to engage in healing and clinical activ
ities as a doctor. Such work must be left, first and last, to officials, 
teachers and medical men.

It is not, however, the principles of social work alone which must 
be acquired scientifically; the daily activities of all social workers 
also must be founded on an exact basis. In accordance with this two
fold aspect scientific methods will now be examined. In doing so we 
shall have to give a few details concerning the various types of social 
activity.

Every branch of welfare is ultimately and finally, as already 
stated, nothing more or less than the putting into practice of the 
science of demography, and this, as has already been said, is nothing 
more than the administration of an organic capital. The organic 
capital itself, however, is composed of the human beings of all classes 
living within a state or community. In every administration we see



I J ' U ' W ’ WI1 - " " J » l "  .................„  , T m ,

80 Scientific Method

responsible heads—men and women whose duty it is to carry out the 
purpose of the organization in accordance with certain views and 
within the limits of present legislation, on behalf of the community. 
They represent as it were the spirit of the administration and it is 
their task to infuse this spirit into the entire organization.

It is quite another matter with the executive officials whose task it 
is to carry out orders and who are subordinate to one another. For 
the leaders of the movement principles are of first importance, and it 
is prejudicial to leadership when the man at the head of affairs con
cerns himself with administrative details; on the other hand, the 
breaking up of the great collective ideas into separate individual 
functions is the duty of the lower grade members of the administra
tion. To take a simple instance: it will be recognized as a matter of 
course that the director of a welfare department in a state cannot take 
a direct interest in the management of a single welfare institution, 
and it is equally obvious that he cannot interfere with regard to indi
vidual social assistance, no more than a hospital director or an 
eminent doctor can be expected to worry about details of nursing 
technique. Scientific principles should be similarly classified. The 
head of a welfare department must not only have precise knowledge 
of the facts of demography, but must share certain definite views on 
the subject; for there are various currents in this field of study which 
influence and dominate not only the spirit, but also the practice of 
social welfare.

May I be allowed to go somewhat more fully into this question, 
which is important as regards the whole scientific direction of a scheme 
of social welfare? The question of population politics is as old as 
civilization itself, and has fluctuated of course in various districts and 
at different epochs. Every nation, in the course of its history, has 
sought to claim the largest possible extent of territory, and has soon 
been led to the conclusion that such a claim can find support only in 
mere mass of population. That is why each nation wished to increase 
its population. When, as we read in the Bible, Jehovah said to the 
Jews that they would become as numerous as the sands of the sea, the 
statement was nothing less than a promise in the field of demography, 
which has indeed not been fulfilled. The object of this type of popu
lation politics is concerned with quantity, and I have therefore called it 
“quantitative demography.” In modern times, on the other hand, it 
might properly be called “imperialistic.” In quantitative demography 
the relation between the birth and death rates becomes a matter re-
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quiring the most precise scientific analysis, in which all action should 
take its rise.

Should a population expert believe that the predominant factor is 
not to be sought in quantity, but in proper living conditions for each 
member of the community, and in his cultural development, he will 
direct his attention chiefly to an improvement in quality of the human 
beings for whom he is responsible. I have called this point of view 
“qualitative” and social in contra-distinction to the term “imperial
istic.”

Here, too, as in every other branch of politics, it is clearly not a 
question of the opinion or the will of single individuals; prevailing 
general conditions only count and are of first importance. I should 
like to quote an instance in support of this. Until the recent War, 
all European States without exception pursued an imperialistic policy 
as regards the population question. The number of people or strictly 
speaking the size of the army, was the all-important factor. All ef
forts were directed towards bringing about an increase in the popula
tion. The number of soldiers was calculated for ten and twenty years 
in advance. At the end of the century a fall in the birth rate occurred 
throughout almost the whole of Europe and the state of nervous 
tension resulting from this was undoubtedly partly responsible for 
the outbreak of the Great War.

The inevitable and progressive fall in the birth rate and the tech
nique of modern warfare, with its masses of mechanical apparatus 
and war machines, have convinced politicians, and population experts 
as well, in all European countries, that the strength of battalions will 
not be the decisive factor in future warfare. Imperialism still persists 
in spite of all disarmament conferences, but qualitative demography 
has gained ground at the expense of the quantitative standard, and we 
now witness a constantly increasing desire to secure better conditions 
for the future life of nations—greater care for the young and a 
conscious effort to influence their general outlook.

These are fundamental principles with which men and women 
engaged in directing schemes of welfare work must be acquainted if 
they are to do their business properly. The policy advocated by lead
ers obviously finds expression in the executive. The continual attempt 
to persuade women to have as many children as possible, has been 
abandoned; nowadays the policy is to assist all expectant mothers and 
maternity cases and to devote special care and attention to every child 
born. The scientific training of child welfare workers is the ex-
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pression of this policy, and it is perfectly natural that the training of 
the social worker should also include the management of maternity 
clinics, the manner in which welfare centers for mothers should be 
conducted and the importance of behavior clinics, and so on. It is 
easy to understand why schools of social work now lay special em
phasis on the teaching of these subjects.

The individual has gained enormously in value; the general interest 
has become focused on his care and his maintenance. However 
paradoxical it may sound, the war has, by cheapening human life, 
raised its value. With a view to applying these scientific principles 
to the different branches of social work, a whole series of schools, 
formerly quite unknown, have come into being, e.g., schools of social 
work, schools of nursing, for kindergarten teachers, and so on. In all 
of them the fundamental scientific principles of social work are taught 
in a thousand ways and with very varying methods.

The increased value of human life has also led to widespread 
campaigns against diseases which had long been recognized as the 
social scourges of civilization—all the more so since epidemics of 
acute infectious diseases have been almost entirely stamped out. 
This explains the increased attention at present devoted to the fight 
against alcoholism, tuberculosis and venereal diseases. In this field 
also medical knowledge alone is inadequate, for these three social 
scourges are important rather on account of their social and social- 
political aspects. Centers for combating drink, venereal disease and 
tuberculosis require a staff of social workers, who in their turn must 
be trained on scientific lines.

As already stated, science is of fundamental importance not only 
in the training of welfare workers but in the exercise of their daily 
duties. Careful observation of economic and political conditions will 
never cease to influence the opinions and activities of those who direct 
the welfare movement in the different countries.

It is another matter in the case of the individual executive. 
He will indeed feel the reactions of important events, although their 
logical causes are unknown to him ; yet in spite of this, every step the 
social worker takes has, or at any rate should have, some scientific 
reason. I should like to illustrate this point also by a few examples. 
Every kind of social relief, whether on behalf of the aged or the 
young, must inevitably develop into family relief. The family is and 
remains not only the biological germinating cell of the social body, but 
is also the cell of this body to which we are constantly forced to
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devote our attention. When therefore a child welfare worker has, 
for some reason or other, to undertake the care of a child, such a case 
is not in itself one of poverty or misfortune, but is merely an indica
tion of family poverty or misfortune; thus it becomes the duty of the 
welfare worker to look after the whole family. Here the scientific 
method begins with the study of the case history, which must precede 
case diagnosis. Case history must also start on a scientific basis if a 
cure is to be effected. The mere inquiry into case history, the ques
tions put to the persons concerned, involve knowledge of a series of 
different subjects. Each question and each answer must serve a 
definite technical purpose. Each question, therefore, must be psycho
logically clear if the answer is to be socially true. Case diagnosis rests 
on logical conclusions drawn from premises established by case 
history.

For this purpose, the social worker must not only have the gift 
of observation, he must also have a large amount of theoretical knowl
edge, which must, if needs be, find practical application. To recognize 
unemployment as the cause of family poverty is very easy, but to 
differentiate distaste for work from lack of work is often very dif
ficult. The problem becomes much more complex when material 
difficulties are enhanced by those of a psychological nature. Incom
patibility of temperament in parents is far oftener the root cause of 
difficulty in the upbringing of children than any innate anti-social in
stincts in the children themselves. Here it is often not at all easy to 
differentiate between the faults of the parents and those of the 
children. Many cases of child neglect become at once easy to diagnose 
when antagonism between the parents based on erotic or sexual 
causes can be brought to light.

The same remarks apply to all forms of “cure.” This should, as 
far as possible, be etiological and aim therefore at removing the cause 
of the evil. A cause such as the unemployment of the father of a 
family may prove under certain circumstances very difficult to deal 
with. Relations with unemployment centers or labor exchanges are 
essential in this case, and that is why it becomes necessary for the 
welfare worker to understand, to a certain extent, the trend of the 
labor market. She must notice present crises in the labor market so 
that she may direct the father to the right quarter. Procuring em
ployment for the head of the family is the obvious and normal step, 
but one which it is at present often impossible to take. It represents, 
if you choose, the real and proper “cure.”
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Unemployment must also be treated in other ways. By placing 
a young child in a kindergarten or home during the day the welfare 
worker can often enable the mother to save and maintain the family 
by her earnings. For this purpose also some special knowledge is re
quired. In another case, the placing of a sick child in a nursing home 
or the help of a sickness fund may relieve the family burden and 
increase the mother’s chances of finding work. The welfare worker 
must therefore know at any rate the simplest facts concerning sickness 
insurance and sickness funds if she is to succeed in effecting her 
“cures.”

Thus every step taken by a welfare worker in a case of this kind 
is seen to be grounded on scientific principles. The cases referred to 
above are of frequent occurrence, but are still comparatively simple 
ones. Much harder to solve are those cases of difficult children com
bined with parental drunkenness, and so on. The welfare worker who 
looks after a child becomes finally the confidant of the family and 
should, in all situations and circumstances, stand by the side of the 
family as adviser and helper. The innumerable complications of 
modern life make constant demands on the exact knowledge of such 
a confidant.

We have up to the present discussed child welfare workers, and 
will now review in brief the duties of the worker in another field of 
welfare activities. In earlier times it was invariably the mother’s duty 
to rear and educate her baby. She may or may not have been a suit
able person for the purpose. The greatly increased strain thrown on 
the individual by modern civilization and present economic circum
stances have often revealed the incapacity of the mother to fill her 
part. Years ago men like Pestalozzi and Frobel recognized this in
dividual inability and gathered children about them, seeking to educate 
them in kindergartens. The system has been extended and there has 
arisen not only the psychology of childhood but, as a logical conse
quence, an educational system wholly confined to the small child. The 
idea has become generally known and kindergartens have been es
tablished in which infants are educated in obedience to various 
methods. To quote an instance : The town of Vienna has today over 
100 kindergartens, in which more than 8,000 children are looked after 
daily. The profession of kindergarten teacher has gradually become 
an independent career. The teachers not only receive a three years’ 
training course, but they are also obliged to draw upon their scientific 
knowledge in the course of their daily work. Their activities must



obey the leading principles of child hygiene. The psychology of child
hood is the chief theme of their duties; when we realize how 
momentous impressions, influencing the whole of adult life, are con
nected with just this period of early childhood, we shall readily grasp 
the significance of the teacher’s influence. In this field psychological 
knowledge and educational experience are decisively valuable; here 
too scientifically directed methods are of vital importance.

The multiplicity of postulates of a scientific character which must 
be mastered are conducive to specialization in some branch of social 
relief. Thus in the field of social welfare there is an increasing tend
ency for workers to specialize. Complaints are now being raised on 
all sides against specialization in medical work, and they will, at a not 
far distant date, be equally applicable to specialization in the field of 
social welfare work. Such specialization cannot however be avoided. 
Everyone who has been engaged in welfare work of a responsible 
nature for any length of time must be perfectly aware of this, and I 
can confirm it from my personal experience.

Medical assistance being the oldest type of welfare work developed 
early. Thus we see, in the international field, the nursing profession 
put on a progressively scientific basis, and practiced in an increasingly 
scientific manner. The considerable body of nurses of the present day 
constitutes one of the mainstays of our whole scheme of social wel
fare. The progress in this sphere of welfare work is really admirable, 
if only on account of the speed with which it is being achieved. I can 
remember from my medical student days, how we looked on the nurses 
as ignorant women, totally unacquainted with the simplest facts of 
medical care; they seemed to come straight from the street into the 
sick room, seeking employment and a livelihood. They brought to 
the task mere readiness to help and nothing more. Comparison with 
the scientific and thorough training of the present day nurses, as pro
vided in the different schools, will afford some idea of the immense 
progress achieved. Today the nurse is a real helper of the sick, on 
whom doctor and patient alike can reply. To readiness to help has 
been added capacity to help, to qualities of heart those of brain. Here 
we see the scientific method in its most perfect form; here daily 
progress is being made. Unthinking tradition has been replaced by 
action based on knowledge. Medical progress has become the daily 
teacher of the nurse. A mere occupation has been transformed into an 
art.

Progress in other spheres of human relief work has been very
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much slower, perhaps on account of the fact that the movement is of 
much more recent date. Man learned early to care for the sick, but 
was late in seizing the fact that help was also required for the healthy 
suffering from social deficiency. What the nurse is to the physically 
or mentally diseased, the welfare or social worker is to the socially 
sick. In this sphere also assistance consciously based on economic 
principles has replaced mere relief work, and social workers acquire 
their knowledge of the subject by study; they are trained in schools 
which teach them the basic principles of economics and of the social 
edifice in all its parts.

In this field, too, mass training has replaced individual experiment. 
And here, again, the demands of specialized social welfare have re
sulted in the creation of specialists. Nurses for surgical cases are 
distinguished from those who have studied dietetics, and also from 
X-ray sisters and sisters in children’s hospitals. The same is true in 
welfare work; child welfare, school nursing and cooperation in the 
campaign against alcoholism are some of the branches which have 
developed. They have all justified their existence and have become 
a need. None the less, wider aspects must not be lost sight of or 
neglected. Scientific principles may be different, technique may vary, 
but the fundamental conception remains everywhere the same. Social 
workers are but the different organs of one large body; they are 
collectively the executive organ of demographical policy. Each has 
his special scientific method and uses a scientific technique in accord
ance with his particular task. The scientific nature of the principles 
which find their expression in methods of training, in the transition 
from tradition to teaching, yields a possibility of success—but one 
possibility only.

The other possibility lies in personality and cannot therefore be 
learned; it is seen in the art of awakening the human soul, of winning 
confidence, granting spiritual aid and finally consolation. A nurse is 
more than a healing machine, a social worker more than a lifeless tool 
for social aid. They all have souls, since they are human beings. 
Exact training and scientific equipment may be intensified and in
creased, yet the limit set to all social aid is and remains in each 
particular case the personality of the social worker. Nurses and wel
fare workers of all classes are right to demand improved scientific 
instruction and preparation. That is what they receive; what they 
must give in exchange is their strength of soul, and the incarnation of 
all human aid—the spirit of charity.
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The whole subject of coordination between relief and health 
organizations has been so thoroughly dealt with by Dr. Louise Stevens 
Bryant1 that there is little more to be said. Her title is most 
suggestive, “Better Doctoring—Less Dependency.” She finds a mil
lion and a quarter people in New York City attending dispensaries 
during a year. There are 150,000 persons under the care of family 
welfare agencies in a year. Of these about 135,000 are also dis
pensary attendants. Ninety per cent, of the clients of relief agencies 
are dispensary attendants and only ten per cent, of dispensary attend
ants come from relief agencies. The problem, so far as mass is 
concerned, is therefore of major importance to relief agencies and 
of minor importance to dispensaries.

Dr. Bryant points out that historically, both medical and relief 
organizations have a common origin in philanthropic service. They 
still present many analogies, although their development has been 
along diverging lines. The clinic has grown from a mere dispens
ing of drugs to the poor into a complicated diagnostic and treatment 
service for the sick and an educational hygienic service for the well. 
The social agency has developed from the dispensing of purely ma
terial relief to a thoroughgoing economic, psychological, educational 
and physical service to the individual. In the former less drugs are 
dispensed; in the latter, less money is doled out.

Perhaps the outstanding reason for differences of viewpoint be
tween clinics and relief agencies is in their staff structure. In the 
clinic the physician is the central figure. He is usually a volunteer

♦Read before the National Conference of Social Work, San Francisco, Cal.,
June 1929.

87



88 Relief and Health Coordination

which means his time in the clinic is limited and his interests there 
must be secondary. The entire staff revolves around the physician 
whose work consists of the application of a highly technical skill to a 
single individual. He is not concerned, as a rule, with administrative 
policies except as they affect his medical work. Too often he is 
overloaded with a large number of individuals who must be dealt 
with expeditiously.

In the social agency, professional work is done by full-time, paid 
workers. There is closer understanding between those who deter
mine administrative policies and staff members, which leads to 
greater flexibility. The case worker is concerned with the entire 
family as a unit over a prolonged period. She “closes” cases much 
less frequently than the clinic. Having attended to the physical needs 
by referring the patient to a dispensary, she has still to deal with 
social, educational and psychological needs. “The clinic is con
cerned with the individual as a personality, and in his family and 
social life because of the bearing on his medical condition. The social 
agency is interested in his medical condition because of its bearing 
upon his effectiveness as a social being.” Thus the individual en
counters dissimilar interests in the clinic and social agency, means 
and end are exchanged, and confusion and disharmony ensue.

We are therefore confronted with two types of organization, both 
supported by public funds, each having many similar interests, each 
increasingly interdependent and each necessarily making increased 
use of the other. On the one side the executive agent is the physi
cian who has an individualistic viewpoint, has primary interests 
elsewhere, is often unsympathetic with social work which seems un
necessarily inquisitive, and who is burdened with the urgent necessity 
of seeing three and four times the number of patients to whom he can 
do justice. On the other side the executive agent is the trained 
social worker who has but a desultory knowledge of medical matters, 
is often likely to overlook concealed illness as a cause of the social 
problem she is attempting to correct, who does not understand the 
complicated diagnostic methods of modern medicine, who chafes at 
the time they require and often resents the lack of clear-cut findings 
and definite therapeutic results.

Is it to be wondered at that the social worker sends clients to the 
clinic with requests for Wassermanns, assuming the prerogative of 
the physician to make a positive or negative diagnosis of syphilis? 
Or that she blithely informs the client that his tuberculosis is cured
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and it is time for him to go to work because his last sputum examina
tion was negative ? Or that she keeps the wife of a tuberculous 
husband in a constant state of fear for her own health and that of 
her children because of the dictum of the clinic physician that they 
should be kept under observation? Or that she insists upon a com
plete medical report which would violate the physician’s conception of 
his ethical responsibilities? Or that she furnishes the physician with 
a carefully prepared but verbose report giving the case history in 
full detail, the reading of which would consume time which the 
doctor would be wiser to spend on the latest medical report covering 
the patient’s disease.

Is it to be wondered at that the clinic physician often refuses to 
examine the apparently well clients of the social agency? Or that he 
overlooks important family medical history concealed in the social 
worker’s case history? Or that he fails to show the consideration to 
a clinic patient which he would show to a private patient, thereby 
doubling the social worker’s difficulties in obtaining the patient’s re
turn? Or that he refuses requests for laboratory and X-ray reports 
when he knows that the science of diagnosis requires a skillful evalu
ation of history, physical examination, and special reports ? Or that 
he refuses to divulge the full detail of the patient’s condition when he 
believes such a report will violate the patient’s confidence?

Several remedial procedures present themselves, some of which 
are mentioned by Dr. Bryant. These are discussed in what seems to 
be the order of their importance.

A paid medical staff at clinics and hospitals, one or two of which 
are full-time, is increasingly necessary. In fact, the common existence 
of a volunteer medical staff is a peculiar developmental anomaly. The 
day of volunteer social workers is largely past, and yet the social 
sciences are much younger than medicine. No person enters a school 
for social work in the hope of becoming wealthy in his profession, 
and almost none enter medicine with that end in view. Both appar
ently have the same urge to do something of benefit to mankind. 
Both are in the position of charging the wealthy for their service to 
the poor. Gratuitous service to the poor is an age-long tradition in 
medicine and will probably always continue. But it is commonly 
found that the physician who devotes the most time to free service at 
clinics is also the one who does the most gratuitous work in his 
private office. In addition to this, physicians commonly experience 
difficulty in collecting more than sixty to seventy per cent, of what



they charge. What other business or profession could be run on 
the basis of rendering free service to one-third of its clientele and 
failing to collect a fair price from another third?

Regardless of the number of available free clinics, physicians 
will always find it necessary to render valuable service to patients 
unable to pay, who present themselves at their private offices. Why, 
therefore, should such service be free to still another group whose 
social life is for the time in the custody of an agency?

The reason appears to be that free medical service in dispensaries 
has usually been available to the clients of social agencies for the 
asking. During the period of development of social agencies it has 
been unnecessary to include the cost of medical care in the family’s 
relief budget, yet the cost of clothing, food, fuel and rent is included 
without hesitation, as is also, at times, the cost of special dental and 
nursing care.

Social workers are familiar with the administrative problems pre
sented by a volunteer staff of workers. The director of a clinic or 
superintendent of a hospital faces the same difficulties with a volun
teer medical staff.

The moment staff members are paid the whole administrative 
aspect is changed, even though the salary be a nominal one on an 
hourly basis. Then the clinic executive has a right to expect from 
his medical staff meticulous attendance, accuracy and completeness of 
reports, attention to rules, standardization of procedure and nomen
clature and an attempt to comply with the policies of the institution. 
In the absence of a paid medical staff the clinic executive can make 
no demands. He is constantly indebted to the volunteer physicians 
and must be satisfied with staff members selected on the basis of 
willingness to serve rather than upon professional competence.

There seems to be a general feeling on the part of social agencies 
that better medical service is obtained in teaching institutions. This is 
largely due to the fact that the medical staff is paid, not in money, 
but in prestige. There is a professional advantage accruing to the 
private physician who is connected with a teaching institution. 
Furthermore, such faculties usually contain several full time, salaried 
medical men, one or more of whom assumes some administrative 
duties.

The next remedial procedure lies in the training of both medical 
students and social workers. Richard Cabot2 has pointed out 
that medical training in the clinical years is largely a system of
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preceptorship. The student learns by watching the technic of his 
clinic chief, not by hearing lectures. This is a powerful educational 
method which influences character, habits of thought, conduct and 
viewpoint more profoundly than any other. It is the method used 
by the great Greek philosophers, and by the trade guilds of more 
modern times. Unfortunately for the social worker it sometimes 
works to her disadvantage in the medical schools of today. When the 
social worker meets the clinic physician in the presence of a group 
of medical students and is received with suspicion or open antagon
ism, irreparable damage is done the cause of social work, so far as 
the students are concerned. The slightest innuendo cast by the 
clinician in the presence of his students—an inflection of the voice, 
a change in facial expression—will take years of pleasant contacts 
between the young physician and social workers to overcome.

With the increasing importance of the social aspects of medical 
practice, including clinic work, industrial medicine, public health, and 
the private practice of preventive medicine, it would seem that medical 
schools might well include a course in social medicine during the 
clinical years. But more important than this is an insistence that 
faculty members know something of the social aspects of medicine 
and that they have to deal in clinics and hospitals only with well- 
trained medical social workers who merit their cooperation and 
respect.

Social workers on the other hand should become more generally 
familiar with the medical aspects of relief work. They should all 
be to some extent medical social workers. They should have had 
contact through lectures, seminars and actual case work with medical 
men who have some understanding of their viewpoint. They should 
overcome the feeling so prevalent that medicine is a sacred and 
mysterious field to be kept away from as long as possible; and once 
forced upon them, to be suffered through as quickly as possible. A 
working knowledge of the medical sciences and even of medical 
terminology is not unobtainable. Once the “unknowns” of health 
and disease are understood by the social worker, there is less danger 
of her overstepping her own field and assuming the prerogatives of 
the physician. Fortunately this is being made easier by such writers 
as Dorsey3, De Kruif 4, Overstreet6 and others.

The next item of importance lies in the field of medical social 
service. Dr. Bryant recommends “more and better social service 
departments properly organized in relation to the hospital administra-
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tion.” She points out that where medical social service departments 
exist, relief agencies appear better satisfied with their service. 
Proper training of the medical social workers is of course paramount. 
In addition to this, proper treatment and use of the medical social 
worker is mandatory if the clinic is to get the maximum benefit from 
her services. It has been pointed o u t6 that there is a common 
tendency on the part of the clinics to use the medical social worker 
solely to determine financial eligibility. This is the result, largely, 
of the insistence of volunteer medical staffs that free clinics protect 
them from rendering service to patients who should apply at their 
private offices. Volunteer physicians are prone to exaggerate this 
danger. Davis 7 has shown that while dispensary abuse is a mat
ter requiring attention, it is by no means of major significance. 
The medical social worker’s chief value is: 1. As an assistant to the 
physician, enabling him to approximate individual service to increased 
numbers; 2. as a follow-up agent to reduce the percentage of lost 
patients; 3. as a liaison between medical and relief agencies; and 
4. as a case worker among clinic patients who require social as well 
as medical treatment and who are not under supervision of other 
social agencies.

The next remedial procedure is also suggested by Dr. Bryant 
and is of immediate importance. She states that misunderstandings 
between medical and relief agencies are partly due to mental attitude 
and can be remedied by frequent conference between agency execu
tives. The apparent success of the Welfare Council of New York 
is a testimonial to the correctness of Dr. Bryant’s conclusions. The 
undoubted success of a smaller but older and similar organization, the 
Berkeley Coordinating Council8, is another favorable testimonial.

This Council was organized in 1924 by Dr. Virgil E. Dickson, 
then Director of the Bureau of Research and Guidance of the Berk
eley Public Schools. It was composed of the Chief of Police, the 
Health Officer who was also director of the medical relief agencies 
and director of the school health department, the Executive Secretary 
of the Berkeley Welfare Society, an agent of the city charity com
mission, the Superintendent of Social Service of the Berkeley Health 
Center, the Visiting Teacher, the Director of Elementary Education, 
the Policewoman (a trained social worker), and the Chief Executive 
of the Boy Scouts.

The function of the Berkeley Coordination Council is two-fold, 
first to analyze and so far as possible meet the major community
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problems, and, second, to fix cooperative policies by analyzing and 
acting upon typical cases where more than one agency was inter
ested. Under the first function satisfactory progress was made in a 
cooperative manner with such problems as psychiatric guidance of 
juvenile delinquents, the early detection of potential delinquents in 
certain schools, the need of special schools for segragated groups 
with similar physical defects, a uniform method of commitment to 
state institutions, a uniform procedure of preparing and presenting 
cases to the Juvenile Court.

Under the second function, much time was saved all agencies 
by free access to the records of other agencies and by immediate 
rreparation of, and agreement upon, a case plan. Only typical cases 
were presented, and these, once acted upon, fixed a policy for all 
similar cases in the future. Not only was a plan agreed upon, but 
certain portions of the plan were assigned the agency best equipped 
to carry it out, other agencies agreeing to withdraw for the time being.

Several important lessons were learned. First, it was found to be 
essential for the responsible head of each agency to be present at 
each meeting. This permitted immediate official sanction of a plan 
and made authoritative advice available. It also brought the council 
a familiarity with major problems confronting each agency and made 
possible a free interchange of valuable ideas. Each agency head 
was accompanied by an assistant familiar with details and with suffi
cient authority to carry out plans which were agreed upon. This 
created a heavy responsibility upon the presiding officer to see that 
the time of council members was carefully conserved. The art of 
chairmanship was never more clearly exhibited than by the Council 
President, Dr. Dickson. Meetings were carefully programmed. 
Summaries and keynotes of case reports were insisted upon rather 
than lengthy discussions. Debates were brief and to the point and 
agreements quickly reached, as a general rule. Excellent secretarial 
service was provided. Meetings were convened and adjourned 
promptly. As a result, no meeting was closed without definite pro
gress along some line, a feeling of satisfaction on the part of council 
members, and often a gain of inspiration for all.

It was also learned that delimitation of function of the agencies 
represented was less important than agreement on a plan. Thus, 
it often appeared that the visiting teacher had the confidence of a 
family and could see to correction of physical defects better than the 
nurse. Or it would be evident that the policewoman could better
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handle a school attendance problem than the truant officer. Or the 
health department nurse might have rendered such services to the 
family in the past as to have their complete confidence and could 
better arrange commitment for a feeble-minded member than the 
policewoman. And strangely enough, it was not uncommon to find 
that the police officer on the beat was more friendly with the family 
than anyone else and could persuade regular attendance at a venereal 
clinic when all others had failed! Thus, the aim was to get results 
along the lines agreed upon, rather than to quibble over prerogatives.

There is no procedure or set of procedures which will “render 
unnecessary continuous, tactful, cooperative work between social 
agencies, medical institutions, and social service departments.”

Finally, it is believed that limitation of intake and adoption of an 
appointment system by clinics will be found indispensable. When 
it becomes possible to apply efficiency tests and analyses of unit costs 
to clinics and hospitals it will be shown clearly that the “greatest 
good to the greatest number” does not lie in the direction of the 
wide open door. The clinics first responsibility to the patient is to 
do the all for that patient that human endeavor can produce. Noth
ing excuses neglect of a single patient who is once registered, not 
even refusal of admission to others. Furthermore, it is a tragedy of 
most work dependent on public support that conditions must grow 
extremely serious before the public can be aroused to correct them. 
It is much easier to raise money for the care of those needy who are 
entirely neglected, than to raise it to do better work for those already 
receiving some help.

Several remedial procedures are suggested to promote economy 
and efficiency in relief and health coordination. Among them a re :

Paid medical staffs in public clinics and hospitals.
Training of the medical student in the social aspects of medicine.
Training of the social worker in the medical aspects of relief work.
More and better medical social workers in hospitals and clinics, 

and greater appreciation of their values aside from eligibility de
termination.

Frequent and periodic conference between chief executives of 
medical and social agencies, conducted in a spirit of sympathy, tact 
and cooperation.

Limitation of intake in medical agencies and a willingness on the 
part of the community to provide necessary adequate medical care 
for the indigent.
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THE INTERNATIONAL FACTORY-CLINIC FOR 
INDIGENT PATIENTS SUFFERING FROM 

SURGICAL TUBERCULOSIS
DOCTEUR A. ROLLIER

Surgeon-Director of the H  eliotherapeutic Establishments at Ley sin

It is with great pleasure that I am giving the readers of the 
Hospital Social Service Magazine a brief outline of the Work-Cure 
at the new International Factory-Clinic in Leysin. Leysin is situated 
in Switzerland, overlooking the upper Rhone valley and facing the 
picturesque ridge of the Dent du Midi and neighboring snowcapped 
peaks. Although this height is between 4,000 and 5,000 feet, the site is 
protected from the north winds by pine-clad uplands and it slopes 
steeply towards the southern sun. It is there that over twenty-five 
years ago I settled as a country surgeon and in the course of my 
rounds among my mountain patients I noticed from the very 
first how quickly and easily their most serious wounds healed. These 
facts and those collected by Dr. Bernhard before me, who applied 
local Heliotherapy among the mountain population of the Engadine, 
led me not only to believe that local Heliotherapy, but that general 
Heliotherapy was a method of certain healing, though not fully 
understood. Convinced that tuberculosis was not a purely local 
evil but first of all a general disease requiring a general treatment, 
I resolved to apply sun and air systematically to my surgical tuber
culous patients. The results have been and are so favorable, even 
striking, that Heliotherapy is now considered as the treatment of 
choice.

To general Heliotherapy we rapidly associated a precious adju
vant, I mean to say the Work-Cure, which in its turn proved to be 
an important therapeutic factor thanks to its physical, psychological 
and economical value.

The idea of a Work-Cure might at first appear to be a contra
diction in terms. How it may be asked, can it be possible to com-
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bine regular and remunerative work with the systematic treatment 
of patients suffering from such serious complaints as tuberculosis 
of the spine, hip, knee or upper limbs, especially since complete 
immobilization is considered, generally speaking as the fundamental 
rule to be observed.

The objection soon falls to the ground, however, when it is 
realized how completely Heliotherapy as practiced by us has revolu
tionized all ideas hitherto held as to the treatment of tuberculosis 
of the bones, joints, glands or peritoneum.

Since through the sun-cure we have been led to the Work-Cure 
it is necessary, in order to understand the origin of the latter to 
make a short excursion into the realms of solar therapeutics in the 
treatment of that form of tuberculosis styled “surgical.”

The name “surgical,”—which has been quite wrongly maintained 
in describing these forms of tubercular infection,—takes us back 
to the time when they were regarded as belonging exclusively to the 
domain of surgery.

Surgical tuberculosis is not a purely local evil, but is first of all 
a general disease of which the foci are but local manifestations. If 
the bacillus is one part of the problem, the soil is another and in
deed, so important is the latter, that one may consider the develop
ment of a surgical tuberculous case as depending above all on the 
strength or on the weakness of the organic resistance on the part of 
the individual. Heliotherapy, simple return to a natural law, is the 
best renewer of the soil and constitutes the best general treatment; 
it stimulates admirably all the natural defenses of the organism 
while at the same time providing the ideal local treatment; as the 
action of the sun rays is analgesic, bactericidal cicatricial and re
calcifying.

The action of the sun, strictly applied and individualized, is 
first of all general and manifests itself on all the systems, the skin, 
the musculature, the blood, the skeleton, the endocrine organs and 
on the metabolism.

Metabolism has the most striking action on the skin, and we 
attach the greatest importance to the role of the teguments in the 
defense of the organism, for the skin is not only an organ adapted 
for protection, respiration, nutrition, innervation, absorption, elimina
tion but also for internal secretion and immunization since it pro
duces, as we know, immune bodies, and the skin plays the role of a 
kind of reservoir for these immune bodies. These important func
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tions of the skin can only play their normal role when the skin is 
placed in its natural surroundings, i.e., in contact with air and sun. 
Thus toned up and pigmented, the skin becomes not only the ideal 
garment provided by Nature,—pigment is not only a protection 
against ultra-violet rays,—but a thermic regulator, a kind of accumu
lator of radio activity.

The action of the sun on the musculature is very remarkable. 
Under the prolonged and direct influence of its rays, without the 
aid of any massage or the use of electricity one can observe the 
muscles of our bed ridden patients developing and strengthening into 
harmonious and often athletic forms. This may be explained, first 
by the improved circulation in the dilated capillaries causing an 
intense flow of the blood from the depths to the surface of the 
integuments through the muscular layers, and secondly, by a tonic 
action on the muscle fibres due to the vibratory shock of intense sun
light upon the network of sensorial endings in the skin. The 
development of the thoracic muscles aids powerfully the play of 
the thoracic cage and in consequence favors pulmonary action, im
proves the respiration and increase the oxidation of the blood. It 
restores also the abdominal support ensuring a natural belt of 
muscles and producing better functions of circulation in the abdom
inal organs. By restoring the muscles of the limbs, the sun-cure 
reestablishes the action of these natural levers on the bones and 
favors the return of articular movement.

The sun’s action is no less efficacious on the skeleton; rickets and 
tuberculosis are well named by Saleeby “the diseases of darkness” ; 
their characteristic is decalcification due to and increased by lack of 
light. Artificial luminous radiations, rich in ultra-violet rays have 
incontestably a recalcifying action on the skeleton of rickets, but 
the problem is much more complex in surgical tuberculosis consider
ing the many organic factors which come into play.

It is established by abundant evidence that the solar spectrum 
with all its radiations, intensified at high altitude or at the sea-side, 
has a still more manifest curative action on decalcification and bony 
bacillary foci. We have now over 50,000 X-ray plates, which prove 
beyond doubt that there is no bone lesion, however deeply situated 
provided it is not secondarily infected, which does not benefit from 
the cicatrizing and recalcifying solar action. The reconstitution of 
these bony lesions may be often so complete that it can be described 
without exaggeration as “restitutio ad integrum.”
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If Heliotherapy has such a wonderful importance for the physique 
of our patients it has no less a beneficial and striking influence on 
the morale, producing in a patient a sense of well being. Very few 
are insensible to the beautiful sight of neighboring mountains on a 
sunny day. But even at a high altitude the sun does not always 
shine, and Heliotherapy alone is not always sufficient to maintain 
the morale of bed-ridden patients and more especially that of the 
indigent, who arrive discouraged through having been obliged to 
interrupt their work, sick in soul as well as in body, tormented when 
thinking of their home deprived of the head of the family and faced 
by financial difficulties. In order to help our patients to recover 
their good spirits, indispensable to balanced well-being we have 
organized the Work-Cure in association with the sun-cure. Work 
is one of the essential conditions of a normal life and this natural 
social law cannot be neglected with impunity, for it is of divine origin, 
“Six days shalt thou labor,” said the Creator, “and do all thy work.” 
Always individualized and methodically applied—like Heliotherapy 
itself—the Work-Cure proved to be a therapeutic agent threefold i n , 
value: physical, moral and social. Experience has demonstrated that 
all patients suffering from non-febrile surgical tuberculosis may 
benefit from the Work-Cure without impeding in any way the sun 
and orthopaedic treatment.

Manual work is of primary importance, both as a physiological 
factor, for it favors the blood circulation and stimulates the defences 
of the organism, etc., and as a psychic factor, for it removes the 
crushing sense of uselessness from the mind of the patient. Further, 
—and this is a point of immense importance in the treatment of 
necessitous cases—the patient is enabled to earn enough, first to 
assist and later to cover more or less his cost of maintenance.

While exposing the body to the sun, patients suffering from 
Pott’s disease can quite easily work in the ventral position without 
in any way interfering with the recovery of the spine. With a 
cushion under the chest and the elbows on the mattress, the hands 
are left perfectly free and the patient can use them during the long 
hours when the back and body are being exposed to the sun. For 
tuberculosis of the hip a special arrangement allows the invalid to 
work on his back without moving in the least degree the coxo-femoral 
joint when it is held in place by the apparatus for continuous ex
tension. As for knee and foot, it is easily understood that im
mobilization of the joints involved, and their exposure to the sun,
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is in no way hindered by the handwork done by the patient. In the 
same way if the disease is situated in the upper limbs, our ortho
paedic apparatus makes it easy to arrange the work so long as one 
hand is left free. Every patient, in fact, according to the situation 
of the disease finds he can adopt himself to some special work. A 
spine case, lying on his stomach and supported by his elbows, or a pa
tient suffering in the knee or foot and able to sit up in bed, can easily 
undertake articles made in wood, metal repousee work, small ma
chinery or watchmaking. A hip case, forced to lie on his back can more 
easily take to knitting, crochet or basket-work or painting on wood 
or porcelain.

But whatever the work prescribed, it always has to be suited to 
the individual and the dosage prescribed by the doctor, exactly as 
in Heliotherapy itself, of which it becomes thus indispensable the 
complement.

The excellent results of the Work-Cure encouraged us to intro
duce it more and more widely first in our popular clinics and later 
in the others. It was a question of organization and centralizing. 
To facilitate the sale of the work, variety in the articles produced 
was aimed at. For the men, to basket-weaving were added leather- 
goods, wood-carving, things made of rope and small machin
ery. For the women, raffia-work, embroidery netting and rug 
making, at which they soon excelled thanks to the teaching of an 
expert forewoman. Thus the Work-Cure continued to expand and 
grow. Although the articles were carefully and well made and their 
finish left nothing to be desired, it became increasingly difficult to 
dispose of the stocks, which accumulated in our clinics in spite of 
regular sales. It became urgently necessary to organize the work 
on a larger scale and to extend the activities of our working patients 
to the manufacture of special articles ordered by factories and work
shops.

It was no longer a matter of fitting up makeshift workshops in 
our popular clinics, but of building a special establishment where 
the work could be organized, and, like Heliotherapy itself, included 
in the patients’ regime in such a way that their orthopaedic and 
solar treatment would in no way be interrupted.

For this reason, we are building an International Factory-Clinic 
with 120 beds, where indigent patients suffering from surgical 
tuberculosis will benefit, from the moment of admission, by a model 
technical organization and where they will have an opportunity of
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earning their livelihood by easy and remunerative work while con
tinuing their solar treatment.

On the occasion of the 25th anniversary of our work at Ley sin, 
we made a foundation to which we gave the site and part of the 
building, which was begun in 1914 and of which we have resumed 
the construction.

The special characteristic of the establishment is that it will be 
dual; a factory and a clinic. The spacious balconies and dormitories 
will all be fitted up as workshops fully exposed to air and sun. The 
patients will have at their disposal in or near their beds, very com
plete and especially adapted appliances, electrically worked in such 

V a way that the work will never harmfully interfere with their solar 
and orthopaedic treatment.

The invalid workmen will make pieces of small mechanism, 
especially, “spare parts” for the use of factories and workshops that 
have promised us their friendly assitance. Work demanding more 
effort will be reserved for convalescents who will work in special 
workrooms on the ground floor of the factory. Thus the Work-Cure, 
whether of the patients or the convalescents, will be carried out 
under the most perfectly hygienic conditions while continuing the 
benefits of the sun-cure.

I may add that we have arranged, if funds permit, to devote 
a whole floor to an International School of Commerce, where young 
men can obtain an official diploma, and that the plan has met with 
the warm approval of many directors of Schools of Commerce, 
who already have spontaneously offered us their support. The ad
vantage of this institution will be that the pupils receive both a 
practical and a theoretical education, for they will be taught how 
the administration of the establishment is carried out and will be 
initiated into the financial working of a business. This twofold educa
tion will so equip them that it will be easier for them to find em
ployment when their cure is complete and they leave the Factory- 
Clinic.

The highest story of the building and the solarium (a flat roof 
constantly exposed to the full effect of air and sun) will be reserved 

- for experimental observations upon the physiological effects of 
, work under exposure to full sunshine. Here, in a suite of labora

tories some 4,500 feet above sea-level, the chemical and physical 
\  equipment necessary for research upon respiration, excretion, meta

bolism, fatigue and other factors allied to working capacity, will be

1



' * - f  - : 'VTYTrrr. - 7 rf^T*^** v r tr« t w jw "," *y* • ^ r T ' ^  'iro

102 Factory-Clinic

provided. It is anticipated that a team of research workers will 
both exercise a salutary control over the activity of the individual 
patients, and will accumulate valuable data regarding the bodily 
conditions associated with output of energy and exposure to sunlight.

Lastly there will be evening courses of modern languages, the 
study of which becomes every day more important, and to a large 
extent forms a necessary line of approach to the majority of pro
fessions.

Carried out on these lines, the Factory-Clinic will give necessitous 
patients an opportunity of consolidating their cure and of preparing 
themselves in a natural and rational way, for their return to normal 
life.

Liberating work, carried out in an atmosphere of sunshine and 
beauty, facing one of the loveliest views in the world, will make new 
men—-morally and physically—of those patients once weakened by 
disease, sick in soul as in body. When the hour of complete cure 
arrives, - they will take up once more their family and social life, 
for no longer will they be human derelicts of no value—which too 
often is the fate of the so-called “cured”,—but will be normal, healthy 
beings, trained to work and capable of earning their livelihood.

But we expect still more of this humanitarian enterprise. We 
want it to be a center of moral education; we believe that the life of 
regular and disciplined work, the community of interests without 
distinction of nationality or religion, will stimulate in our patients a 
sense of brotherhood and mutual assistance. We hope that our 
patients will develop at the same time self discipline; that by sub
mitting to the divine law of work they will follow the example of 
the Divine Carpenter who Himself honored manual labor, and that 
they will obey His great commandment: “Thou shalt love thy 
neighbor as thyself” which, in the last analysis, is the only and true 
solution of the great social problems of all ages.

Perhaps, too, they will find that in this also lies the deep source 
of happiness. Their souls irradiated by this inner light, their bodies 
renewed by the beneficent action of the sun, our working patients 
will attain this harmonious equilibrium which will enable them to 
walk through life with a confident and sure step. Once back in 
their homes, they will remember the hygienic and moral principles 
which they have learned at the Factory-Clinic, and they in turn will 
become centers of healthy influence.



The International Factory-Clinic—State of the Works in October, 1929.



A treatment balcony in a popular clinic where our young “women worker” patients taste the double joy of work 
and of the sun bath. Arranged round them are seen numerous and varied pieces of sewing and basket-work.



Another young boy suffering with a tuberculous hand; able to do embroidery work with his free hand.



A patient is seen here affected by tuberculosis of the spine and by pleuro-pulmonary lesions. He is occupied 
in the work of wood-carving. One notes the harmonious development of his muscles.



Patient affected by tuberculosis of the left foot and right knee, during the sun and work cure. His fixture 
has been so constructed that it in no way impedes the access of the sun to the regions of disease. Comfor
tably installed, and his back supported by a movable prop, this patient carries out trimming work of great 

delicacy. His daily output, without any trouble, reaches about 2000 pieces.



Young boy in the ventral position engaged in basket-weaving.



In the rational ventral position, a patient affected by spinal tuberculosis sets himself to work: the nurse brings
him a small motor, his machine and his tools.



With a turn of the hand the patient has lowered the head of his bed to form a fixture. This is set by a lock
ing screw at the desired angle. For hours and without any trouble, the patient uses his borer, enjoying all the

time the benefit of Heliotherapy.



A patient affected by the same disease is quite well and able, reclining on the abdomen, to execute minute 
mechanical work, without ceasing to benefit from Heliotherapy.



A patient affected by spinal tuberculosis engages easily in watchmaking during his sun- 
cure. This rational position allows the easy performance of the most delicate work.



Patient affected by tuberculosis of the spine working with greatest ease at a double borer. In order to have 
more room on the fixture, the motor is placed under the bed.
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It is not enough, however, to create for them a Factory-Qinic no 
matter how well organized. Technical authorities will be needed to 
guide it, and others to secure enough work to feed it.

For the technical side we have found a fine collaborator, who 
understands patients and knows how to impart to them the necessary 
stimulus. He alone, however, could not do all that is required. 
We shall need the collaboration of men of business who will interest 
themselves in our work, help us with their suggestions and encourage 
us with their advice and experience.

Already many heads of factories in our own country have re
sponded to our appeal with the greatest goodwill and have assured 
us of their valuable assistance. We have found among them a 
wonderful understanding of the meaning of their work, which went 
straight to our heart. The suggestions they have offered us, the 
vision of practical collaboration of which they have given us a glimpse, 
have been the greatest possible encouragement and inspiration.

We should be happy if this experiment of an international char
acter met with a sympathetic reception not only from doctors and 
industrial magnates, but from all our numerous friends in the United 
States, financers, sociologists, philanthropists, and we trust that 
neither they nor the general public will remain indifferent to this 
attempt to solve a grave social problem. This social problem is often 
urgent, always complex. It remains inseparable from the treatment 
and the prospects of the indigent patients suffering from tuberculosis. 
Here it will receive the best solution that can possibly be given, as 
thanks to this systematic organization of the Work-Cure, the sick 
poor will be elevated to the position of the privileged.



THE FUNCTION OF THE HOSPITAL SOCIAL 
WORKER*

BERTHA C. LOVELL

Field Director, American Red Cross, Letterman General Hospital 
San Francisco, Cal.

What do we do and how did we get that way? In other words, 
what are our functions? How are they determined? The second 
question is easier to answer than the first and can be cleared before 
we attempt to differentiate between the activities that properly belong 
to us as medical social workers and those that do not belong to us at 
all, but have caught onto our skirts, in the olden days when skirts 
were long and we dragged them a bit in the inevitable dust of a new 
highway.

Functions are always, to some extent, at least, determined by tra
dition.

Even a new profession can accumulate a tradition and in the 
twenty-four years or more of our existence, medical social work has 
built up a body of it that very definitely influences our conceptions 
of what our functions should be. A second determining factor, I 
believe, is the type of training which the leaders in our profession 
received before they entered medical social work. Those who have 
had most to do in working out the lines which we are following have' 
come to us from the fields of medicine, of nursing, of social case 
work, of education. We have few leaders whose experience has 
included special technical training in sociology, economics or psy
chology. This fact is probably of significance.

A third factor is our use, and a very legitimate use it is, of 
experimentation, of the trial and error method. Some duties we have 
assumed, since by so doing we have relieved the medical administra
tion of responsibilities that they were finding it impossible to perform

* Read before the American Association of Hospital Social Workers, San 
Francisco, Cal., June 1929.
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for example, clearing hospital beds of chronic patients who have 
no obvious resources for outside care. We have often had to meet 
a need in the hospital or clinic which no one else was equipped to 
meet, such as medical follow-up. Again, our duties have grown out 
of our natural human interest in the patients we were dealing with. 
It is true, we have sometimes allowed ourselves to become sentimental 
and our self-indulgence has caused us to devote unlimited time and 
energy to a patient who was incapable of benefiting by our attention, 
but we have learned by our failures. A fourth factor in determining 
functions is our habit of acquiescence when a definite request has 
been made of us by those groups who are already established within 
the hospital. We have been glad to comply with these requests be
cause of our desire to become closely welded into the hospital struc
ture. There is real danger, however, that future development along 
constructive lines may be sacrificed by a policy of pleasing at all costs, 
of willingness to take orders that mean a violation of our own prin
ciples. A fifth factor to be mentioned as influencing our development 
is our consciousness of new trends in the world of science, the rever- 
bations of which have been felt by all professional groups. To list 
a few that particularly affect those of us who are associated with 
health work: the realization of the role that the feelings and emo
tions play in determining behaviour; the emergence of the mental 
hygiene movement; the growing appreciation that childhood is the 
period in which socially desirable habits can best be established; the 
sensing of the possibilities of preventive medicine in establishing 
health; the recognition that there are congenital conditions that call 
for a protected environment for the individual; the importance of 
glandular therapy as a method of changing personality, as in cre
tinism and goitre.

As the sixth factor there is the growth of our workers themselves 
through reading, group discussion and participation in community 
activities. Lastly, our functions are determined by the conscious 
formulation of professional standards brought about by our efforts 
to limit our field in order to prevent over-lapping with other groups; 
by our desire to secure cooperation of other groups through their 
understanding of our viewpoint; by the need of setting requirements 
for entrance into the profession and by our eagerness to acquire 
a literature of our own that will help to keep our workers aware of 
the possibilities of the field so that our functioning may be on the 
highest level of which we are capable.
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Are we assuming functions that clearly belong to other fields ? 
Under this heading, I think, we will all agree that we may place 
actual participation in library and kindergarten work, dressing 
wounds, taking temperatures, assisting in physical examinations of 
patients, making mental tests, receiving and handling funds for the 
hospital; also any administrative or clerical duties which do not 
have distinct social angles that require for their performance the 
knowledge and skill of a professional social worker.

It is fairly easy to decide that medical social workers should not 
devote themselves to these activities. But it is less easy to make a 
definite statement about a large group of activities which fall in a 
middle ground—a no-man’s-land which we may eventually claim 
as our own or more probably, I believe, eventually give over to 
workers in fields that touch our domain but do not include it.

I have listed a number of these activities and will present them 
briefly, in the hope that my inclusion of them in a list of debatable 
functions will be challenged.

1st—The expression of sympathetic interest in the patient as 
seen in :—

A. Friendly visiting in wards.
B. Routine reception of hospital patients as they are admitted 

and interviews with their relatives and friends to give the latter 
a sense of assurance.

C. Errands. Work for bed-patients such as cashing checks 
or drawing money from custodian of patient’s funds, filling out 
forms, writing personal letters.

D. Communicating with relatives of patients on dangerous
list.
2nd—Giving regular courses of instruction other than on case

work procedure to various yearly groups of student public health 
nurses.

3rd—Relief.
A. Distribution of used clothing.
B. Giving relief—both medicine and prosthetic appliances and 

funds for emergency relief and maintenance.
4th—Carrying on work similar to that done by other agencies of 
the local community.

A. Making routine follow-up visits on patients who present 
no distinct social problem; the home visits I refer to are of the
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type that presumably could be made as well by public health 
nurses.

B. Continuing case supervision of patients on whom the 
worker has become personally interested but who have ceased to 
be a medical responsibility of the medical institution to which 
the social worker belongs.

C. Continuing responsibility of case supervision of families 
where the main problem is one that could be adequately handled 
by a children’s or family agency; such as delinquency, inadequate 
income due to permanent physical handicap needing only occa
sional medical attention, unemployment, etc.

D. Supervising work in other fields, as library, kindergarten, 
occupational therapy and recreation.

E. Maintaining and running convalescent homes, summer 
camps, kindergartens, day-nurseries, etc.
5th—Administrative and supervisory functions.

A. Taking entire charge of a medical follow-up system that 
is carried on for purposes of medical research only, with no 
benefit to the individual patient studied.

B. Doing a part of the task just mentioned—that is explain
ing to the ward or clinic patient the purpose of the questionnaire 
that will be sent him, after he is discharged, in connection with the 
hospital system of medical research.

C. Clerical work in connection with the clinic executive job, 
as writing routine letters, handling index-cards, making notations 
on medical cards, etc.

D. Taking routine skeleton social histories on all clinic 
patients.

E. Routine admission desk work, covering the problem of 
financial eligibility.

F. Acting as official medium of communication between the 
medical institution and visiting nurses, retailing to them definite 
orders as to treatment of particular patients.

G. Giving out official statements of diagnosis and treatment 
to other hospitals and to private doctors.

H. Taking definite part in raising funds for the maintenance 
of social service departments.
I have touched on these several distinct services as to the value of 

which, from the point of view of the medical social worker’s per
formance of them, there will be, I am confident, a difference of
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opinion. May I present five activities which to me seem to belong 
primarily and peculiarly to our own group. In working out a line of 
demarcation between the two types of services I have had in mind 
mainly the idea of distinguishing between the medical aide, who 
thinks of herself as an assistant to the doctor and assumes as her 
function whatever will assist him in performing his tasks easily 
and efficiently, and the social worker who, placed in a medical insti
tution as a co-worker with the doctor, gives to the patient her 
distinctive professional service of social diagnosis and treatment. 
The five services which I believe are legitimately ours are as follows:

First, we may initiate new administrative services. When it has 
been brought to our attention either as a discovery of our own, or as 
a need presented to us by a member of another hospital group, that 
there is a line of activity as yet untried which gives promise of aiding 
the comfort of the patient, or the efficacy of his treatment, or even 
of stimulating medical professional standards, (as a medical research 
study) we may, if the hospital authorities so wish, legitimately under
take it as an experiment if it calls for the type of administrative or 
clerical work we are prepared to handle; with the understanding 
however that we will drop it or transfer it to other shoulders after 
the experimental period is past.

Second, however much or little we are conscious of it, we repre
sent the community’s interest in the effect which the hospitalization 
or out-patient treatment is having upon the patient’s ability to make 
satisfactory social adjustments upon his discharge from the hospital 
or clinic and his present and future economic stability. There is 
danger that the medical and administrative corps of a medical in
stitution may become so absorbed in the efficiency of the intra-mural 
medical and administrative aspects of their work that they lay too 
little stress on the result of the hospital experience upon the patient’s 
life-history as a whole. What happens to him after the last surgical 
dressing has been removed they may believe is not their concern. 
However, the community either by private gifts or by taxes pays in 
large part (though by no means fully) for the service rendered by 
hospitals and dispensaries. . . .  It therefore is becoming continually 
more conscious of its interest in the results of their service, both in 
the well-being of the individual and in the conservation of com
munity funds.

Third, another distinct function seems to me to be educational
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—the education of the patient, the student from the school of social 
work, the volunteer and the public.

First as to the patient. Anything which he needs in the way of 
further explanation in lay terms of his disease, of clearer under
standing of hospital arrangements, of services offered by other social 
agencies, and of methods of approaching them, etc., we must be 
prepared to give. We must be prepared also to give him an insight 
into his own problem as it appears to an interested studious observer. 
Here our role of educator merges with that of social practitioner.

What is our function in the education of the student? This 
raises many problems—for example, as to how much time and energy 
a social worker employed directly by a hospital may be expected to 
give to students of an outside institution. Should the teacher expect 
to get from the students an equivalent in work on the wards and in 
the clinics of the effort she puts into the training?

Again as to volunteers ? Here the question raised as to students 
is repeated: Should volunteers actually pay their way? That is, 
should the social worker expect from the volunteer as much in essen
tial services to the patients as the volunteer receives in training from 
the professional staff worker ? Or should the professional worker 
devote herself ungrudgingly to the volunteer in the realization that 
the volunteer may use to great advantage her newly acquired 
knowledge and understanding of social work if her conception of it 
is intellectual rather than sentimental ? May it not be that the great
est service a volunteer can render in medical social work is just this 
dissemination of knowledge which will tend towards more intelligent 
community support of medical social work aims ?

A fourth factor in our task in education is that of accumulating 
material for research. In this field a common terminology, such as 
Gordon Hamilton is working upon, will be of vital assistance. If 
each hospital social service department in the country should keep 
even a simple catalogue we should soon have a mass of material upon 
which future studies could be based.

How much responsibility should be assumed for influencing the 
public opinion of the community in which we work, and of the larger 
public which may be reached through literature? Have we possibly 
in the past given too little consideration to the duty of making our
selves known as social workers who are none the less social workers 
because we work exclusively with sick people and side by side with 
the medical profession? Have we been somewhat forgetful in our
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eagerness to convince the doctor that we belong in that honored place 
by his side, that we must win the approval and backing of the butcher 
and baker and candlestick maker as well. Grace Marcus in her 
significant new book, “Some Aspects of Relief in Family Case Work,” 
uses the following expression which I hope sprang only from our 
rather feeble advertising of ourselves “the inadequacy and func
tional isolation of medical social workers.” It is apparent that even 
within the ranks of our own profession of social work we must speak 
in more eloquent language.

Our fourth function is that of interpretation—which is, shall we 
say, only education called by another name. I suppose we have, in 
our thinking and talking stressed no other function so frequently and 
with so much conviction.

We interpret the hospital to the patient—show him, for instance, 
why rules are necessary.

We interpret the patient to the hospital—especially through the 
aid of the social history.

So too, we interpret the patient to family and friends, the patient 
to the social agency, and the medical situation to the patient’s family, 
friends and the social agency that is interested in him.

The important note to stress here is that we must be well qualified 
to act as interpreter. We must speak two languages with ease—that 
of the medical man and that of the lay person, and this includes both 
the non-medical social worker and the patient. The latter is often 
a person without scientific training, with limited income, often with 
an inferiority complex exaggerated by a long experience of unemploy
ment, poverty and humiliation.

This employment of two languages implies on our part possession 
of a body of knowledge of two types. We must be skillful in case
work method. We must also have at least an elemental knowledge of 
the structure of the body and the way in which it functions and the 
nature and course of the diseases which affect it; something too of 
the type of treatment with which a fight is waged against these 
diseases, and how far the treatment may be considered adequate. We 
should not let our interest stop with a study of the phases of medicine 
that have been so long accepted that they do not challenge thought. 
We should, I believe, venture to have an opinion even on the relation 
of the nervous system including the brain to feeling and thinking 
and to behaviour. If we are Freudians or near-Freudians or belong 
to some other school of mysticism or metaphysics we should be able
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to give lucidly the reasons why we follow the leadership we have 
chosen; if we are behaviourists or organicists we should be equally 
articulate. There is no excuse whatsoever, I think, for a social 
worker’s lack of interest in this subject. To act as if there were one 
division of social workers, psychiatric social workers, and one division 
only who are interested in the problem of motivation of behaviour 
would be to commit professional suicide. It may be that in the near 
future the question will be acute as to how far every social worker 
must be prepared to understand the liability to pathological behaviour 
of any ordinarily normally acting person under certain conditions 
of bodily disease. Can anyone who has worked in a hospital that 
treats the following type of cases doubt this? 1. A psychotic patient
whose psychosis is the direct result of a
colitis. 2. A psychotic patient whose psychosis is due to an ad-

very severe long standing

A psychotic patient whose 
nditions of pregnancy and

vanced stage of cancer of the stomach. 3. 
psychosis is due to the changed bodily coi 
so on. Possibly it would be more difficult to find a sick person whose 
behaviour was in all respects that of his normal self than to find one 
whose reactions were somewhat pathological. The responsibility to 
interpret this point-of-view to non-medical social workers, is, I believe, 
distinctly our function. 1

I am listing five points which seem to me to need special emphasis, 
although they are in a sense a statement of the obvious. 1. Behaviour 
is always influenced by the state of bodily health. 2. Not all bodies 
react to the same diseases in the same way—powers of resistance, 
recuperation etc., as well as the virulence of attacking organism and 
the rate of the degenerative process, vary enormously. 3. It cannot 
be stated as an established truth that a man’s wish to work and be 
well, and therefore self-supporting will necessarily greatly influence his 
return to health; or conversely, that a man who does not recover his 
strength rapidly, even though he has a family dependent upon him, 
is remaining an invalid because he prefers that condition to health 
and employment. In other words, malingerers do not in reality lurk 
behind every case-folder. 4. Many men and women, not declared 
mentally incompetent, do really need for their entire life-time 
a protected environment that our civilization is not as yet prepared 
to furnish them. 5. As a corallary of this, we must be sufficiently 
intelligent to withhold blame from a client who is failing to shoulder 
his responsibilities to an extent which we consider adequate, i f  we 
are unable to present him with a plan of living which he, with his



limited abilities—physical, mental, emotional, is able to carry out. 
I am thinking especially of the man to whom has been given that 
disturbingly frequent diagnosis—constitutional psycopath. Abraham 
Myerson in his latest book “The Psychology of Mental Disorders” 
makes no secret of his leaning to the belief that personality is organic 
in basis rather than metaphysical. “There is no fundamental dif
ference, he says, “from the psychiatrist’s point-of-view between the 
manifestations called psychological and the manifestations called 
physical.” Who can set a limit to the ramifications of this idea ?

Closely allied to this responsibility of the medical social worker 
to deepen the understanding of the other social workers and the 
community in general, who by their financial support make social 
work possible, of the interrelationships of behaviour and the condi
tion of the organism, is our responsibility to think through to the 
significance of two other facts that are today being forced into our 
consciousness whenever we pick up a book or magazine or join a 
group who are discussing present-day problems. The first is the 
so-called technological unemployment—the insecurity of the job for 
the average working man because of the fact that due to our machine 
civilization there are not enough jobs to go around, and the inference 
from this that to be out of a job does not necessarily imply any lack 
of technical skill or independence of character on the part of the 
unemployed individual. We must throw overboard the idea that a 
man can always get a job if he wants it and is fitted to fill it and 
having obtained it hold it long enough to pay his month’s rent and 
the milk bill.

Added to this ever-present possibility of unemployment is the 
fact that the ordinary wage is not sufficient to allow for savings and 
emergency expenses. To quote from Miss Beatrice K. Kaiser, 
Clinic Executive, Harper Hospital, Detroit, Michigan, “A study by 
the National Bureau of Economic Research on the distribution of 
personal income in the United States reveals the fact that eighty-six 
per cent of all persons in the United States have incomes of less than 
$2,000.00.” Mrs. Daisy Lee Worcester, in a paper that apparently 
aroused unusual interest at the 1928 Pacific Coast Conference of So
cial Work says “Our Federal Trade Commission acquaints us with the 
realities. . . . One per cent of the people own 57 per cent of the 
wealth, 13 per cent own 90 per cent of the wealth, 87 per cent of the 
people own just 10 per cent of the wealth.” She says also, “ I made a 
very careful analysis of the expenditures and earnings of the 12,096
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families studied by the present Bureau of Labor (bona fide working
men’s families) and it must be remembered here that these were family 
and not individual incomes. Ninety-two per cent of them received less 
than $2100 per year, a sum slightly in excess of the cost of a fair 
standard of living as established by the employers, themselves, slightly 
below that of the Bureau of Labor.” Another statement made by Mrs. 
Worcester, “Just that bare subsistence level costs in Southern Cali
fornia today $1,243.00. That means an average wage of $4.00 a day 
every day in the year. Every family whose income is only $4.00 a day 
is a necessary legitimate charge upon the public and private charities of 
the community in which it lives.” If this is true, does it not modify 
to a greater or lesser degree some of the assumptions on which the 
early social work organizations were built ? I am thinking especially 
of the assumption, implicit in Miss Marcus’s book, that we may expect 
to find that the material need in any case work problem— (the relief 
given) is generally of lesser importance in the case than personality 
adjustments. If I may be pardoned I shall quote again, this time 
from Harold Laski, Professor of Political Science, University of 
London in “Danger of Obedience” in June, 1929, Harper’s magazine:

“American business men and English business men, sedulously 
preach that ‘Failure is inherent in the incapacity of the individual 
. . . poverty is equated with moral fault.’ This has become very 
largely the religion of the Western W orld; and because it is the 
gospel of the successful man it is preached until doubt of its truth 
seems to the majority like doubt of the multiplication table.” The 
second fact that we must face and if we believe it, give open expres
sion to, is th is: A man who is ten per cent or more disabled for em
ployment in the only type of work he can do, is, in a certain sense, 
one hundred per cent disabled, since present-day industry does not, as 
a general rule, wish to absorb into its high-speed system a man who 
needs any kind of special consideration as to hours or working condi
tions. In other words, the light part-time job is for all practical pur
poses, and on any large scale, non-existent.

Our responsibility of interpretation then as individual social 
workers seems to me to be this—we must emphasize, particularly to 
other social-work groups—the importance, in social case work, of the 
material because the importance of the immaterial has, in the past, 
tended to crowd it out. Industry today recognizes the worker’s need 
of the things that money alone can buy in the insistence, even on the 
part of the employer, of the payment of higher wages. This impor-
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tance of material resources for the common man is not a discovery of 
the age, but for the first time our civilization has sufficient surplus to 
dare to let it be emphasized.

To the doctor we need to emphasize the stress that is laid by the 
outside social agency upon his specific and detailed directions in a 
case, particularly as to resumption of employment—both as to time 
and type. If a busy clinic doctor, interrupted in his hurried course 
of patient interviews by a medical social worker bristling with ques
tions, could realize that Holy W rit itself could scarcely weigh more 
heavily than do his words in the plan that a non-medical social worker 
in the outside community is making with the patient, he might occa
sionally suffer qualms of conscience.

I will not go into detail on our two remaining major functions: 
fact-finding or investigation is an accepted procedure which we share 
in common with other branches of social work. Exercise of profes
sional judgment in social case work diagnosis and treatment of the 
same variety that the physician uses in another field is on the way to 
acceptance, and has at present such able expositors as Grace Marcus 
and the best of the writers in the Association for Organizing Family 
Case Work organ, “The Family.”

Medical social work as I see it is the response to a need which is 
as legitimate, under our present economic system, as is that for the 
doctor, the lawyer, the teacher; no one would need a doctor if there 
were no sickness and physical incapacity, or a lawyer if there were no 
social relationships with a resulting codification of laws, or a teacher 
if there were no childhood and no ignorance. Neither would one 
have need of a medical social worker if all were thoroughly equipped 
with material resources to handle the problems that arise because of 
sickness, and with sufficient resources, both mental and emotional 
to adjust themselves in sickness to social and economic demands. 
Since a certain amount of such resourcelessness may fall to the lot 
of any man or woman there should be no essential stigma of social 
pathology attached to the medical social work clientele.

Is it not perhaps our most challenging and pressing task to work 
out among ourselves a conception of our functions as professional 
men and women—not as a group of clerical and administrative aides 
—which our group as a whole can agree upon to such an extent that 
we can present a united front to the public, both those with whom 
we work and those who furnish our sinews of war?
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EDUCATION AND STANDARDS OF MEDICAL 
SOCIAL WORK*

M. AN TOIN ETTE CANNON

The New York School of Social Work 
New York, N. Y.

Standards of work are maintained by interaction of factors of 
efficient organization, adequate support, a concept of function, leader
ship, and workmanship. The concept of function is perhaps the 
fundamental, and based upon that concept in some one mind or 
group of minds, follows the preparation of workers to perform that 
function. The selection and education of workers determines work
manship, according to which standards of work must vary.

Probably the importance of education for maintenance of stand
ards of medical social work would not be questioned, nor would any 
one deny that education must be directed by ideas as to function, or 
in other words, must be education for the appropriate activity. What 
is not so clear, and what we are interested to discuss here is the 
question of actual differences possible in ideas of function of medical 
social work, and just how such differences affect our educational 
efforts.

Medical social work is capable of different interpretations as to 
function because it is medical and because it is social work. The 
Committee on Function has taken the first step of its study by mak
ing a drive for the central focus or nucleus of current practice. It 
has also contemplated a broad survey of the whole medical and the 
whole social need of society and an attempt to locate and orient the 
medical-social function in relation to others, medical on the one 
hand and social on the other. This is a matter not only for inquiry 
as to facts but also for argument as to the best and most economical 
division of labor. The idea of division of labor is to my mind as

* Read before the American Association of Hospital Social Workers, San 
Francisco, Cal., June 1929.
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essential to the concept of function as is the idea of appropriate 
activity.

It is possible, starting from the standpoint of medicine, to dwell 
upon its inherent social component,1 and to trace the growth of that 
component and its influence in the development of such branches of 
medical science as psychiatry, with its. research into individual per
sonality and behavior, and public health with its concern for the 
health of the group.

We do not get far in such a survey of the medical field before 
we come upon the nursing function, a specialization in the care of 
health which has justified itself in practice, and we note its large and 
ever increasing social component, especially in the public health 
field, but also in private and institutional nursing. What more 
natural and logical than to make this function the intermediary one 
between the practice of medicine and the social-work function of 
the community, if indeed you are going to provide for an intermediate 
field at all. In other words, why not consider the medical-social 
function a part of nursing? Not a new idea, but on the contrary one 
which is in good part responsible for the existence of medical-social 
work, and which has determined its educational requirements, its 
organization, and its standards in many hospitals. The most interest
ing example of the working out of this particular concept is I think 
in the City of Toronto, where, as you all know, the medical-social 
work of all but one of the hospitals of the city is done by nurses of 
the City Health Department. I think we must all agree that this is 
a logically conceivable division of labour.

The educational problem set by the inclusion of the medical-social 
function within nursing seems to me two-fold. First, there is the 
question of the social understanding and skill necessary to nursing 
as such. But this is a problem of nursing education whether or not 
it includes medical-social work as a specialty, and it is being met. 
Second, there is the problem of the method of social diagnosis and 
social treatment as equipment for the medical-social function. This 
problem has not been solved even in our thinking, except by those 
nurses who, accepting the desirability of full social work status, have 
added regular training in social work to their education in another 
profession. This is a procedure so costly that we cannot hope that 
many will invest the necessary time and money in view of the limited 
possibilities in salary.2

Many believe that the medical-social function does not necessarily
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include the practice of social study and treatment as such, but only 
the ability to observe indications for social study and treatment, and 
that this can be cultivated as part of the nursing training. Others 
believe that social practice is necessary to the medical-social function, 
but that the well-trained nurse who is personally suited for the 
function will learn it as an apprentice, by doing. I mean here only 
to call attention to the implications as to education for medical-social 
work of the concept of function and division of labor from which we 
start as a premise.

Now on the other hand, suppose we start from the standpoint of 
social work and try in theory to meet the medical-social needs of 
society as they appear from that point of view. They are very ap
parent, for of all the failures in self-maintenance which come to social 
casework agencies for care, one-half to three-fourths show physical 
disease or defect as a major factor, and health must be measured as 
an asset or liability in every one.3 Community organization and 
group work have also their health problems, perhaps in lesser pro
portion than has social casework. Health affects earning capacity, 
housekeeping, child-bearing and child-caring, marital and parent- 
child relationships, personality, and the contribution of the individual 
to his group, and it may in turn be affected by all the social activities 
and relationships.4 The social worker, in whatever field he may be, 
must collaborate with medical as with other professions and in so 
doing must combine social study with medical study and social treat
ment with medical treatment. The social caseworker is usually not 
particularly well equipped by training to collaborate in this way with 
medicine. The training in social work may have included courses in 
disease, hygiene, and public health, and still the graduate may have 
the traditional lay person’s medical misconceptions, the superstitions, 
the half-knowledge, the unfounded beliefs and skepticisms, the ig
norance of medical method and of institutional organization which 
make it hard for most persons to participate successfully in their 
own health care, not to mention that of other people. Yet here is 
a field in which the social method and the medical method well inte
grated could no doubt not only meet present needs—needs existing 
partly because of the common misconception of health and med
icine—but could also find and formulate new knowledge of the inter
relationships between physical health and social life.

The report of the Functions Committee has shown us the medi
cal-social worker in the hospital acting in just this way.6 “Making
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inquiry into the social situations of the patients referred to their care 
and expressing the social problems thus revealed; communicating 
their findings to the physician; and (by implication) learning from 
the physician what the whole social situation means as to the patient’s 
outlook, and interpreting this to the patient and others who are re
quired to assist the patient in carrying out the medico-social plan of 
treatment; discovering and utilizing measures for the medico-social 
treatment; and finally aiding in the prevention of disease by teaching 
the patient to safeguard his strength”—all this must require the exer
cise of the social-work method with a measure of true understanding 
of the medical purpose and capacity, and so must the making of 
medical-social diagnosis, so clearly described as “the key function in 
medical-social work.”

How does any social worker equip herself with the point of view 
and knowledge to function in this intermediary capacity? As with 
the nurse who has done the same thing, largely up to date, by doing 
it. The educational implications are, however, clear in this case too, 
and as in the case of the nurse they are mainly two. All social work
ers require an understanding, which shall be correct so far as it goes, 
of the fundamental facts regarding the personal and social aspects 
of health and disease, and they should have a constructive attitude 
toward medicine. Moreover, if the medical-social need, or any part 
of it, is to be met by practice of social casework in connection with 
hospitals, some social caseworkers must learn how to make themselves 
an active part of those institutions.

It seems to me that this educational problem can be met more 
economically than can the problem of giving the nurse the social 
equipment which the medical-social function demands. This is partly 
because social-work education is less developed, shorter, and more 
plastic as yet than is nursing education. However this may be, the 
concept of function must determine the education.

Let us assume for the moment that social casework method is 
essential to the intermediary field of medical-social function, and 
that education in social work is therefore requisite. We must all 
agree that this is not only a possible division of labor, but that it is 
the one actually in operation in current practice, with but few ex
ceptions. The concept of social work itself, however, is a variable, 
and as it varies education changes from school to school and from 
year to year.

Social work may be thought of as a collection of varied technical



M . A . C annon 119

jobs each complete in its own field and relating to each other only 
by cooperation, or it may be thought of as a unit profession charac
terized by an essential method and subject matter which will vary 
in practice chiefly in quanity, emphasis, and administrative condi
tions. There are really two concepts implied here, both influencing 
education. Craft versus profession would express the two poles of 
one concept; special versus general indicates the other. A profession 
has a general foundation of common scientific knowledge and com
mon method, and upon this as base the specializations of that pro
fession are built. A craft differs from a specialization. It does not 
relate through common fundamentals to a group of crafts, but has 
its own skills and tools which cannot be applied in other crafts. 
Musicians have music in common, and specialize in different instru
ments. Engineering has common scientific foundation and method 
and has many special applications. A mechanic on the other hand 
may have a very high degree of skill in certain tools and processes, 
but those tools and processes would not fit any but one purpose and 
his skill would be inapplicable in any other craft. An expert button- 
holemaker is not a specialist in tailoring though a maker of riding 
habits may be.

It is easy to confuse the separateness of crafts with the differ
entiation of professional specialization. I believe we have been mis
led into thinking of social work as far more advanced in development 
than it really is because of the many separate points at which it has 
sprung up, and I believe that it is not as yet truly specialized to any 
considerable degree. The common elements in the many related 
activities which are truly social work are as yet but imperfectly un
derstood and but ill assembled, but the process of recognizing and 
assembling is under way, and there is no doubt in my mind that a 
professional type of foundation will result.

The import of such concepts of function as these for education 
is clear. The craft type (vocational) of education will produce a 
person trained in application of a few methods in a narrow field, 
with little if any underlying science or philosophy. The person so 
trained will be a finished craftsman, immediately useful in and to 
a certain institution. She will know all the routines and all the re
sources for accomplishing one task, and her employer will not have to 
spend time teaching her the ropes. She will not spend her time at
tending committee meetings and telephoning to other social workers. 
Larger visions of social reform will never interfere with attention to
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the daily grist. Each day’s end will find her ready to sleep the sleep 
of the just and the exhausted.

On the other hand, education which is professional can have only 
a beginning in a school. No school can turn out a finished profes
sional product, the groundwork is too broadly conceived to permit 
the structure to be capped in less than a lifetime. The most capable 
graduate will have much to learn, but she will be aware of endless 
opportunities for learning. She will, at best, continue to be a stu
dent through job after job, and she will at best, not only do her own 
day’s work, but out of that day’s work she will contribute something 
to the world’s work of tomorrow.

It seems to me plain that the social need calls for a professionally 
educated body of workers. The sociologists might argue that it can 
be left to them to direct social progress and no other group need be 
educated for so large a purpose, but I believe they would finally 
agree that the same largeness of view in a body of practitioners would 
do as much for sociology as the scientific mind in medical practice 
does for the medical sciences.

We question sometimes whether social work has any norms or 
any concern with normal social life. Perhaps it is sociology which 
is the normative science, and perhaps social work may concern itself 
only with deviations or pathological situations, but is it not true 
here as in other areas of life that we learn the normal in structure 
and function through first seeing and studying abnormalities ? 
Surely we are not satisfied, medically or socially speaking, with a 
work which is remedial only; we hope through observation and study 
to learn how to have better health and better social organization and 
social life in each succeeding generation.

If we wish then to prepare our medical social workers pro
fessionally, what will be the content and what the method of their 
teaching? It is this question which your Educational Committee has 
set itself to answer. No one field of social work alone can give the 
answer, but each in studying its own function and its educational 
needs can, if the interrelationship be borne in mind, contribute to 
the solving of the educational problem for social work as a whole.

An analysis of the content of one social work curriculum6 divides 
it into

A. Problem of social work.
B. Method—study, diagnosis, treatment, interview, recording.



I

- ------------

M. A. Cannon 121

C. Knowledge adapted from other professions and the exact
sciences.

D. Organization in which social work is practiced.
1. Community institutions, etc.
2. Administration of social work.

E. Philosophy.

The Educational Committee when it began studying the curricu
lum for medical social education began at the point at which we 
might most reasonably hope to make our first contribution to educa
tion for social work as a whole, as well as to clarify our thinking on 
our own particular equipment, namely, the knowledge to be adapted 
from medicine for the use of the social worker in general and the 
medical social worker particularly. Medical courses have been given 
for many years in the older schools of social work, and those of more 
recent establishment are beginning new medical courses, so that there 
already exists the data upon a considerable amount of experimenting. 
The committee has assembled outlines of courses from nine schools, 
with information as to arrangement, time, and method of their 
teaching. This material has formed the subject of much dis
cussion and we plan to discuss it further with a group of physicians 
interested, like us, in the difficult matter of adaptation. We think we 
have an idea of the purpose of medical courses and of a standard 
minimum of subject-matter which we can endorse as desirable to 
be included in the education of all medical social workers.

We hope next to work out similar reference material and stand
ard outlines on psychiatric and psychological course material, in con
junction with the Educational Committee of the American Associa
tion of Psychiatric Social Workers.

The Association has shown interest in some work which is a con
tribution to the formulation of the problem material of our educa
tional scheme, namely the factoring, classification and indexing of 
medical social situations.. All our experimenting with terminology 
has been an exercise in discernment of factors and therefore in un
derstanding of problems. The relation of this process to the diag
nostic process is most interesting. I will only refer to it briefly, since 
we have Miss Hamilton’s discussion of this point in a recent Bulletin 
for our consideration,7 and we have no doubt all given thought to 
the question.

Other active interests of the Association which relate to the data
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and content of education are recording, statistical and historical, and 
community relations.

I personally hope that we shall not too long leave out of our more 
laborious thinking the element of philosophy as a part of professional 
education for medical social work, and a part of the foundation it 
shares with social work as a whole. I have come to think it a far 
more practical and concrete area than I once thought it. We owe, 
in part, our existence as medical social workers to a philosopher, 
Dr. Richard Cabot, and with his words in our ears we should not 
find ourselves unfamiliar with concepts of moral or ethical values.

Evaluation of our work is inevitable if we are to progress and to 
relate ourselves as a rational influence to social evolution. Whenever 
the question of evaluation comes up I find that there are two ways 
of looking at its purpose. We may evaluate the worker’s methods 
in relation to the worker’s objectives, and it is not too difficult to 
measure the effectiveness of methods in this way. But again, we 
may try to estimate the social values of the worker’s objectives them
selves and that is another matter. As a social worker once put it, 
you can measure the adequacy of Brooklyn Bridge as a bridge, but 
that does not tell us why we want to go to Brooklyn.

In my teaching in the past few years I have found it possible to 
be more or less clear at the outset of any piece of social casework, 
“why we want to go to Brooklyn.” We do not get a natural oppor
tunity for evaluation of objectives in the review of records or the 
winding up of old cases and execution of plans already made, but in 
the assignment of a new case in which the social issues are obscure 
we have a perfect opportunity for leading the student to think in 
terms of the values involved in possible objectives.

Do we want, for example, to keep a family together ? Why, in 
general, and why in this particular case ? Would birth-control be de
sirable here? What values are involved, of religious sanction, of 
personal guilt feeling, of population increase, of family versus indi
vidual benefits and responsibilities ?

Should relief be adequate as given by this family agency in this 
case? If so, should workman’s compensation furnish adequate living 
income ? What motives operate in making it adequate or inade
quate ?

What values are there in mutual responsibility among members of 
kinship groups or clans ? What values in personal independence ? In 
freedom? What is freedom? Do we want it for our clients?
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Not infrequently we find in case records the problem stated in 

terms of a plan, the objectives being taken for granted from the 
outset. Yet an argument as to the meaning and values of the ob
jectives, made at the beginning of a new case, I believe is the only 
way to make possible at the end a true evaluation of any case treat
ment.

By accumulation, sifting, and argument of such questions we shall 
eventually arrive at some system of social values which for us will 
constitute a philosophy.

Bertrand Russell quotes a dialogue of Socrates on goodness. He 
says something like this: “If you ask me is this good for a fever 
or a famine, I can tell you, but if you ask me if I can know a good 
which is good for nothing, I cannot say that I do.” A good goal in 
social work is one which is good for society, or for the human group. 
Much as this narrows our concept of goodness, it leaves the test 
sufficiently difficult to apply.

Human society is organized into many over-lapping groups. The 
individual members of these groups are interrelated therefore in 
complex ways. Practically every individual has membership in several 
groups. The interests of the various groups sometimes coincide, 
sometimes supplement, and sometimes conflict. Out of this com
plexity is born the individual’s sense of a difference in values, repre
sented in responsibilities, satisfactions, etc.

We must recognize that there are individual values as well as 
social values, and that the individual values constitute another ele
ment of complexity and possible conflict. It is at points of conflict 
that the educational process in its truest sense begins, for it is in our 
attempt to resolve doubt and differences that we begin to think.

I have tried to make a case for education of a professional type 
for the social worker, in whatever field. I have not covered the con
tent of such an education but have only indicated and illustrated it. 
I have not time even to touch upon the problems of the method of 
such teaching, which is one of utmost importance and interest. I 
want chiefly to leave with you a conviction that our social life requires 
to be dealt with by thinking.

Medical social work has as its purpose the improvement of social 
life at a certain point, that of physical health, with all its personal and 
environmental concomitants. High standards of professional prac
tice are necessary to the accomplishment of such positive gain. It is
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a purpose which requires not craftsmanship only, but the questing 
mind.
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PSYCHIATRIC SOCIAL SERVICE IN A GENERAL 
HOSPITAL CLINIC*
KATHARINE MOORE

Psychiatric Social Worker, Institute for Child Guidance 
New York, N. Y.

While psychiatric clinics f  of various types have existed in gen
eral hospitals for thirty years or more, psychiatric social work in 
connection with them is of more recent development. Change in em
phasis in the psychiatric treatment afforded, particularly during the 
last five years or so, has brought with it an ever increasing demand 
for the trained psychiatric social worker as an integral part of the 
psychiatric clinic. The newer, more dynamic psychiatry has gone 
beyond interest in classification of the types of mental or nervous 
disorders presented by the patients, to the study and treatment of 
early causative factors. Social case work background and technique 
has contributed to this growth and it has learned from it. The 
present more hopeful attitude toward the treatment of adults, as 
well as the awareness of the vast opportunity in the preventive 
field, in work with children, marks a milestone in the progress of 
this branch of medicine.

Psychiatric social service supplements that of the psychiatrist and 
psychologist in the clinic. The quality is influenced by the individual 
equipment of the personnel and by the organization of the service, 
and has a direct bearing upon the productivity of the clinic in rela
tion to the care of patients as well as to the extension of service to 
the rest of the hospital.

The inclusion of psychiatric wards in general hospitals has pro

* Read before the meeting of the American Association of Hospital Social 
Workers, Atlantic City, June 1929.

t  The term “psychiatric clinic” will be used throughout to imply any clinic of
fering psychiatric; examination and treatment. No attempt will be made 
to differentiate between “neuropsychiatric,” “mental hygiene,” or clinics 
called by other names.
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ceeded slowly, whereas there has been a more rapid increase in the 
number of out-patient clinics throughout the country. The interest 
in the use of hopital facilities, for observation purposes, for mild 
personality difficulties in adults as well as for behavior and person
ality problems in children, as a part of psychiatric health service, 
has been aroused only as the emphasis upon treatment has increased. 
The use of ward beds chiefly for patients with distinct mental or 
nervous conditions, including disturbed patients, entails real dif
ficulties to the hospital even if these are not insurmountable.

It is not likely that the hospital superintendents often had a 
thoroughgoing conception of the type of psychiatric clinic to be es
tablished at any given time. The growth of many clinics has rather 
been necessarily slow and the trends in development dependent upon 
the psychiatric personnel in the individual hospital. The superin
tendent’s contribution along the lines of general organization, as 
well as his confidence in the psychiatric unit and a willingness to 
allow the application of methods found successful in other community 
clinics, such as those organized independently or in connection with 
courts, schools, or the like, are important factors. Group thought 
concerning work in these centers has been difficult of achievement 
and is slow in evolving. This is not surprising when one realizes the 
dissimilarity in organization and functioning of these clinics in dif
ferent hospitals and the resultant variation in the standards of work.

The impetus for establishing and developing psychiatric clinics 
in general hospitals comes in various ways. The plan of organization 
of a new hospital may from the beginning include such clinics. In 
other hospitals they may be started after the superintendent, the 
Board of Directors, or members of the hospital staff become inter
ested in a psychiatric service. A member of the neurological clinic 
staff, a neuro-psychiatrist with particular interest in psychiatry, may 
urge the forming of a separate psychiatric clinic as a more satis
factory means of examining and treating the psychiatric cases sent 
to him. This, in turn, may serve to entice other psychiatrists, special
izing less in neurology. In another place, a well-known psychiatrist 
may become available for clinic duty and may be granted the oppor
tunity of establishing his psychiatric units for children or adults or 
for both, as the case may be. Again, an outside organization with 

i funds for a clinic may seek quarters in a general hospital, the oppor- 
> tunity for proximity to other medical services making it seem a 

logical place for the location of such a clinic. Social agencies play
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an important part. They may refer a large number of clients to 
the dispensary as a whole. They, as do social workers in general, 
seek psychiatric help in many sorts of mild personality difficulties 
which they see as sources of marked social maladjustments. The 
pressure from this source serves to increase the already growing 
tendency in adult clinics to stress treatment of the less well-defined 
disease conditions. To offer adequate facilities for such treatment 
does, indeed, present a distinct challenge to any clinic, but that a 
start at least has been made is encouraging.

Knowledge of the preventive possibilities of psychiatry in work 
with children among the general public, social agencies, medical 
social workers, and naturally among the personnel in the psychiatric 
unit, may make for particular interest in children’s clinics. Certain 
symptomatic behavior in children, the indications of underlying 
problems, are often readily observable in other dispensary clinics. 
Pediatricians may stimulate the establishment or enlarging of psy
chiatric clinics for children by their use of them because of their 
desire to gain an understanding of behavior problems.

Work with children again swings us back to the need for work 
with many of the parents of these children as basic in getting at 
the causative factors in the difficulties of the children, and entails 
treatment of the personal and social difficulties of the parents. How 
the intensive work with parents in the independently organized clinics, 
such as the child guidance clinics, may contribute to the adult clinic 
work in the hospitals, and what, on the other hand, may be developed 
in the way of treatment in the adult clinics to offer suggestions in 
the treatment of the problems of parents as seen in the child guidance 
clinics, should be interesting to watch. Hospitals having a well- 
equipped child guidance clinic, with the standards thus implied, as 
well as a clinic for adults organized along the same lines, would be 
in a particularly interesting position in this connection.

To determine such things as the personnel needed, the types of 
cases to be accepted, the age groups of the patients, the cases to be 
carried for long time intensive treatment, and the physical equipment 
necessary in relation to certain medical and surgical clinics, may 
seem a relatively clear cut process. Also, the opportunities for the 
interrelationship of the work of such clinics in the institution are 
more immediately indicated than they are in the case of the psychia
tric clinic. This will probably continue to be so for some tiifie to 
come. However, it is hoped that before long more illuminating



experiences will be available to serve as a guide to desirable organiza
tion for hospital psychiatric clinics.

Psychiatric social workers have been introduce^ into general 
medical hospitals in different ways and at varying stages in the 
development of a psychiatric unit in the hospital. This has made for 
a rather confused picture of the work of the group as a whole and 
it would be difficult to determine what, is today, a representative 
psychiatric social service in a general hospital. To decide what 

• constitutes suitable service would include studying the work of centers 
doing good work and comparing the work of clinics of high standing 
located outside of general hospitals.

The psychiatric social worker often is employed as the only 
worker. Sometimes she comes early and helps in the organization 
plans for the psychiatric unit as a whole, gradually developing the 
psychiatric social service department with the evolving of the rest of 
the unit. A psychiatrist may request psychiatric social service, or, 
where there is a general medical social service department, the head of 
this department may provide social service for a newly established 
psychiatric clinic, and may be the one to initiate employing a psychi
atric social worker. Occasionally, as in larger hospitals, the psychi
atric social worker starts as an executive with a staff of workers.

Psychiatric social work in hospitals is affected by the type of 
service available from the psychiatrist or psychiatrists, as well as 
it tends to influence this. Administrative details of the individual 
psychiatric unit, as well as of its organization as a part of the larger 
hospital, are important considerations and have a direct bearing on 
the standards of work. They include such things as the ability to 
limit the number of cases taken for psychiatric social service from the 
large number of cases coming in for examination; satisfactory filing 
and methods of recording to meet the needs of other personnel in 
the psychiatric unit and the other clinics in the hospital; the securing 
of joint discussion of cases among members of the psychiatric staff, 
and meetings to include referring agencies; provision for an appoint
ment system and a clinic secretary. Among the things which the 
psychiatric social worker may feel the need to demonstrate is the 
fact that a clinic secretary or manager with a social point of view can 
make appointments and be in attendance at the clinic with less ex
pense to the hospital than can a psychiatric social worker, and with 
equal success. Another thing which needs explanation is what 
adequate stenographic service means in a psychiatric social service
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department. Often it is necessary to show that case load figures 
cannot have the same significance as those of general medical clinics, 
and that results are slow of accomplishment.

Psychiatric social workers have various functions, social case 
work being primary. This entails direct participation in the study 
and treatment of patients examined by the psychiatrist. In addition 
to intensive social case work, there is what may be called “short 
service” work; history taking from relatives as an aid to diagnosis 
where no part is taken in treatment; follow-up; training of students 
in psychiatric social work; general community contacts; research and 
“cooperative work.” This latter implies work in relation to study 
and treatment of cases where the responsibility for the direct social 
case work is retained by the social worker referring the case. There 
is no known limitation in these possible functions so far as work in 
general hospitals is concerned. Selection and emphasis here, as else
where, depends upon the equipment and wisdom of the psychiatric 
social worker, as well as upon the demands placed upon her and the 
unit as a whole.

A sub-committee of the American Association of Psychiatric 
Social Workers has been interested in psychiatric work in general 
hospitals since 1926. Information has been secured from a number of 
hospitals in regard to the organization, experience and training of 
the chief psychiatric social worker and some description obtained 
of the work being done. There has been demonstrated the need to 
consider further current practices and for effort to raise the standard 
of the work being done. It also was shown that trained psychiatric 
social workers were not seeking positions in medical institutions, 
nor were employers very generally asking for them. An earlier 
questionnaire study served merely as a starting point, and during 
the last year effort has been put into getting nearer to the actual 
work by having discussions of various aspects of current practice 
of psychiatric social work in hospitals. Discussion has been stimu
lated though representatives of the sub-committee in Cleveland, 
Boston, Chicago and New York, and interchange with other work
ers, not members of the committee, in these cities has been attempted. 
The question of desirable standards of work has been one which 
has been constantly before the sub-committee. The executive secre
tary of the American Association of Hospital Social Workers, who 
read the report of the questionnaire study, raised the question as to 
what were representative practices and approved plans of organiza-
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tion. The need to consider standards again arose when the American 
Association of Psychiatric Social Workers asked the sub-committee 
to prepare a leaflet to be printed, somewhat along the lines of one 
gotten out on psychiatric social work in state hospitals. The sub
committee preferred to postpone any publication. However, it was 
agreed that an exposition from the point of view of needs in relation 
to the larger administration in the hospitals would likely be the most 
helpful emphasis, since it was invariably in this connection that any 
features of psychiatric social work which were peculiar to the work 
in general hospitals, have shown themselves. Committee discussion 
has included such questions as the responsibility for social work on 
cases referred from medical clinics and known to medical social 
workers at time of referral, and the filing of psychiatric social work 
records in relation to medical social work records. Probably the 
most interesting point raised has been the place of “cooperative 
work” in the scheme of the psychiatric social worker’s thinking.

When the psychiatric social worker is the only full time member 
of the psychiatric staff, her responsibilities are increased. Certain 
organization matters always need her attention, no matter how the 
psychiatric social work department is established in relation to the 
medical social service. In some instances, of course, there is no 
medical social service. Remembering that her primary function is 
social case work, a psychiatric social worker being employed as the 
first one in a hospital clinic may feel somewhat overwhelmed and 
uncertain as to how to plan her time. One worker, on coming to a 
dispensary clinic six years ago, was immediately asked by the allied 
family case working agency, to take over certain psychiatric cases 
from them, this being considered the contribution the psychiatric 
social worker could best make in the problems of the community. 
These were all cases where hospitalization for mental disease or 
institutionalization for feeble-mindedness had been recommended by
psychiatrists in other clinics, and the agency workers, for different 
reasons, had not yet effected the arrangements. This work was 
undertaken for six months, thus greatly cutting in upon the time 
available, to an only worker, for developing psychiatric social work 
in connection with a newly established children’s psychiatric clinic. 
Today, this may seem surprising because of the better understanding 
of psychiatric social work. However, it points out the need of the 
psychiatric social worker to have her objectives clearly outlined in 
her own mind,—present objectives as well as those of the future.
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Psychiatric social service may sometimes be unduly swayed in one 
direction or another by the personal interests of other members of 
the psychiatric service. For example, the cases of a more socially 
minded psychiatrist, in a children’s clinic, may command more of 
the psychiatric social work time than perhaps those of a less socially 
minded psychiatrist in the adult clinic. Picking and choosing is 
always necessary, and keeping a perspective is often difficult.

Because of the bearing which it has upon the interrelation of 
psychiatry and general medicine, it may be interesting to consider 
further the so-called “cooperative work” of the psychiatric social 
worker in the general hospital. It may be considered in the light of 
an extension of the “steering” function which belongs to a social 
worker in any clinic in a hospital. To date, this has developed less 
in relation to medical social service than it has in connection with 
social case working agencies outside the hospital. Less also has been 
done with outside social workers in hospital psychiatric clinics than 
in certain ones organized independently. The social workers re
ferring cases to the hospital psychiatric clinic, as they themselves 
are becoming better acquainted with psychiatric principles, are de
manding more than a routine report. They are interested in learning 
how best to prepare their information for use by the clinic, and they 
are urging an integrated functioning with the clinic group. This 
includes conferences with the psychiatric social worker in relation 
to study as well as treatment, and with the psychiatric staff. Such 
service is being secured by them from clinics organized apart from 
general hospitals. There are certain obvious administrative diffi
culties in hospital clinics caused by the usual availability of only part
time service from psychiatrists and psychologists and limitation of 
space for conferences. The vastness of the undertaking in this 
direction, together with the relatively small size of the usual psychi
atric social service department in the hospital clinic, have led to a 
natural postponing of the fuller development of this work. What 
the future will be is hard to estimate as it is dependent upon so many 
factors. That the cooperative phase of a clinic’s work can become a 
most comprehensive endeavor was well illustrated in a three day 
“Conference on Cooperative Phases of Psychiatric Social Work” 
held in New York City in March, 1929. This was sponsored by 
the Division on Community Clinics of the National Committee for 
Mental Hygiene, and was attended by seventy-nine psychiatric social 
workers from fifty different clinics throughout the country. At
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least one delegate is known to have been a worker from a hospital 
clinic. Whether this phase of the work could develop in the average 
clinic in a general hospital to the extent to which it was shown to 
have done, for example, in the Philadelphia Child Guidance Clinic, 
is uncertain. The following question was raised at the Cooperative 
Conference: 1 “Should the clinic assume responsibility for the educa
tion of individual teachers and social workers in mental hygiene 
principles and techniques, or should considerable energy be directed 
to the incorporation of such courses in the curricula of training 
schools responsible for preparing these groups and to developing a 
cooperative relation with such training schools that clinic resources 
might be utilized by them?” Those present, in answer, stressed the 
importance of the case by case method as made possible through the 
cooperative work of the clinic. The great value of the clinic of gain
ing from contact with social workers referring cases was clearly indi
cated. It is obvious that no clinic could fully handle all the cases 
which might be referred to it by social agencies, other clinics in the 
hospital, individuals in the community or other sources. On the other 
hand, it may become highly discouraging to enter into cooperative 
relationships, giving the time this entails to go through the initial 
study and to have the case dropped by the referring social worker 
because of “case load” or “pressure of work.”

Whatever the desirable goal may be for the development of 
“cooperative work,” it must be kept in mind that there is always a 
minimum obligation to and a potential opportunity with the referring 
social worker. The programs of the Mental Hygiene Division of the 
National Conference of Social Work during the last few years, 
give evidence of the interest of psychiatrists in cooperative work 
with social agencies, schools and the like. That outside social workers 
have taken initiative is probably the reason psychiatrists and psychi
atric social workers have in many clinics put time and effort into 
cooperative work with them. What physicians in general believe 
to be the desirable method of interchange with psychiatrists is not 
known. However, the ramifications to an interrelationship with 
medical social service are clearly apparent and would in turn effect 
the integration of general medicine and psychiatry. One psychiatric 
social worker employed in a general medical clinic recently reported 
only four interviews in the last year on two cases between psychi-

1 “Conference on Cooperative Phases of Psychiatric Social Work.” Mineo- 
graphed report by K. O. Larkin, National Committee for Mental Hygiene.
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atrists and other physicians. Another worker, on the other hand, 
gives the following picture of her cooperative relations within the 
hospital:

“The clinic has averaged from thirty-five to forty-five psychiatric 
cases each month. Usually eight to ten of these are referred from 
the other clincs in the Out-Patient Department and about two from 
the hospital wards. The Medical Social Service Department is 
generally working on about half of this number and in this event the 
psychiatric examination and the recommendations are always dis
cussed with the worker. There is no regular consultation, but in 
the cases with which the Medical Social Service Department con
tinues to work, the new situations which develop are discussed with 
one of the psychiatric workers. Quite frequently the medical workers 
talk over patients not referred to the clinic about whom they wish 
suggestions. The extent to which this is done depends on the worker 
and the clinic in which she is. For two years Miss . . . .  held round 
table conferences every week with the medical and psychiatric workers 
and the two departments have worked together much more closely 
since then.

“The psychiatrists’ notes are typed on the Out-Patient Depart
ment charts and so are available to all the doctors. If the physician 
who referred the patient is particularly interested, he occasionally 
comes in to talk over the case with the psychiatrist or the psychiatric 
social worker. If there is any point which the Neuro-Psychiatric 
Clinic wishes particularly to get across, the psychiatrist or the social 
worker takes the initiative in talking with the referring physician. 
The resident physician and senior internes sometimes discuss patients 
whom they do not refer; semi-occasionally a few of the doctors do.

“The weekly staff conferences of the Neuro-Psychiatric Qinic 
are open to any of the physicians who wish to come and at special 
conferences the doctors who might be interested are given personal
invitations. When Dr......... was with us, some of the medical and
surgical staff always attended staff conferences.

“The members of the clinic staff are always glad of the opportunity 
to discuss cases with the physicians for we are anxious to get their 
point of view and have them get ours. Then, too, since our intake 
is necessarily limited, we are eager to have a different type of patient 
referred. The other clinics are strongly inclined to send us people 
who are treated to no avail in medical clinics and of whom the doctors 
tire because of their continual complaining. In many of these cases 
there is little that can be done except to attack the problem from 
the standpoint of environment. Intensive study of the social 
situation in the Medical Social Service Department would do much 
toward opening a pathway for treatment, giving the Neuro-Psy
chiatric Clinic more time to study the more acutely psychiatric cases.”

At least one local group has felt the need to study existing con-
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ditions in clinics in general hospitals and to arrive at desirable min
imum standards. Three technical sub-committees of the New York 
City Mental Hygiene Committee, made up respectively of local clini
cal directors (psychiatrists), psychologists and psychiatric social 
workers were formed to consider minimum standards for psychi
atric clinics in general hospitals. A mental hygiene survey which 
had been made before the deliberations of the sub-committees tended 
to reveal quite inadequate facilities for psychiatric examination 
and treatment in the clinics in New York City. Some boroughs 
had no clinics at all. The type of service being rendered in certain 
clinics was not believed to reach even a minimum standard. The 
findings of the survey in this particular city, of course, may in no 
way be representative of the situation elsewhere. With respect to 
psychiatric social work, however, there was found to be a striking lack 
of trained psychiatric social workers holding positions in these clinics, 
which was in keeping with the findings of the sub-committee of the 
American Association of Psychiatric Social Workers in its ques
tionnaire study of centers in different cities throughout the country. 
The mimeographed report of the New York Mental Hygiene Com
mittee sub-committee, dated May, 1929, gives minimum requirements 
for a clinic organized in a general hospital. With particular refer
ence to psychiatric social work, the following are included:

“That there be a minimum of one full time psychiatric social 
worker in each clinic, with provision for additional workers as 
needed.

“The psychiatric social worker of the chief clinic, if there is more 
than one, should be a graduate of a recognized training course in psy
chiatric social work and have had at least two years of work in a 
setting which provides supervision, or have had the equivalent of 
all this in experience.

“Assistant psychiatric social workers may be recent graduates, 
taking their first positions under supervision.”

Standards for psychiatric and psychological service are also out
lined, and among other recommendations included are those in re
gard to fellowships in psychiatry, joint consideration by national 
medical organizations of teaching of psychiatry in medical schools, 
and certain details of clinic set up in regard to appointment system, 
and adequate stenographic and clerical assistance.

In conclusion, it may be said that freedom in developing psychi
atric social service in the hospital clinic is essential to effective 
organization. We may hopefully, if patiently, look forward to the
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time when there shall have been more standardization of psychiatric 
social service in general. To hasten this would be unwise. In the 
meantime, to overlook the contribution which well organized psychi
atric social work in general hospitals may make to the field as a 
whole would be unfortunate. So far as the inter-relationship with 
general medicine is concerned, psychiatric social service is depen
dent upon the inter-organization of general medicine and psychiatry. 
However, “cooperative work” with medical social service will help 
toward this integration.

/



COOPERATION OF OFFICIAL AND PRIVATE 
HEALTH AGENCIES*

RU TH TAYLOR

Deputy Commissioner of Public Welfare, Westchester County
New York

Should both official and private health agencies exist in our com
munities ? The answer obviously is, “yes.” Both official and private 
agencies have proved their worth unmistakably; both have made enor
mous contributions to the field. We cannot conceive of the amount of 
progress we have already made in this field with either one missing. 
Moreover, the work still to be done is so great that it needs all the 
efforts of every available person and agency for countless years to 
come; as much as we have already gained in our work, we still have 
great fields to cover, and cannot afford to lose the help of any single 
person. In all fields of social welfare, both public and private 
agencies already exist or are being developed and there is general 
agreement among both students and practical workers that both are 
needed; the situation is not peculiar to the health field. There seems 
also to be a growing appreciation of the fact that the same persons 
are fundamentally responsible for both agencies. In the public agency 
a man functions through his votes and through his taxes, his invol
untary contributions; in the private, he functions through voluntary 
gifts. There is therefore no rational cause for antagonism between 
the two types of agency.

The size and importance of public agencies is at present rapidly 
increasing. There has been an enormous development of the work 
of public departments and agencies in recent years both as to amount 
and nature of work, with further trends in this direction clearly 
indicated. The health officer’s work alone has been extended steadily 
year after year. The list of communicable diseases with which he is

* Read before the New York State Conference of Health Officers and Public
Health Nurses, Saratoga Springs, New York, June 1928.
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involved grows steadily, and in all other fields his duties constantly 
increase. Private agencies are not always keeping clearly informed 
as to the progress that official agencies are making and therefore are 
not sometimes fully appreciative of their work.

Official agencies have certain especial advantages. They repre
sent in a way not possible for the private agencies, the power of the 
law. The health officer has almost unlimited power, wherein lies 
his peculiar advantage not only over voluntary agencies, but also over 
most other public officials. The official health agency is a democratic 
organization as it represents the will of a majority of the people in 
health matters. It carries a big financial burden—thus relieving 
private agencies and making possible a wider public health program 
than could be developed through dependence on private contributions 
alone. Official boards and agencies have an unrivaled opportunity 
to educate and to raise standards in public health over whole districts, 
as they speak with an authority not possible for private agencies. 
Hence, it becomes a prime duty of the official agency to educate the 
general public. All these would seem to be marked advantages offi
cial agencies have over private agencies.

But we who are public officials know the other side of the picture 
—the limitations and disadvantages of our position. Legal re
strictions imposed upon us are not always up-to-date and wise. They 
are capable of change but the process is slow and the individual offi
cial has no direct control over them. The limitations set by appro
priations cannot easily be overstepped except in genuine emergencies, 
and funds are often tied up for specific purposes in rigid, inflexible 
compartments. Personnel difficulties under civil service rules or 
municipal restrictions often hamper us in free control and choice 
and often we are limited in action by the fact that except in acute 
emergencies we cannot advance much beyond the thought and belief 
of the average citizen and taxpayer as expressed through his con
trolling and appropriating board. The public is often not thoroughly 
informed and considers what we know to be sound public policies, 
merely frills and “high brow” notions.

Last of all, we are faced by an unlimited intake. In our fields 
we are the court of last resort and we often stagger under the im
possible mass of duties laid upon us by law or by the public demand 
for our services. The private agency can, if it wishes, pick and 
choose its work both in kind and in amount, but we must struggle 
with whatever comes to us.
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In many ways the advantages of the private agency grow out of 
the limitations of those working under official auspices. The private 
agency has as a rule greater flexibility, both as to raising and using 
funds and as to program making, than the public agency. If it wishes 
it can give financial aid to public agencies; it can furnish extras not 
suitable for charging to public funds; it can help meet emergencies. 
We have had and are constantly having the greatest demonstration 
of these forms of aid from private agencies in Westchester County. 
In our infantile paralysis epidemic in 1918, the county built and 
manned an emergency poliomyelitis hospital, but the American Red 
Cross and the Westchester County Poliomyelitis After-Care Com
mittee worked shoulder to shoulder with the public officials during 
the epidemic and at its close carried on an after-care work for the 
victims for two years. Our complete radio equipment for Grasslands 
Hospital was put in at a cost of over $7,000 by a private agency, and 
our tuberculosis after-care bureau at the hospital was first wholly 
supported, and now materially aided, through the Westchester County 
Tuberculosis Committee.

In addition, the private agency has generally an unrivaled op
portunity for experimental and research work. The present cancer 
research campaign is being largely supported by private agencies, as 
have been in the past so many of the most valuable research pro
grams.

The private agency has a great opportunity to create interested 
and enlightened public opinion. People are not on the whole in
formed on or awake to the importance of public health matters; they 
cannot therefore express their will intelligently in laws or appropria
tions unless they are educated to do so. Approaching from a less 
authoritative and less mandatory position than the official agency, 
the private agency has a great field of work open to it here.

Because of the public’s ignorance, there is always great danger 
that a sudden change of administration in any field of official activi
ties may destroy standards without the public knowing it. The pri
vate agency with its opportunity for continuance of control and 
service can educate people to demand and to support a high standard 
of work from their officials; it can help us to achieve reasonable 
permanency for the best part of our work by affording a certain 
continuity of aims and standards. The private agency also can give a 
type of publicity to the work of the public official which he can not



R. Taylor 139

give for himself without either embarrassment or loss of effective
ness, and can thereby often materially further the public health pro
gram of a community.

One reason for this is that the private agency is generally con
sidered by the public to be more disinterested than the official agency; 
it often has, therefore, great influence with the legislative and ap
propriating body. It can help the public health officer to secure 
adequate appropriations for his work, and can work for laws increas
ing his powers and for extension of his work with much more effec
tiveness than he can himself. We public officials have all had plenty 
of opportunity to know this kind of assistance from private agencies. 
There is great opportunity just at this moment in the state for private 
health agencies to work for the adoption of the county health unit 
plan.

Finally, among the advantages and opportunities peculiarly be
longing to the private agencies, we should mention the enthusiasm 
and single-mindedness which are often found among volunteer 
workers. To be sure, enthusiasm and single-mindedness are by no 
means foreign to public officials. Yet the volunteer, wholly untram
meled in choice of activity, working in a cause purely because it is 
the one thing of many open to him that he believes most worth 
achieving, and able to confine all his energies to that single issue, 
often generates a motive power which a wise public official can 
hitch to some needed public cause and can use to carry that cause 
further than he had dared to hope.

There is clearly no way by which public officials can afford to 
carry on their work without the private agencies. What then should 
be the relationship between the private and public health agencies ?

The official health agency should clearly be the leader in the 
health field. This position is indicated both by the legal aspects and 
by the practical logic of the situation. The duties of the official 
agency are clearly laid down by statute. It cannot yield these nor 
delegate its responsibility regarding them in any way, nor can it allow 
itself to be overridden. On the other hand, the private agency will 
naturally let the public lead if it is able to do so. I am not in sympa
thy with the opinion of some public officials that private agencies try 
to crowd them out of their jobs or to control them. Private funds 
are too difficult to secure and there is too much work in the world for 
private agencies to do for them to be concerned with crowding out
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public officials. The ability to lead in any field is proved in action. 
The person or agency best fitted to lead generally does lead in the 
long run, and the place of leadership in the health field will fall to 
the public official if he is able and willing to take it.

The voluntary agency must, however, be independent. It is not 
actually in any way under the control of the public agency and should 
not become so, because the moment it becomes merely a part of or 
an adjunct to the public agency it loses its especial opportunity to 
function. This is entirely obvious if consideration is given to the 
especial opportunities for service open to the voluntary agency.

The only wise and possible relationship of the official and private 
agencies therefore, is that of allies, cooperators, team workers; the 
only possible plan of procedure is that of team work and cooperation 
through the use of conference, joint planning, joint undertaking. It 
will require the best possible team play and the most united front to 
rout the enemy, but the goal—human life and human happiness— 
is worth the effort.

How best may this working relationship be achieved? In the 
first place, it may be achieved primarily by promoting mutual under
standing; organizations with a common aim that thoroughly under
stand each other rarely have difficulty. Mutual understanding is 
promoted in the first instance by bringing workers together whenever 
possible. There are many ways of doing this. Agencies may have 
representatives ex officio on each other’s boards; public departments 
should develop, if they are not required by law to have them, advisory 
or other boards and should have private agencies represented on them. 
Many types of health conferences are already held; these should be 
extended until they are specific local affairs as well as general state
wide gatherings. Private agencies can well afford to have a special 
committee or representative to deal with the question of the relation 
of the private agency to its public associates. I understand that the 
New York State Medical Society has a committee on public health 
relations, which serves somewhat this function. Probably in every 
locality an inter-agency committee of some sort is a real need. In 
Westchester County we have made the greatest progress in mutual 
understanding and even in joint planning, through the organization 
of the Health Division of the Westchester County Council of Social 
Agencies.

There is, of course, some danger that getting together may produce 
points of conflict. Therefore, this plan places upon both types of
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agencies an especial obligation to make themselves understood. The 
public agencies especially are apt to be weak in this regard. Private 
agencies have more necessity from day to day to make their work 
known in order to keep funds flowing in. Public agencies must be 
especially patient in explaining their powers, their duties and their 
limitations. I believe that publicity as to the aims and policies of 
public departments is a practical necessity in any field if the public 
is to be educated to support and develop them rightly. In the health 
field, public agencies can aid in making themselves understood by 
cooperating with such agencies as private hospitals and with local 
and county medical societies.

Moreover, public agencies must take their rightful place in relation 
to private workers in the general health field. It is not always the 
fault of the private agency if close cooperation does not exist be
tween the two. Public officials have been known to avoid contact 
with the private agencies with as much a sense of superiority as is 
sometimes shown by private agencies. Public agencies must em
phasize their relationship to councils of social agencies, welfare 
federations, and similar organizations. They must clear cases in 
social service exchanges, share case reports with private agencies, 
and in other ways play their part and hold up their end.

Consultation regarding the aims and plans of each agency is an 
essential part of a right relationship between them. This requires 
that each agency have a clearly defined program of work. This can 
lead to an interchange of programs for discussion and suggestion. 
Such an interchange may easily bring about the endorsement of each 
other’s programs in whole or in part, and this in turn often leads to 
the ideal for any community—the making of a joint program by 
official and private agencies for the public health work in that 
community.

The public agency that maintains high standards has nothing what
ever to fear from a close relationship to the private. It has not 
only nothing to lose but everything to gain, both for its own im
mediate organization and for the entire public health cause. What 
we need in all localities is more power and influence for both official 
and private health agencies, and an increasingly cooperative rela
tionship between them.



THE NURSERY SCHOOL IN RELATION TO THE 
HEALTH OF THE PRE-SCHOOL CHILD*

MARY COVER JONES, PH.D.

Research Associate, Institute of Child Welfare, 
University of California, Berkeley, Cal.

Investigations in the various fields of child welfare are bringing 
to our attention convincing evidence as to the significance of the early 
years of development. It is obvious that the pre-school period is 
one of rapid growth—physically, intellectually, emotionally.

Our data on physical development have led to the conclusion that 
“the younger the creature, the more rapid its growth,” and that “the 
growth activity for the first six years is incomparably greater than 
that for any subsequent period of six years.” 1

In the various phases of intellectual and emotional development 
the young child has to learn the beginnings of motor control, emo
tional stability, useful habits and socially adaptive attitudes. From 
the helplessness of infancy, the child learns in a relatively short time 
to walk, to talk, to control the processes of elimination, to eat what 
is good for him, to sleep when it is advisable, and in other ways to 
adapt himself, at least in some measure, to the world in which he 
lives.

It is also apparent, from recent studies, that many physical de
fects and emotional maladjustments have their beginnings in early 
childhood. For example, we have Dr. Josephine Baker’s report on 
the physical condition of over 1,000 school children in New York 
City.2 According to this report, less than 50 per cent, of children 
reach the first grade sound in body. Defective teeth, hypertrophied 
tonsils and malnutrition accounted for the largest number of defects. 
It is apparent from this and similar studies that preventive medicine,

* Read before the Health Section of the National Conference of Social Work,
San Francisco, Cal., July 1929.

142



M. C. Jones 143

good nutrition, and a hygienic regime are indispensible for optimum 
physical development in early childhood.

In addition to health survey data, we have reports from be
havior clinics, studies of school failures, and juvenile court records 
which amply demonstrate the need for a preventive program of 
mental hygiene which should begin with the pre-school child.

Three main fields have been developed to deal with these prob
lems of the early periods of childhood.

First, research centers have been organized, designed to study 
relationships, to investigate the origins of developmental disturbance, 
and to suggest measures of preventive treatment.

Second, programs for parent education have been initiated with 
the hope of making the home a more adequate agency for the nurture 
of the young child.

Third, social service agencies such as maternity and child welfare 
centers, behavior and health clinics, day nurseries, nursery schools 
and other organizations have been established to supplement the 
home.

That the nursery school is becoming more and more popular as 
a child caring agency is evidenced by the last Yearbook of the Na
tional Society for the Study of Education. Whereas in 1924 there 
were 28 nursery schools of national importance, in 11 different states, 
the last survey made less than four years later showed 85 nursery 
schools in 24 different states.3 This takes no account of the small 
privately owned nursery schools which are being established at a 
comparably rapid rate.

In general, the nursery school has aimed to supplement the home 
in providing opportunities for child development. The means by 
which this aim is accomplished differs with the individual organiza
tions and their methods of approach.

For example, the English nursery schools, which preceded those 
in America, were established for the purpose of improving the con
ditions among children of the poor. In this country, however, 
nursery schools were the outgrowth of an interest in educational 
methods and were first organized by educational institutions, or 
groups of progressive parents who desired an enriched environment 
for their children.

There are at present in the United States three main types of 
nursery schools. First, there are those which are part of an educa
tional institution and which usually include a program of research,
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of teacher training, and of parental education. This type of nursery 
school has served as a pattern for others because it was the earliest, 
and because it had superior facilities for maintaining an adequate staff 
and equipment.

Second, there is the cooperative nursery school, in which mothers 
give a part of their time as nursery school teachers, and in which 
there is usually at least one trained nursery school teacher.

Third, we have the reorganized day nurseries which cover some
what the same field of service as the English nursery schools—caring 
for the children of working mothers.

Everywhere the nursery school movement has had as one of 
its major interests the health of young children.

Although the nursery school regime has not been standardized to 
any extent, a representative nursery school has a health program 
which includes, wherever possible, five provisions: a healthy environ
ment, training in health habits, health examinations, instruction to 
parents in child hygiene, and research projects in various phases of 
child health.

Perhaps the first item “a healthy environment” can best be il
lustrated by describing the daily routine in a typical nursery school 
such as we have had at the Institute of Child Welfare at the Uni
versity of California.

The children are brought at nine o’clock to the reception room 
where they are greeted by a nursery school teacher or the Institute 
physician. The initiated child opens his mouth, sticks out his tongue 
and waits, as a matter of course, for the inspection of his nose and 
skin. If there is no evidence of a cold nor of a suspicious skin erup
tion, he passes on into the locker room where he finds his own locker 
by means of a picture-symbol—such as a tricycle, a teddy bear, or an 
umbrella—hangs up his outside clothes; gets into his play overalls 
and sweater, and goes either to the toilet, or directly outdoors for 
play. The playground affords plenty of open space, a small open 
play house, a jungle gym, a slide, sandboxes, a clay table, and paint
ing easels. Moveable apparatus is plentiful, inexpensive, and con
structive—barrels, boxes, benches, which become trains, boats, mov
ing vans, or houses at will. Tricycles, wagons, baby buggies, balls, 
sand toys, bright colored cloths for “dressing up” provide further in
centives for activity.

The city nursery school may be forced to use roof space for its
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playground, but “outdoors whenever possible” is a maxim for 
nursery schools the country over.

At the Institute nursery school in Berkeley, the story or music 
hour and the mid-morning and mid-afternoon lunches are part of 
the outdoor activities. The mid-morning lunch consists of tomato 
or orange juice, with codliver oil when it is prescribed by the physi
cian. There is a rest period before lunch for all the children, but the 
length varies with the needs of the individual. All of the children, 
with as little adult aid as possible, wash their hands and faces and 
comb their hair in readiness for lunch. The lunch menus which 
are arranged by the nursery school director in consultation with 
the physician and the nursery school psychologist, aim to provide 
a well-balanced meal which furnishes about one-half of the total 
food-intake for the day, and which takes account of the likes 
and dislikes of the group as they have been determined by observa
tion. Lunch is eaten at low, attractively set tables, three or four 
children and a teacher at each table. One child at each table serves 
the lunch.

After lunch comes another session in the bathroom, when prepara
tions are made for the nap. All of the children who are accustomed 
to the sleep period occupy one large airy dormitory. Each has his 
own cot and covers, at a comfortable and safe distance from his 
neighbors. Extra rooms are available for those few children who 
have difficulty at first in adjusting to the sleeping conditions. The 
length of the nap depends upon the individual—half an hour suffices 
some of the older children while the younger ones may sleep for two 
hours. After the nap comes milk and crackers, out of doors, and 
play until the children are called for at four o’clock.

The daily program, as outlined here, describes in general what 
would be found in most of the all-day nursery schools in any part 
of the country. Some schools require tooth-brushing and gargling 
in addition to washing the hands and face. In certain localities 
where home meals are less nutritious, milk is served first—to pre
vent a too ravenous assault upon food. In other schools it has 
been found that milk must be withheld to insure completion of the 
main dishes. Schools in some sections take children for a longer 
period, from 8 to 5, in order to accommodate working mothers; other 
schools provide only the morning program.

Isolation and exclusion for colds may be more rigid in some 
groups than in others. Age of attendance may vary from the pre-
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school center which takes children as soon as they can walk, to the 
one which takes only three-year-olds. Most nursery schools set the 
upper age limit at the age of entrance to kindergarten. However 
nursery schools may differ, each sincerely believes that its province 
is to offer, for a few hours a day, opportunities for development 
which the best homes cannot duplicate.

The second item in our program—“training in health habits”— 
might be considered as one of the courses in the nursery school cur
riculum. We are often asked—what do the children study in your 
school—what do you teach them? There are no formal classes, of 
course, but there are educational purposes and an abundance of 
learning situations—the “subject matter” for our pupils. Good 
habits are stressed and those which lead to self-reliance and social 
adaptability are especially encouraged. Correct biological habits are 
not only indispensable in themselves, but they furnish as well an en
tering wedge toward self-reliance. The control of elimination, 
appetite for nourishing food, and sound sleep are some of the habits 
to be acquired. The child must learn also such auxiliary techniques 
as the ability to feed himself, button his clothes, and wash his face.

For each of these and many other processes there is a carefully 
considered form of procedure. For example, in establishing control 
o f elimination, although the aim is complete independence of adults, 
the child must be led to this objective through intermediate stages. 
At first he is taken to the toilet at stated intervals—after a few weeks 
or months of training, this is dropped and he is merely asked if he 
wants to go. Finally the responsibility for keeping dry is left entirely 
to him.

The third item in our program—“health examinations”—has two 
aspects. One, the daily inspection for colds and communicable dis
ease, has been described. In addition there is a more thorough 
periodic examination to survey physical progress. This follow-up in
cludes a monthly record of height and weight, and a semi-annual 
thorough medical examination. Vaccination and inoculation with 
diphtheria toxin anti-toxin are among the entrance requirements for 
every child. We feel that one of the most important by-products of 
our health examination is the good rapport established between the 
child and the physician. The medical staff considers the child’s co
operation more important than the physical measurements—and by 
repeated pleasant experiences in the doctor’s office the child acquires 
a confident attitude toward the medical examination.
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The fourth requirement on our health program—parent education 
in child hygiene—is accomplished through several Institute agencies. 
Although some of our parents have family physicians to whom they 
refer many of their health problems, the informality of the nursery 
school contacts makes it easy for the parents who wish, to come for 
medical advice or practical suggestions for establishing a hygienic 
regime. Our monthly discussion meetings with parents of the 
nursery school children include a number of subjects which deal 
with general topics of health.

The most intimate contacts with the parents come through the 
habit clinic which is a part of the Institute. In the future, all of 
the nursery school children are to go through this clinic as a matter 
of routine. The nursery school physician is a member of the habit 
clinic staff, also. The child’s physical condition is considered in rela
tion to his general behavior, and where necessary, parents are given 
medical instruction or referred to their family physician for treat
ment.

Our fifth and last provision on the program is research in child 
hygiene. Since only part of the child’s day is subject to control for 
research purposes, and since the projects are formulated in the in
terest of the children as a primary consideration, investigations in 
the health field are confined largely to simple analysis of the routine 
developmental data. For example, in the field of nutrition, since the 
child’s entire diet is not subject to control, and since we wish to pro
vide an optimum diet, in so far as we are able, research must be con
fined to observations on individual reactions to the foods. At the 
Institute a daily record sheet for each child, filled in by a teacher at 
each table, records the time taken to eat, the foods which are refused, 
returned, or replenished, an appetite rating and general remarks as 
to the child’s motor skill, emotional attitude, or other related items. 
The children are allowed choices for two of the dishes at each meal. 
For example, they may have broiled liver or liver hash and for 
dessert baked or raw apple.

Whether or not we accumulate sufficient evidence to testify 
as to the importance of the preferences of young children, we 
will have some interesting insight as to the constancy or fickleness 
of each child’s choices. In addition, the child has acquired that 
additional training toward a mature reaction in situations involving 
food.

Again, the problem of colds is attacked from the point of view
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of its practical significance in the nursery school regime. Can we 
predict a cold from the number of coughs or sneezes before it has 
reached the communicable stage? Will body temperature give us 
earlier indications than are possible from inspection? What is the 
relation of colds to humidity, to exposure to the ultra-violet rays, to 
age ? These and similar studies can be undertaken with facilities such 
as a nursery school affords.

Where nursery schools have been tried under the auspices of 
universities, or similar responsible organizations, the results have been 
successful. Some enthusiasts have advocated the extension of the 
public school system to include the nursery school, thus providing 
earlier educational facilities for all children. However, those who 
have had wide experience in promoting the nursery school move
ment have resisted every effort toward its too rapid popularization. 
They have cited a number of obstacles in the way of wide-spread 
adoption of the nursery school. In the first place, nursery schools 
are very expensive to equip and maintain. The per capita cost for 
any of our well-established nursery schools in comparison with the 
cost of kindergartens of grade schools is a discouraging figure. As 
an example of one item of expense—whereas a kindergarten teacher 
is accustomed to handling 30 or 40 children, there is usually a nursery 
school teacher to every five or six children. In the second place our 
educational institutions cannot train teachers fast enough to meet 
the increasing demand. Wholesale adoption of nursery schools at 
the present time would be impossible because of the lack of ex
perienced teachers. In the third place, constant vigilance is necessary 
to detect and isolate colds and communicable diseases—to which 
young children are particularly susceptible. Unless nursery schools 
can offer adequate facilities in this respect, which means a large well- 
trained staff and space for isolation—it is not advisable to bring 
groups of young children together.

Gradually, as the public becomes acquainted with the nursery 
school movement, facilities are becoming available for further prog
ress. It is through this gradual development that we may hope for 
the best results.
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CHILD WELFARE WORK IN SOUTH AFRICA
L. M. MACKENZIE

Organizing Secretary, South African National Council 
for Child Welfare

The term “Child Welfare” as used in South Africa embraces a 
wide field for it includes those efforts both of local authorities and of 
voluntary agencies which are directed towards the lowering of the 
infant and maternal mortality rates, and all activities carried on by 
the state or by voluntary organizations in connection with the Chil
dren’s Protection Act and its Amendment Act, and the Adoption 
Act, as well as work undertaken in cooperation with the education 
authorities in the interests of the welfare of the school children 
which in England, at least, is carried on by the Children’s (School) 
Care Committees.

In addition to these divisions of the work general propaganda 
and teaching of mothercraft and child health are actively carried on 
by the South African National Council for Child Welfare.

The child welfare activities of the State are carried on under two 
main departments, the Union Department of Public Health and the 
Union Department of Education. The former is responsible for the 
work falling under the Public Health Act, and also subsidizes di
rectly (a) The South African National Council for Child Welfare 
for the purpose of mothercraft training, carried on under their aus
pices at the Mothercraft Training Center through the local Child 
Life Protection Society in Capetown and (b) The Moedersbond, an 
Afrikaans-speaking association which includes a hospital for the 
training of midwives for work in rural areas. On the staff of this 
institution there are nurses holding the mothercraft certificate, thus 
the midwives trained there receive some instruction on those lines, 
(c) Municipalities and local authorities are subsidized up to a certain 
fixed sum by this department in respect of the salaries of medical 
officers of health, sanitary inspectors and health visitors and it is
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possible for two local authorities to combine to employ a health 
visitor and to receive subsidy for such a joint appointment.

The Union Department of Education is responsible for the ad
ministration of the Children’s Protection Act and its Amendment 
Act and of the Adoption Act. The department maintains and con
ducts four industrial schools for boys and two for girls and one 
mixed, whilst maintenance grants are made under the Act to certain 
voluntary institutions to which children are committed under the Chil
dren’s Protection Act and other maintenance grants are paid under the 
Amendment Act in respect of children of widows or in certain cases 
where the father is, through no fault of his own, unable to maintain 
the child. These grants are largely administered through the volun
tary child welfare societies.

The following brief history of child welfare work in South Africa 
may serve to indicate the development of the voluntary movement: 

Following the publication, in 1906, by the Medical Officer of 
Health of Capetown, of certain municipal statistics, showing an in
fant mortality of over 100 per 1,000 births, Infant Life Protec
tion Acts were passed in the Cape in 1907 and in the Transvaal in 
1908. These acts were consolidated and amplified, after Union, by 
the Children’s Protection Act of 1913 and its Amendment Act of 
1921, whilst the Adoption of Children Act was passed in 1923. The 
early legislation was followed by the establishment of a Society for 
the Protection of Child Life in Capetown in 1908 and of a 
Children’s Aid Society in Johannesburg in 1909. From these two 
centers the work spread, till, at the first Child Welfare Conference 
held in Capetown in 1917, there were ten child welfare societies 
representing all four provinces of the Union. Conferences were 
held annually till 1922, and in 1924 developed into a permanent 
National Council for Child Welfare. This council was formed to be 
a link between Child Welfare Societies all over the Union, and to 
be the official channel of communication with the Government on all 
matters of policy affecting child welfare. In addition to the child 
welfare societies other bodies interested in child welfare work are 
represented on the Council, notably the municipalities of the nine 
principal towns, all of which are carrying on infant welfare and 
maternity work. Representation on the Council is open, on applica
tion through the executive, to any fully constituted body which in
cludes child welfare work amongst its activities.



L. M. Mackenzie 151

The work of the child welfare societies embraces all phases of 
Child Protection, and their aims include the teaching of mothercraft, 
the prevention of disease and of neglect and juvenile delinquency, 
with the removal of all the conditions which retard the development 
of every child into a healthy, happy and useful citizen.

When the Council was constituted in May, 1924, there were thirty- 
three child welfare societies in the Union, at the end of May, 1929, 
there were sixty-nine, two of these being in Rhodesia, and others are in 
the process of formation. The aim of the Council is to act as a co
ordinating body between all agencies engaged in child welfare work, 
to carry on propaganda work, in order to extend the benefits of the 
movement to all parts of South Africa particularly the rural areas.

In order to carry out its propaganda work the Council employs 
two nurse lecturers who hold the Athlone mothercraft certificate in ad
dition to the usual qualifications in general and maternity nursing. 
These nurses travel all over the Union lecturing on child welfare and 
on mothercraft.

The period of office of the Council is three years and at the end of 
each period of three years a National Child Welfare Congress is held 
to which representatives of all bodies even remotely interested in the 
work are invited. Immediately following on this Congress the new 
Council assumes office and its headquarters are moved to the next 
Province, the order of rotation being specified in the constitution.

In order to secure adequate funds for the carrying on of the 
national work “Our Children’s Day” was established by H.R.H. 
Princess Alice, president of the Council, in 1926, as an annual event 
when the interests of the children throughout South Africa shall be 
foremost in the mind of the public. It is intended to be the occasion 
of child welfare celebrations and of an effort to raise funds for the 
extension of the child welfare movement to all parts of the 
country. Funds collected in connection with “Our Children’s Day” 
are devoted to the extension of the Child Welfare Movement through 
the propaganda work of the South African National Council for 
Child Welfare. Certain refunds for the extension of the work in 
local areas are made to societies affiliated to the Council.

In centers where no Child Welfare Societies exist certain of 
their functions are, to a limited extent, carried out by existing local 
societies, notably the Women’s Associations of the Dutch Reformed 
Church which are exceedingly active bodies, doing much valuable 
work, but chiefly on the lines of relief work, whilst the main aim and
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object of the Child Welfare Societies is to place before the com
munity the importance of prevention and by their example to show 
that by preventive measures infinite suffering to the individual and 
much expense and waste in the State can be avoided.

At the present moment a National Children Adoption Associa
tion is in process of formation under the auspices of the South 
African National Council for Child Welfare. Working through and 
in conjunction with the local Child Welfare Societies. In this 
manner it is hoped thus to meet the specialized need of this type of 
work whilst maintaining the closest touch with the existing organi
zations.

With the very small European population of South Africa upon 
whom naturally the burden of the work amongst both Europeans 
and non-Europeans falls, it has been found desirable so to organize 
the child welfare work of the country that there shall be the closest 
cooperation between workers carrying on widely different aspects 
of child welfare work.

Regarded from the standpoint of other countries of larger popu
lation where the specialized branches of the work are centralized in 
various organizations, the scope of work of the South African Na
tional Council for Child Welfare and of the local Child Welfare 
Societies may seem astoundingly wide. But, with a population of 
only three and a half million Europeans and five million non- 
Europeans scattered over an area of 473,089 square miles, the prob
lems of South Africa are probably unique in the annals of Child Wel
fare work in the world, though the aims in South Africa as elsewhere 
may be summed up in the Declaration of Geneva which has been 
adopted as the basis of the Children’s Charter for South Africa.
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CASE HISTORIES OF CHILDREN
An Outline of Some Essential Facts to be Obtained in 

Taking the Histories of Young Children
GERALD H. J. PEARSON, B.A., M.D.

Psychiatrist to the Philadelphia Child Guidance Clinic 
Philadelphia, Pa.

The researches of the psychoanalysts have confirmed the ancient 
concept that the first few years of life play an all important part in 
the formation of the character and behavior traits of an individual. 
Freud, Abraham, Jones, Ferenczi, Rank and others have drawn at
tention to the influence of such psycho-physiological events as birth, 
nursing, weaning, training in control of the bowel and bladder func
tions, etc., in this connection. Much of the data on which this 
opinion is based has been obtained from the memories of adults 
during analysis and as a consequence the attempt to generalize from 
such material is open to some criticism, although it is accepted that 
such information is of great importance for understanding the in
dividual case. Therefore, it seems necessary that these concepts 
concerning the relation of early physiological events and later char
acter and behavior traits should be corroborated by the correlation 
of such events of infancy with the later personality of a large series 
of cases.

Very few studies of this sort have been attempted. Case histories 
of adults seldom contain sufficiently detailed and reliable material 
to be of value. Biographies of babies which ought to be a valuable 
source of such material are woefully lacking in information concern
ing events and reactions which now are considered of great im
portance. The necessary data could be obtained from the case 
records of children, particularly those who present personality and 
behavior problems and perhaps best from those of preschool age, 
but search of such records shows that even they are inadequate in 
this respett. The reason for the meagreness of such data seems to
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be that those who are engaged in the study of these cases often are 
not aware of what facts are important. In order to draw the at
tention of those who are engaged in studying children whether from 
a physical or psychological angle to some of the points on which 
fuller information seems desirable, the following outline has been 
prepared. The outline deals only with the events of the first years 
of life and a full record of the present character and behavior 
traits should be obtained also in order that the two groups of data 
can be correlated.

A brief statement concerning the use of such an outline may not 
be amiss. Information obtained about a patient is only of value 
when offered spontaneously by the informant, although the course 
of the interview may be directed tactfully toward obtaining the 
essential facts. All of the information also cannot be obtained in 
one interview, but some may not be produced before the 5th, 10th 
or 15th interview. Nor can all be obtained in every case. The 
outline is offered, therefore, not to serve as a scheme of question 
and answer but only to indicate to the worker the type of informa
tion which is of value in studying the causation of character and 
behavior traits.

The outline has been divided into three parts: A—prenatal in
fluences: B—influences of b irth : C—postnatal influences. With the 
latter have been listed also infancy behavior traits whose correlation 
with the later personality and behavior would be of great value.

It has been pointed out previously that the parental attitudes 
toward the conception of the child and to the child during the period 
of pregnancy are an excellent indication of the real feeling of the 
parents toward a child. Therefore, as full a description of these 
attitudes as possible should be obtained. Some of the points into 
which inquiry might be made are listed in Section A—a.

A. P re n a ta l
a. Parental attitudes

1. father’s desire for children —sex desired
mother’s desire for children —sex desired

2. pregnancy—planned for—if planned for—why
maternal g r a n d p a r e n t s . , . . . .. « « . fvlCslIC IUT LillKipaternal grandparents J
father’s
mother’s
father’s
mother’s

desire for child of a sex different from other siblings 

■ desire for child to improve mother’s health

father s 1 desire for child because of loneliness 
mother s J
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hoped for 
unexpected

3. reaction of father to first knowledge of pregnancy 
possible reasons for this attitude 

/b y  father
lb

-why
condition during preg-

4. abortion—contemplated ^by mother
attempted—methods used

5. did father’s attitude change during pregnancy-
what effect had wife’s pregnancy and her 

nancy on father’s attitude to her 
to other children
did mother’s attitude change during pregnancy—why 
what effect had her pregnancy and her condition during

{on her attitude to her husband 
to other children

6. what outstanding events—social—economic—domestic—etc., occurred 
during the pregnancy

are those events associated with the pregnancy -jj
7. what plans and ambitions for the child were formulated during the

fby the father pregnancy | bythe mother
8. what relation (contrast or resemblance) is there between the attitude 

of the father to the conception and to the child since birth 
of the mother

rby the mother 
[by the father

The mental and physical maternal health during the period of 
pregnancy may affect the child in a number of ways, directly through 
her endocrine secretions, her altered blood chemistry, decrease of 
oxygenation of her blood or her heightened temperature in the 
developing fetus, or indirectly by influencing her attitude to the 
child whose prenatal existence was so full of discomfort for her. 
The latter type of influence is as potent when the period of pregnancy 
has many minor discomforts as when several severe illnesses occur. 
Abdominal blows or compressions may leave a direct sensory im
pression on the child. Some points of inquiry concerning the period 
of pregnancy are listed in section A-b.

b. Maternal Health
1. mother’s health previous to pregnancy
2. mother’s health during pregnancy

(diagnosis
a. illnesses -j duration

[cause—due to pregnancy ?
. . . .  . . . .  (descriptionb. injuries sustained by mother -< .(severity

abdominal compressions 
tight lacing—blows (slight), etc.

reaction to each illness during pregnancy

c. illnesses of pregnancy—nausea, etc.

(  father’s 
/m other’s

/duration
(severity
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reaction to these illnesses ^^Iher^s

{symptom 
duration 
severity

reaction to discomforts 4 a ^  fV mothers -
f  due to pregnancy

e. psychic conditions due to other (d >mestic, social, financial 
l  worries) ;

reaction to psychic condition ^^other^s

f. effect of pregnancy on mother’s physical habits (sleep, appetite, 
etc.)
reaction to this effect /^ at^er s 

(mother s
g. frequency of intercourse during pregnancy

reaction to sex relations at this time s a i1er ®V mother s
h. interference with social and other activities by pregnancy

reaction to interference -j a r ^V mother s
i. relation between attitude to whole pregnancy situation and to

child after birth -f *at^ r 
Lof mother

The question as to whether hyperactivity is an inherent character
istic or whether it is excited reflexly by the maternal conditions 
listed above can be answered only by a comparison between the 
maternal condition, possible inciting causes and the character of the 
fetal movements.

c. Fetal Reactions 

1. date of quickening

2. uterine movements

effect on mother

f  mother’s reaction to 
X father’s reaction to 
'frequency
frequency in relation to period of pregnancy 
character
character in relation to period of pregnancy 
possible inciting cause 

f  comfort 
sleep

X irritability
reaction of father to effect on mother

The duration of pregnancy must have some influence on the future 
mental life of the child. A premature baby comes into the world 
less well prepared for the new hostile environment than one who is 
prepared better by a full term or longer intrauterine existence, and 
must be affected more profoundly. Curtailment or prolongation
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of the period of gestation may influence the attitude of one or both 
parents to the child after his birth.

fduration
d. Duration of Pregnancy -< effect on mother 

^effect on father

The mother’s anticipation of her confinement and the ease or 
difficulty of labor must exert a great influence on the attitude of both 
parents toward the child. There seems little doubt also that the 
act of birth must leave a marked impression on the physical organism, 
particularly the nervous mechanism of the child. Many authors con
sider that the physical patterns of anxiety are laid down during 
birth, so that a very full inquiry into the parental reactions to the 
confinement and the physical process of birth seems advisable. A 
plan for this inquiry is listed in section B.

B. B ir th
a. Parental Reactions to Idea of Confinement

1. mother’s reaction to idea of confinement -

2. father’s reaction to idea of confinement

b. Parental Reactions at beginning of Labor

anticipation of release by 
confinement 

fear of childbearing 
of pain 
of death
reasons for attitude to 

confinement
joyful expectation because 

of birth of child
joyful expectation because 

of birth of child 
fear of confinement 
of w ife’s suffering 
of w ife’s death 
of child’s death 
reasons for father’s attitude

f mother’s reaction 
\fa th er’s reaction

_  , . , . tt fmother s reaction as labor progressesc. Duration of labor in Hours < , . , . , ,^father s reaction as labor progresses

d. Type of birth

'no interference 
. versions 
| instrumental 
Caesarian

J anesthesia—duration 
mother’s reaction to type of birth 

.father’s reaction to type of birth
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e. Child’s Condition at Birth

activity as soon as bom
f  thumbsucking

mouth movements -< smacking 
l_ sucking

anomalies of cord 
[around neck 
Jother causes of pressure 
deformities of head 

blue baby
r white baby
asphyxia-^ need to revive

f  spanking
jnethodsJ holding upside down 

1 vigorous manipulation 
trough handling

crying
bowel and bladder activity at birth 
instillation in eyes

development at birth

^average
less than average 
more than average 

_ amount of hair 
" vernix caseosa 

need of bath immediately 
no immediate bath 

jrubbing with vaseline

Abraham1 especially has drawn attention to the important connec
tion between the feeding process and the character development of 
the infant. It seems important also to determine the parental atti
tudes to these processes and the relation between these attitudes, the 
physiological process and the character traits of the individual. A 
very full inquiry into the entire process of nursing and weaning 
seems advisable along the line listed in section C.

C. P o stn a ta l
f  frequency

1. Nursing (Breast Feeding) 1 [ w e l l ^  to rigidly
(schedule -j moderately 

(  poorly
no schedule
number and hours of night feedings 
length of each feeding

"amount and flow of colostrum 
amount and flow of milk 

amount of milk ■{ freely 
slowly

(with difficulty
medical opinion (if any) as to composition of milk
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maternal reaction to nursing

child’s attitude to feeding

nurses

rdesire to nurse child 
no desire

fpainful to mother 
J disagreeable to mother 

.nursing < satisfying to mother 
I pleasurable to mother 
[.disgusting to mother

breast abscess 
cracked nipples 
full breast painful
differences between milk "1. . -  ,, .. ^between 2 breastsor mother s sensation J
did nursing interfere with social or other activities 
did sensation or attitude to nursing change 
during period of lactation 

father’s reaction to child’s breast feeding
'hungry before time is up 
no apparent hunger 
takes breast eagerly 
listlessly 

.average desire
difficulty with nipple

r if • j fless than full period nurses full period 4 , ,(.longer than regular period

{with energy 
without much energy 
satisfied after feeding—immediate stop 

unsatisfied after feeding 
gain or loss in weight
change in attitude to nursing during period of lactation 
thumbsucking before or after nursing 
smacking movements before or after nursing 
vomiting after nursing 
air in stomach after nursing 
duration of breast feeding 

fwhy
, , how—bottle

supplemented j  rspoon feeding-liquids
[.child’s reaction to ") semi-solids 

Isolids
child’s reaction to

was water used during period of breast feeding 
child’s reaction to

{father 
mother 
nurse

. . ffather
if child bottle fed at night who prepared bottle and fed child -< mother

[.nurse
Weaning from Breast 

who desired weaning 

methods of weaning

methods of weaning (full description) {breast to bottle—to solids 
breast to spoon—to solids 
breast to cup—to solids
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duration of weaning (till fully established) 

attitude of mother to necessity of weaning

father’s attitude to necessity of weaning

comfortable
reaction of child to weaning 

f  easily
gave up breast -j with difficulty 

^slowly
f  night

irritable, peevish and whining -< day
(.both

cried constantly

who desired bottle feeding continued ^ mot^er 

method of persuading child to give up bottle

emotional status of the child. Also it seems necessary to know more

of the child later in life. Some points of inquiry are listed in 
section 3.

always slept well (duration) 
always slept poorly (duration) 
always slept quietly 
always slept restlessly 
fretful and crying at night 
wakens in good humor 
wakens only at feeding periods 
wakens in irritable humor 
wakens quietly 
wakens with start 
sleeps heavily 
sleep disturbed readily
sleep disturbed by entrance of anyone into room 

sleep disturbed by noises

distasteful 
emotionally painful

breasts uncomfortable
painful

accepted bottle ^dishked 

accepted spoon and cup

duration of bottle feeding

father

Sleep habits in infancy may give an important indication of the

accurately the relation between the infant’s sleep habits and those

3. Sleep
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f  smiles in sleep
evidence of dreams if any-! makes sounds in sleep 

l  cries in sleep

sleep habits | reguh.r 
*  (.irregular

where does child sleep 
attitude toward child’s sleep habits 

frigid routine
sleep habits -< moderate routine 

ino routine

parental attitudes to child’s disturbed sleep

Dentition also seems to exert an influence on character formation. 
Corroboration of this concept would result from fuller inquiry into 
this phenomenon as indicated in section 4.
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/worried
/irritated

/  father 
/m other

4. Dentition
period of eruption of 1st tooth 
parents’ reaction to date of teething 
tooth erupted first

process of teething

' accompanied by no physical symptoms 
by mouth irritation 

- by general malaise
by mouth irritation plus general

„ malaise
[great

desire to bite during dentition s moderate
(.none

dentition accompanied by salivation 
reaction to child’s biting habits

The reasons for investigating speech, general activity, illnesses, 
respiratory and cutaneous conditions and the emotional “behavior 
during infancy are self evident. Respiratory and skin conditions 
probably have an effect on character formation also but such effects 
are not well known yet. Fuller information along these lines seems 
necessary.

5. Talking
date of 1st sounds made
date of 1st sounds apparently in expression of reactions 
date of 1st words

child’s reaction to his own sounds

use of expressions

'profane 
. obscene 

sex 
_ fecal

f  surprised 
i  amused 
Lproud
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6.

7.

8.
9.

10.

mother’s reaction to
child’s sounds 
to 1st words 
to asocial expressions

father’s reaction 
General Description of Activity 

parents’ reaction to 
date of sitting up 
crawling 
standing 
walking
parents’ reaction to
exploring with hands—touching—prohibitions 

Illnesses 
name 
severity

attitude of child to 
of parents to

fonset
•< during the illness 
[.convalescence

Respiratory 
any abnormalities 

Skin Condition—describe fully 
child’s reaction to 
parents’ reaction to 

Emotional Behavior 
placid

easily frightened

'by what 
of strangers 

- of dark
of being left alone 

_of any particular adults
parents’ reaction to the 
things child seems to dislike 

parents’ reaction to 
fear or rage predominant reaction 

situations
parents’ reactions to

There is no question that methods of bowel and bladder training 
influence the character of the child. Therefore, full inquiry into 
such methods and the infant’s reaction to them should be made along 
the lines listed in section 11 and 12.

11. Bladder Training
who usually changed child’s napkins 
child’s frequency and periods of urination 

f  changing
relation to -< feeding 

[.sleep
mother’s reaction to child’s urinary habits 
father’s reaction

f  reason for beginning 
when was training begun < method

[method when training fails
child’s reaction to training
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12. Bowel Training
frequency and time of bowel movements 

fchanging
relation to -j feeding 

(sleep

mother’s and father’s reaction to bowel habits /d*ar^ iea
(constipation

i for beginning

when did bowel training begin reaction mcthod

Abraham, Karl. Influence of Oral Erotism on Character Formation. Selected 
Papers on Psychoanalysis, page 393, Hogarth Press, London, 1927.

.method used when training failed

when did control become complete night
13. Fecal Interests—expressions
i>i *di fexcretory play M. P!ay ^14. Play

masturbation
'father

15. Attitude to

.strangers

REFERENCE



EDITORIAL 
Just a Cold

“Just a cold.” Such is the remark made by thousands of indi
viduals who daily go about in society transmitting their affliction to 
their friends and other people with seemingly no thought as to their 
responsibility in the matter. In spite of repeated articles about the 
common cold that have appeared in the daily press recently, the public 
apparently have not become aroused to the importance and serious
ness of this condition.

There are several types of infection that produce the condition 
commonly known as a cold. Many of these are no doubt communica
ble from one individual to another. Some of these infections are 
more serious than others and under certain conditions the inflamma- . 
tion may extend from the nasal passages and involve the sinuses or 
extend through the eustachian tubes and endanger your hearing. 
Other types of infection that make their early presence known by 
producing a congestion of the nasal passages with increased secretion 
frequently result in bronchial afflictions or terminate in pneumonia. 
The sooner, therefore, we realize the importance and dangers lurking 
behind the careless statement “Just a cold” the sooner society will 
take the necessary steps to protect itself.

Scientists have been unable to find a common cause for colds. 
Therefore, there is no such thing as a “sure cure” for this condition. 
The various types of infection require different treatment and as a  
rule the afflicted individual is not qualified to select the proper treat
ment. Many lives would be saved annually and serious complications 
prevented if we took these infections more seriously and secured 
proper medical service immediately upon the appearance of the first 
symptom.

The course of the average cold will extend over a period of from 
three to five days. If the sinuses become involved or other complica
tions occur the period of the disease will be much longer.

Among the measures for preventing the transmission of this 
condition from one person to another, probably the most effective is
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immediate isolation of the first member of the family or group who 
shows any signs of developing a cold. To be effective this must be a 
real isolation. The individual should be placed in a room by himself 
and all others except the nurse should be excluded from coming into 
the room occupied by the patient. The meals should be served on a 
tray and all dishes, clothing and other articles coming in contact with 
the patient should be scalded or otherwise sterilized. Absolute quiet 
in bed for three to five days will greatly aid in the recovery from a 
cold.

If we could abandon the ancient custom of hand shaking it would 
help materially in limiting the spread of these infections.

Now a word about the indiscriminate use by the public of nasal 
sprays, douches, and what not in the treatment of the so-called 
“cold.” Serious damage can be, and not infrequently is done by the 
too frequent and improper use of such remedies.

When society reaches the point where the individual with a “cold” 
is given to understand that his presence is not desired, when the 
afflicted individual senses his responsibility, remains at home and 
voluntarily isolates himself until he has fully recovered, we will then 
have attained some degree of success in preventing the spread of 
these infections.

G. W. H enika, M.D.
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NEWS NOTES
Last May a young woman came up to Taylor Springs, Illinois, 

from New Mexico. She brought with her a mild infection of small
pox. It may not have been with aforethought and malice but she 
proceeded to distribute the infection among all of her friends and 
relations, first at home and then abroad. At Taylor Springs a state 
district health superintendent found 106 cases, active and recovered. 
Then he journeyed over to the place of the young woman’s father-in
law in Fayette County and there discovered 7 more cases. Spurred 
on by these revelations he went into Platt County in the vicinity of 
Mansfield where more friends and relations live and sure enough 72 
more cases were brought to light. Every case in this series of 185 
was linked directly with the original infection from New Mexico. 
More than an hundred fold!—III. Health Messenger.

The New York State Department of Health is giving a 3-months 
post-graduate course in orthopedic nursing at the State Hospital for 
Crippled Children at Haverstraw.

The Committee on Periodic Health Examinations of the Medical 
Society of the State of New York has issued an outline of policy and 
a preliminary program of its proposed study of the value of health 
examinations. This work of popularizing the periodic health exami
nations will be of great and continuous importance to the public and 
to the medical profession.

East Providence, R. I., is to have a hospital for the study of ob
scure nervous disorders. The hospital will be known as the Emma 
Pendleton Bradley Home, the gift of Mr. and Mrs. George Lothrop 
Bradley in memory of their daughter.

The New York League of Girls’ Clubs has moved to 330 East 
56th Street.
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The Protestant Welfare League, Inc., is now located at 71 West 
23rd Street, New York City.

The 26th annual meeting of the National Tuberculosis Association 
will be held in Memphis, Tennessee, May 6-8 inclusive.

The Community Church, New York City, recently sponsored a 
course of 12 free public lectures on “Individual Psychology” by Dr. 
Alfred Adler of Vienna.

The next biennial convention of the American Nurses’ Associa
tion, the National League of Nursing Education and the National 
Organization for Public Health Nursing, will be held in Milwaukee, 
June 9-14.

The White House Conference on child health and protection will 
be held the latter part of 1930 or early in 1931.

The United Hospital Fund celebrated its Golden Anniversary in 
December. Just 50 years ago a few struggling New York hospitals 
organized a society known as the New York Saturday and Sunday 
Association, for the purpose of collecting funds for helpless children 
and the sick poor of every nationality. In 1916 the Association be
came known as the United Hospital Fund and now consists of an 
organization of 59 great hospitals in New York City—31 general 
hospitals, 13 special hospitals, 6 hospitals for incurables and convales
cents, and 9 hospitals for women and children. To commemorate 
this half century of service the United Hospital Fund made a drive 
for $1,000,000 to carry on its extensive work of providing funds for 
the free care of the city’s sick poor.

Dr. Florence Rena Sabin of the Rockefeller Institute for Medical 
Research received the Pictorial Review’s Achievement Award of 
$5,000 allotted each year to the American women, by birth or naturali
zation, who in the opinion of a distinguished committee, has made 
the most distinctive contribution of the preceding year to the fields of 
American art, science, or letters. Dr. Sabin was chosen because of 
her splendid contribution to medical science, which includes a study 
of the nerve-centres; the discovery of the development and processes
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of the blood-cells; the discovery of the function of the monocyte, 
that white blood-cell which bears so directly upon the study of the 
tubercular germ and its effect on the human system.

The Turkish National Welfare Association has established a 
playground for children in Angora. It is hoped that this beginning 
may evolve into a training centre for recreation workers. The first 
swimming pool in Turkey, recently constructed, is also a part of the 
welfare program.

The New York State Department of Health through “Health 
News” reports the invention of a new camera by Dr. Jarre of the 
staff of the Grace Hospital, Detroit, Michigan. The camera known 
as the Cin-ex takes X-ray moving pictures of bodily functions. Mo
tions of the lungs, contraction and expansion of the bronchia, move
ments of the heart and intestines, passage of solids and fluids through 
the stomach and intestinal tract, etc., may be observed.

The Fourth Imperial Social Hygiene Congress will be held in 
London, England, July 8-12, 1930.

The First World Conference of Workers for Crippled Children 
held recently in Geneva emphasized the importance of extensive pre
ventive work and need for locating all cripples as soon as they are 
known to be handicapped.

A new poster on milk, designed especially for school room use, 
has been issued by the Department of Health Service of the Borden 
Company. This poster shows an attractive scene in colors and also 
depicts properly bottled whole milk; the various concentrated milks, 
such as the powdered, evaporated, condensed, and malted; and milk 
products, such as ice cream, butter, cheese and buttermilk. Of par
ticular value to the teacher is a set of lesson projects on the back of 
this poster. Thus, geography, history, spelling, arithmetic, English, 
hygiene, and nutrition are presented by means of appropriate refer
ences to milk and its products. In this way the pupil is trained in 
the usual subjects of the school curriculum and at the same time 
learns to appreciate the value of milk, the most nearly perfect of the 
foods of men. Copies may be obtained without cost from the 
Borden Company, 350 Madison Avenue, New York.
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The Board of Education of Chicago has authorized the Illinois 
Social Hygiene Council to give a course of 4 lectures to the teaching 
staff of every Chicago Junior and Senior High School.

The New York State Psychiatric Institute, Hospital and Out
Patient Department, 168th Street and Riverside Drive, New York 
City, is now open. The Institute which was sponsored by former 
Governor Smith and built at an approximate cost of $2,000,000, is 
devoted to psychiatric research and treatment of nervous and mental 
diseases. The Institute is closely affiliated with the College of Physi
cians and Surgeons.

The New York State Commission for the Blind reports that 
Rest-Haven, the country vacation home for the blind, entertained 6 
groups— 168 guests—between June 10th to October 11th. Each group 
enjoyed a varied program of entertainment, motoring, boating, story 
telling, Braille literature and print novels which friends and neigh
bors read aloud to the guests.

A new adventure in mental hygiene education has been under
taken in the Middle West in the form of an Advisory Council on the 
Mental Health of Children which has been established as a regular 
department of The Household Magazine. Readers of the magazine 
are invited to submit their questions and problems as to behavior and 
misbehavior of their children with the assurance that they will be 
answered with the best resources of modern science.

A large nursery, garden and wading pool are included in the plans 
for the research unit in child development which is to form a part of 
the Institute of Human Relations now being built at Yale University. 
The building which will have the appearance of a private home will 
contain examining, research and seminar rooms as well as mothers’ 
rest room. There will also be an observation room from which par
ents and the staff, unobserved by the children, can watch them at 
work and play and note their natural reactions.

According to the Metropolitan Life Insurance Company a quar
ter of a million children below the age of 15 die in the United States



170 News Notes

in a single year. For children of school age the annual toll is in 
excess of 45,000 lives, 1 out of 5 being caused by accidents.

Margaret Reese, Vassar ’27, has been awarded the Margaret 
Lewis Norrie Fellowship given by the Women’s City and County 
Clubs, Poughkeepsie, New York, for a pre-school survey.

The first Brown Fellowship in Orthopedic Research of the 
Hospital for Joint Diseases, New York City, has been awarded to 
Dr. David Sashin of New York.

Through the cooperation of various physicians in Port au Prince, 
Haiti, a health insurance society has been organized to dispense medi
cal assistance to members upon payment of a nominal fee of $2 
monthly. For this amount the member is entitled to all the medical 
care he or any other member of his family living under the same roof 
or being supported by him may need. It does not, however, include 
the cost of medicine or transportation of the physician should the 
member live outside the city limits.— Le Moniteur, Port au Prince.

Mrs. Aida de Acosta Breckinridge of the American Child Health 
Association has been selected as Director of Public Relations for 
President Hoover’s Conference on Child Health and Protection.

The 57th Annual Meeting of the National Conference of Social 
Work and associated groups will be held in Boston June 6 to 14.

Out of 30,000 boy scouts who attended the Boy Scouts’ World 
Jamboree in England last summer only 321 had to be admitted to the 
temporary hospital during the 3 weeks of the affair. The commonest 
ailment of those admitted was tonsilitis which accounted for 70 cases. 
Then came cuts, stings, bruises, etc., with 39, chills and malaria with 
28 and fever of an unidentified cause with 26. Fractures and dislo
cations accounted for 21 admissions, sprains for 14, constipation and 
colic 15 and other stomach trouble 14.

Doubtless the hygienic and sanitary training which boy scouts get 
was an important factor in preserving health among this large gather
ing of youngsters from many parts of the world. Certainly the 3 
weeks of close contact gave wide opportunity for the spread of
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disease had not intelligent preventive and control measures been em
ployed.—III. Health Messenger.

The Department of Health is about to establish in Habana, Cuba, 
a clinic where servants, nurses, cooks, and employees who handle food 
will be examined for tuberculosis, diseases of the skin and blood, and 
intestinal parasites. Vaccination against typhoid will be made com
pulsory for all domestic servants, and the clinic will issue a certificate 
of good health to be shown when applying for employment.— Diario 
de la Marina> Habana.

A behavior clinic for the tuberculous children has been opened at 
Sea View Hospital, Staten Island.

The 14th annual clinical session of the American College of Phy
sicians will be held in Minneapolis, Minn., February 10-14, 1930.

The Beth Israel Hospital, Newark, N. J., has opened a health clinic 
for people of moderate means. The purpose of the clinic is to enable 
men and women, for a nominal fee, to avail themselves of expert 
medical advice before illness attacks them, and to encourage the 
public to submit regularly to a health examination.

As a result of an experiment made in Germany a depot for irradi
ated milk has been opened in England. The milk which is treated 
by artificial sunlight will be used in the prevention and cure of rickets. 
This irradiation method does not change the taste or appearance of 
the milk.

According to a news item in the Bulletin of the Massachusetts 
Society for Mental Hygiene, the teachers of the State are keenly 
aware that a better understanding of mental hygiene is extremely 
important in their work. The teachers of Winthrop have requested 
a course in “The Psychology of Childhood and Adolescence” and the 
teachers of Westfield have asked for a course in “The Practical Appli
cation of Mental Hygiene.”

Frances Money, formerly Assistant Director Social Service De
partment, Boston City Hospital, has been appointed Director Social 
Service Department, University Hospital, Minneapolis, Minnesota.



Dr. Max Mason, formerly President of the University of Chicago, 
has been appointed President of the Rockefeller Foundation to suc
ceed Dr. Vincent who retired January 1st.
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The New York School for Social Work, New York City, will 
offer for the coming year 2 fellowships of $600 each to social workers 
who have had at least 2 years of experience in social work.

Anne Hartley, R.R.C., Matron-in-chief of the Hospitals of the 
Department of Pensions and National Health, Canada, has been 
awarded the Florence Nightingale medal. This medal is awarded 
biennially by the International Committee of Red Cross for distin
guished service.

The Associated Out-Patient Committee of the New York Tuber
culosis and Health Association, 344 Madison Avenue, New York 
City, has announced the establishment of a consultant service for 
clinics. Authoritative information, based on years of study and 
experience, is available to those who desire to improve their clinic 
service or plan to organize new clinics.

BOOK REVIEW
Social Work and the Training of Social Workers. By Sydnor H. 

Walker. North Carolina: The University of North Carolina Press, 
1928. 241 p. Price $2.00.

In the Preface to her book, Miss Walker expresses the “belief 
that a lay opinion upon social work and the education of social 
workers might have certain advantages in interpreting these enter
prises to a non-professional group.” A reading of the book by a 
social worker or a teacher in a school of social work will confirm this 
belief.

The three major conclusions to which Miss Walker comes may 
be stated as follows:

1. While the motives which inspire social work are reasonably 
definite, its field of activity is not well defined. In discussing the 
basis of social work, Miss Walker writes “social work tends to begin 
where education, industry, the state, the church, the family have
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failed to provide the individual with what he needs for adjustment 
to social life. It seeks to repair the evils wrought by unemployment, 
low wages, heredity, illness, poor environment, ignorance and im
morality. Some doubt already exists as to the possibility of social 
work’s functioning over so wide a field.”

2. Our conception of the field of social work is indefinite and leads 
to confusion partly because American communities, despite the large 
sums devoted to philanthropy, have not yet been willing to support 
social work with the understanding or the financial rewards which will 
attract a personnel equal in ability to the demands of its task.

3. Training for social work is not standardized. It varies from 
quite haphazard training, sometimes on an apprentice basis and some
times in a school, to well organized programs of training which vary 
widely in their content. There has been no agreement either among 
social workers or among professional schools as to the desirable focus 
of professional training. Miss Walker places strong emphasis upon 
the importance of science in the training of social workers and in the 
development of statesmanship as one of the requirements of those 
who are to be the future leaders of social work. In practice, however, 
she finds that most of the schools are deliberately organized to “meet 
the present demands of the field, although many of them recognize 
the restraints thus imposed on the curriculum.”

These three conclusions can hardly be disputed. They are not new 
but Miss Walker’s analysis clarifies some of the confusion which they 
imply. It is quite true that the field of social work is not well defined. 
Nevertheless, within the activities of social work, as Miss Walker 
discusses them, are many which started as the expressions of charita
ble interest on the part of a comparatively small number of persons. 
Some of these activities have developed to the point where they com
mand widespread community support, in many cases support by taxa
tion. The method of social case work, community provision of 
recreation, the relief of the poor and the initiative of social legislation, 
for example, are as much accepted in the normal activities of 
American communities as are public education, medical practice and 
the administration of justice. Each of these activities and others 
having become so accepted do contribute at least to a definition of the 
field of social work and the definition is a more specific one than 
could have been made twenty-five years ago. As Miss Walker points 
out, however, the difficulty is not that we do not know social work 
when we see it but rather that we do not seem to know how far the
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responsibility of social work, as such, must go in contributing to a 
healthier and more equitable community life. Is the function of social 
work to repair the damage done by inequable social conditions by 
dealing as helpfully as possible with those who have been injured? 
Is it to interpret to the community the maximum possibility of the 
community’s own social resources; to serve, as Miss Walker states, 
“as adviser on community resources” ? Or is it, again quoting Miss 
Walker, “to indicate exactly what is being done for social welfare 
and to point out where noticeable gaps occur” ? Miss Walker believes 
that it must be all three.

Nevertheless, she finds that at the present time social work ad
dresses itself mainly to remedial work and, taking the United States 
as a whole, she finds that the effort to meet existing social evils is 
ineffective. She makes it clear that this ineffectiveness is partly due 
to the relatively slow progress made by social workers in analyzing 
their own achievement and in visualizing the future possibilities of 
their service. This is a statement of fact but it can hardly be called 
an indictment. The development of social work since the beginning 
of the Twentieth Century has been almost unbelievably rapid and in 
many directions, certainly from the point of view of financial support, 
the rate of development has been accelerated since the War. Under 
these circumstances it is not surprising that much of the attention of 
social workers has been concentrated upon the task of directing for 
immediate purposes the increasing momentum of their enterprise.

Looking to the future, Miss Walker makes two suggestions. Her 
first suggestion is that the achievement of a high degree of social wel
fare, to which we seem already committed, to say nothing of future 
objectives of which we may be unaware, demands a steady transfer 
of responsibilities now carried by private organizations to govern
mental agencies. This is essential both because private philanthropy 
cannot be expected to carry the cost, and because many of the objec
tives of social work cannot be achieved without in some cases the
resources represented by taxation and in other cases by the power 
represented in legal control. The implication of Miss Walker’s argu
ment is that social workers have a responsibility for facilitating this 
transfer of functions and as a basis for this the responsibility for 
developing community sentiment which would support such a trans
fer. We may add that if such a transfer of function is to result in 
efficient public service, social workers must be able to adapt their
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some ways promethods of work to a governmental setting which in 
vides less flexibility than does the setting of the private agency.

Miss Walker’s second suggestion is that social work must realize 
“that assistance from various groups—notably the statesman, the phil
osopher, the scientist—must be enlisted before a thorough-going 
welfare program, which will uproot present evils and will provide for 
a more satisfactory future society, can be achieved.” Here, again, 
social workers will agree, although the ways and means whereby the 
correlation of these various services can be made remain to be found.

This correlation is especially important for schools of social work. 
The most serious defects in the present training for social work, as 
Miss Walker finds it, are its lack of standards and its failure to make 
adequate use of social science. Anything like complete standardiza
tion of training for social work would, at the present time, have a 
hampering effect upon its development. The field is too new, the 
local situations which social work is trying to meet are too varied 
and there is too wide a gap between the acutely practical situations in 
which social work is carried on and the generalizations of social 
science.

Nevertheless, some approach to standards is desirable and some 
has already been achieved. Even in the field of apprentice training 
there is a tendency to better organization of such training and an 
effort to bring it into line with the best methods in use in the schools. 
Furthermore, in spite of a shortage of social workers the country 
over, registration in the schools as a whole tends to increase, which 
must be interpreted as recognition of the value of professional train
ing as now offered.

In the judgment of the present reviewer at least, the most signifi
cant part of Miss Walker’s book is its discussion of the relations 
between social work and the social sciences. Social work will stand 
or fall upon the degree of efficiency with which it meets the practical 
problems with which the community is expected to deal. Efficiency 
is largely a matter of methods which have been hammered out of 
tested experience. In the highly complicated area of individual and 
community relationships, however, no purely empirical experience 
gained wholly in practice can ever be an adequate guide. A profes
sion develops the value of its service to mankind only as its practi
tioners supplement their own empirical experience in the practice of 
an art with the findings of those sciences which throw light upon the 
problems with which they deal. Miss Walker makes few suggestions
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as to the procedures by which social workers may make a greater 
deliberate use of social science or by which social scientists may make 
their contributions increasingly applicable in practical situations. Her 
analysis of social work and of social welfare, however, is in itself a 
cogent argument for a closer correlation between the two.

For the purposes of social work, social science is of value just 
in so far as it explains the social problems with which the community 
asks social work to deal and can become a mobile part of the social 
worker’s equipment in dealing with them. The explanatory character 
of science would seem to be largely in the hands of those whose chief 
interest is science. Its mobile character would seem to be largely in 
the hands of those whose chief concern is practice, although this divi
sion of responsibility can never be complete. Progress in the piling 
up of scientific findings which explain or define the phenomena of 
social work can be left to the leadership of social scientists. The 
adaptation of these findings, however, to the problems of social work 
is largely the responsibility of social workers. Whatever may be 
said regarding the tentative character of social science at the present 
time, it is probably true that social scientists are making more rapid 
progress with the analysis of social problems than social workers are 
making in the adaptation of social science to their own problems. 
The responsibility for more rapid progress in adapting the findings of 
social science to the problems of social work Miss Walker places 
squarely upon the professional schools and less directly upon the 
executives of social agencies. This is exactly where it belongs.

Porter R. Lee.

NEW PUBLICATIONS
Legal Aid Guide for Social Workers. Published by the Legal Aid 

Section of the Welfare Council of New York.
This handy pocket-sized guide which contains definite concrete 

information regarding the function and scope of the various legal 
aid societies in the city is exactly the sort of source information the 
busy social worker needs in her daily work. Copies may be obtained 
from the Welfare Council, 151 Fifth Avenue. Price 15 cents.
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Report of the Public Welfare Commissioner. By Jose Fabella, 
Public Welfare Commissioner. Published by the Government of the 
Philippine Islands, Department of the Interior.

The report which covers the period January 1 to December 31, 
1928, inclusive gives a detailed and interesting account of the exten
sive welfare work carried on in the Islands. Special emphasis is given 
to maternity and child hygiene.

The Commonwealth Fund Division of Publications has issued two 
books which will be of great interest to social workers. The first is 
“Mental Hygiene and Social Work” by Porter R. Lee and Marion E. 
Kenworthy, M.D., the second “The Visiting Teacher at Work” by 
Jane F. Culbert. Copies may be obtained by addressing the Com
monwealth Fund Division of Publications, 578 Madison Avenue, 
New York City. Price of each book is $1.50.

The new Westchester County Directory of Social Agencies is 
ready for distribution. Price $2.50 the copy.

A Plan for the Medical Examination and Health Supervision of 
School Children of New York City. Published by the Children’s 
Welfare Federation.

This interesting pamphlet outlines the plan for improved health 
supervision and medical inspection of school children as proposed by 
the New York City Health Department and accepted by the Depart
ment of Education. The plan presented is the result of many confer
ences of experts and a study of methods used in other cities. The 
pamphlet will be valuable and interesting to child welfare workers and 
to educational and health authorities who contemplate starting or 
improving the existing system of medical inspection and health care 
of school children.

Keep Him Well. By Helen MacMurchy, M.D., Chief of the 
Division of Child Hygiene, Canada.

This attractive small booklet warns against the dangers of infan
tile paralysis, describes the early symptoms and emphasizes impor
tance of early recognition of the disease. The text does not frighten 
but merely gives parents and teachers, for whom it was written, an
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intelligent idea of the disease, the early symptoms, and how to safe
guard the little patient from the crippling effects of the infection.

Habit Training for Children—Simplified. Prepared and pub
lished by the Massachusetts Society for Mental Hygiene.

This small booklet should be in the hands of all parents and more 
especially expectant parents, as babies are not born with habits. They 
begin at birth and are learned by experience, training and education. 
Parents influence and mould the child’s character from his first day, 
therefore, this authoritative list of things to do, things not to do and 
things to be remembered will be a safe guide in the training of the 
child. The parents’ responsibility to the child as an individual is 
emphasized. Copies may be obtained from the Massachusetts Society 
for Mental Hygiene, 5 Joy Street, Boston, Mass.

ABSTRACTS
“Infant Welfare in New Zealand.” Nance Pattrick and Challis 

Hooper. International Council Nurses., 1929; III, 314.
“A  New Zealand baby born today has more than 96 chances out 

of 100 of living to complete his first year of life; moreover he has a 
longer ‘expectation of life’ than his cousins born in any other 
country.” These words indicate the high type of infant welfare work 
carried on in New Zealand. The article covers the work of the 
Plunket Society but the authors give due credit to the many other 
factors which contribute to the satisfactory state of infant welfare in 
New Zealand. Some of these factors are: State registration of 
general nurses and midwives; hospital and maternity homes are in
spected by medical and nurse inspectors. There are Government 
Maternity Hospitals open to mothers with limited means. Ante
natal clinics are run in connection with these hospitals. Compulsory 
registration of live births has been in force since 1855. There is a 
comprehensive Child Welfare Act providing for careful supervision 
of children committed by the State. The Plunket Society was formed 
in 1907 by Sir Truby and Lady King (then Dr. and Mrs. King) as a 
“League for mutual helpfulness and mutual education.” The aims 
and objects of the Society were formulated as follows: (1) To up
hold the sacredness of the body and the duty of health; to inculcate
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a lofty view of the responsibilities of maternity and the duty of every 
mother to fit herself for the perfect fulfillment of the natural calls of 
motherhood, both before and after child-birth, and especially to advo
cate and promote the breast-feeding of infants; (2) To acquire ac
curate information and knowledge on matters affecting the health of 
women and children, and to disseminate such knowledge through the 
agency of its members, nurses and others, by means of the natural 
handing-on from one recipient or beneficiary to another, and the use 
of such agencies as periodical meetings at members’ houses or else
where, demonstrations, lectures, correspondence, newspaper articles, 
pamphlets, books, etc.; (3) to train specially, and to employ, qualified 
nurses, to be called Plunket Nurses, whose duty it will be to give 
sound, reliable instruction, advice and assistance, gratis, to any mem
ber of the community desiring such services, on matters affecting the 
health and well-being of women, especially during pregnancy and 
while nursing infants, and on matters affecting the health and well
being of their children; and also endeavor to educate and help parents 
and others in a practical way in domestic hygiene in general—all these 
things being done with a view to conserving the health and strength 
of the rising generation and rendering both mother and offspring 
hardy, healthy and resistant to disease; (4) To cooperate with any 
present or future organizations which are working for any of the 
foregoing or cognate objects. It is significant that in spite of the 
rapid growth and development of the Society, these aims and objects 
have required no alteration or addition since they were formulated 
20 years ago. The Plunket Nurses’ Service is free to every family 
regardless of financial or other distinction, but the Plunket Nurse 
does not visit a home unless requested to do so. This policy was car
ried out because it was believed that work built up on the voluntary 
basis would be sound and permanent, more so than if established on 
a system of compulsory visiting. In 1917 the number of children 
under the care of the Plunket Society was 11,000. For the year end
ing March 31, 1926, there were over 48,000. The Plunket Nurses do 
no bedside nursing; their work is purely educational. During the 
past year throughout New Zealand over 180,000 visits to homes were 
made by Plunket Nurses and over 440,000 visits of mothers and 
children to the Society’s rooms were recorded. The authors describe 
the Baby Hospitals and Mothercraft Homes, and give a detailed ac
count of the organization of the Society and the method of training 
of their nurses, training centres, course of study and the various types
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of work for which the nurses are responsible. Two excellent charts 
are included in the article; one the history and progress record, as 
used by all district Plunket Nurses and the other the district record 
card for pre-school children. As a result of breast-feeding, uniform 
improved methods of artificial feeding and intensive educational 
work, infantile diarrhoea and enteritis is almost unknown. The mor
tality rate from this cause (children under 2 years of age) stood 2%. 
per 1,000 for the year 1925. The authors emphasize the need for 
wide and more specialized ante-natal care. The maternal neo-natal 
mortality is not so satisfactory as the general infant mortality rate. 
There is also a need for more extensive work as with the present 
volumn of work it is impossible to do justice to this wide field of child 
welfare work. The need is evident and acknowledged and every 
effort is being made to secure not only public but individual interest 
in the toddlers. The extremely well written article is full of interest 
and will serve as source material for communities, organizations or 
individuals contemplating the work.

“A Plan for Every Crippled Child.” J. C. Paries. Crippled Child, 
1929; V II, 120.

This short article stresses the importance of preparing the adult 
cripple for life by attacking the problems at the earliest possible 
moment during childhood. The author who has worked with the 
adult cripple for years finds that the young adults who apply to the 
Institute for the Crippled and Disabled are usually just out of school, 
many have but a very limited elementary education and are poorly 
equipped to take up any branch of work suitable for their physical 
handicap. In a recent survey made in Philadelphia of 300 crippled 
boys and girls, who had been graduated from the public schools in the 
last 5 years, it was found that only 28 were employed. The author 
emphasizes the importance of doing everything possible to improve 
the crippled child’s physical condition and to reduce his handicap to a 
minimum. This care must include education, both academic and voca
tional. The Institute for the Crippled and Disabled makes a plan for 
each handicapped student. The plan does not always work out to 
the satisfaction of the Institute or the student, therefore, changes are 
made until the student fits in the picture happily. These adult cripples 
who are trained for the trades and business life make good and take 
their place in life as happy self-respecting workers. The task, how-



ever, would be far easier for both instructors and students if the 
cripple adult had had better educational advantages. The crippled 
child should be supervised by someone qualified to study his indi
vidual problems and make plans for higher education or training in 
some occupation suitable to the child’s disability and the demands of 
the business and industrial world. In order to fit the cripple in his 
particular niche it is necessary to begin training during early child
hood.
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“Following Up Clinic Patients at Lakeside Hospital, Cleveland.” 
Eugene Walker. Mod. Hosp., 1929; XX XIII, 55.

Although the follow-up of patients is conceded to be of the utmost 
importance very little has been written on the mechanics of initiating 
and continuing various types of follow-up systems. The author gives 
a detailed account of the excellent system worked out and in practice 
at the Lakeside Hospital. Previous to January, 1928, the various 
clinics in the out-patient department ran their own follow-up system. 
One of the major difficulties of this individual system was that pa
tients receiving treatment in more than one clinic frequently received 
several requests to report for follow-up consultation. Obviously this 
was a waste of time and money for both patient and hospital. To 
obviate this duplication of effort a central follow-up system was in
stalled for all departments, excepting the dermatological clinic. In 
this department it was decided to continue a separate follow-up be
cause of the number of cases. The follow-up card contains a date 
for every day in the year and is renewed on the first of January. A 
code letter of the service is placed in the square of the day of the 
month on which the patient is supposed to return. This information 
is obtained from the date placed on the history by the doctor. The 
cards are filed numerically and colored clips are placed on them to 
designate the approximate time of month on which the patient is ex
pected to return. Friendly understanding letters, signed by the 
social worker, are sent to the patients when for any reason they do 
not keep their appointments. Copies of these letters and record forms 
are used to illustrate the text. The system as worked out at Lakeside 
Hospital from all indications meets all requirements for keeping pa
tients under supervision until their treatment is terminated and 
enables the doctors to gather valuable statistics regarding the progress 
of disease and the efficacy of the various forms of treatment. Hos-
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pital administrators, physicians and social workers will find much to 
interest them in this clear cut description of a sucessful follow-up.

“The Relation of Psychiatry to Present Day Nursing.” E. C. 
Reid. Pac. Coast Jour. Nursing, 1929; XXV, 393.

Psychiatry is one of the newest branches of medicine as it is only 
within the last 50 years that physicians in general have acknowledged 
that the subject properly belonged in the field of medicine. In train
ing schools for nurses the matter has been given scant consideration. 
This the author deplores as she considers psychiatric training a very 
necessary part of a nurse’s equipment. Formerly the term psychia
try only applied to the so-called insane. Today psychiatry is regarded 
as an important agent in preventing mental breakdown. In order to 
appreciate and understand a patient’s mental quirks it is necessary to 
take into consideration the whole background, the atmosphere and 
influences surrounding the person from early childhood, the period 
when the adult-in-the-making is made or marred. For nearly a hun
dred years the struggle to hospitalize the asylums has been carried on. 
In 1830 Dorothy Dix started her campaign to rescue the mentally ill 
from jails, prisons and poorhouses. From that date until the present 
reforms have been instituted and the insane asylums in the majority 
of cases have some resemblance to the hospital. What is desperately 
needed in institutions for the insane and mentally ill is well-trained 
psychiatric nurses. The author believes that graduate nurses should 
supervise hospital wards in every state institution. The great in
crease in nervous and mental diseases should be a challenge to the 
nursing as well as the medical profession. Nurses should receive 
training in psychiatric nursing, not only to fit her for work in hos
pitals or institutions for the care of mental cases, but to prepare her 
for her work whether it be private duty, educational, public health, 
industrial or social welfare work, as psychiatric problems will con
front the nurse in any field of endeavor she may choose.

“A Curative Workshop for Tuberculosis Cases.” C. F. Gardiner. 
Occup. Ther. and Rehabil., 1929; V III, 171.

This brief account of the organization and work of the Half Way 
House of Colorado Springs, Colorado, is interesting. The author 
draws a sharp comparison between the teaching of occupational
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therapy in an institution where the work actually is recognized as part 
of the treatment program, and where 95 per cent of the patients are 
tuberculous and scattered over a wide area, living in private homes 
and boarding houses, as Colorado is considered a health resort for the 
climatic cure of tuberculosis. The Half Way House was established 
in 1926 and through its workshops and visiting teachers occupa
tional therapy in all its branches is taught to hundreds of health seek
ers who need occupational therapy, not only as a curative agent but as 
a means of enabling them to earn a living.
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