
HELIOTHERAPY

W ILLIS C. CAMPBELL, M.D.

Memphis, Tenn.

Heliotherapy is the scientific application of the sun’s rays in the 
treatment of disease. The living animal absorbs stored-up sun energy 
in the form of food, which in itself or in its original form, the sun’s 
rays, excites the living organism to greater activity accompanied by 
setting free stored-up energy. This latter is expressed in increased 
viability, physical and mental activity. The beneficial effects of sun
light upon disease processes have been known since ancifent times; 
but the procedure was first systematized by Rollier, of Leysin, Swit
zerland. Constant exposure of the body to sunlight induces pigmen
tation of the skin, stimulates the physiological functions of the skin, 
restores the natural tone to the muscles and causes an increase in 
density and dimension of the osseous structure. The sun treatment 
also promotes greater respiratory activity which improves the heart 
action and the general circulation. In addition, heliotherapy stimu
lates the endocrine glands; the metabolism is increased, the appetite 
is improved and the digestive functions are more normal. Altitude is 
said to influence favorably the action of the sun, as, at the higher 
altitudes the light is more intense and at the lower levels the heat is 
often depressing. However, equally satisfactory results may be ob
tained at any level if the exposure is employed in a scientific manner.

Heliotherapy is indicated whenever the body energy is deficient. 
The value of sun radiation has been proved in tuberculous bone and 
joint affections, rickets, osteomalacia, osteochondritis and delayed 
union of fractures. It is beneficial in localized wounds, ulcerations 
due to circulatory or neurotrophic disturbances, and infected wounds. 
Chronic arthritis, and syphilis refractory to treatment are favorably 
influenced. Although heliotherapy is useful in many pathological con
ditions, the remarkable clinical results obtained in tuberculosis of the 
bones and joints make the subject of paramount importance to the
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orthopedic surgeon. However, tuberculosis is a constitutional disease 
and the physician must not regard the joint invasion as a purely local 
problem. In addition to heliotherapy, fixation of the joint by ortho
pedic appliances, operative fusion, when indicated, and general anti
tuberculous measures such as tonics and nourishing food must be 
employed.

Proper effects are obtained only by proper dosage; over-stimula
tion is likely to occur unless the treatment is individualized and super
vised. Heliotherapy must be administered under the direct super
vision of the physician and it is best given in an institution especially 
equipped for the purpose, but if this is not practical, treatment can 
be carried out very effectively in the home. A place should be selected 
for the treatment which is protected from wind currents. A southern 
exposure is preferable so that both morning and afternoon sun can 
be secured. The location must be open above to the sunlight and not 
enclosed by glass, metal or wire screening. A cot or bed upon which 
the patient may lie should be provided. In summer when the sun is 
intensely hot, the exposure should be started as early as possible in 
the morning and should be resumed in the late afternoon, omitting 
the midday hours. In winter the best time for the exposure is in the 
middle of the day, beginning about 9 :00 A. M. The exposure should 
be given as nearly as possible at the same time each day. All clothing 
is removed; the head is covered by a broad brimmed hat and the eyes 
protected from the glare of the sun by a pair of amber glasses. A 
sheet may be used during the first week to drape the unexposed por
tions of the body. After tolerance to the sun has been acquired a 
T-strap or pair of short trunks is all that is necessary.

As much care is necessary in regulating exposure to the sun as is 
required in the dosage of drugs or any medical treatment, and ac
curate timing by a clock is, therefore, required in order that the 
patient receives the proper amount of insolation. With debilitated 
patients and when the weather is cool, exposures are made on the 
first day for five minutes every two hours. The feet and lower four 
inches of the legs are uncovered and exposed to the sunlight. Both 
the front and back surfaces of the body should be exposed and the 
areas alternated by lying first on the back and then on the abdomen. 
On the second day the feet and legs are exposed as described for the 
first day. The sheet is then raised so that a new surface four inches 
above is exposed and the treatment continued for three or five minutes 
longer. Thus the time of exposure on the original area is increased
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to eight or ten minutes. Both front and back surfaces of the legs 
should be exposed. On the third day the time of exposure over the 
feet and legs is increased to fifteen minutes, the time over the second 
area to ten minutes, and a new surface of four inches is exposed for 
three or five minutes. The time and surface area on both sides of the 
body is gradually increased in this manner until the entire body ac
quires tolerance to the suri and air and the proper dosage is secured. 
As the reaction of individuals differs, no arbitrary rule can be made 
as to the maximum dosage; some patients will improve on ten hours 
daily, while others can stand only six. In robust patients, when the 
temperature is above 75 degrees F., the tedious process of acquiring 
tolerance may be omitted and the entire body exposed for five minutes 
every two hours, increasing from three to five minutes each day until 
the maximum time is reached.

Heliotherapy must not be indiscriminately administered or much 
harm may accrue. If headache, weakness, nausea or fever are present 
the time of exposure should be decreased or the treatments discon
tinued temporarily, to be resumed later and more gradually. If the 
sun is very hot, a damp cloth or ice cap may be placed on the patient’s 
head and the time of exposure decreased. Never keep the patient 
out if he is cold or chilly; bring him in at once and see that he is well 
warmed.

Pigmentation, or tanning of the skin, is essential to success and 
indicates how effectively instructions are carried out. In brunettes 
a mahogany brown should be secured and constantly maintained. Re
sponse to treatment is not so satisfactory to those who do not pigment 
or freckle, as blondes, particularly red blondes. Care is required to 
prevent burning or blistering. If the patient has been sunburned, 
give a shorter exposure the next time. The length of time given for 
exposure is for full sunshine. If the patient is exposed ten minutes 
on a partly cloudy day and fifteen minutes the next time on a hot sunny 
day, he may be burned, even though the schedule is followed exactly. 
On rainy days the sun should be utilized whenever it shines. When 
the weather is cloudy the exposure is not so effective, but should be 
continued routinely. The length of time may be increased on cloudy 
days after the patient has acquired tolerance. The time required 
to secure satisfactory results varies, but excellent results have been 
obtained after so short a time as five months. In all tuberculous 
affections over-treatment is advisable. In every case at least 
two seasons of nine months isolation should be given, but in the
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majority, three years of continuous treatment are required. When 
the finances of the patient permit, there should be a close pursuit of 
the sun for the entire twelve months of the year, which can be ac
quired by moving to a warmer climate, as Florida, Southern Cali
fornia or Texas during the winter season.

Undoubtedly, the incident fresh air has a beneficial effect, but the 
relative improvement is much greater in those treated by helio
therapy than in those treated by fresh air without removal of the 
clothing. Marine treatment is the routine bathing of the tuberculous 
patient in the sea, and is of tonic value, especially when combined 
with heliotherapy. Artificial heliotherapy may be used during the 
months in which direct exposure to the sun’s rays is not practical, 
although the same beneficial result is not to be expected.
January, 1930.
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THE EMPLOYMENT PROBLEM OF THE 
PHYSICALLY HANDICAPPED*

LO UISE C. ODENCRANTZ

Director of the Employment Center for the Handicapped,
New York, N . Y. !

The vocational adjustment of the handicapped individual is con
ditioned by all the other aspects involved in the care of the handi
capped,—medical care, general academic education, vocational 
education and guidance, and finally, placement. It is also affected 
by his home and social environment, his family relationships and 
attitudes, and the general social attitude toward the handicapped. 
This last is particularly demonstrated in the difficulties that even 
the skilled handicapped person meets in finding employment.

The organization of an employment bureau like the Employment 
Center for the Handicapped marks, however, a hopeful stage in the 
development of public opinion in this direction. For it implies a 
faith that the handicapped are employable in industry, and that in
dustry has shown some willingness to employ them.

The Employment Center for the Handicapped was organized in 
1927 as the result of a survey of the placement agencies for the 
handicapped in New York City. It took over the Placement Bureau 
of the Institute for the Crippled and Disabled, operating since 1917, 
the Bureau for the Handicapped (opened in 1918) and the former 
Vocational Service of the New York Tuberculosis and Health Asso
ciation. It is under the joint auspices of these organizations and the 
Jewish Social Service Association, which had been planning such a 
service for its own clients when this bureau was proposed. The 
Center provides a free service for placement and vocational advice 
for handicapped men and women in New York City, including the 
orthopedic, cardiac, arrested cases of tuberculosis, deaf mutes, and

* Read before the meeting of the North Atlantic District, American Association 
of Hospital Social Workers, at the State Conference of Social Work, 
Albany, N. Y., November 1929.
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certain types of convalescent and post-operative cases. It does not 
care for those who are under the scope of other organizations such 
as the blind or hard of hearing. Persons are not accepted with 
active tuberculosis, open wounds or infectious diseases. As it has 
been found practically impossible to place epileptics as handicapped 
persons, it is futile to register them. In general, a person is con
sidered eligible if he is unable to pursue or secure work in his 
regular employment within a reasonable length of time or if he must 
secure work outside his regular line on account of his handicap. It 
includes those whose appearance such as lameness or other disfigure
ment prejudices employers against taking them, and those who re
quire supervision in their work surroundings such as those with a 
cardiac condition. During the two years from 1927 to 1929 there 
were over 6,000 new applicants who fell within this definition.

The division of work for the placement secretaries is on the basis 
of the handicap of the applicants, as the various groups require 
special knowledge of the disease and disabilities, precautions neces
sary and limitation involved. A recent medical report is required 
on all cases except obvious handicaps like an amputation, and we are 
increasingly requiring a report for these cases whenever it is possi
ble to secure a physical examination for them. At present, how
ever, this is available for few.

We also try to secure in this report information on other com
plications which may affect placement, as our aim is to place the 
applicant where he can make good in spite of any disabilities, and 
where he will not endanger himself or others. The importance of 
this information is not always realized. For example, a clinic re
ferring a man with an arm disability did not add the information 
that the man was an epileptic. The result was that the man was 
placed on an elevator, where he had an attack while operating it 
and had to be sent to the hospital. A man with an asthmatic con
dition was placed in an ideal position in a sanatorium in the country, 
but he had to return a few days later as the referring agency did 
not mention a diabetic condition, and he had been unable to get the 
proper food.

About four-fifths of the applicants are men, and one-fifth 
women. As to disabilities, 43 per cent, were orthopedic, 12 per cent, 
cardiac, 6 per cent, with a tuberculosis history, 6 per cent, mental or 
neurological, and the remainder being post-operative cases, those 
suffering from varicose veins, hernia, diabetes, some eye condition,
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arthritis, neuritis, bruises, deaf mutes and others. The actual list 
reads like a medical dictionary. In the orthopedic group, the range 
was from a slight lameness, or the loss of a part of a finger, to am
putations of both legs or arms, or practically no use of arms and legs. 
At the extreme are the 16 who had both legs amputated and the 14 
who had both arms and both legs disabled, usually with partial 
paralysis.

The detailed list of disabilities shows some of the difficult prob
lems of placement that are put up to such a bureau, and of course 
many still remain unsolved. There are also often other handicaps 
present, which are more serious, in the way of vocational adjustment, 
such as a lack of education or total illiteracy, inability to speak or 
write English, foreignness, age, lack of vocational training and the 
dying out of certain trades. There is the applicant who has been 
employed at high wages in an occupation he can no longer follow, 
and who must adjust to lower wages in a new line. There is the 
laborer whose economic asset has been his physical strength, large 
frame and heavy, unwieldly hands, who must change to a seated job 
to do detailed work.

Age is a serious factor. This is brought out in the age distribu
tion of the group. About a fifth were over 50 years of age. When 
we see on all hands articles and conferences on the subject, “Old 
Age at Forty,” one realizes the problem of the handicapped when 
he also passes over this dead line. The most hopeful group, of 
course, are the 19 per cent, who are under 21 years of age when 
they applied.

The academic education of the group ranged from the illiterate 
foreigner who could not even speak English, to college graduates 
with many degrees and knowledge of half a dozen languages. A 
special study of 200 men with arm disabilities showed that 1 per 
cent, were illiterate, 33 per cent, had completed grammar school, 
27 per cent, had had some high school and 3 per cent, some college 
training. That a third, however, had not completed grammar school 
indicates a serious problem in their competition with those who are 
not handicapped and is a responsibility that should be met by the 
educational authorities. A person who has not completed grammar 
school is limited in his choice of work, especially if his handicap 
still further excludes him from heavier manual work. It is a 
matter for comment that of the large group under 21, only a small 
number have been given any vocational guidance or preparation to



meet industrial competition, even though they are starting out handi
capped.

Their previous experience is as varied as their education— 
printers, registered pharmacists, teachers, social workers, stenog
raphers, clerical workers, sailors, cleaners, cooks, messengers, and 
so on. It includes the high-powered salesman who has had a salary of 
five figures, but who must now adjust to some other type of work. 
There is the applicant who has never had a steady job, even before 
he became disabled. Boys and girls come directly from school, for 
vocational guidance as well as placement. There are the students 
from the Institute for the Crippled and Disabled who have had 
special training in printing, welding, jewelry making or optical me
chanics.

While the primary work of the Center is placement, each secre
tary must give considerable vocational advice as to choice of work 
and training. If each applicant came in with a clear-cut request 
for a particular kind of work he could do, her job would be much 
simplified. But many of the applicants have little idea of the kind 
of work they can do, and have no training. The secretary must 
analyze with the applicant his work possibilities, fitness or interest 
in each, possibilities of training,—in fact, all the problems involved 
in a vocational guidance program.

During the past year 1,756 positions were found for men and 
465 for women. They covered a great range of occupations and 
establishments. Thirty per cent, of the positions were in factory 
and mechanical work, such as assembling and bench work on radios, 
electrical goods and novelties, packing, sorting, folding, punch press 
operating, machine tending, clock and optical goods work, jewelry 
and jewelry case making, shoe work, machinists’ work, printing, 
machine operating, hand sewing. Twenty-six per cent, were placed 
in maintenance, as elevator operators, porters, firemen, doormen, 
cleaners, bath maids, in apartment houses, hotels, institutions, res
taurants. Eleven per cent, were placed as messengers, 6 per cent, 
as watchmen, 12 per cent, in clerical and professional work cov
ering such a variety as cashiers, bookkeepers, stenographers, artists, 
draughtsmen, translators, proofreaders.

In every case an attempt is made to place the applicant in a kind 
of work where the disability is not a handicap. When people ask 
skeptically, “What can the handicapped really do?” the answer is, 
anything from A to Z, depending upon the disability and the abilities
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of the individual. In fact, there is probably no job that could not 
be held successfully by a person with some handicap where the par
ticular disability would in no wise interfere with the doing of the 
particular job. For example, the 55 men and boys placed in jewelry, 
clock and optical goods work were chiefly leg disability cases. But 
the concentration of placement for arm disability cases falls in the 
messenger group, with others placed as painters, acetylene welders, 
collectors, doormen, elevator operators, switchboard operators, por
ters, watchmen.

Placements are made in a great number of different places of 
employment since the previous experience of the applicants ranges 
over a wide variety of industries and occupations. On the whole, 
the small employer is more willing to find a place for the handi
capped ; and the increasing use of the physical examination in larger 
companies is barring out the handicapped, even those with slight 
disabilities. The examination in many instances is not used to select 
the applicant for the individual job which he might be able to do 
satisfactorily, but to exclude his employment in any capacity. The 
employment manager of one company states frankly, “It is against 
our principles to employ handicapped people.” Another company 
refused to consider a typist because she was lame, as she could not 
“get by” their medical department. A girl who had applied at the 
Center had secured a position for herself as addressograph operator, 
when she applied to the employment manager of a company which 
gives the physical examination after the person has begun work. 
Two days later she was discharged, much to the disgust of the head 
of her department, where she was making good, but the medical 
department rejected her because she was lame.

Other employers, however, can be persuaded to give excellent 
cooperation. Some inform the Center whenever they have an open
ing or are willing to have us telephone them in reference to special 
applicants. A letter from an employer asked for a clerk. “We 
figure,” it read, “the position should be offered to some one who is 
physically disqualified to be on his feet.” A man using two crutches, 
but having the necessary training and experience for the work, was 
placed here at $32 a week. A superintendent of a large Park Avenue 
apartment house boasts that every man in his employ is handicapped, 
including elevator men on passenger and service cars, doorman, fire
man, porter and switchboard operator.

Selling the idea of employing a handicapped person to employers
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is slow work and meets with constant opposition. It must be done 
largely on the basis of the ability and handicap of the individual 
applicant. An employer is rarely interested in the general idea of 
employing handicapped, but Mr. Jones of the A. B. Co. can, perhaps, 
be interested to consider John Smith who has certain skill and train
ing and ability to do the particular job that is open. The basis of 
appeal is fitness and ability and not charity.

An argument frequently met with when we approach employers 
is the plea of increased compensation insurance costs, although, as 
a matter of fact, the employment of a handicapped person in no 
wise affects insurance rates, which are based upon the rate for the 
industry, the payroll, and not the actual make-up of the personnel. 
In addition, in New York State an employer of a handicapped per
son is well protected in the “Second Injury Clause” in the law, which 
limits his responsibility to the extent of injuries resulting from the 
most recent accident.

Part of the work of a placement secretary is giving informa
tion on opportunities for training. Whenever it appears that an 
applicant may benefit from some training, he is referred to the New 
York State Bureau of Rehabilitation, the Institute for the Crippled 
and Disabled, or other training schools. The reports of the psy
chologist are of great value in this guidance. Many, however, 
can not afford to take time for training, and must seek work imme
diately in some unskilled field or where he can be paid while learning.

Some applicants are found to be unplaceable under present in
dustrial conditions or because of handicaps so severe that it is im
possible for them to hold a position in a regular industry. Some 
have been out of work for years and must be readjusted to the habit 
of working. Applicants who can do only homework are referred 
to other organizations who can give the necessary home supervision. 
Those who can leave their homes but must work under sheltered 
conditions are referred to special sheltered workshops. The two 
years’ work has demonstrated the serious need for more sheltered 
employment for these groups,—badly disabled, epileptics, serious 
cardiacs, cases of sleeping sickness, and many of those who can 
work only part time. There are practically no openings in industry 
for men who must have seated work but who can work only a few 
hours daily. Some times it is possible to place applicants after a 
period in such shops—when they have acquired more confidence, es
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tablished better work habits or when their physical condition has im
proved.

We must recognize that there are people too ill to work in 
regular industry even though they are able to walk about and are 
often restless for something to do. Recommendations for “light 
work” are difficult to meet. Jobs which require little physical effort 
like watchmen’s work often also require long hours and exposure. 
“Easy” factory jobs which allow the worker to sit and perform a 
simple hand motion often requires considerable speed to make the 
day’s pay. Industry also requires regular attendance, whether on the 
basis of expensive idle machinery or that orders must be finished 
and the worker who has to lose time loses his job, whether a social 
worker or an employment bureau intercedes for him or not. For 
many of these, especially those who must attend clinics, the solution 
apparently must be along lines of sheltered employment. Of course 
there is the occasional exceptional employer who can and will make 
such readjustments, but they are rare indeed. He may do it for an 
old employee, but rarely for a new worker.

Experience over many years, in attempting the vocational ad
justment of the handicapped shows that many can be placed, with 
patient effort in approaching employers. To do this effectively, and 
to place an applicant where he is likely to make good, the secretary, 
on the one hand must know her applicant—through adequate medical 
reports, school reports, work history, references, psychological ex
amination whenever possible, and in some cases his social and family 
background. On the other hand, she must have knowledge of the 
job—its requirements in education, skill, and physical movements 
involved, location and conditions of the particular establishment. 
She must know the types of jobs where a certain limitation does 
not hinder effective work. All in all, it is an intensive case work 
problem—of fitting the individual applicant into a particular job.

We are still in the early experimental stage. We are yet far 
from any scientific basis of determining the degree of employability 
of those who are badly disabled and we must still resort to the trial 
method. We need far more detailed knowledge of the occupations 
open in industry. We need much more information about the work 
limitations imposed upon persons by various disabilities. We need 
much more experience in the actual adjustment process of the indi
vidual into industry. This often necessitates a psychiatric approach.

Hand in hand with the work involved in the vocational adjust-
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ment of the individual must go a program for education of the public 
in relation to the handicapped. It must aim to overcome the wide
spread idea that a handicapped person is an object of pity and 
charity instead of an ordinary being. “I can’t stand to have them 
around,” shuddered an employment manager. The present tendency 
in the public schools to place the handicapped in the regular classes 
when possible, instead of segregating them, will doubtless help to 
overcome this attitude. Education is needed among the representa
tives of employers—personnel managers and medical examiners— 
in regard to a humane and social use of the physical examination. 
In many companies where there is a benefit association for illness 
and life insurance, all handicapped persons are barred from employ
ment as too serious “risks.” Yet actual statistics show that more 
working days are lost for such ordinary illnesses as the common 
cold. In some instances, however, handicapped persons are accepted 
for employment on the condition that they are not admitted to those 
benefits. In many cases it involves the education of fellow workers 
as well as employers’ representatives.

On the part of the social worker, we need a better understanding 
of the possibilities of vocational adjustment. We need more night 
clinics so that some people may continue at their regular work while 
under treatment.

In some respects the vocational problem of the handicapped has 
become more pressing as the ability of the handicapped to take part 
in the world’s activities has improved with the advance of surgical 
medicine, improved artificial appliances, physio-therapy, electrical 
and other treatments. Progress in industry brings him more prob
lems. The mechanization of industry and high-speed machinery 
with possibilities of industrial accidents; personnel administration 
introducing physical examinations which may bar out all with any 
physical defect; group insurance, pension plans and health insurance 
which may bar out those who have passed a maximum age limit; 
workmen’s compensation laws which may cause employers to bar 
out those with physical defects; all these aspects of progress, good 
in themselves, may nevertheless thus seriously affect the employment 
opportunities of the handicapped unless their interests are considered 
and safeguarded.



MEDICAL SOCIAL WORK IN THE PREVENTION 
OF BLINDNESS*

B. FRANKLIN ROYER, M.D.

Medical Director of the National Society for the Prevention of 
Blindness, New York, N. Y.

A  discussion of the place of social work in the prevention of 
blindness should properly be preceded by a frank discussion of medi
cal social work in general. Discussion of the adaptation of medical 
social work to eye services from hospitals and dispensaries requires 
some brief review of tendencies in the social work field.

The first indication of anything comparable to utilizing a trained 
worker as a liaison officer between the medical man at the clinic 
and the patient in the home began more than a hundred years ago in 
the city of Philadelphia, where the training of home teaching guides 
was undertaken at the Philadelphia Dispensary operating for many 
years on Independence Square. This service was limited largely to 
the home guidance of expectant mothers.

No general aid was considered essential to supplement the efforts 
of the doctor, to any notable extent, until Osier in 1900 began utiliz
ing a young woman physician as a volunteer to make the trek from 
clinic to home, to impress upon those afflicted with tuberculosis the 
need of carrying out in detail the instructions given at the clinic. 
This woman physician, who was essentially a medical social worker 
in a limited field, thus supplemented the teaching of the eminent Osier 
at the clinic. In 1903, a nurse took up this work. Emerson, from 
the Johns Hopkins clinics, began using undergraduate medical stu
dents in similar fashion.

The Lady Almoner movement, beginning in 1895 in the Royal 
Free Hospital in London, definitely undertook to make the treatment 
of disease in needy patients more effective by cooperating with social

* Substance of two addresses before medical social workers, of New York 
City, who were reviewing the needs in eye clinics and hospital services.
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agencies outside the hospital. This aim, however, was but the third 
of three functions of the Lady Almoner, the first function being to 
prevent hospital abuse.

Unfortunately, thousands of doctors in this country and hundreds 
of thousands of lay people still look upon social work in connection 
with hospitals and clinics as organized to prevent abuses and to de
termine financial elegibility for care. If this were the sole object 
every social worker in America might better be dismissed, because 
the total of such abuse is too insignificant to reckon with—almost nil 
in the clinics for ambulatory cases.

The rapid development of medical social service beginning about 
1905 in connection with the Massachusetts General Hospital, and 
gradually extending both to the in-patient and out-patient services 
affiliated therewith, established a new chapter in medical and social 
practices.

The failure of Osier’s service to the sick tuberculous living at 
home and Cabot’s failure in his general medical work from the clinic 
for ambulant sick were directly responsible for experimental trials 
by each of an additional case control worker who should be suffi
ciently versed in medical and hospital care to interpret these services 
in elementary English to the patient. It very shortly developed that 
such a worker was of inestimable value in correcting social and en
vironmental faults, also that she might better have the background 
and training of one educated for social service.

Twenty-five years is but a short period of time for great elabora
tion of social procedure. Perhaps we have traveled a long way with
out going very far. In a few cities something comparable to a good 
social procedure is covered by what is set up quite generally as hos
pital social service or medical social service. In most of these services, 
however, the ideal is not approached and measures and standards are 
yet far from being finally established.

It is well that this sort of service began in a generalized way. 
If, however, we accept Osier’s medical assistant in tuberculosis work 
as a hospital social service worker, we must concede that hospital 
social service in this country began as a specialized service. The 
same must be conceded for those workers who visited the homes of 
the tuberculous attending clinics set up by Boards of Health. Cabot 
and the Massachusetts group held out for a generalized service until 
a few years ago, when pressure for special workers in the mental 
hygiene field created a demand for psychiatric social workers.
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Encroachments on the field of social workers occurred by those 
interested in administrative problems of public health and special 
fields of health teaching tied in with advisory clinics, in contradis
tinction to treatment clinics. This created a further demand for 
specialized social workers as “go-betweens” who might interpret the 
doctor’s advice and do home health teaching. With these two de
mands, those holding out for generalized medical social service have 
contended, without great chance of winning. Cabot, I believe, even 
now opposes specialized training for medical social workers, but 
special training for psychiatric social workers became well estab
lished in New England in spite of his teaching.

The importance of medical social service in the final cure or relief 
of clinic patients is being increasingly recognized. No matter how 
expert the clinician may be, better results are always to be obtained 
for the clinic by supplementing his skill with that of a medical social 
worker to ferret out and bring to the clinic knowledge of the various 
environmental factors likely to influence treatment, and to make such 
home adjustments as are indicated.

Today we consider the need in a special field, that of medical 
social service in connection with eye hospitals. In the eye clinics of 
the Massachusetts Eye and Ear Infirmary now affiliated with the 
Massachusetts General Hospital, five medical social workers are at 
present employed. In New York City and in a number of other 
cities similar workers are employed for the eye clinics. Such special 
training as they have had has been at the elbow of the eye clinic phy
sician. For the most part, their only special training has been the 
result of their own common-sense adaptation to an eye service of 
what they know of general medical social service.

We have been too slow in recognizing that the liaison officer in an 
eye clinic is working in a very highly specialized field, the oldest field 
in specialized medicine. Because of the isolation of the eye physician 
in so many instances from the field of general medicine, he may have 
been slower to appreciate the value of a medical social worker and 
perhaps, in some instances, may have failed entirely to appreciate the 
value of the medical social worker because he knew nothing about 
her except that she knew nothing about eye care.

If one were to consider qualifications for a medical social worker 
in the eye field, even a novice would concede that she ought to have 
at least a fairly large vocabulary of the commoner eye diseases met 
with in hospitals and dispensaries, and that she ought to have a fairly
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good knowledge of the probable rate of advancement of such diseases 
and of their end results—which diseases are serious and which are 
of minor importance.

It would seem imperative, if she is to serve as a guide and coun
sellor in all medical social problems, as well as an interpreter of par
ticulars of drug treatment, that this worker should have a good deal 
of knowledge of the physiology of vision, some knowledge of how 
frequently the eye deviates from normal—especially those irregulari
ties of structure responsible for errors of refraction—and some 
knowledge as to what may be accomplished by correct use of optical, 
aids.

Perhaps this information may be acquired, absorbed, or picked 
up in a more or less haphazard manner, if a medical social worker be 
assigned to an eye clinic for a few months as an observer. This 
system of training recruits obtained for a long time in fitting home 
teachers for the general public health field. Most of us in that field 
were drafted into health work, or broke into i t ; and those of us who 
have made something of a success of it learned our lessons by the 
trial-and-error method. Nowadays, we feel we are approaching a 
period of more exact methods of education.

When educational groups once realize that education and training 
are required for special fields of activity, the university, with its mul
tiple courses, invariably gathers together a group best in a position 
to appreciate what fundamental background should be established 
and what special laboratory advantages should be provided as pre
requisites for service. The university usually stipulates what shall 
be the educational background and training of the individual for 
admission to specialized courses. If one were to speculate as to the 
minimum content of such a course, the first things considered would 
be: “Has the applicant a good basic education plus a sound education 
in medical social service fitting her for work in connection with a 
general medical clinic? Has she been tried out in social service?”

This having been determined, one might consider the set-up of 
a course of systematic special instruction which would begin with a 
study of the development of the eye in animals and man, a review of 
embryology and biology, and a study of the particular parts of the 
eye, from the standpoint of both their gross anatomy and their his
tology. The physiology of the individual parts of the eye and of the 
surrounding tissues would need to be studied diligently and pursued 
to a further extent than would be carried on in the general course for



B. F. Royer 475

hospital social workers. The elementary principles of physiological 
optics and of mechanical optics and the elementary principles of cor
rection of refractive errors would also need to be reviewed and dem
onstrated in laboratory fashion. Finally, a thorough presentation of 
the commoner diseases of the eye, from the onset of the disease 
through to the terminal stages, would need to be given, together with 
frank presentation in each instance of what might be expected from 
systematic treatment carried out adequately.

Running coordinately with such outlined instruction—what might 
be designated didactic teaching—should be a schedule of attendance 
upon all of the activities of a well organized ophthalmological service 
well supplemented by medical social work. This clinic attendance 
should cover at least three or four hours a day and might be called 
the field laboratory service. It should take in the clinic for ambula
tory patients as well as the bed services in the ophthalmological 
department. Reference reading would be liberally required.

It would seem that a course such as suggested might well be con
ducted in cooperation with a university, or a well organized school of 
social work, and should require as a minimum six weeks of full-time 
intensive work. The content of this course would contain enough of 
educational value to warrant giving four or five points credit. The 
same sort of educational opportunity might be distributed throughout 
a semester or a year of university graduate study, with similar credit 
on completion of the course. .

Those who are not in a position to secure such a basic training— 
and I know of no such course set up—may do well for the present to 
assemble frequently for study in conference groups, securing the 
cooperation of ophthalmologists interested in medical social service 
to attend all of these conferences. If such study conferences should 
occur frequently enough, in the course of a year’s time highly desira
ble specialized instruction in eye service might be secured and, at the 
same time, the need of a special course as outlined more amply dem
onstrated.

A word for those who are now engaged in medical social service 
of eye clinics:

Certain diseases of the eye are almost certain to cause deteriora
tion of vision unless adequate treatment is secured. Large numbers 
of patients need careful counsel from non-medical persons to con
vince them of the need of keeping in close contact with the doctor. 
A fairly large number of all patients coming to the public eye services
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need social readjustments and intensively practical environmental 
changes in order to make possible the cure which the physician hopes 
to accomplish.

It has been estimated that about one-half of the medical service 
of eye clinics is wasted because the patient loses interest and drops 
out, sometimes before the diagnosis is fully established, in many in
stances before the treatment has had a chance to give a convincing 
demonstration of value, and, in all too many instances, because of 
something wrong at home that a social worker may satisfactorily 
adjust.

Too often, the social worker and, sometimes, I confess, even the 
doctor, give too little attention to which particular affections must be 
followed up intensively and which conditions may be followed up 
just as time permits. Some even say that a man’s eyes are his own and 
that he may bring them to the clinic for cure or keep them at home, as 
he sees fit. Society, however, has an interest in these diseased eyes 
and expects us to be reasonably diligent in holding up to continuous 
skilled care those who may become a burden upon the community 
unless so treated as to avert serious impairment of vision or blindness.

Perhaps in setting out disease conditions which make for loss of 
vision, or which require home teaching, for the use of social workers 
having a limited vocabulary of eye diseases, terms should be used 
with which most persons are familiar. If we approach the subject in 
the order of the usual examination and by anatomical parts of the 
eye, the disease conditions which should always be followed up by the 
social worker are as follows:

I. Eyelid diseases*
A. Acute conjunctivitis

1. Ophthalmia neonatorum (babies’ sore eyes)
2. Gonorrheal ophthalmia
3. Muco-purulent conjunctivitis (pink-eye)
4. Vernal catarrh

B. Chronic conjunctivitis
1. Trachoma

II. Eyeball diseases, front
A. Ulcer, acute (any cause)

1. Corneal

* This list aims to include conditions requiring home instruction to prevent
spread or which are likely to impair vision or cause blindness.



B. Ulcer, chronic
1. Phlyctenular

C. Pannus
III. Eyeball diseases, interior

A. Inflammatory conditions
1. Iris
2. Ciliary body
3. Lens
4. Choroid
5. Optic nerve

B. Ophthalmia (sympathetic)
IV. General

A. Glaucoma
1. Acute
2. Simple chronic

B. Systemic diseases with associated eye symptoms
1. Syphilis (any part of eye involved)
2. Diabetes (cataract or retinitis)
3. Kidney disease (papillitis)

C. Brain tumors
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With any of the acute or chronic eye conditions mentioned present, 
a social worker would be justified in placing a card in her “Intense 
Follow-Up” file and in making such social adjustments as are essential 
for clinic appointments and return visits, as the doctor in charge 
may desire. But her larger work deals with the instruction of the 
patient and often of his family in use of those valuable hygienic aids 
so important in supplementing treatment.

The ophthalmologist may use a large variety of terms in his medi
cal case record to indicate the diagnosis or the particular part of the 
eye tissue involved. As a rule, however, with a medical dictionary 
the social worker could easily trace back from the highly technical 
term to the simple phraseology above catalogued and, with such facts 
before her, she may readily determine her line of procedure.

Just how much shall be done in each particular case depends upon 
findings in the home. With every individual having a syphilitic affec
tion of the eye, a social worker would not be considered doing her 
full duty until the customary procedure of the clinic had been fol
lowed of securing laboratory confirmation of the diagnosis and of 
establishing those contacts with other diagnostic and treatment clinics



5- a r » ^ r * r * •' ? r  ? •:' ?>3T T T w r ^ v w ^ . • M i f y  w y  “'•’ *■'!; ?J,‘ ' j . f ^  -r ??»i .-;• -v??WriT?;-"',^ y p rT̂ - ' s* r̂ ' l ’

478 Prevention of Blindness

that are usually associated with the eye clinic in carrying on treatment 
over the period of one or two years that may be required to assure 
cure. Nor would the clinic social worker have fulfilled her duty until 
it was definitely established that all reasonable efforts had been made 
to persuade members of the patient’s family to have similar laboratory 
studies made where family relationships might indicate this necessity.

In a case of phlyctenular disease, the social worker would be ex
pected to know and to teach the mother of the afflicted child the value 
of proper food in the cure; moreover the social worker should be 
absolutely certain that those social adjustments are made in the home 
which would permit a diet for the sufferer to be arranged almost as 
for an acute tuberculosis of the lung.

In glaucoma, with the disease once established and the clinic 
record charted as to the exact amount of vision present at the time 
treatment was begun, the social worker would be expected to make 
such social arrangements and adaptations as would render the patient 
reasonably happy and content, to reinforce the doctor’s decision that 
the vision already lost will not return, to see that all hygienic precau
tions are taken in the home that may make for eye ease and eye com
fort, and to make sure that all of the habits of life—work, recreation, 
sleeping, and feeding habits—are so adjusted as to give the patient 
all that medical science and social science may offer to spare further 
loss of vision. To keep up this teaching directly, or through some 
other social agency, in the period of weeks and months between 
visits, when return is desired for measurements to learn if the disease 
process has been checked or if advancement has occurred, requires 
the greatest amount of patience and understanding on the part of the 
social worker. x

With recurring inflammatory conditions of the cornea, such as 
interstitial keratitis, and with many of the inflammatory conditions 
involving the iris, the muscular body immediately back of it, or any 
of the inner coats farther back in the eye, the greatest amount of tact 
is required in discussion of these points with the family because 
so often they are due to syphilis; but a vastly greater amount of tact 
and patience are required to hold the patient up to those long periods 
of treatment which are imperative if vision is to be saved.

A large amount of social procedure is required in another field— 
the place of work needs to be visited and evaluated. At times radical 
rearrangements of light are essential to treatment and the individual’s 
occupation sometimes has to be changed. Vocational guidance must

t
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be considered by the social worker for many patients who have serious 
and irremediable vision handicaps at the time they come to the eye 
clinic. Some of those of school age may need to be routed to sight 
saving classes and those of older age groups may require vocational 
guidance. The social worker has to know the agency that may best 
aid in these adjustments. The worst and most distressing type of 
work in the whole field, however, will be that in connection with the 
person whose vision has slipped down to where it is no longer ade
quate for economic support, when the contacts must be made by the 
social worker for special education and for special vocational guidance 
of those who may no longer use their eyes for reading purposes. For 
this social work complete familiarity with two types of agency is 
essential, one connected with the public schools, and specializing in 
education of the vision handicapped, and the other, in most places a 
volunteer agency, specializing in education and adjustments of the 
blind. Those who would succeeed in medical social eye service indeed 
have much to learn.
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SOCIAL WORK IN THE TREATMENT OF HEART
DISEASE*

ROSE COHEN ESTRIN 

Mount Sinai Hospital, Cleveland, Ohio

Until a few years ago a person suffering with heart disease was 
considered an invalid and was treated as an individual who must not 
exert himself. His life was limited and unsatisfactory. Today, the 
purpose of those who are engaged in work with cardiacs is to have 
the patient lead a life as nearly normal as possible.

Before going into the subject of “Social Work in the Treatment 
of Heart Disease” some mention should be made of the medical 
aspect of the disease, and an explanation given as to where and how 
social work enters into the treatement. That heart disease is wide
spread and as a cause of death exceeds all others, is today a recog
nized fact. Dublin1 states that “Heart disease is now the first -in 
the list of causes of death. It is also first in the damage it does 
through producing disability and invalidism. In the United States 
the deaths of nearly 200,000 persons are ascribed to it per year. For 
every death from heart disease that occurs annually there are probably 
ten persons living impaired and deficient lives because of the break
down of their heart function. If the present situation should con
tinue unchecked, one out of every five of the population now living, 
will eventually succumb to the disease.”

In young people, rheumatic heart disease, or diseases of the heart 
valves (commonly known as “leakage of the heart” ) are usually the 
result of rheumatic fever or the so called rheumatic infections such 
as chorea and tonsillitis. These are the origin of more diseased 
hearts than all the others combined. Although the causative agent of 
rheumatic infections is not definitely known, there is sufficient evi
dence that it is a germ disease. By examining families of cardiac

* Read before the Ohio Welfare Conference, Dayton, Ohio, October 1929.
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patients, many were found in which more than one member was suf
fering from heart disease. In one family there were eight members 
suffering from some form of rheumatic heart disease. Heart dis
ease may also follow almost any infection such as scarlet fever, 
diphtheria, influenza, pneumonia, measles, or dental infections. 
Syphilis is another outstanding cause of heart trouble. Heart dis
ease as a result of syphilis comes on years after the acute infec
tion and is dangerous only to the patient himself. In a great number 
of adults over the age of fifty and sometimes younger, heart disease 
is due to the hardening of the arteries or as is known in medical 
teminology, arteriosclerosis. The cause of this is unknown but it 
is thought that adults leading sedentary lives who eat too much and 
sleep too little, suffer from circulatory changes. The exact effect on 
the heart of the poisons developed by this mode of life, as well as 
the effect derived from habitual and intemperate use of alcohol, 
tobacco, tea and coffee, cannot be precisely stated but they probably 
do play some role in causing degenerative diseases.

It is, therefore, important to recognize the fact that heart disease 
is a public health problem. It is not in the actual loss of life that 
we see the greatest drain on the community, but in the large number 
of children, young people, and adults who lead stunted and painful 
lives, handicapped by defective hearts.

In order to prevent heart disease, the patient suffering from it 
must be made to understand that heart disease, if cared for properly, 
becomes stationary. He must learn to prevent getting infections and 
must learn to find his limitations and live within them. His amuse
ments and work must be chosen with a view to these limitations. 
It is better in the long run to give up some pleasure or follow a less 
lucrative occupation if by so doing the cardiac patient can keep his 
health and prolong life.

It is at this point that social service comes in to supplement medi
cal treatment. In a heart clinic, problems which the physician alone 
cannot solve present themselves. After making a diagnosis and while 
searching for the cause of the trouble, the physician calls upon the 
social worker to assist him in the treatment of the patient. It is then 
the task of the social worker to overcome the obstacles to carrying 
out the doctor’s orders for treatment, whether they be in the patient’s 
economic situation, his character, his ignorance, or community re
sources, and to secure the patient’s cooperation in planning and carry
ing out the doctor’s recommendations. It is her responsibility to:
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1. Educate the individual or his relatives to understand the dis
ease so that recurrent attacks of rheumatism will be prevented. 
That is, to see that foci of infection are removed and general 
health measures are followed.

2. Arrange for convalescent care.
3. Regulate restrictions of activities in the home and in the school 

within the child’s range.
4. Foster vocational guidance and training within the interests 

and intelligence of the patient.
5. Ameliorate hardships caused by the crippling of the wage 

earner or the home maker and arrange for rest, suitable em
ployment, and the lightening of the household duties of the 
one afflicted.

6. Keep patients under prolonged medical supervision.

To accomplish the above, it is necessary that medical and social 
treatment complement each other. .

The following are illustrations of the types of adjustments which 
must be made by the social worker in the treatment of heart disease:

1. Adjustments in the home: These form a large part of the social ’ 
worker’s job.
(a) Diets: It is the general conception that persons suffering 

from heart trouble need a special diet and this is very often 
the case. The diet may be recommended by the doctor, 
but if there is some difficulty in getting it, whether it is 
economic, lack of understanding or ignorance, social work 
is needed to make the necessary arrangements.

Case No. 1: Laura, aged 16, came to the clinic be
cause she was refused employment at the Telephone 
Company. The doctor found she had an elevation of 
temperature and increased activity of the heart. She was 
taken into the hospital where she was kept until the acute 
infection disappeared. The doctor then instructed the 
social worker that patient must be given a high caloric 
diet, that is, a diet consisting of 3000 to 4000 calories per 
day. A home visit by the social worker revealed the fact 
that the family consisted of father, mother, and five chil
dren of which the patient was the oldest. The father was 
a laborer and his income was irregular. The mother was 
not very intelligent. Patient’s condition and the necessity
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for a proper diet was explained to both the father and 
mother. The budget was gone over and a high caloric diet 
was arranged for. After a period of six months patient 
had gained in weight and was able to return to work. She 
has now been working for one and one-half years at her 
old position.

(b) Convalescent care: The question of convalescent care is 
an important one. After the acute stage of the illness is 
over, the patient usually needs complete rest for a period 
of three to six months, if a return to the hospital is to be 
avoided. Here again, only the doctor can make the recom
mendations while the social worker must arrange for the 
carrying out of the treatment recommended. Wherever 
possible, if home conditions permit, the patient is sent 
home. Wherever the home conditions are poor, the pa
tient is sent to a convalescent home if this is available. 
An attempt is made by the social worker to improve the 
patient’s home conditions in the meantime. Where con
valescent facilities are not available, however, the patient 
is treated at home in the following manner:

Where there is a visiting nurse association and a dis
trict physician, it is arranged that a nurse give the patient 
daily bedside care. The district physician goes in when
ever necessary, that is, about once a week, to observe the 
patient until the latter is able to come to the dispensary. 
If the home conditions are such that there is an insufficient 
income or too much noise for the patient, etc., it is the 
duty of the social worker to make the environment suitable 
to the welfare of the patient.

Case No. 2: Child, Eleanor, aged 9, was brought to
the clinic by her father for a routine examination because 
other members of the family had heart trouble. The 
father himself was a patient 'in the clinic. The doctor 
found that the child was undernourished and had a 
chronic heart infection, while the father needed hospital 
care. The doctor recommended that the child be sent to a 
convalescent home while the father be taken into the hos
pital for care. Since the family was known to the family 
agency, a conference with the worker of that agency was 
held. It was found that there were thirteen members in
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the family and that the father had been working irregu
larly because of illness. The family agency was supple
menting the income. The home consisted of six rooms 
on two floors. The sleeping quarters were crowded and 
the home was only fairly clean. The mother was not 
intelligent but was much concerned about her children. 
Entrance to the convalescent home was secured for the 
child. The father was admitted to the hospital. With the 
cooperation of the family agency, the family was moved 
into a seven room house where the sleeping quarters were 
less crowded. After three months, Eleanor returned home 
from the convalescent home. She had gained in weight 
and is now attending school. The father is at rest in bed. 
The mother was warned to keep the children away from 
him as much as possible so that he will not be disturbed 
by them. The social worker has reported the situation to 
the Visiting Nurse Association and the district physician 
who are attending him. It is hoped that he will soon be 
able to return to the clinic for care and later to some occu
pation.

(c) Personality difficulties: The adjustment of patients suf
fering from heart disease in whom the personality 
difficulty plays an important role, form a part of the work 
of the social worker. With some adults the psychological 
factors are more of a detriment than the disease itself. As 
soon as they discover that the heart is affected, a feeling 
of insecurity develops. They are afraid to join in normal 
activities such as work, amusement, etc. Where psychia
tric service is available, the social worker acts in coopera
tion with the psychiatrist. Where there is none, however, 
she arranges for a conference with the physician and the 
family to explain the patient’s condition and prescribe 
treatment. Then she applies the usual case work methods 
in straightening out the difficulties if possible.

With personality difficulties in children, not only the 
patient is involved but also his mother. For the most 
part, mothers are over-anxious when a child has heart 
trouble. They become over-protective and over-lenient. 
Very often the child becomes a behavior problem. Not 
only the child but the mother must be treated in such
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cases. As with adults, psychiatric service is called in 
wherever possible.

(d) Relief from strenuous household cares: The average pa
tient receiving care in a dispensary must do her own 
housework such as washing and scrubbing. This is con
sidered heavy work and the cardiac patient must be re
lieved of it.

Case No. 3: Mrs. Macy, aged 35, had a serious
heart condition. On talking with Mrs. Macy the doctor 
discovered that she had three children, lived on the second 
floor, and was doing all her own housework. Relief from 
strain was advised by him and he referred the case to the 
social worker for readjustment. The home investigation 
revealed the fact that the home was spotless and that 
patient’s housekeeping standards were high. The husband 
was interviewed and found to be sympathetic. He had 
been working regularly in a factory for several years at a 
very moderate salary. Patient’s condition was explained 
to him and the matter of moving to rooms on the first 
floor was discussed. He did not feel that he could afford 
a laundress but he promised to wash the clothes himself 
on Sunday mornings. He felt sure that between himself 
and his oldest son, aged 15, any scrubbing which would 
be necessary, could be done. The family moved to the 
first floor and for the past five years Mrs. Macy has had 
no attacks.

(e) Home Industry: Home industry is an important factor in 
the treatment of heart disease if the morale of the patient 
is to be kept up. During the patient’s convalescence he 
has nothing to think about but his illness. The doctor 
feels that the patient’s mind should be occupied with some
thing other than that. Arrangements for this are made 
by the social worker. Such work as basket weaving, sew
ing, toy making, etc., are some of the industries possible 
during this period.

Case No. 4: Mrs. Ferone, aged 46, came to the
dispensary and was admitted to the hospital because of 
heart failure. A home visit revealed that she was a widow 
and had one daughter. She was caring for some children 
in order to earn her livelihood. They occupied five rooms
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and Mrs. Ferone was doing all her own housework. The 
doctor referred the case to the social worker. She ar
ranged for the separation of Mrs. Ferone and her daugh
ter from the children for whom she was caring. After 
her convalescence which was given Mrs. Ferone at her 
sister’s home, Mrs. Ferone and her daughter moved into 
a three room apartment. Sewing in the home was ar
ranged for her. She was able to earn $5.00 to $10.00 per 
week. This plus a little assistance from her sister made 
her eligible for a Mother’s Pension. A Mother’s Pension 
was arranged for her. Instead of being a hopeless cripple, 
she is now living a comparatively normal life.

(f)  Home teaching: Home teaching does the same for the
child as home industry does for the adults. When the 
doctor says, “Six months in bed,” the question the child 
asks is “What about school?” Home teaching not only 
permits the child to carry on his school work but also puts 
him in better spirits for he realizes he is keeping up with 
his group.

School adjustments: These are included in the activities of
the social worker in her work with children suffering from 
heart disease. Much that can or cannot be done in the way of 
climbing stairs, and gymnastic work, depends upon the “exer
cise tolerance of the patient. The physician determines this 
by examination. Instructions are then given to the social 
worker who in turn communicates them to the school. They 
may include no climbing of stairs, permission for refraining 
from all gymnastic work, or only from the most strenuous 
exercise. Emphasis is placed on the fact that whenever the 
patient signifies that he is tired, he must be permitted to stop 
his activities, whether it is in a class of calisthenics or whether 
he must rest on a staircase and come into the classroom late. 
Very often, too, arrangements are made for the child to go to 
the classroom before the bell rings so that he will not expose 
himself to the cold in the winter.

Case No. 5: Rosemary, aged 11, attended school regu
larly but was always late for class. She was referred to the 
clinic by the school because she complained of shortness of 
breath. She was found to have a serious heart disease. No 
strenuous exercises including climbing of stairs, was recom
mended by the doctor. The social worker visited the school

Heart Disease
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and made the necessary arrangements. The principal was very 
glad to cooperate after learning the situation. Rosemary now 
rides in the elevator and is never late to class. Gymnastic 
work has been removed from her curriculum.

3. Adjustments in the factory: These are significant because
they affect the wage earner. Usually work has contributed 
to the physical breakdown of a cardiac patient and he cannot 
return to his old job. Social work must take up the burden of 
readjustment. Suitable employment must be secured for the 
patient. The employer must be tactfully approached. He be
lieves (and it is possible) that the patient may die suddenly or 
injure himself and then claim industrial compensation. How
ever, some understanding employers have been found, and it 
has been possible to secure light jobs. Light work excludes 
heavy lifting, walking long distances, being on one’s feet a 
long time, and any work with a great deal of nervous strain.

Case No. 6: Mr. Rugy, aged 45, on examination was
found to have a serious heart disease and beginning failure. 
It wa$ learned that he was doing heavy lifting in an electrical 
fixture factory. The doctor recommended that he stay in bed 
for ten days and then return. In the meantime the social 
worker planned to investigate his employment. The investiga
tion revealed that patient was doing heavy lifting and carting. 
After he returned for re-examination, he was told that he was 
able to go back to work but not to his same occupation. The 
employer was again approached and patient was given a job 
running the elevator and checking up certain materials on 
shelves. He has been at it now for seven years without another 
breakdown.

4. Adjustments through vocational guidance and training: This
is another one of the social worker’s important duties. When 
a doctor sees a child with serious heart disease who is about to 
graduate or stop school, and who is ready for employment, he 
calls upon the social worker. In recent years there has been 
a growing appreciation by physicians of the importance of 
work for persons with heart disease, and a realization of the 
therapeutic value not only of work but of participation in a 
regular industry. It is of vital importance not only to the in
dividual thus handicapped, but to society, that children suffer
ing from heart diseases be trained for jobs requiring the 
amount of strain commensurable with their physical condition.
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This should be done in order that the tremendous waste caused 
by a period of illness and economic dependency in early adult 
life may be avoided. It is highly probable that the life expec
tancy of the individual may be prolonged.

Case No. 7: Julia, a girl aged 16, had completed her sec
ond year high school. She was brought to the clinic for a 
routine examination because she belonged to a family in which 
there was rheumatic heart disease. She was found to have a seri
ous heart condition. She rated above normal in a psychometric 
test and according to the psychologist, it was stated that she 
would make a good stenographer. Arrangements were made 
for her to attend business college. After her graduation she 
worked as a stenographer for two years and took night school 
work to complete her high school course. She then obtained 
a position in the university library where she is now employed. 
She is living in a good hotel for professional girls, is self
supporting, and goes to her doctor as a private patient. Thus 
we see how vocational training may make patients suffering 
from heart disease become efficient and happy workers to the 
maximum of their mental and physical abilities and capacities.

Through the combined efforts of the medical profession and 
social workers, therefore, much can be done along the lines of edu
cating the individual and community in the manner of combating 
heart diseases. Through education and understanding many lives 
may be saved and much suffering among young people especially, 
may be prevented. The time may come it is hoped, when larger 
numbers of persons with impaired hearts may be kept active over 
longer periods of time, with greater comfort to themselves and less 
financial worry to their families.

Dublin2 states that “The achievements of preventive medicine will 
bring many people over into the older ages when the heart mechanism 
finally breaks down. That is really the aim of the heart movement. 
But to accomplish this end, much more knowledge will be needed on 
the causes of heart disease, how to prevent it, and failing prevention, 
how to take care of the afflicted over longer periods of time. A high 
type of statesmanship will be required to put this knowledge to work. 
The social worker will share with the physician in this new service/’

REFERENCES

1 Dublin, L. I.—Harper’s Magazine, Jan., 1927.
2 Dublin, L. I .—Health and Wealth.
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SOCIAL WORK AMONG THE CHRONIC TYPE OF
PATIENTS

MARY R. W ALSH
Social Worker, Fairmont Hospital of Alameda County,

San Leandro, Cal.

What does the social worker at Fairmont do all day? Of what 
value is the work done, either to the patient or institution ? How 
can one find personal pleasure or profit in working among a group 
made up entirely of the chronic type of patient, and the indigent 
aged?

The above questions are frequently asked not only by people in 
general but by fellow-workers in other branches of social service. 
It might possibly be difficult to furnish an outline of the worker’s 
daily duties as they are both numerous and varied. The contacting of 
patients upon admission and discharge, the conference each morning 
with the superintendent, the rounds of the hospital and infirmary, 
the completion of subsidy papers for the tuberculosis patients, as 
well as the innumerable telephone calls from outside agencies, rela
tives and friends, are all daily routine duties. The social worker 
might rightfully be called an official shock absorber with regard to 
the management of the institution.

Before replying to the question as to the value of the work done 
a few interviews with the indigent type of patient might not be amiss.

A group of old people are awaiting the arrival of the worker and 
there is not the least doubt but what some of the occupants were in 
their chairs at an early hour as one or two are enjoying a nap. Two 
old men are sitting quite close to the desk, and Jacob feeling that he 
is somewhat nearer claims the right to speak first.

“Good morning Miss, I vonts two points for der pen.”
“Two points for the pen, why Jacob I use a pen point for a 

month.”
“Veil you see Miss you no doos der vriting vhat I doos. I vrite 

His Excellency Mr. Hoover, und der Govonor, und lots of peoples
489



490 Chronic Patients

vhat are sombodies und I needs der points for der pen. See vhat I 
vrite this moring to der Professer at der University, und I fools der 
peoples vhat knows noding for I vrite it un Latin.”

Jacob is given the pen points and goes off to write his weekly 
letter to His Excellency Mr. Hoover who is thus kept informed of 

„ conditions at Fairmont.
“Well, Patrick, what can I do for you this morning?”
“Ye see Miss I joust cam in ter see if ye had a minnit to run 

doown and heer me play a chune on me cordeen. It’s rite by me bed 
and ye can coom rite back. I want ye to heer me play on me planner 
which I carry in me pocket, all the toime.” At this Pat takes a small 
piece of wood from his pocket, puts it into his mouth, and by using 
alternate fingers, blowing at the same time plays “The Wearing of the 
Green.” Pausing for a moment Pat says, “I was in Coort the other 
day and I sez to the Big Judge, Judge sez I, I always have the cork 
even tho I doon’t have the bottle.” A promise to visit Pat later in 
the day sends him off muttering to himself in a delightful brogue, a 
mixture of Scotch and Irish.

“Now sit still I won’t keep you but a minute. I just came in to 
see what more you know about the old age pension since I saw you 
last. (This is only three days.) What did you say the number of 
that bill was? I can be real comfortable on thirty dollars a month 
with the Associated Charities paying for the groceries. By the way 
don’t you forget the name of the undertaker who has my grave 
clothes. I never want to wear a stitch I ’ve worn around here when I 
die. I ’m going out now to spend what money I ’ve got on food. I t’s 
a shame I know, but what can a person do? Be sure to look up the 
date of my arrival here. Good-bye, I ’ll see you again in a day or so.” 

“Good morning Miss, I ’m sorry I was not here yesterday when 
my husband died, but it couldn’t be helped. I ’ve brought out his 
clothes to bury him in, but I did not bring the pants of the suit, be
cause I knew the coffin only opened half way, and I have an old 
brother who can wear the pants. You will make him look nice won’t 
you Miss, and we’ll be out for the funeral.”

The pantless suit was turned over to an attendant, and needless 
to state that nothing could be done until a pair of pants was found. 

“Yes Margaret, what have you been doing now?”
“Well Miss you see it was just like this. She said some nasty 

things about me and I just hit her over the head with the mop. I 
want you to go up and see the matron so that I can have my own
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bed back.” A talk with the matron is promised but the possibility of 
having her own bed back, (a very severe form of punishment), is not 
held out to Margaret. She goes away feeling happier and seems to 
walk out much sprier than she did coming in.

To most people these interviews would seem to deal with very 
trivial subjects but to the individuals concerned the matters discussed 
were very vital and of the utmost importance. The old man or 
woman concerned had his or her trouble to tell, and it was most 
essential to make them feel that they were talking to a friend. Any 
service rendered had to be made welcome.

Another group differing in many ways other than physical, are the 
patients in the Tuberculosis Department. These patients are classi
fied according to their physical condition, into three groups, namely, 
the hospital, sanatoria, and chronic type of patient.

Work as a whole among this group is rather enjoyable due to 
their great optimism as to ultimate recovery, regardless of the serious
ness of their condition and their very great desire to make themselves 
physically fit for Arroya, Arroya being the County Sanatorium at 
Livermore for incipient cases.

The greatest social problems among this group of patients are 
those of handling the family. Ideas and notions regarding the hos
pital care of the patient, are very firmly fixed in the minds of these 
over-zealous relatives and as a result, the most unreasonable demands 
are made. Hours of the worker’s time are spent in interviews with 
these relatives who at times are most trying. Various “weapons,” 
such as politics, the removal of the patient from the hospital, an ap
peal to some high governmental officials or relief agency, are used as 
“clubs” so to speak in order to gain the point. It may be nothing 
more than the inability on the part of the staff to move the patient 
on to Arroya due to his or her physical condition which does not 
come under the “A” classification, necessary for admission to Arroya. 
Again it may be that James or Mary are kept altogether too long a 
time in bed. “This will weaken them and keep them from getting 
better”—or it may be just the reverse when orders are left that the 
patient may be up for a short time.

Among the hospital and sanatoria types of patients the worker’s 
time is often spent dealing with problems similar to those of any 
group of young people, as for instance the cases of Margaret and 
Charles.

Margaret, aged 18, was admitted as all patients are, to the hospital
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group where due to the seriousness of her condition no thought was 
given by her to her flannel gowns, or those furnished by the hospital. 
After a time Margaret improved sufficiently to be transferred to the 
sanatoria where the average age of the patients is about 22 years. 
Here the very latest in cosmetics, “nighties,” bathrobes and the like 
are well known, and it was not long before Margaret “fell into line.”

A telephone call from a former school teacher of Margaret’s who 
had always maintained an interest in the family, stated that Margaret 
was making demands which her mother was absolutely unable to meet. 
The mother is a widow with two minor children for whom she re
ceives State Aid. The problem of personal laundry even would be a 
great problem and Miss S. wished that the matter would receive 
immediate attention.

Charles, aged 20, was admitted not only with a diagnosis of pul
monary tuberculosis, but acute gonorrhea as well. In the Receiving 
Room he was surly, aggressive and most uncooperative. A trip to 
Honolulu at the expense of the County was much more to his liking 
than being sent to the hospital. A great deal of “moral suasion” was 
necessary in order to persuade Charles that the hospital was the only 
place for him—and he finally condescended to accept a bed.

The following morning a note on the worker’s desk stated that 
Charles had demanded his clothes late in the evening and left. About 
10 a. m. Charles and his mother appeared in the office. The mother 
was weeping but Charles was in the same frame of mind as on the day 
previous. The mother stated that she was a widow with seven 
smaller children in the family for whom she was receiving State Aid 
and it was simply out of the question to have Charles at home. 
Nearly two hours time was spent in again persuading Charles to re
turn, which he finally did.

Among the last group of patients leaving for Arroya was a young 
man who had been a very splendid type of a patient while in the ward 
and whom one would never recognize as Charles.

The chronic type of this group of patients are perhaps the most 
difficult to handle. Knowing their own classification as they gener
ally do—with hope gone of ever making Arroya—their outlook on 
things in general is inclined to be rather “warped” and life at best 
becomes at times dull and monotonous.

There are always “petty” problems to solve. John wants all of 
the windows open. Peter who has reached the stage where draughts 
bother him wants them closed. There are always those among the
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other patients who take sides and soon a mountain is made from a 
mole hill.

The worker on her rounds in this ward is often called upon to 
act as a referee and not only that, she must of necessity be a walking 
book of knowledge in order to answer the questions so often asked, 
and be able to handle the situations which arise.

Yet another group differing from any of the others are those sent 
to Fairmont from Highland, the acute hospital, and who are in need 
of extended medical care, for a long period of time. Among this 
group the cardiac, the diabetic, the post-encephalitic and the orthopedic 
patients stand out preeminently. These patients all present serious 
problems as regard their medical care.

Mrs. L., a cardiac, thirty-six years of age, was a transfer who still 
required hospital care. The husband deserted the family some little 
time previous to Mrs. L ’s admission to the hospital. During the 
entire time that she has been in the hospital one problem after another 
has arisen. The greater part of the time she has been most uncoopera
tive and very deceitful. Recently an outside relief agency was 
appealed to by eastern relatives to have the patient sent to them for 
further care. Investigations are at present being made as to the 
financial status of the relatives. When the outside worker visits the 
patient everything is most agreeable and she is very anxious to return, 
but when the worker leaves, the patient declares that she will never 
return to her relatives. Medicine given is not taken by the patient 
and the doctors’ orders are not obeyed.

Mrs. J., thirty-five years of age, has always been of the “out of 
health” type. The hospital stay of this patient has been anything 
but pleasant due to her disposition and her great desire for taking 
matters into her own hands. A recent problem presented was when 
she went on a “hunger strike” because her special diet was discon
tinued upon the doctor’s advice. A recent notation on the record 
discharges the patient to the Social Service Department for adjust
ment. There is no home or relatives who can assume the care of this 
patient who still claims to be very much “out of health” and who feels 
that every one is most unsympathetic and unkind.

Mrs. E., thirty-seven years of age, has a history of five years with 
encephalitis. The claim was and is made that a chiropractor was 
treating the patient free of charge and was curing her, but the hus
band had “railroaded” her into the hospital. The mother and sister 
of the patient visit the worker’s office regularly to know just what
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will be done to the husband. The social status of the patient was 
thoroughly investigated before admission and there was no question 
as to her eligibility. Nothing done for the patient is quite right and 
things in general are all wrong. The patient sees no reason why she 
should not have her chiropractic treatment, and is inclined to be very 
sullen and morose over the situation.

Mrs. G., seventy-four years of age, was admitted with an ununited 
fracture of the femur,—a southern lady, very proud and boastful of 
her birth, made the announcement that she didn’t intend to lift a hand 
to help herself, and she has carried out the statement to the letter. 
This promise has extended over a period of months with more than 
one doctor and nurse’s disposition ruined. Outside relief agencies and 
fraternal organizations have been communicated with by her through 
frequent letters, and the worker has at times been beseiged with mes
sages regarding the old lady. A fraternal organization has been 
instrumental in securing a brace for the patient and the united efforts 
of all are directed toward helping in encouraging her to wear the 
brace. The old lady is most anxious to return to a small, heavily 
mortgaged bungalow where she can again assume the care of three 
minor orphan grandchildren.

In an institution such as this, one deals with all types of men and 
women,—the worst and the best with all kinds of living experience. 
Many, upon admission, are inclined to be rather difficult to handle, 
with nerves and will power shattered, handicapped perhaps on ac
count of age, knowing very little perhaps of human sympathy and 
kindness and inclined to be distrustful of everyone.

Service to these patients such as a letter written to children or 
other relatives and friends who have no doubt forgotten the existence 
of the person concerned, a message sent to a former private physician 
or employer,—these and many other personal favors, tend to make 
their lives happier and their feelings toward the institution more 
kindly.

Suitable employment must be found for all who are physically 
fit, as experience shows that indolence, carelessness and unhappiness 
are growths of unemployment. When employed, work becomes 
customary and as the patient becomes unfitted for work, due to his 
physical condition, he is most unhappy. In many instances where a 
change of work other than what the patient has become accustomed 
to, is indicated, a great problem arises which requires tact and pa
tience in the handling.
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The function of liaison officer with other agencies spending County 
funds, aids in the economic expenditure of funds. A careful check 
upon the data supplied by the patient often results in the discovery 
of incorrect statements and the subsequent discharge of the patient.

The value of the work -done in dollars and cents cannot be esti
mated. The loyalty and cooperation of the patients and inmates to 
the Institution and its management is something beyond monetary 
value and this is one of the objectives of the worker.

The personal profit to the worker comes from working in a field 
where the opportunity is so great for studying the cause and effect 
of long periods of illness, the results of misspent and often mis
directed lives due in a way to indulgence in the “v ic e s a n d  in many 
cases the result of sacrifices of parents, sisters and brothers, for the 
education and care of ungrateful children or relatives.

The personal pleasure comes to the worker through the great 
opportunity for carrying out the underlying principles of all social 
work, namely, “Service to Others.” There is no greater field where 
the stimulus is greater to do all in one’s power to make lives more 
cheerful and happy, and to aid in the decrease of much needless suf
fering and poverty.
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THE INDUSTRIAL PLACEMENT OF CARDIACS*

ROSE COHEN ESTRIN 
Mount Sinai Hospital, Cleveland, Ohio

It is the opinion of most physicians that the majority of cardiacs 
are better off at work than when idle, but it is still a question as to 
how much work they can do and whether they can work continuously. 
There is no one trade suitable to every cardiac nor is there a single 
scheme of rehabilitation for every case. Any placement work with 
cardiacs must be individualized. At present heart specialists are 
interpreting the degree of heart trouble in terms of exercise toler
ance. Therefore, the classification according to work capacity from 
the non-professional point of view is more important than the 
diagnosis. The classification according to the American Heart As
sociation is as follows:

Class I. Consists of patients who have physical signs of heart 
disease with no symptoms referable to the heart, and whose exercise 
tolerance is normal. These are able to carry on habitual physical 
activity. There is almost no problem as the patient can do practi
cally any kind of work.

Class II. Consists of patients who have physical signs of heart 
disease and symptoms referable to heart disease. This is sub-divided 
into two groups, (a) Those patients whose exercise tolerance is 
somewhat diminished. They are able to carry on slightly limited 
physical activity, (b) Those patients whose exercise tolerance is 
greatly diminished. They can carry on only very limited physical 
activity; that is, the group whose activities are greatly reduced and 
who require much restriction in exercise and work. These patients by 
using care in their exercise, under medical supervision, can manage 
quite well.

Class III.  Consists of patients whose physical signs and symptoms 
are those of heart failure (decompensation), namely, the heart is

* Read before the Conference of the Eastern Central District of the American
Association of Hospital Social Workers, Pittsburgh, Pa., November 1929.
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not able to meet the circulatory needs, even at rest. The patient 
has no tolerance for exercise at all and is unable to have any physical 
activity whatsoever.

Class IV . Consists of those patients who have “possible” heart 
disease (doubtful murmurs—mainly accidental, possibly organic). 
These patients are not a real problem and can usually carry on normal 
activities. However they should be under observation.

Class V. Consists of patients who have potential heart disease. 
These cases do not have circulatory heart disease but should be fol
lowed because of the presence or history of an etiological factor which 
might cause the disease. These patients too can carry on normal ac
tivities and do not present a problem.

In the industrial placement of cardiacs there are three groups of 
patients to be considered from the social worker’s viewpoint:

The first group includes those who are just old enough to begin 
to work but who have not yet been employed or have been employed 
very little. They present the simplest problem for they have in 
most cases not yet established the habit patterns of continually worry
ing about their illness. In Cleveland, with the help of the Bureau 
of Rehabilitation, many have been trained in jobs, from factory 
sewing to dental laboratory mechanics. The routine in all cases to 
be trained is as follows:

A psychometric test with the purpose of discovering the voca
tional aptitudes of the patient is given. This information with rec
ommendations is then sent to the Bureau. Very often the girl who 
has wanted to become a private secretary has only the mentality to 
work in a dressmaking shop; or the boy who has aspired to become 
a pharmacist has only the physical ability for sedentary work such 
as bookkeeping. The important point here is to persuade the patient 
to enter the occupation which is best suited to his physical and mental 
condition and in which he may become as skilled as the other work
men in that group.

Our experience with this group has been that the cases suitably 
trained have learned to understand their condition and have become 
self-supporting. They returned to a physician for observation as 
private patients. The instances of absence from work on account 
of illness are not greater than in the case of their fellow-workers. 
This is definitely a forward step and preventive measure in the treat
ment of heart disease.
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The next group consists of those who have been employed. They 
range from about 16 years of age to 40 years and are more 
difficult to deal with, from the social worker’s standpoint, than the 
first group. Most of them do not have the proper attitude toward 
work. They are either aware that they have heart disease, are in 
constant fear of death, and are afraid to work, or they do not believe 
that they are ill and overdo. Many are heads of families. The idea 
of training to them does not meet with much response. Therefore, 
the solution is to place them in industry in a position which is allied, 
if possible, with their former work. Where there is no Bureau for 
Handicapped, the placement of the cardiac is the responsibility of the 
medical social worker.

A man who has heart disease has no visible disability and for 
that reason more is expected of him than of one who is visibly han
dicapped, and very often he is forced to overstrain. The placement 
of these people in industry is a difficult problem. The social worker 
coming in contact with these patients must teach them to understand 
the limitations of their physical condition and handicap. They must 
be persuaded to take up work suitable to their condition even though 
it means lower wages. Above all they must be warned against over
straining.

There are many kinds of work at which the cardiac patient may 
be placed. If the Industrial Compensation Laws were different, 
highly organized industries would have a place for cardiacs. They 
could be used in inspection work of small parts. They could do 
blue print work, office work, ignition work where there is no lifting, 
striping of furniture, engraving, radio work, tailoring, and many 
other things.

However, with industry organized as it is, this cannot be ar
ranged except in a few exceptional cases. The Workmen’s Compen
sation Law in Ohio provides compensation for accidental injuries 
arising out of and in the course of employment. This gives com
pensation in the case of death or incapacity resulting from an acci
dent, but an accident which would not seriously incapacitate or cause 
the death of a well man might do so in the case of a man with heart 
disease. Accident to the heart is compensable in Ohio. Industry is 
therefore reluctant to employ a cardiac, because the cardiac may 
fall dead or with the onset of crippling conditions, he may become 
a liability to industry. Action to waive compensation by workmen 
is not valid in Ohio.



R. C. Estrin 499

In Cleveland a cardiac patient was placed in a large industry by 
a social worker. It was understood that he was not to do any heavy 
lifting. He picked up thirty pounds of lead. To an ordinary person 
it would mean little. This patient dropped dead. A death award 
of $65,000.00, the maximum amount, was given to the patient’s 
family. This factory now refuses to take any more heart cases in 
their employment.

It is the opinion of many who are conversant with the problem 
that a change of attitude on the part of employers might be brought 
about. In order to do this the compensation laws ought to be 
amended to the effect that when a cardiac condition is noted at the 
time of employment, the Industrial Commission can make an award 
to the patient according to his expectancy of life at the time of the 
accident. As with eye conditions, for instance, if an examination 
is made by an eye specialist and there is some loss of vision, an 
accident causing the entire loss of vision is paid for, according to the 
percentage of vision the man had at the time of the accident. Thus, 
if the expectancy of a cardiac is five years, he would only be entitled 
to a percentage of the natural expectancy for a man of his age and he 
would not get the full award. Another suggestion that might help 
in this situation is the creation of an emergency fund for the com
pensation of those who have had a pre-existing heart condition. In 
addition to a change in the laws, employers should have the knowl
edge that cardiacs may be made useful workers if they are not ex
ceeding their physical strength and are employed at jobs in which 
they are as skilled as other workmen on the same job.

The last group consists of those cardiacs between forty and 
sixty-five years of age. For a man in good health these are still 
years of productivity. Forty is considered the upper age limit for 
training in the case of a cardiac patient. Nothing relapses a man’s 
heart condition more than job hunting which frequently ends in 
taking the wrong job. Non-productivity definitely weakens and de
presses the cardiac, his family, and environment. Since industry 
does not look upon this group favorably, some industrial adjust
ments should be made. There should be a training center, that is, 
a workshop. This should not be run for profit but should give em
ployment to the handicapped cardiac when he is becoming readjusted 
to work. Experience seems to show that cardiacs are inert and lack 
initiative and then too many of them do not have the required tech
nical skill to obtain suitable employment. By being placed in a
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workshop the cardiac would realize that a practical solution to his 
problem might be found. His mental condition and his morale 
would improve and he would become an asset to industry. There 
are some who could never go into industry and they would remain 
in the shop permanently. However, this should be remembered, 
that the primary purpose of this shop should not be to shelter the 
unemployable, but it should be to act as a scientific method of judg
ing the potential earning capacity of the cardiac. The economic 
gain to society would thus counterbalance the expense necessary in 
maintaining such a workshop.
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PREVENTION OF BLINDNESS—I. MEDICAL 
EDUCATION*

W ILLIAM  L. BENEDICT, M.D.
Section on Ophthalmology, The Mayo Clinic, Rochester, Minn.

I wish to point out to you today, that medical education in social 
hygiene is largely a matter of advertising. If we have an idea that 
is worth spreading, we purchase space and provide means for dis
tribution of this idea through any form of communication which is 
available. We have encouraged through our medical associations a 
certain amount of supervised publicity of matters of public health. 
We have strenuously endeavored to subdue all personal interest and 
all items which have to do with the personal element regarding health 
service. We do not deny the fact that as physicians we make our 
living by selling our services, but we are convinced that we have a 
higher function to perform, that in the selling of our services we are 
providing gratuitously a great deal which adds to the health and the 
enjoyment of the people of our nation. We utilize the press, we 
utilize the radio, we utilize the pulpit, we utilize the platform, and 
may it be said as an example of the eagerness with which people 
take up matters of health, that conventions such as this are being held 
weekly all over the United States. The physicians at great expense 
to themselves in effort and in time and even in money, are travelling 
from place to place, meeting with aggregations of professional and 
lay people in an effort to spread ideas and practices that have to do 
with the betterment of things which pertain to the home and to the 
community.

The profession has sponsored and aided auxiliary societies of 
non-professional people. Outstanding among these is this National 
Society for the Prevention of Blindness, which is purely a voluntary

* Delivered during the 1929 Annual Conference of the National Society for the 
Prevention of Blindness as part of a symposium on Social Hygiene and the 
Prevention of Blindness, Dr. William F. Snow, General Director, American 
Social Hygiene Association, Chairman.
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organization supplied by voluntary funds. In all other practices, 
dentistry, neurology, dermatology, there are similar societies and 
organizations working with auxiliary societies of laymen, all of whose 
time is given. I know of no other profession that is making the 
sacrifice that the medical profession is making to accomplish its ends.

We are particularly proud of the work that the volunteer social 
service workers are doing. I wish to elaborate only a little on what I 
said this morning, that the social hygienists are medical missionaries, 
whose business it is to ferret out the hotbeds of disease, and from 
the standpoint of social betterment and physical protection get indi
viduals who are afflicted in contact with agencies for healing.

The social workers starting from a small nucleus have developed 
into a society of great importance. Many of our most highly edu
cated people are interested in social welfare. Only a small branch, 
probably, has to do with medical welfare, but it is that branch that 
the profession of medicine is most directly in contact with. This 
organization of social hygiene has grown so rapidly that those of us 
who are not in direct contact with their work have no conception of 
its scope or breadth. Therefore, the matter of medical education has 
a two-fold aspect. As I view it from the medical side it is a part of 
my function to educate the social workers. It is a part of my duty 
to be educated by social workers. I must consider that my function 
is largely professional in applying to an individual those means that 
are largely therapeutic. I must leave to a more experienced hand 
those parts that are social. Where I leave off the one and the other 
begins, is not clearly defined, yet there must be a continuous action 
from the one to the other.

After all, the most important is the social worker. Were it not 
for the social ravages incident to disease, I doubt if it would be worth 
while for the medical profession to exist. If there were any better 
way of keeping our people in production, of keeping our communities 
happy, of allowing for the advancement of knowledge and human 
betterment, than to take a part of our civilization and pass into the 
medical profession, I say if there were a better way of doing it, I 
am quite sure that the social service agencies would find it out. When 
that time comes, if the medical profession does not put itself down 
where it belongs, the social hygienists will see that they are put in 
their place and kept there.

From an economic standpoint, the medical profession as an agency 
to employ therapeutic methods is a tremendous liability of our nation.
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If, to do it in the extreme, we could eliminate all unfitness through 
old age, through disease, or lack of intellectual ability, and put such 
people entirely out of the way, I doubt if there would be any room 
for a medical profession.

As I look at my work, my chief function is to provide happiness 
and to be of some economic value to the state. When I fail in either 
one of those two things, I fail in the practice of any profession. 
What I do only helps to keep people in production or keep them 
happy. After all, the social side of life is the one chief function. 
The educational features, therefore, are double-edged. It is a duty 
of the social hygienists to impress upon the medical profession the 
things that the medical profession can do towards keeping people in 
production and keeping them functioning to all their capacity. There 
are very few doctors, I take it, who are taking magazines which deal 
with these subjects. There are very few doctors who write for them. 
So I think the chief educational factor is on the part of the social 
hygienist to educate the medical profession as to what they can do 
and what they cannot do. I think, then, that our medical missionaries 
must view their work largely as individual workers in a large field 
where they make direct contact between patient and doctor. Our 
work is not academic. It must be practical. The man who paints 
a picture throws a lesson on the wall that can be read every time you 
look at it. The man who writes a book has it presented before the 
eyes of the reader once and it goes to the shelf. The social hygienist 
must paint pictures not only to the doctors but to the pupils of old, 
pictures that can be plastered so that they will be continually in their 
view. Their education, first, is along the lines of art-presenting 
pictures, along the lines of sound, telling the story, and on the lines 
of individual effort by personal contact with the doctor and the in
dividual.
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PREVENTION OF BLINDNESS— II. MEDICAL 
PRACTICE*

JO H N  GREEN, M.D.
5/. Louis, Missouri

The physician’s immediate concern is with the diagnosis and 
treatment of disease. If his training has been adequate, he should 
be able, in most cases, to determine with accuracy the nature of the 
malady for which his patient consults him and to apply appropriate 
methods of treatment. One who is successful in therapy is fulfilling 
his principle function in the eyes of his clientele and of the public. 
But always, in the course of his professional activities, he should 
bear in mind the nobler ideal of the prevention rather than the cure 
of disease.

The opportunity to counsel patients in the means of avoiding the 
social diseases may not present itself every day, but when it does 
come, it should be seized with eagerness and enthusiasm. No one is 
better qualified than the physician to give straightforward informa
tion in matters of sex to adolescents of both sexes. He is listened to 
with respect for he alone has first hand knowledge of the social 
diseases which inevitably follow in the train of sexual irregularities.

Bearing in mind the ravages of gonococcal eye infection he will 
instruct the patient with gonorrhea how to avoid infecting his own 
and others’ eyes. None of the protean manifestations of syphilis 
evoke more wretchedness than the ocular complications. If the physi
cian be “eye-minded” he will urge intensive and prolonged treatment 
of syphilis according to the most modern methods, to the end that 
iritis, chorio-retinitis and optic atrophy may be prevented. It goes 
without saying that he will use his best endeavors to prevent the 
marriage of a syphilitic or one with an active case of gonorrhea.

* Delivered during the 1929 Annual Conference of the National Society for the 
Prevention of Blindness as part of a symposium on Social Hygiene and the 
Prevention of Blindness, Dr. William F. Snow, General Director, American 
Social Hygiene Association, Chairman.
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There is little that the ophthalmologist can do, directly, toward 
the prevention of eye diseases of venereal origin. He should insist, 
in and out of season, upon the universal use of a prophylactic in the 
eyes of the newborn. He should warn midwives and his obstetric 
colleagues of the need of competent and immediate treatment once 
ophthalmia neonatorum is established. He should point out to his 
colleagues in pediatrics the frequency of chorio-retinal disease in
hereditary syphilitics so that treatment may be more intelligently 
applied, and guided. It is his further duty to insist on early and in
tensive prolonged treatment of the syphilitic child in the hope of 
preventing interstitial keratitis or lessening its ravages if it does occur.



HARVEY J. HOWARD, M.D.
Department o f Ophthalmology, School of Medicine, 

Washington University, St. Louis, Missouri

I think there is a fallacious belief abroad largely among laymen 
that if we know the etiology of a disease the rest of the problem is 
easy. Now, for a number of decades we have known that the agent 
of syphilis is the spirochaeta pallida. We have also known the causa
tive agent of gonorrhea and gonorrheal ophthalmia. We know about 
the modes of infection and transmission, and we also think we know a 
lot about the specific therapeutics of these diseases. Yet I think I am 
safe in stating that both of these diseases, syphilis and gonorrhea, 
still constitute very serious national and international problems.

In this connection I can visualize that twenty years hence those of 
us who will be alive may possibly be saying the same thing about 
trachoma, if and when the etiologic agent of trachoma will have been 
discovered.

Syphilis and gonorrhea are contact diseases. They are trans
mitted by either direct or indirect contact, and for this reason the 
best means that we have today of stopping the dissemination of 
these diseases is by treating those who have the diseases. In other 
words, in the whole program of attack against the social diseases, 
there is, perhaps, no more effective weapon from the hospital type of 
service.

The hospital has two very important branches of service, first, the 
clinic or dispensary, and second, the hospitalization of the in-patient.

In the eye clinics in our city, as in all large cities, we see every 
day several cases of eye diseases that are due to syphilis. Every *

* Delivered during the 1929 Annual Conference of the National Society for the
Prevention of Blindness as part of a symposium on Social Hygiene and the
Prevention of Blindness, Dr. William F. Snow, General Director, American
Social Hygiene Association, Chairman.

PREVENTION OF BLINDNESS—III. HOSPITAL
SERVICE*
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week we see diseases that are caused by the gonococcus. A large 
number of these patients are poor and cannot pay for special service, 
particularly hospitalization, but many of them do require hospitaliza
tion. They cannot be treated properly in the out-patient clinic, or 
dispensary. Particularly in dealing with the syphilitic eye diseases, it 
has seemed to me and my staff that the best procedure, at least in 
the early stages, is to take the patients into the hospital. We be
lieve that with the modern methods of treatment we can potentiate 
and accelerate the action of the specific remedies. But at the 
quickest, it is a long-drawn-out treatment. On the other hand, to 
keep a syphilitic patient in a hospital for a long time demoralizes him. 
These patients moreover need active exercise. It seems necessary 
then, that as soon as the severe, intensive treatment which is required 
in the beginning has been given, the patient should be gotten home 
and back to his job so that he may not become demoralized.

Gonorrheal diseases of the eye must of course, be taken to the 
hospital. There is no other way of treating these with safety to 
the patients themselves or to those who come in contact with them.

In spite of the fact that there is a general dissemination of knowl
edge and a general application of the principle of using a one per cent, 
solution of silver nitrate in the eyes of all newborn children, we still 
have every year a number of children, born in hospitals, generally 
maternity hospitals, who develop ophthalmia neonatorum.

Now all cases of ophthalmia neonatorum are not caused by the 
gonococcus; about 60 per cent, are due to this organism. The 
remainder are either cases of inclusion blennorrhea or are caused by 
the pneumococcus. My reference today, however, is to the gonorrheal 
type. I have in mind two recent cases, occurring in a maternity hos
pital in this city, which, on the first or second day after birth, were 
found to have a gonococcal infection of both eyes. The question 
was naturally asked: “How did this happen ?” I can easily imagine 
that an inexperienced nurse might fail completely in instilling the 
drops into the conjunctival sac. The nurse said the babies were given 
the proper treatment with silver nitrate. I think the doctor himself 
should see that the eyes of the newborn babe are sufficiently opened 
when the instillation is given so that the solution actually gets into 
the conjunctival sac, for we feel certain that if the silver nitrate gets 
into contact with the gonococcus this microorganism is killed.

Much has been said, and well said, today, about the treatment of 
syphilis and gonorrhea. Therefore it is not necessary for me to go
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into that matter here. But there are two or three refinements which 
I think ought to be mentioned, and also one very important phase 
which Dr. Benedict mentioned and which I desire to emphasize.

Of the two refinements, the first is th is: In our syphilis clinics, I 
think we find quite generally that these cases are herded together very 
much like cattle; there is but little or no opportunity for privacy. 
If there is any case that needs privacy I believe it is a social hygiene 
case. Most of them are hypersensitive on account of their infection. 
In justice to them, we should recognize that fact and treat them as 
considerately as we can in a private way.

The other thing is that due to the stigma which has been univer
sally placed upon syphilis in particular, a great many of these cases 
look upon themselves as socially ostracized and easily become demor
alized. They also become very much broken in spirit. There is one 
fine thing that the doctor and the social worker can do with these 
patients and that is to try to build up their morale and show them 
that they still have a place in the world. They must not develop an 
inferiority complex. Of course, this means that those engaged in 
social service should work hand in hand with the doctor in the hos
pital and in the dispensary. As Dr. Benedict said, I also believe with 
all my heart, that without the social workers our job is only half 
done, perhaps not as much done as that. In handling these cases the 
social worker’s contact should begin as soon as the doctor himself 
begins to work on the patient, and should continue until he is pro
nounced cured.



EDITH M. BAKER

President, American Association of Hospital Social Workers, 
St. Louis, Missouri

As Dr. Howard has indicated, the zone of influence of the medical 
social worker is limited to the institutional practice of medicine, to the 
care of those patients under treatment in clinics and wards of hos
pitals.

Just which groups of patients who are under care would fall into 
the subject that we are considering today, social hygiene in relation to 
the prevention of blindness ? As I looked over the groups it seemed 
to me they fell into four major divisions.

The first is care of the expectant mother; the active follow-up of 
these cases bringing them early under medical supervision particularly 
those groups of cases where gonorrheal or syphilitic infection is 
found.

The second is protection of the eyes of the newborn. Some of 
these cases may be found in hospitals, and others come to clinics 
several days after delivery, when the infection has spread. Many 
times the parents are unwilling to accept hospital care at once, and 
hours of persuasion and influence are necessary to make possible the 
necessary medical treatment.

The third group is the medical follow-up of children with con
genital syphilis in order to attempt to prevent the incidence of inter
stitial keratitis, and finally the medical follow-up of patients in the 
syphilitic clinic hoping thereby to reduce the incidence of iritis and 
optic nerve atrophy.

What do we mean by medical follow-up or case control as we *

* Delivered during the 1929 Annual Conference of the National Society for the
Prevention of Blindness as part of a symposium on Social Hygiene and the
Prevention of Blindness, Dr. William F. Snow, General Director, American
Social Hygiene Association, Chairman.
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consider it from the viewpoint of the medical social worker ? First, 
it seems to me, we need explanation and interpretation to the physi
cian of social factors in the personality or environment of the patient 
in order that he may understand those factors which may influence 
treatment; explanation and interpretation to the patient of the medical 
implications of his condition, not only to the patient but to his family, 
his friends, and all those with whom he comes in contact; explana
tion and interpretation to the community, to the patient’s employer; 
and to the social agencies that may be interested in him.

The second function in follow-up, it seems to me, is discovery and 
removal of any obstacles impeding medical care. These may be 
economic, they may be due to ignorance, misunderstanding. They 
may be due to any one of a number of causes, but it is the responsi
bility of the social worker to discover and remove them in order that 
the patient may be kept under active control.

Third, utilization of community resources, a knowledge of the 
Board of Health measures and how to invoke them, of the social and 
health agencies of the city and how to use them where they are 
needed in individual cases.

Adequate follow-up such as this cannot be done in routine fashion, 
through follow-up letters and hurried follow-up visits in the home. 
It must be done through the intelligent application of the social case 
work method by a worker with knowledge of the medical aspects of 
the situation. I believe it has been said that “to know syphilis is to 
know all medicine.” It is very essential that the social worker have as 
complete a grasp as possible of all the medical aspects of the condi
tions for which the patients need treatment.

Secondly she must have insight into the patient’s difficulties and 
reactions. Each patient faces a serious problem, personal, medical, 
economic and environmental.

What are his personal problems ? There are going to be mental 
reactions. We are going to find fear, discouragement, indifference, 
and helplessness.

On the economic side we will find difficulties relating to the cost of 
medical care and loss of work.

On the environmental side there is ignorance and prejudice of 
family and friends, false advice such as referring patients to drug 
store treatment or quack medical care.

Problems such as these cannot be routinely diagnosed and routinely 
solved. They must be studied carefully and thoroughly. It is very
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easy to check a patient on his medical record as being uncooperative 
and drop him from further efforts to keep him under medical con
trol, but it isn’t always the patient who is uncooperative. Sometimes, 
isn’t it our failure, the physicians and the social workers? Have we 
been convincing in our arguments to him, or have we failed to get at 
the root of his difficulty? I repeat again, medical follow-up is only 
successful when it is carried on through the intelligent application of 
the case work method both by physician and social worker.

It seems to me through adequate follow-up of these four groups 
referred to we may aid in the prevention of blindness. In addition, 
we may aid in research. Some research must necessarily be carried 
on only if medical records can be complete. If we can keep the 
patients under medical control sufficiently long in order that we may 
know end results, then medical records may be of sufficient value for 
use in research work and facts discovered that will aid in the pre
vention of blindness.



PREVENTION OF BLINDNESS— VI. COMMUNITY 
EDUCATION*

HA RRIET S. CORY, M.D.
Educational Director, Missouri Hygiene Society,

St. Louis, Missouri

In dealing with community education in any phase of health, there 
are two points that are essential. In the first place, we have to in
terest the general public and make them realize that the things we are 
talking about are of vital importance to them as far as their personal 
health and happiness, the industrial efficiency of the community, and 
the question of dollars and cents are concerned. In other words, in 
this matter of prevention of blindness, it means getting over to the 
public the type of facts that have been emphasized in the meetings of 
this convention.

In the second place, we have to prove to them that conditions as 
they are do not necessarily have to be so; that if the various agencies 
of the community get together they can make radical improvements 
and reduce certain evils to a minimum.

The control of venereal diseases, as we have been finding out this 
afternoon, is so overwhelmingly important in the prevention of blind
ness that I want to use an attack on them as one of the community 
means of getting the public interested in the subject and since I have 
only two or three minutes I simply want to outline for you the type 
of program that the Social Hygiene Association stands back of, and 
in which it is trying to interest the public.

In the first place, something that has a legal aspect, the effort to do 
away with commercialized prostitution, with the emphasis on the 
word “commercialized.”

In the second place, the routine treatment of the eyes of the new
born. This is a very tangible thing and something we can really hope 
to accomplish.

* Delivered during the 1929 Annual Conference of the National Society for the
Prevention of Blindness as part of a symposium on Social Hygiene and the
Prevention of Blindness, Dr. William F. Snow, General Director, American
Social Hygiene Association, Chairman.
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In the third place, the prevention of congenital syphilis by means 
of Wassermann tests of pregnant mothers and treatment when neces
sary.

In the fourth place, the more intensive treatment of venereal 
diseases and follow-up work. I think one of the most important 
points to emphasize under adequate clinics is that we must have 
clinics that are at suitable hours for working people. We must have 
clinics where people will be willing to go, so timed that they will not 
have to lose their wages.

In the next place, the provision of adequate recreation. I think 
none of our communities have sufficiently emphasized the importance 
of recreation as a prophylactic measure; that none of them can 
take any just pride in the type of such facilities they now provide. 
That is one of the things in which as communities, as cities, we 
are most backward. We need more municipal recreational facili
ties and we also need better supervised amusements for our young 
people. We need better protection for the young boys and girls who 
come into our cities. I think that that is where the rural problem and 
the urban problem meet. We have a great many young people feed
ing into the big cities as a result of our industrial life, and without 
adequate police protection and without adequate guidance they 
choose their rooming places, and the neighborhood in which they are 
to live, and their future friends.

Finally, the pursuance of sex-character education work in which 
we are trying to build up normal and healthy attitudes toward the 
whole question of sex, and to shape conduct in accord with these atti
tudes. We feel that here one of the most constructive pieces of work 
can be done in getting at the root of the venereal disease problem.

The way to get the value of such a program over to the com
munity must be through the organizations which already exist. 
Various types of clubs and organizations all seem to be interested in 
health weeks, and we have to use the lecture system and the exhibit 
system to keep in constant touch with them. In keeping at this 
problem it is very important to have all of the social agencies in a 
community keep constantly in mind that every time they go before 
an organization they should make some occasion to bring up this 
subject of blindness, and what can be done to prevent it, so that we 
can hope by insisting and never letting our vigilance relax, to get the 
community out of a state of indifference and have it take hold with 
active cooperation.



RESULTS OF COUNTY HEALTH UNIT PLAN*

JO H N  THAMES, M.D.

County Health Officer, Kanawha County Health Unit, 
Charleston, W . Va.

The West Virginia Health Association which is a component part 
of the American Public Health Association is now 3 years old 
During these years wonderful progress has been made along some 
lines of the health work and the development has been sufficient to 
reveal more than ever before the great need for organized public 
health service because it has demonstrated what can be accomplished. 
The public health service in this State was carried on in a demonstra
tive way under the cooperative county unit plan for several years 
before this state health association was organized. It is believed by 
those who are in position to know, that the county health plan or the 
county health unit, has proven to be the most successful ever in
stituted. The records show that it has been successful in West 
Virginia even though some counties have seen fit to discontinue 
while others have been encouraged to adopt i t ; as a result during this 
year we have 14 counties operating under this plan. A gener
alized program has been carried on in all the 14 counties. In 
Ohio County the City of Wheeling; in Wood County the City of 
Parkersburg; and in Berkley the City of Martinsburg including their 
city with the county health unit. This plan is recommended where 
there is no city over 100,000 population and always gives better 
results for the money expended than to have the city and county 
operating separately. According to the 1920 census the population of 
these 14 counties operating county health units constitutes 42 
per cent, of the total population of the State, showing that nearly 
one-half of the citizens of West Virginia are living in communities 
that have full time health service. Although there are 41 other

* Presidential address delivered before the Annual Session of the West Virginia 
Public Health Association, Morgantown, W. Va., November 1929.
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counties in the State that have not adopted this service, many of 
them are unable to support a unit financially; several of them, how
ever, have employed a public health service nurse and are doing some 
splendid work along the line of prevention, mostly, of course, in an 
educational way. All public health work can be classed under three 
headings, viz.: education, sanitation, and immunization. We have 
all heard of the public health educational program which is very 
desirable where we call on the department of public schools and the 
county agricultural department to help carry out such a program. 
Within every county health department the slogan should be “Health 
by Education,” for the people certainly have to be educated into what 
it means to be healthy and how to preserve health before they will 
accept any instruction or assist in any health activities that will pre
serve and promote community health. The good results from a per
sistent educational program is beginning to show results in these 
counties where thoroughly trained instructors have been working. 
The reports from these counties show that a wonderful improvement 
has been made and that the people are not only willing to accept in
structions but are endeavoring to put into practice that which they 
have been taught. This brings us to the next step which is sanitation. 
By education people can be taught the danger of insanitary toilets, 
infected milk or unsafe water supply. During the year in these 14 
counties there were a total of 4,619 sanitary installations for dis
posal of body waste, substituted for like number of unsanitary 
methods which reduce the danger of soil polution, water contamina
tion and in many instances the danger of flies to carry it to people; 
in addition to this 366 wells or springs were radically improved and 
quite a number of water supplies in small communities, coal camps, 
and other places were made safe when the people were instructed 
how they were benefited by so doing. The people themselves are our 
best supporters when they once understand it is for their good.

The next or third subject is immunization. Immunization together 
with proper sanitation is the modern method of communicable disease 
control. We have not as yet been able to immunize against all com
municable diseases. The chief of these is tuberculosis. During the 
year these 14 counties have under their public health unit direction, 
examined 1,725 persons: of these 357 were found to be suffering 
from tuberculosis and 208 of this number were placed in institutions. 
A plan is being worked out cooperating with the State Tuberculosis 
Association and the component County Anti-tuberculosis Leagues
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to arrange for proper care of advanced cases in each county and 
then have all contacts and persons thought to be infected thoroughly 
examined by an expert clinician with the idea of placing them in an 
institution indicated for treatment or placed under proper supervision 
in the home.

There are three diseases that we have been able to prevent by 
artificial immunization: typhoid fever, diphtheria, and smallpox. By 
educating the people and demonstrating the efficacy of this preventive 
measure, our State has made a wonderful advance along this line 
during the year. On May 1st of 1929, Dr. W. T. Henshaw, the State 
Health Commissioner, informed us that he was able to furnish 
typhoid serum and toxin-antitoxin to prevent diphtheria free through 
these units. As a result, between May 1st and October 15, 1929, 
there were protected against typhoid, by this means 46,804 and 
protected against diphtheria 54,530. We haven’t any account of the 
exact number of those protected against smallpox yet we know that 
the idea of vaccination against smallpox is rapidly growing in favor 
because we can mention the county of Kanawha where the health 
unit, instituted in September, 1926, has vaccinated over one-third of 
its population and the people are becoming less and less opposed to  
vaccination each year. This demonstration goes to show that by 
proper education smallpox may be driven from West Virginia.

In order to fully appreciate the true value of this business enter
prise called public health, one should become interested enough to 
study the functions of a health department, both state and county. 
It is interesting business and deserves the consideration of every 
good citizen. In order to accomplish the best results it is absolutely 
necessary for the people to work jointly with the health department in 
order to reach the objective and accomplish its purpose.

We pay our respects to the members of the various county courts 
because it is through them that county health units can be established 
and to those counties where these units have been established, we 
congratulate the people on having a court that has made it possible 
and we feel satisfied that in these counties now established, if any 
one of them should attempt to discontinue the public health work, 
the people would file their objection. When any county feels that 
they are not able to support a county health unit, the people, where 
they have been taught, come back with the answer that they are not 
able to hire a doctor and pay expenses of sickness and death in their 
family that can be prevented by having a county health unit: there
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fore, it is apparent that what once was thought to be an extravagant 
outlay of money has become a profitable enterprise, further than that 
it is protecting the health and preventing untimely deaths from pre
ventable causes which generally occur with the helpless women and 
innocent children.

No health officer, regardless of how well he may be trained, with 
the help of three or four assistants can possibly take care of the 
health of any county alone. A health officer and his assistants are 
only health instructors, trained to teach the people how to live and 
protect themselves against the dangerous environment that may exist; 
institute plans and means for their protection against communicable 
diseases, but it takes joint action of the county authorities and the 
people with the health authorities to put into actual effect these 
measures of protection which will result in prevention that will give 
the people the greatest benefit; for that reason we very humbly 
call attention to the county courts and any other officials who have 
the privilege of helping in their community welfare, that they should 
not wait until the legislature convenes and have the State Health 
Officer and his assistants apply to that honorable body for a rea
sonable amount of money to support a health department but they 
should study the situation and satisfy themselves as to the need and 
make their request to the State Budget Commission so as to get 
it before the proper legislative body in a well thought out plan which 
our law makers cannot turn aside. When this is done and the State 
is aroused to its possibilities in public health service the sufficient 
amount of money will be appropriated for its maintenance and the 
people in general will receive benefit accordingly.

The public health service is not unlike the laws that are made to 
govern our people, it is “of the people, by the people, and for the 
people.” When once they are educated to the point where they will 
understand that it is truly that way, the people of West Virginia will 
be thoroughly protected as they should be, and the institutions for the 
insane, blind, crippled, and even our hospitals and sanitoriums and 
certainly our juvenile detention homes will not be so overcrowded, 
for we believe that they should be greatly depleted.



EDITORIAL
Mental Hygiene and Public Health

Mental hygiene is not only vitally related to public health, but an 
integral part of it. The fundamental principles of mental hygiene 
and of general hygiene are the same; both mean prevention of disease 
and the preservation of conditions that make for health both physical 
and mental. It is also true that mental hygiene and physical hygiene 
today, are positive as well as negative. Both are not merely concerned 
with the prevention of conditions injurious to health, but put emphasis 
also on the importance of raising the health level in the individual 
and in the community; and the great aim is the healthful development 
of children.

The importance of mental hygiene for the public health is clear 
to any one who reflects intelligently upon the matter. Take for illus
tration the single point of fear and anxiety and their effects upon the 
physical health. Not only are worry and anxiety often the cause of 
physical disorder in the individual, but so are also even what are 
often considered minor matters, like confusion in one’s thinking, 
mental conflicts of various kinds, the continued jar and annoyance 
from lack of mental regimen, and even the vacuity of mind, the lack 
of satisfaction and boredom of those who have no significant and 
suitable tasks to perform. In the community also the evil effects of 
fear and anxiety are illustrated in large letters whenever an epidemic 
of contagious disease or a great fire or war or earthquake, flood, or 
the like, occur.

The accidents we read of every day show in large letters and lurid 
colors the need of the preventive attitude; and untrained, careless, 
forgetful or day-dreaming children, quite as much as those ignorant 
and vicious; fire-trapped children within doors that open only inward; 
careless, drunken, or rattled automobile drivers; and at the other 
extreme even over-careful and over-anxious parents with the best 
intentions in the world, who develop fear in children—all illustrate the 
imperative need of the preventive attitude, which is the attitude of 
hygiene.

W illiam H. Burnham, M.D.
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NEWS NOTES 
The White House Conference

President Hoover’s engineering training distinguishes his experi
ences from those which have marked the succession of chief executives 
of the United States. In common with others of our leading presi
dents he is also deeply concerned with the welfare of children. It is 
as an engineer that he is primarily interested in the conservation of 
national resources, and he combined this scientific instinct with his 
consistent interest in the cause of children by calling, last July, the 
first meeting of the Planning Committee of the White House Confer
ence on Child Health and Protection.

The President has stated his belief that our success as a nation 
depends upon the success of our individual citizens, and that the 
foundation for fullest citizenship is sound health of mind and body 
for everyone. Characteristically he strikes at the roots of the problem 
in considering the nation’s children.

The White House Conference comes as the consummation of the 
interest in children which President Hoover has had for many years, 
an interest manifested by his achievements in Europe, by his con
spicuous work as Secretary of Commerce, when he stressed the fact 
that the producing strength of the nation depends upon the health of 
the people, by his administration of the American Child Health 
Association, and by his support of May Day—National Child Health 
Day.

The Conference has been divided by the Planning Committee into 
five sections, each subject to be studied in its relation to children’s 
health and success: Medical Service, Public Health Service and Ad
ministration; Education and Training; the Handicapped Child (Pre
vention, Maintenance, Protection); and Public Relations. Its purpose 
is to gather all available information and scientific knowledge over the 
broadest possible field of child health and protection. Extensive re
search is not a part of the present activities of the Conference, but 
where obvious gaps are present in the gathered information, programs 
of research may be suggested.
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Secretary Wilbur, of the Department of the Interior, is chairman 
of the Conference, and Dr. Harry E. Barnard of Indianapolis is its 
director. The personnel of its sections has been chosen from the 
leaders of the nation in child welfare, and its committees are arranged 
so that every branch of scientific knowledge regarding children and 
their care may be reported.

The purpose of the White House Conference is: to study the 
present status of the health and well-being of the children of the 
United States; to report what is being done for child health and pro
tection ; to recommend what ought to be done and how to do it.

The Ontario Equitable Life Insurance Company, with head office 
at Waterloo, Ontario, has initiated a unique service in that community 
by offering a free medical examination to every child from 3 to 15 
years of age. The system has been organized with the cooperation 
of the district medical men, and the local Victorian Order of Nurses, 
in whose headquarters examinations are made. Confidential reports 
of each examination are given to the parent, with the recommendation 
that care be sought, whenever necessary, from the family physician. 
The examinations are by special appointment, and are available 4 af
ternoons a week throughout the year.—Can. Child Wei. News.

An International Hygiene Exhibition will be held in Dresden, 
Germany, May to October, 1930.

A large number of inexpensive inns have been opened in Germany 
to shelter the enormous number of school boys and girls who go on 
long walking tours. These inns are maintained chiefly by public funds 
but are managed by the clubs of young people who make use of them. 
So popular has hiking become that about 3,500,000 German school 
children were accommodated in these shelters during 1928.—World's 
Children. '

The General Bureau of Public Health has been authorized by 
President Chacon to make an exhaustive study of the causes of infant 
mortality in Guatemala.

Dr. Shirley Wynne, Health Commissioner of New York City, is 
planning a city-wide chain of district health centres.
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The Catholic Charities of New York has opened a branch office 
for the Bronx at 4196 Park Avenue. Mrs. Margaret A. Cline is the 
director of the new bureau.

The Children’s Aid Society of Buffalo recently made a study of 
136 feeble-minded persons discharged from the Rome State School 
during a period of 20 years. According to findings only 8 were con
sidered to have made a satisfactory adjustment and 11 a fairly satis
factory adjustment.

The general infant mortality rate of Australia was almost cut in 
half between 1901 and 1928; the proportion of infants who died 
during the first week of life, however, showed no diminution but a 
slight rise. These early deaths are considered to be caused by condi
tions before and at birth rather than after birth. To improve this 
situation Dame Janet Campbell, senior medical officer for maternity 
and child welfare of the Ministry of Health of Great Britain, was 
invited by the Government of Australia to make a thorough study 
of conditions in that country. In her report she urges the establish
ment of a division of maternity and child welfare in each state under 
a full-time director responsible to the chief medical officer of health. 
She also recommends improved professional education in midwifery 
and in prenatal and infant hygiene, the granting of subsidies, ade
quately supervised, toward the extension and improvement of the 
work for maternal, infant, and child hygiene, and the encouragement 
by subsidies of research into various aspects of such activities. 
—World’s Children.

The Children’s Welfare Federation, New York, recently com
pleted a successful drive for $100,000 which will allow the Federation 
to extend its work in the field of maternal health and infant welfare.

The Canadian Nurses Association will meet in Regima, Sas
katchewan, June 24 to 28.

St. Vincent’s Hospital, New York City, has opened a School of 
Nursing for Men.

The Baker Memorial Hospital, a unit of the Massachusetts Gen
eral Hospital, is open to receive patients. This $2,000,000 building of
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300-bed capacity will care for people who, although not able to pay for 
private care in the modern high-priced private pavilion, do not desire 
to enter hospital wards or be considered charity cases. The room 
charges vary from $4 to $6.50. Attending physicians from the 
Massachusetts General and the Massachusetts Eye and Ear Infirmary 
will care for the patients, charging fees which the person of moderate 
means can pay.

The Jewish Maternity Hospital and the Beth Israel Hospital, New 
York City, have merged and will be known as the Beth Israel Hospital 
Medical Centre.

The Chinese Minister of Education has selected high schools in 
15 cities of that country in which a course in child hygiene and child 
care is to be given for girls between the ages of 12 and 14. The 
course consists of 30 lessons prepared by Dr. S. Josephine Baker of 
New York and translated into Chinese by graduates of Ginling Col
lege, Nanking. This is one of the first steps in promoting the child- 
welfare program of China Child Welfare (Inc.) of New York and 
its affiliated National Child Welfare Association of China.—World’s 
Children.

There are 3,000 insane persons in Belgium who are not cared for 
in institutions. Instead they are placed in homes of residents of the 
town of Gheel, where they are given good care and are made as happy 
as possible. Gheel has cared for a colony of insane since the sixth cen
tury. These 3,000 patients are distributed one or two to a family 
through the homes of the 18,000 inhabitants. The patients are nursed 
by the villagers for the love of God, as only a small sum of money is 
paid for their maintenance. The medical director chooses the 
family to which he thinks they are most suited. Acute and dangerous 
cases are of course not admitted to the colony. As it is, each doctor 
has 600 patients on whom he calls once a month, and each visiting 
nurse inspects 180 homes every 15 days.

Miss I. Malinde Harvey, who for the past 5 years has been As
sistant Director of the American Red Cross Public Health Nursing 
Service, has been promoted to the position of National Director, suc
ceeding Miss Elizabeth G. Fox who resigned to join the faculty of 
the School of Nursing, Yale University.
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A summer camp for crippled boys, organized on the same basis as 
camps for normal boys, has been established by the Rotary Club of 
New York City on Fire Island.

The International Congress for the Care of Cripples will be held 
in Geneva, July 29 to August 3, 1930.

The conventional taboo against open discussion of venereal disease 
has been disregarded by the Knoxville (Tenn.) News-Sentinel, 
Scripps-Howard paper in a series of stories intended to inform the 
people of the seriousness of the situation in that city and throughout 
the country.

Although none of the usual “polite” phraseology was used, “ven
ereal disease” being the expression employed in front page stories, 
practically no criticism of such frankness was encountered by the 
paper. On the other hand, many who were interested in the problem 
expressed commendation for the direct approach.

Charles Small, telegraph editor, was relieved from his desk in 
order to devote full time to preparing the data for the campaign. 
—Jour. Soc. Hygiene.

The National Society for the Prevention of Blindness and the 
National Better Business Bureau have recently called attention to the 
fact that certain mail order houses are selling spectacles by mail and 
that thousands of persons are endangering their eyesight by the use 
of such glasses which strain instead of aid the vision.

This warning is fully justified, but the organizations in question 
might well have called attention at the same time to the equally bad 
practice by department and five and ten cent stores of selling eye
glasses which are fitted (?) by inexperienced salespersons. This 
practice is a violation of the Education Law in New York State, the 
legality of which was recently upheld by the Supreme Court of the 
United States.— Health News.

Medical service means more than wiping off the brow of a feverish 
patient or in giving a proper dose of medicine. It has great possibili
ties for the human race. It means protection for the future of the 
human family as well as the present care of the individual. The idea



524 News Notes

of prevention is now well established, but prevention has gone beyond 
the step of keeping typhoid organisms out of the alimentary canals of 
people. It has gone to the point where a child as a living unit must 
be protected from certain environmental conditions which may be 
damaging. Child protection must depend upon the individual quality 
of a particular child with its own particular nervous system. The 
knowledge of the individual is becoming a prominent thing in preven
tion.—Ray Lyman Wilbur, U. S. Veterans Bureau Med. Bui.

It has been announced that the Graduate School of Medicine of 
the University of Pennsylvania has received an anonymous gift of 
$210,000 for cancer research.

A fund of $300,000 is being raised for a convalescent home for 
the Simmers’ Hospital for Crippled Children, Minneapolis and St. 
Paul, Minn.

Nineteen Ways of Being a Bad Parent
(1) A parent may be good while the children are young, but a 

bad parent when they are older; (2) a parent is bad who is not 
oriented in the modern world; (3) who makes a faulty characteriza
tion of his child; (4) who lets an interest or impulse grow at the 
expense of parental feeling; (5) who takes a fatalistic attitude toward 
a child’s defect; (6) who tries to make the child fit the home or the 
home fit the child, without grasping the idea of democracy in family 
life; (7) who repudiates the child in dire need; (8) whose imagina
tion is colored by rumors of scandal about young people; (9) who has 
a warped view of authority and hence cannot make use of social re
sources; (10) who thinks law enforcement applies chiefly to those 
who live in poverty or are of different race or culture; (11) who 
does not realize that with adolescence comes tremendous loyalty 
toward friends outside the family; (12) who is so stabilized he can
not take in fresh experience nor distinguish between major and minor 
values; (13) who permits a thwarted love-life to pervert his relations 
to his child; (14) who gives the child a goal too immediate and easy, 
or so concerned with money and comfort that the child grows bored 
with life; (15) who is a parent only spasmodically—at the wrong 
time; (16) who lets the family atmosphere become infected with his 
inferiority complex; (17) who cannot shield the child from premature



Book Review 525

exposure to adult anxiety and perplexity; (18) who will not let a child 
grow up; (19) who does not whole-heartedly inculcate the idea of 
family formation for the next generation.—Parents on Probation, 
Miriam Van Waters. Mental Hyg. Bui.

BOOK REVIEW
Bringing Up Children. By Jessie A. Charters, Ph.D. Columbus: 

The Ohio State University Press, 1929. 81 p.
Appended to Jessie A. Charters’ name, as it appears on the title 

page of this book, are the letters “Ph.D." And therein, one suspects, 
lies the major fault of this booklet, a collection of nine talks delivered 
by the author over Station WEAO of Columbus, Ohio, where the 
author is Assistant Professor of Education at the Ohio State Univer
sity.

Intended primarily to help the mother and parents’ study groups, 
these treatises are academically praiseworthy for they contain refer
ences which can be of invaluable assistance to groups studying the 
psychology of training children; but as practical counsel to parents 
they fall short of their objective. The author has exhibited an alto
gether commendable zeal in digesting numerous books having to do 
with the care and upbringing of children. It is to be feared, however, 
that her devotion to the literature contained in the cloistered library 
of Ohio State University is equalled by a passion for detachment from 
worldly things. It would have been better—wiser, indeed—had the 
author confined her assembled gleanings from many minds and many 
experiences only to her students, because as a presentation of theoreti
cal material, illustrated by facts and opinions derived from a multi
plicity of sources, these nine lectures are truly laudable; but presented 
as material susceptible of actual application by the parent, particularly 
the mother, they are inadequate. The fault, in brief, is that this 
booklet unmistakably betrays a lack of true intimacy with the subject 
—an intimacy that can be derived from one source only—a varied 
and extensive experience with all manner of children and mothers.

Nor is the academic temper of the book confined to this sensing, as 
it were, by the reader of only second-hand familiarity with the sub
ject. It is betrayed similarly in that tendency prevalent, too fre
quently, in the class-room, to dwell on the abnormal. Thus, one finds 
throughout these treatises an emphasis on the abnormal child’s be



havior, rather than a more extended analysis of the reactions of nor
mal or average children. This unfortunate undercurrent is unneces
sarily disquieting to the mothers who are more responsive to 
instruction, and are in a more receptive mood when they are taught to 
look for that which is normal or within the average limitations in their 
own children. And if there is any doubt in their minds about their 
children’s development, or if the mother feels that the comforting 
assurance of another observer is desirable, the physician is still in 
practice to give her the benefit and knowledge of modern science.

Today, when medical examinations for the well, particularly for 
the growing child, are in popular favor, it is to be regretted that scant 
mention is made in this manual of consulting the physician. This 
departure is so contrary to the recommendations and practices of the 
best minds who are anxious to advance education in child welfare, 
that either the author under-rates the seriousness and breadth of the 
subject, or perhaps, what is more likely, it may be the thought that 
mothers who were “listening in” would be able to absorb enough of 
the subject matter to permit them to tell their neighbors how to bring 
up their children.

Samuel Adams Cohen, M.D.

t

526 Book Review

A Health Inventory of New York City. By Michael M. Davis 
and Mary C. Jarrett. Welfare Council of New York City, 1929. 
Pp. 367. Price $2.00.

The protection of the public health is properly the function of the 
State, but the promotion of health may also be the legitimate duty of 
extra-governmental social welfare organizations. In New York City 
675 out of a total of 818 clinics in which health services of various 
kinds are offered are operated not by the municipal authorities but by 
private health and social agencies. More than one half of the 1200 
nurses who make nearly two million annual visits to New York homes 
are maintained by 27 of these voluntary agencies, while health educa
tion programs are sponsored by 37 different New York organiza
tions.

Facts such as these and many others which point to the complexity 
of organized health endeavors in our largest city are valuable in 
demonstrating the necessity for coordination and the need for service 
to fill such gaps as may exist. The complete picture of the present 
health service situation in New York is most effectively presented in 
this survey, which also makes many recommendations for improve-
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ment. As Professor C.-E. A. Winslow well states in a brilliant 
foreword to the report, this health inventory represents one of the 
ablest contributions in the field of health surveys.

The expert surveyors responsible for this notable report have 
wisely confined their efforts to studies of the organized efforts for 
rendering health service to individuals through clinics, home visitation, 
and health education. No attempt has been made to appraise the 
efficiency and scope of public health administration in the city, as 
that was done in 1925 by the Committee of Administrative Practise of 
the American Public Health Association; nor do the authors try to 
deal with institutional care, although attention is called to the fact 
that about twenty times as much money is spent for the care of sick
ness than is expended in its prevention. It is estimated that about 
$4,000,000 or 64 cents per capita is spent annually for clinic and home 
nursing visits, while the health department has available an additional 
$4,500,000 for sanitation and general administration. The total, vast 
as it is, is still too low.

In the twelve chapters of this report, such topics as child hygiene, 
maternity hygiene, tuberculosis control, venereal disease control, den
tal hygiene, health examinations, mental hygiene, the control of heart 
disease, cancer control, control of eye disorders, and health education 
are discussed in detail. There are also numerous tables, and several 
valuable appendices giving statistics, lists of agencies, excerpts from 
the Sanitary Code of the city, and the schedules used in the health 
inventory.

Regular appraisals of activities and results are as necessary in 
public health and social work as they are in business and as they 
should be in government. Such reports as this one are more than 
mere compilations of data and commentaries, for they are valuable 
text-books which may be perused to advantage by sanitarians and 
social workers everywhere. This volume is well printed, attractively 
arranged, and effectively illustrated. It is written in a pleasing style 
and deserves to be widely read and consulted.

James A. Tobey, Dr. P.H.

Parents and the Pre-School Child. By William E. Blatz, 
M.B., Ph. D., and Helen Bott, M. A. New York: William Morrow 
and Company, 1929. 340 P. Price $3.00.

Proponents of child study urge that more stress be placed upon 
the development of the pre-school child because of the relation of



early training to later behavior. The authors have endeavored to do 
this. They focus their attention upon the common facts and problems 
affecting so large a percentage of children as to represent a cross 
section of the most common behavior demonstrations of “normal” 
children.

The book is divided into three parts. The first ten chapters deal 
with special problems relating to Appetites and Habit Formation, in
cluding Habits of Eating, Sleeping, Elimination and Playing together 
with a discussion on Sex Training, the Nature of Emotions, the Fears 
of Children and their Temper Tantrums.

Each chapter is supplied with a topical outline and selections of 
illustrations together with a well-selected case study. One regrets 
that the references are so meagre and are limited more or less to a 
comparatively few books, thus limiting the breadth of presentation 
of the various phases of behavior to the studious reader. Perhaps, 
however, this has its advantage in lessening the likelihood of parents 
being confused by too many differences of opinion.

The second part of the book is devoted to an exposition of the 
Principles of Mental Hygiene and Child Study, discussing the general 
nature of mental hygiene and the relation of child study to its broad 
development.

The third section of the book consists of the forms used in the 
authors’ clinical consultation service and the records to be used by 
parents when observing their children. The forms are those employed 
at the St. George’s School of Child Study. They will be helpful to 
those who are interested in the development of observational technics 
and the recording of data.

One notes the generally broad attitude of the authors who refuse 
to be slaves to any theory concerning human behavior but insist that 
stress should be placed upon specific method and theory only as an in
strument and not as an end. Their outlook is intelligent, rational, and 
gives evidence of a belief in the systematic observation of natural situ
ations rather than a dependence upon the result of artificially con
trolled test situations.

The book is exceedingly practical and useful and should be 
especially serviceable to those who are dealing with children in nur
series and nursery schools and to all those whose lives involve the 
care and training of young children. It is recommended to parents, 
kindergartners, nurses and social workers. It is well organized and 
unified in its careful sane presentation of the guiding principles that
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enter into the physical and mental development of children and affect 
their social adjustment.

Ira S. W ile, M.D.
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NEW PUBLICATIONS
An investment in Health. By Myrtle Hayward. Published by the 

Canadian Council on Child Welfare. The purpose of this booklet is 
to emphasize the need of an adequate noon meal for school children. 
The author explains why a wholesome hearty mid-day meal is neces
sary for the growing child and stresses the advantage of at least one 
hot dish served at noon. This can be done according to the author’s 
plan in even a small poorly equipped school. The author gives practi
cal suggestions with illustrations for equipment and for the serving 
of nourishing food in the school. The suggested menus are wholesome 
and varied enough to tempt a child’s appetite. Excellent advice is 
given in regard to the planning and preparation of food for children 
who attend school where no hot food is served. Teachers, parents and 
nutritionists will find much to interest them in this carefully prepared 
pamphlet. A complete bibliography is included.

The Smith College School for Social Work has announced a 
quarterly publication, The Smith College Studies in Social Work, 
the first number of which will appear about October 1, 1930.

In this it is planned to publish the results of clinical and social 
investigations carried on by the students in the fulfillment of the re
quirements for the degree. These studies will be revised by the editors 
in consultations with members of the staffs of the hospitals, clinics, 
or social agencies from whose records the material was collected.

Professor Everett Kimball, the Director of the School, and Dr. 
Helen Leland Witmer, the Director of Research, will act as editors. 
The subscription price will be $2.00 a year.

Convalescent Homes and Vacation Camps. Published by the New 
York Charity Organization Society, 105 East 22nd Street, in coopera
tion with the Welfare Council. This little book is as the name implies 
a directory of convalescent homes and vacation camps. The as
sembled information was obtained through the efforts of the Conval

i
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escent Service, Hospital Information and Service Bureau of the 
United Hospital Fund of New York and the Children’s Welfare 
Federation of New York and is a reprint from the Directory of Social 
Agencies for 1930-1931. Social workers will find this pocket-size 
guide of great value. Price 20 cents.

ABSTRACTS

Food Habits of Children—A Study Lesson for Parents. A. K. 
Nelson. Better Parents Bui., 1930; 1, 11.

Faulty food habits, finicky appetites, refusal to eat and dawdling 
over food are discussed. The author believes that a child’s objection 
to certain foods is frequently the result of hearing an adult member 
of the family express a dislike for this particular article of diet. 
Finicky food habits can be overcome by allowing the child to refuse 
the food suitable to his needs and then gently but firmly refusing a 
substitute. Loss of appetite or refusal to eat all too often are the 
result of a quarrelsome, nagging atmosphere at the table. The bicker
ing of adults or older children frightens the small child and as a 
consequence he eats sparingly or not at all. Fear and anger derange 
normal functioning of the digestive organs. A happy mealtime with 
something pleasant in the form of work or play to look forward to 
counteracts the tendency to dawdle over meals. Parents should keep 
in mind that good habits formed in childhood make a child socially 
acceptable in later life. The author gives a list of pamphlets published 
by the Children’s Bureau, U. S. Department of Labor, which will be 
helpful in guiding parents in food selections, the kinds of food neces
sary for mental and physical health, the manner of serving food and 
how to prevent pernicious food habits.

Employing the Unemployable. R. Wreford. The Crippled Child, 
1929; VII, 110.

The question of the employment for the unemployable is a national 
problem as crippled and disabled persons affect rates and taxes and 
through them the whole body of the State. The capacity of the handi
capped worker may not be great enough to earn profits but if the cost 
of employment is less than the cost of his maintenance in idleness, 
then for obvious reason he ought to be employed. Present day indus
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try is conducted for gain. We must envisage a second-grade industry 
which is not expected to earn profits. This second-grade industry 
will be manned and managed by those who can not be employed in 
profit making concerns. The badly crippled or disabled person is 
naturally sensitive and doubly so when shown in contrast to his more 
fortunate brothers; the result is a hopelessness and feeling of in
feriority. To try to employ handicapped people in places where their 
disabilities are painfully evident is well-intentioned but not practical; 
their environment should be suited to their handicap. The first con
sideration should be to reduce their sense of inferiority to a minimum 
and develop their capacity to a maximum. Dr. Varrier-Jones who 
created the Papworth Industries in Cambridge, England, was the 
first to try the experiment of applying these humanitarian theories to 
a group of sub-standard workers. The success of his work at Pap
worth proves that the disabilities can be overcome if the handicapped 
person is given a chance in the right environment. Village settlements 
are necessary for those who need special environment. For others 
special workshops will suffice. They can be established anywhere and 
should be provided with as much labor-saving machinery as possible. 
The suggestion of charity must be absent and efforts must be re
warded by increments both in cash and position. To solve the main 
problem village settlements and special workshops must be provided. 
Considering the expense the author cites as an example a family 
recently settled at Papworth Village. The family had been costing 
the ratepayers 5 pounds per week in poor relief. At Papworth the 
family is not costing anything. There are over 100 families at Pap
worth so this village settlement may not unreasonably claim to be 
saving the country 25,000 pounds a year in relief : 25,000 a year will 
amortize a loan of 250,000 pounds in 15 years at 5%, and the village 
and industries have not cost much more than 100,CKX) pounds. If 
these figures mean anything they mean that the present scale of relief, 
if diverted, is more than adequate to provide the service of a national 
five per cent, loan for the creation of as many village settlements as 
are needed. The same argument applies to the provision of the work
shop. By the diversion of poor relief to the service of such loans the 
whole problem would be lifted out of the province of charity. The con
clusions indicate that the question of financing these village settlements 
and special workshops is a matter for Government concern. Grants 
of money are not necessary, merely the good will and moral support 
of successive Governments and a short Act empowering Local
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Authorities to direct a portion of their poor relief appropriations to 
the service of loans for the employment of the unfit on the lines 
specified. The author points out the spiritual and economic value of 
village settlements and special workshops for the handicapped, but 
merely mentions in passing the medical and social work carried on 
amongst the families established in this ideal village. The fact that 
in spite of its tuberculous population Papworth has an infant mor
tality nearly three times less than the ordinary infant mortality of 
England and Wales, is sufficient proof that medical supervision plays 
an important role in rehabilitation work.

A Theatre for Children. M. Carter. Rev. Internat. de I’Enfant, 
1930; IX, 136.

Educators and most people who are in any way interested in the 
well-being of children appreciate the educative value of art, music and 
good literature in the training of young children, but there is a decided 
tendency to ignore the drama. Even very young children, left to 
themselves, try to express things in action almost before they do any
thing else. Their play with make-believe companions, dramatizing 
their favorite stories, impersonating people and animals show that the 
vast majority of children have a sense of the dramatic long before 
they become interested in books, art or music. Very little has been 
done to develop a discriminating taste of the dramas in children; the 
usual children’s plays, pantomines or conjuring entertainments are 
held usually during the Christmas holidays. The children enjoy 
these entertainments and the pleasant memories create a desire to go 
when older to the theatre which we hear decried as “decadent” and 
“unfit for the young.” If children are trained to appreciate only what 
is good in plays they will not accept when older the present-day 
standards. The Children’s Theatre in London, founded by Joan 
Luxton, a young Australian actress, seeks to supply wholesome enter
tainment and to inculcate a love for all that is educational and beauti
ful in the drama. It is the smallest (it seats only 130) theatre ever 
licensed in London. It is not affiliated to any Guild, or Movement, 
or Charitable Organization. The admission fees are small and every 
facility for the protection and comfort of the children is provided. 
The members of the company are all professional actors and actresses. 
There are no children acting and this is undoubtedly one of the factors 
of the popularity of the theatre with children, as there is nothing 
childish in the programme. It is designed for children but the stand
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ard aimed at is high and essentially grown-up. The programme con
sists of 2 one-act plays, 6 to 8 short items, folk-songs, sea chanties, 
etc. The hour of the performance is 5:45 daily. This time fits in 
between tea and bed-time for the audience and between a matinee and 
an evening performance, at another theatre, for the artists. The 
dramatic critic of a London paper speaking of the value of a children’s 
theatre and its effect on growing minds, alludes to the cinema and the 
amenities of a mechanized age and then goes on to say—“Abstract 
beauty is less easy for them (the children) to come by. The Children’s 
Theatre, in some sort—and a very good and acceptable sort—supplies 
it.” In view of the questionable and obscene plays which have record
breaking runs in the modern theatre, it would seem that a portrayal 
of the fine and decent things in life to little children is a civic duty. 
Young children see straight and think clearly and impressions formed 
during childhood will assist mightily in giving them the desire to look 
for the clean and good in life and to discriminate against the type of 
play the public at present patronize. Social workers and educators 
will find food for thought in this interesting attempt of the Children’s 
Theatre to give the right slant to a child’s vision of life.

The Teaching of Mothercraft in Schools. L. E. Wilson. Indian 
Red Cross, 1930; IV, 6.

In England the teaching of mothercraft in the schools is considered 
one of the most effective means of attacking the problem of infant 
and maternal illness and mortality. As the object of educating chil
dren is to equip them for the duties and responsibilities of life it is 
logical to take into consideration parenthood which is the greatest 
responsibility to be faced. The teaching of mothercraft in the ele
mentary and secondary schools prepares young girls for motherhood. 
Many people are of the opinion that girls of the age of 12 to 14 are 
too young to benefit by this teaching and that it would be more appro
priate in later life. The author does not argue this point, merely 
states that as most girls pass through the elementary schools it seems 
the most opportune time for this instruction. It is difficult to collect 
girls together in later life in the way in which they are found in ele
mentary and secondary schools. Another reason for early instruction 
is that girls at this age are naturally expected to take some responsi
bility in their own homes in regard to the care of the younger children. 
The knowledge of child care gained in school is carried into the homes 
and put to practical use. In many of the schools mothercraft is
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treated as an ordinary subject. Practical experience is given through 
the various domestic subject centres, day nurseries, infant welfare 
centres and nursing schools. Instruction in the secondary schools 
presents a more difficult problem than in the elementary schools. In 
the higher classes the subject should be approached through those 
subjects which have the most direct bearing upon public health in 
general and child welfare in particular. The author considers that 
boys also should be included in home-making subjects. The Boy 
Scout movement has done much to dissipate the old idea that it is 
unmanly for boys to interest themselves in home duties. Boys who 
absorb a wholesome idea of home-making and parenthood will appre
ciate the activities of the “fathers’ committees” which are coming into 
being in many welfare centres. The question sometimes arises 
“Should mothercraft be made compulsory in all schools?” The 
author answers in the negative. No formal syllabus should be gen
erally imposed—the scheme of instruction must be allowed to vary 
widely according to the age and special needs of the students and 
according to the particular agencies for practical work which are 
available in the district under consideration. The source and strength 
of a people depends primarily on motherhood. The health of the 
infant is largely dependent upon the mother, upon her physical well
being, her knowledge of the care and management of her infant and 
her control of the food and environment. The fundamental require
ment in regard to healthy infancy, which is the gateway of childhood 
and school life, is healthy motherhood combined with the knowledge 
and practice of mothercraft and fathercraft.

Giving the Student Nurse the Social Health Viewpoint. A. Foer- 
ster. Mod. Hosp., 1929; XXXII, 30.

It is apparent to those vitally interested in preventive medicine that 
the only method by which the public can be made to recognize the 
real value of disease prevention is through public health education. 
It is also apparent that in order to develop this modern branch of 
medical science that the nurse has been and will continue to be an 
important agent in educating the public in health conservation and 
disease prevention. The nursing profession is aware that its yearly 
allotment of trained public health nurses to the field of preventive 
medicine is far from adequate and some realize the fact that the nurs
ing profession cannot and will not make its maximum contribution 
to preventive medicine until every graduate nurse has a definite health
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viewpoint and each graduate nurse definitely functions as a health 
educator whether she be a private duty nurse or an institutional 
nurse. Nurse educators recognize the new educational objectives and 
some attempt has been made to adjust the nursing school curriculum 
to meet the need. Up to the present time the adjustments made have 
taken three forms: (1) the introduction of a short course of lectures 
on public health or public health nursing in the latter part of the 
under-graduate course; (2) a brief experience in district work for 
some of the seniors; (3) an elective course of from 3 to 4 months in 
public health for those seniors who wish to choose such an elective. 
The author gives a very interesting account of the method worked 
out at the University of Michigan Hospital. The first step was to 
add to the faculty a nurse who not only had a sound preparation for 
the field of public health nursing but one who had a wide experience 
in dispensary work. This instructor was given the title “Instructing 
Supervisor of the Out-Patient Department” and was placed in charge 
of the nursing service of this division of the hospital. As each clinic 
was in charge of a graduate nurse the supervisor’s administrative 
duties were light. The supervisor’s connection with the out-patient 
department placed her in a strategic position to study each clinic in 
regard to the education values it might contain for the student nurse 
and to command these resources in the development of the work that 
constituted her major responsibility—the opening of a new vision of 
social health work to the student nurse. In the dispensary the nurses 
see the patient before he becomes an hospital case; she is able to 
visualize him as a member of the community. Through home visits 
she comes to understand the relationship between social problems and 
disease. Public and private agencies engaged in welfare and health 
work extended the courtesy of their organizations to the hospital for 
field work. The whole course is well worked out and the student 
nurses who are fortunate enough to have chosen the University of 
Michigan Hospital for their nursing school receive a social training 
which will change their entire point of view and make their work in 
any field of service richer and of greater value to the community.
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