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Although the necessity for medical social service and adequate case 
control in connection with a number of the medical and surgical spe
cialties seems to be generally recognized, the importance of this work 
in relation to Ophthalmology is not fully appreciated, judging from 
the comparatively small number of social workers definitely assigned 
to eye clinics and from the number of patients who fail to complete 
treatment. In 1925, when a survey was made of 47 eye clinics in 
New York City, it was found that there were only two in which a 
social worker was present in the clinic. The following year, studies 
made under the joint auspices of the Ophthalmological and Medical 
Social Service Sections of the Associated Out-Patient Clinics Com
mittee revealed that in three institutions with no systematic case con
trol and no social service in the clinics, 50 per cent, of the patients suf
fering from diseases that might result in blindness attended the clinic 
only once. On the other hand, in institutions where a systematic 
effort had been introduced to keep the patient under treatment, with 
the assistance of the social worker, 80 per cent, made more than one 
visit.1

Since that time, two special eye hospitals in the city have each 
added to their staffs a worker responsible for the medical-social 
problems of the entire institution. A large hospital with general 
services has adopted systematic case control in the eye clinic and has 
two social workers for the Ophthalmological Service. On the other 
hand, one large eye and ear hospital treating 30,000 new eye patients
* Read before a meeting of the Medical Social Service Section of the Welfare Council, New York, N. Y., March, 1930.
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276 Eye Clinics
a year in its out-patient department and an equal number of new 
ear, nose and throat patients, has three workers in the social service 
department. Obviously this small staff cannot adequately cover the 
six clinics held daily and general follow-up on all new cases is im
possible. There are many patients with serious eye conditions in 
other hospitals and clinics in the city with whom the social workers 
do not come in contact and for whom they might do much.

In outlining the principles bearing upon this subject, I shall try to 
answer three questions briefly: first, what is the place of medical 
social service and case control in eye hospitals and clinics; second, of 
what value is medical social service and case control in eye clinics and 
hospitals; and third, how can these services be provided ?

Every activity of the social service department which contributes 
to the effectiveness of medical treatment and to the physical and 
mental well-being of the patient is applicable to the care of eye 
patients and certainly should be extended to them. Social service 
supervision should begin the minute the patient enters the hospital or 
clinic; otherwise the first impression may be so unpleasant as to 
render difficult any attempt to keep the patient under care. The 
social service department should have some responsibility for the 
manner in which the admitting process is carried out. Contact with 
the patient in the clinic, on the ward, in the home and working en
vironment, when necessary, gives the medical social worker an op
portunity to see that everything is done to insure continued treatment 
until the disease is cured or arrested, and the possibility of recurrence 
or danger to others has passed.

A responsibility which the busy physician must frequently dele
gate to the social worker is that of explaining to the patient the 
nature of his treatment. Where there is no social worker, this phase 
of care is usually neglected. In the clinic it is important that definite 
instructions for carrying out treatment be given to the patient and 
that he understand exactly what to do. These instructions should be 
written. Several instances can be cited when medicine intended for 
external application was taken internally. Pilocarpine taken in one 
drop doses after meals may not harm the stomach but it will have 
little effect in preventing the progress of glaucoma and possible 
blindness. Care should be taken to see that the patient obtains his 
medicine. Recently a glaucoma patient used no medicine for one 
week because he could not afford it and was too proud to ask for 
assistance.
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For the patient well treated and mentally satisfied, impressed by 

the personality, ability and thoroughness of the clinic personnel, 
follow-up in the sense of forcing him to return for further treatment 
will be unnecessary. Through the efforts of the social worker, cir
cumstances which have kept the patient away may be modified.

The following are a few of the conditions which may cause blind
ness and if systematic follow-up of all cases which fail to return 
cannot be instituted, certainly an effort should be made to keep these 
and similar cases which might result in blindness under treatment:

Atrophy, optic 
Choroiditis, tubercular 
Corneal ulcers 
Glaucoma 
Iritis
Keratitis, interstitial

Keratitis, phlyctenular
Ophthalmia, sympathetic
Papilledema
Retinitis, diabetic
Trachoma
Uveitis

The social worker should be present in the clinic to confer with 
the ophthalmologist as close association and cooperation are necessary 
for the best results. If the social service history file contains perti
nent data that do not come to the attention of the ophthalmologist, 
how can he be expected to appreciate the significance of this informa
tion? A copy of the social findings should be filed with the medical 
history. However, this does not obviate the necessity for conference 
between the physician and the social worker in the formulation of a 
medical-social plan of treatment.

When eye patients are hospitalized, a social service worker may 
need to be in close touch with the families and employers since worry 
about the home situation or work may prove a harmful influence in 
the progress of the eye disease. This is particularly true of patients 
with glaucoma. I know of an instance where worry over the patient’s 
position and finally loss of the position precipitated an acute attack 
of glaucoma which resulted in the loss of vision. Home visits, 
contact with the employer and arrangement for the follow-up of 
surgical cases are essential. I t is exceedingly important that the 
home situation be determined in the case of patients with interstitial 
keratitis and phlyctenular keratitis, for example, where the personal 
life and family relations of these patients are factors in prevention. 
Another disease in which home conditions should be considered is 
trachoma which will be spread unless proper hygienic measures are 
instituted and precautions strictly observed.
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The eye patient should be made to feel the presence of the social 

worker as a friendly influence in the hospital and her word may 
bring cheer to the patient who is blind or who has temporarily lost 
the use of his eyes. The mental reaction of the patient to his con
dition can "be greatly influenced by the social worker.

What is the value of social service and case control in eye clinics 
and hospitals ?

To the patient it means a greater likelihood of recovery and may 
prevent blindness, since the social worker through her efforts can 
remove many obstacles that obstruct successful medical treatment.

One of the most serious eye diseases is glaucoma. Not long ago 
a man, twenty-one years old, with glaucoma in both eyes and a com
plicating encephalitis, was referred to a hospital. Operations saved 
his vision so that the patient was able to see large objects. Upon dis
charge he was told to report to the clinic in two days but failed to 
appear. He returned in one month, his vision completely destroyed. 
He had not returned sooner because his sister, his only support, was 
unable to leave her work to guide him to the clinic. There was no 
social worker to arrange for his return at the appointed time. The 
result is a young blind man, physically handicapped and economically 
a liability to the community. Many incidents of this character could 
be cited.

To the ophthalmologist the value of social service lies in having 
someone to see that treatment prescribed is properly carried out and 
that the patient returns a sufficient number of times to insure com
pletion of treatment. The medical-social case study in which all data 
are assembled and analyzed after social study of the patient and his 
environment permits the working out of a medical-social plan of treat
ment. With the help of the social worker, the physician gains in 
knowledge of the care of each case, observes end results, is able to 
use the material for discussion and research, and can publish valu
able statistics and clinical data that will aid other physicians in the 
treatment of similar cases. Without social service and case control, 
it was found that 98 per cent, of the medical records in eye clinics 
were so incomplete as to be worthless for scientific purposes.

The knowledge that many patients will subsequently become blind 
due to inadequate case control and lack of social service, should 
impel every hospital to include p  the organization of its social service 
department a sufficient number of workers to cover eye cases in the 
hospital and clinic. t
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How Can Social Service and A dequate F ollow-up be 

Provided ?
When the need for medical social service in eye clinics is fully 

recognized, the funds for financing additional personnel will not be 
difficult to obtain. The ophthalmologists themselves in some in
stances have not realized how valuable social service and follow-up 
are in the conservation of medical effort, the prevention of blindness, 
and the advancement of the science of Ophthalmology. There are 
institutions where the hospital authorities have been more aware of 
the necessity for this work than the ophthalmologists have been. The 
governing boards have appreciated the value of social service for the 
clinic, but the ophthalmologists have accepted it only after months of 
trial. Ophthalmologists should be made to understand what social 
service means and should demand this service.

Closer contact between the medical profession and social workers 
will bring about a better understanding of the purpose of social 
service. In her own institution the worker may find it possible to 
attend conferences of the eye staff and at times make valuable con
tributions to cases under discussion by presenting the social factors 
that bear upon the medical diagnosis. I hope that this subject may be 
presented to the Ophthalmological Section of the Academy of Medi
cine at one of its meetings so that these physicians may have an 
opportunity to discuss medical social service with representatives of 
the Medical Social Service Section of the Welfare Council.

Directors, hospital superintendents and lay committees must be 
brought to appreciate the value of this work by every possible means. 
Figures of attendance in clinics with and without social service make 
a most eloquent appeal. A comparative study was made of a clinic 
before and after a social worker was provided. Of the group of 
patients with serious conditions which might cause blindness ad
mitted before a social worker was provided, 47 per cent, were under 
care less than a week. In the group studied after the social worker was 
assigned to the clinic, only 20 per cent, were under care less than a 
week—and most of these were discharged or transferred to other care 
—a gain of 27 per cent. Only 18 per cent, of such cases in the first 
group were known to have completed treatment satisfactorily as com
pared with 80 per cent, in the latter group—a gain of 62 per cent.
Sixty-seven per cent, of the refraction cases in the first group com-
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280 Eye Clinics
pleted treatment and obtained glasses, if prescribed, as compared 
with 88 per cent, in the latter group—an increase of 21 per cent.2

In conclusion, medical social service in eye hospitals and clinics 
may be considered to include everything done from the social stand
point to assure proper care of the patient and to prevent blindness. 
The value of social service has been clearly demonstrated in cases 
which may result in blindness, since a greater number are kept under 
observation long enough to complete treatment in clinics with social 
service than in clinics without it. Although in many instances, the 
provision of adequate social service in eye hospitals and clinics is a 
financial question, in some institutions supplying the need is merely a 
question of appreciation of its value. Whether the financial problem 
is paramount or not, dissemination of information in regard to this 
subject is essential. True appreciation of this service by ophthalmolo
gists, governing boards and superintendents of hospitals will finally 
mean that a social service worker will be present in every eye clinic.

REFERENCES
1 The Importance of Social Service and Clinic Management in Ophthal- mological Clinics, by Mary K. Taylor and Conrad Berens, M.D.—New York State Journal of Medicine, December 15, 1928.
2 Ibid.



HOSPITAL SOCIAL SERVICE
ELM ER HESS, M.D., F.A.C.S.
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How any hospital in this day of modem medicine can get along 
socially or financially without an efficient Department of Social Serv
ice is beyond my comprehension, and yet, there are modern hospitals 
of two hundred beds or more without this department. The prime 
object of social service, of course, is not financial, but in the last 
analysis, the sale of a Social Service Department to a Board of Hos
pital Trustees and officials depends largely on whether or not it is or 
can be made a financial asset to the institution. This can be readily 
understood if for a moment one stops and analyzes who comprises 
these various boards. For the most part, their members are made 
up of various types of laymen, who, for one reason or another, have 
been appointed or elected to service. One man is selected perchance 
because he is a popular politician and may help the appropriation; 
another may be a wealthy retired business man who may leave a nice 
sum of money to the institution upon his demise; while still another 
is a successful business man whose whole outlook upon life is what 
can be done with a dollar. So it goes. These men then hire or select 
a superintendent to run the hospital and it behooves the man or 
woman selected to satisfy doctors, patients and The Directors.

Now a hospital should be run primarily for just one individual— 
The Patient. The doctors, nurses, officials and trustees are 
merely necessary evils in the scheme of affairs and while it is neces
sary to have these people in a modern hospital, these institutions 
would go by the boards fast if no one became ill and required treat
ment for that illness. Unfortunately, when some one is ill, physically, 
there are social and financial ills that complicate the situation and the 
latter need diagnosis and treatment as much as the appendix or gall 
bladder. It is these complications that require the calling in of the 
specialist just as much as does the complicating kidney stone or pneu
monia. Unfortunately, there are few doctors who are qualified to
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282 Hospital Social Service
diagnose and treat social and financial complications and a medical 
specialty has to be developed for this important work. This profes
sion is an integral part of medicine, yet is apart—The profession of 
Social Work.

Ninety per cent, of the professional social workers’ work is diag
nosis and treatment as outlined above and the name Social Service 
means just that, and nothing else. However, ten per cent, of the 
“social worker’s” work is a financial gain to the hospital and as a 
by-product of social service, even as gasoline is a by-product of the 
crude oil industry, has grown so important that it can easily be 
shown to be a financial asset to the hospital, second to none.

I wish to call to the attention of the men and women who run and 
finance hospitals how they can use this by-product to their advantage, 
and while admitting that it is by no manner of means the important 
thing in social service work, yet it is of such vital financial service to 
the hospital that no hospital can afford to be without its aid. Realiz
ing that dollars and cents mean much to trustees, let’s see what can 
be accomplished, purely from a selfish financial point of view.

Patients come to the hospitals usually from three sources. First, 
the physician sends them in ; second, they hear about the merits of a 
hospital and they seek it out themselves; third, they are hurt on the 
street, in the shops or at the railroad and are sent in by bystanders, 
or their employers. The emergency is taken care of immediately and 
no questions are asked, but as soon as the emergency is over a trained 
social worker with a broad, kindly viewpoint, ascertains why they 
have come to the institution, where they work, how many dependents 
they have, plus all the other information that is so necessary in the 
proper management of the case.

Perhaps the Doctor who has sent the patient in knows they are 
dead beats; knows they can pay but won’t, and to get rid of them 
refers them to the hospital. The clever social worker soon spots this 
type of patient and the hospital gets its money when the patient is 
plainly, but politely, told by the business office that they can afford to 
pay modest fees. Again, Mrs. Smith may bring Johnny to the hos
pital to have his tonsils out. She requests free service but upon in
vestigation, the social worker finds that while Mrs. Smith is not rich, 
she can afford the modest hospital charges if she will readjust things 
a bit at home. Mrs. Smith may tell about her neighbor who had all 
the children operated upon free and her husband makes more money. 
Then the social worker does a real job. She should be able to stimu-
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late family pride into the Smith family; she should be able to sell 
pride and while she is selling pride she is making money for the hos
pital and taking away just that much burden from the community, 
for, in the last analysis, we, the public, pay all the bills. When Mr. 
Jones comes to the hospital for Doctor X to operate upon him, he 
should be turned over to a social worker, who, better than any busi
ness office, can obtain from him the facts as to his financial standing. 
Usually he can pay something and no matter how small, every penny 
aids the institution to balance its budget.

If the patient comes from an employer, say a shop accident, com
pensation usually only calls for hospital service over a given period 
of time. The social worker, if she is clever can, as a rule, easily 
get the employer to carry the hospital charges beyond the time limit, 
even though he is not by law obliged so to do. Again, a source of 
hospital income. If, perhaps, the employer won’t go all the way for 
the extra time and the patient has a good position, he may be stimu
lated to take care of a modest balance himself.

Again, patients may come to the hospital, demand the best rooms 
and best care, who, upon investigation, should be free or part pay 
patients. The clever worker’s job here is to convince them that they 
do not need all the fancy trimmings for which she knows the hospital 
is sure to be stung. If she is skillful, she can sell these people the 
more reasonable service and can aid them in choosing the more reason
ably priced rooms and then, if no money is forthcoming, the differ
ence at least, has been saved for the institution. Often, prideful 
people will mortgage their souls for private rooms simply because 
they feel it is terrible to receive charity ward service. The social 
worker can and should be able to show these people the light. 
Often, their sensitiveness can be overcome if the situation is properly 
explained. As a matter of fact, patients on the wards of the aver
age hospital, receive better care than private patients and this par
ticularly holds true in the so-called open hospital. The best men in 
the community are elected to do the ward work and their work is 
most carefully scrutinized, while a private patient may have any 
physician he may choose regardless of his known professional 
ability.

Again, if a careful social history is obtained from the patient 
seeking aid at the hospital, it may be ascertained that the patient does 
not need hospitalization. For instance, take the cardiac or tuber
culosis case. After careful check-ups in the receiving ward, it may
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be found that the social worker can arrange for equally good treat
ment through the use of private or public heart clinics or sanitoria, 
and the hospital beds are thus kept free for the more specific hospital 
cases. Here again, is a decided saving in hospital beds, time, and 
money.

Industrial accidents, however, are choice cases where the social 
worker can save and make money for the institution that employs 
her. Here the patient is usually the bread winner for the family 
and when he goes to the hospital the family suffers. The worker 
should go into that family and with the help and cooperation of other 
welfare agencies, see that the family does not suffer while the bread 
winner is crippled. I have already outlined how, when compensation 
ceases due to the time limit, the employer or the employee and the 
patient can get together to carry the hospital bill. Now the most 
important work that has to be done in these accident cases is twofold. 
First, the patient should be allowed to leave the hospital as soon as it 
is safe for him to get about. Second, his convalescent life at home 
should be watched and supervised in such a tactful, helpful manner 
that he doesn’t get around too soon and do something that may, by 
either his ignorance or carelessness, or both, take him back to the 
hospital for more operations or further protracted care. If the 
accident case goes back, there is no compensation for the hospital, 
but if tactful visits by the worker prevents his return, she has saved 
the hospital a great deal of money that may be applied in some other 
necessary hospital channel. As a rule, employers are glad to help in 
such a cooperative effort on behalf of their men. For example: In 
a nearby city a man fell from a scaffold and ruptured his bladder. 
The work required was that of a specialist. He was sent to me and 
operated. I communicated with his employer who agreed, very readily, 
to care for all the expenses over the regular compensation fee, pro
vided the charges were not exorbitant. As a result of specialized 
training this man was returned to health—his hospital bill was paid 
in full, and I, likewise, was reimbursed with a fair fee. If my secre
tary had not taken the matter up with the employer, the hospital 
would have been paid for thirty days and I would have received 
about one hundred dollars for a piece of work worth at least three to 
five times that amount. Besides, the man feels very kindly toward 
the hospital, towards me and better than anything else, towards his 
employer. I went out of my way to explain what his employer had 
done for him and he was very grateful. It will be a hard thing for
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some discontented workman in that plant to arouse this particular 
man against the firm. Not only was money saved for the hospital 
but money was saved and made by that employer.

Take some of the bad fracture cases, for example. These pa
tients are gotten out of the hospital and sent home. Often the father 
of the family, feeling his obligations tries to work before he is able. 
If  he has no hospital social service directing him at home, he goes 
back to work and something happens necessitating his return to the 
hospital for a long time. He is a tax on the hospital and the com
munity. All of this may be saved in dollars and cents by proper 
supervision from the hospital. Indirectly, a great saving in dollars 
and cents, not only to the institution but to the community as a whole 
and to the family, is made.

I could cite many cases where the earning power of men has been 
delayed for months because of this lack of follow-up work after the 
patient leaves the hospital. Foolish and ignorant, you say. Yes, but 
the fact remains and the economic status of the family is often so 
lowered that the community must keep the family if the patient, re
gardless of both foolishness and ignorance, is further incapacitated.

A few years ago an attempt was made by the author to demon
strate how social service paid in dollars and cents. The experiment 
proved successful and yet real social service in two large hospitals 
where I work is not known or at least is not utilized to its greatest 
advantages. Being the medical director of a large Boys’ Club I con
vinced my fellow directors of the monetary saving to the community 
of a social worker. They employed one. Today the records show 
that she is rehabilitating families by stimulating their pride, adjust
ing their incomes to their expenditures, and at the same time getting 
sufficient money by these means to care for dental, medical and 
hospital service far in excess of our dreams. I have had her keep 
an accurate account of all money paid out to hospitals and medical 
men as a result of her efforts. To date, much more money has been 
saved to the community and the hospitals than the salary paid her, 
to say nothing of the indirect saving of money to the community as a 
result of her teaching and help. This woman has the right idea and 
the proper viewpoint. She stimulates family pride, without which all 
social work is a rank failure.

In the last analysis, no patient is a charity patient. All patients 
are paid for. If the patient cannot pay his own way, the public 
must. Then there really is no charity. Whether a hospital is sup



286 Hospital Social Service
ported by state, city, or private funds, the bill is paid for every one, 
only most of the laity do not appreciate this fact. We all pay, not 
only for ourselves, but for the other fellow. How important it then 
becomes for us to know that the fellow who is getting help is entitled 
to it. How much more important that the fellow who is entitled to 
it can get it and in abundance. How important is this ten per cent, 
of the social worker’s job—ninety per cent, rehabilitation—ten per 
cent, finance. The ten per cent, of her work is vital to the com
munity—vital to the family, but paramount to the institution that 
restores them to health so it can grow, expand and serve not so much 
as the builder-up of broken bodies but as the civic centre where 
health is dispensed and preventative medical service can be obtained 
for all of the people, by all of the people through Real Social Service.



THE TREATMENT OF DIABETES MELLITUS—A 
STUDY OF THE HOME AND SCHOOL 

RELATIONSHIPS*
MARY A. CLAPP, M.S. and RACHEL L. HARDW ICK, M.D.

During the past decade the outlook for children with diabetes has 
changed from one of pessimism to one of optimism. Insulin and a 
wider knowledge of diet and hygiene have lessened the handicaps and 
have given the children the chance to grow in essentially the normal 
manner. Although diabetes is a chronic disease, the average total 
period of hospitalization required for the establishment of the proper 
diet and insulin dosage is now a matter of a very few weeks, in con
trast to the months required in pre-insulin days. Thus the problems 
of treatment which they present are far different from those offered 
by children suffering from such other chronic diseases as tuberculosis 
or heart disease, which entail long periods of invalidism or semi
invalidism. Diabetic children under proper treatment are normally 
active, happy, growing children. However, at the same time they 
must be instilled with the courage and stamina to accustom them
selves to the rigidly controlled regime which will make possible an 
efficient adult life. Hand in hand with improved medical care must 
go intelligent and sympathetic social and psychological treatment.

Conscious that a new challenge had presented itself, those in 
charge of the diabetic clinic of the Children’s Hospital in Boston, 
undertook an investigation in the winter of 1928-1929,** for the pur
pose of studying the supervision of the home and school life desirable 
for diabetic children. Dr. Eliot P. Joslin, Dr. Reginald Fitz, and 
physicians connected with the Massachusetts General and the Peter 
Bent Brigham Hospitalsf cooperated generously, with the result that 
the records of sixty-four children have been available. Visits were
* From the Department of Pediatrics, Children’s Hospital of Boston.** Copies of this study are on file at the Children’s Hospital, Longwood Avenue, Boston, and will be loaned upon request, t  The Boston City Hospital and the Boston Dispensary had no children of school age under their care at the time.
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288 Treatment of Diabetes Mellitus
made both to the homes of the children and to their schools, in the 
attempt to discover whether as a group they showed any deviations 
from the normal in school or at home, or whether they manifested any 
special aptitudes or peculiarities. The group showed great diversities 
of ages, economic levels and types of schools attended. Their scholar
ships showed great variation, some children being above and some 
below, the average. The percentage of retardation was not markedly 
greater than that of normal children. They showed no special apti
tudes, either in school or at home, nor were they a difficult group to 
handle. On the whole they seemed to represent a typical cross section 
of American childhood;

The first stumbling block in the path of successful treatment was 
experienced by those diabetic children who were attending the long 
single session of high school, and who found difficulty in obtaining 
proper noonday meals. So long as they went to two session schools 
and could come home at noon for a hot meal, they seemed to have 
little or no trouble. The long session meant that they must either 
eat in the school lunch room, take a luncheon from home, or go 
without food, unless the admirable special arrangement, made in four 
cases, of permitting the child to go home in mid-session, could be 
made. Seldom did school lunch rooms, excellent as they usually are, 
provide food suitable for the diabetic routine. Although the majority 
followed the practice of bringing their luncheons from home, this 
was not always satisfactory because some were apt to tire of the food 
which, if not skilfully prepared, became monotonous, while others 
experienced mental suffering because their lunches were different 
from those of the other children. Three waited until they got home 
in mid-afternoon for their luncheon, and two ate none at all. Thus 
the long session is a real handicap to proper routine.

Ignorance of the principles of treatment on the part of teachers, 
was the second stumbling block. Their knowledge of medical routine 
and their understanding of the proper psychological treatment for 
these children were exceedingly limited. Only one quarter of the 
teachers seemed to have any but the most superficial knowledge of the 
disease, and of these only five, two of whom were diabetics them
selves, were really well informed. Many of them had no conception of 
the disease other than that which they gleaned from the anxious 
mothers who huried in on the first days of school to give directions 
about the children. Naturally there was scant time for rational expla
nations of the various why’s and wherefore’s, even were the mothers



able to give them. One teacher’s description of such an incident will il
lustrate. The mother of a first grade pupil rushed into her room on the 
first day of school, to caution her that if anything untoward happened 
to the child, he was to be given some medicine out of the box which 
she left. The teacher had absolutely no idea of what form the trouble 
would take, but visualized, in her apprehension, some violent kind of 
fit. For the visitor she produced the “medicine” hoping for an ex
planation of its mystic power. Nestled in a box labelled “Insulin” 
were six lumps of table sugar! Another teacher remarked that a 
certain child should be accorded every leniency because “she was not 
long for this world.” The fact was often stated by school authorities 
that they did not know whether diabetic children should be held up 
to normal standards of behaviour or whether they should be made 
objects of special and more lenient treatment. It was clear from 
talking with teachers that they, who, because of their special knowl
edge and skill in child guidance, could be the physicians’ greatest 
allies, were almost negligible factors in the treatment of the diabetic 
children.

Perhaps the greatest and certainly the most vital difficulty in the 
treatment of diabetes, was the lack of intelligent care at home. In 
almost one-half of the families visited some sort of problem existed 
which interfered with successful treatment. Some of these were 
comparatively simple; others, however, were complicated and difficult 
to solve. Often these difficulties were found in homes where least 
expected. Certainly it was clear that they bore small relationship to 
economic pressure. The following two cases illustrate quite graphically 
the snags which result from ignorance and carelessness in carrying 
out treatment.

Case I
A boy was adjudged by the doctors to be a mild diabetic. In spite 

of his favorable physical condition, his attendance at school was so 
irregular that he was repeating his grade because of his general poor 
standing. A visit to the home revealed that he lived in a crowded 
tenement in a mediocre neighborhood. He was one of six, there being 
one older sister, and four younger children, all under seven years of 
age. The mother was a middle-aged woman, whose inability to create 
a comfortable and tidy home was apparent on every hand. The 
family had been the object of the attention of several social agencies, 
not because of actual financial stress, for the father earned fairly

M. A. Clapp and R. L. Hardwick 289
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adequate pay; but because the mother’s poor management failed to 
provide proper food and care for the children. In addition, the 
family had a mania for installment buying. All sorts of incongruous 
luxuries stood out among the somewhat dismal entourage of the 
home. One agency tried to help by supplementing the income. This, 
however, led only to increased installment buying, and was accord
ingly withdrawn. Next, the nutrition worker was sent in to plan 
with the mother. In the face of a general unemployment situation in 
the district, this was stopped, when it was found to be impossible to 
make any satisfactory progress. On the whole it seemed to be a 
home which could not be lifted to a higher plane of living. Is it 
strange then, that this boy, living in a home where proper food, quiet 
and encouragement were unknown, could not keep up in school or 
stick to his routine treatment? The plan which might have proved a 
solution—namely of placing him in a foster home, where he could 
get the proper kind of food and establish better habits of living,—had 
not been tried.

Case II
Another child lived in a far different kind of home—one which 

was considerably more comfortable and in a much better neighbor
hood. This child also was rated as a mild diabetic with every chance 
for successful progress. A t school, however, it was found that he had 
an intelligence quotient far below normal, and that his poor mental 
equipment and very bad attendance were making his school work 
count for nothing. His mother, a former school teacher, was thor
oughly unintelligent in her attitude toward the various problems 
which the child presented. In the first place, because he did not like 
to go to school, she often did not urge him to do so. She had made 
no effort to face the fact that he did not possess the kind of mentality 
to succeed in regular academic work. Then, too, being skeptical of 
the personal hygiene of the “foreigners” she kept him out of school 
a great deal in the attempt to protect him against colds and other 
contagious diseases. Although he was a big boy—almost sixteen— 
she had done nothing to make him responsible in any way for the 
diabetic treatment. She made all of the tests herself, telling him that 
they were satisfactory, when it reality they were far from being so. 
One day, when the results were decidedly unfavorable, she was forced 
to admit to him that large quantities of sugar were apparent. Much 
to her surprise the boy remarked that he had wondered that she had
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not found this before for acting upon her optimistic reports, he had 
been stealing candy for some time. The handicaps in this case were 
obvious; but the placement of the boy in a school more suited to his 
limited mental capabilities, and a more strenuous attempt to get intel
ligent cooperation from his mother, might have resulted in a more 
successful treatment of the case.

$
C a se  I I I

That it is possible to find suitable homes for these children, diffi
cult as the task may sometimes be, was illustrated by the case of a 
little girl of six, who was one of such a large family that her mother 
found it difficult to give her adequate care. A neighbor living nearby, 
who had no children, took the child to board. Here she was given 
such excellent care that she made splendid progress. At the time 
when the visit was made the child was not in school for the town had 
a central school building in the village which was several miles from 
this home. She had not been able to stand the long rides in the 
school bus, or the cold luncheon. For her the situation was aggra
vated by the fact that large quantities of candy were sold in the 
school lunch room. Fortunately the foster mother had been a school 
teacher, and was able by instruction at home, to keep the child up 
with others of her age. For the rest, she led a happy, healthy out
door life. Although such a home is perhaps exceptional, it should be 
possible for a person skilled in home finding, to place diabetic children 
in suitable foster homes.

These glimpses of weaknesses in environment which may sur
round these children, and of the possibility for improving them, 
emphasize the need for a plan of treatment in which the distinctly 
medical care will be supplemented by careful study of environment 
and by a teaching service for parents and school teachers. Each one of 
these groups—namely the parents and the teachers—could make a dis
tinct contribution toward the care of the children. For the most part, 
however, they appeared to be afraid to take any initiative. They 
seemed to welcome guidance from the medical profession, which 
after all is logically in the position of leadership, by reason of the 
facts that it possesses the greatest knowledge of treatment, and that 
it has the entree into both home and school. Physicians are already 
attempting to educate parents by the distribution of manuals and
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articles on diabetes.* This method of instruction is admirable for 
the intelligent parents whose education has trained them to use in
formation presented in this way. On the other hand, home and 
school visits disclosed that some parents needed a simpler form of 
instruction, for with them, the very length of the manual created a 
difficulty at the outset. A short guide leaflet would be of inestimable 
help both to them and to the school teachers of these children. There
fore, in order to bridge more completely the gap which exists so 
often at the present time, between the hospital on the one hand, and 
the home and school on the other, two steps might be taken: the 
medical profession might well prepare a simple informatory leaflet 
for distribution to parents and teachers; and provide a worker to 
serve as liason officer between the groups.

The leaflet should outline the nature of the disease, the principles 
of treatment, the emergency steps necessary in cases of coma and 
insulin reaction. In  addition, it should stress the point that diabetic 
children may lead quiet, normal lives and should not be singled out 
as objects of special dispensation except upon advice of physicians. 
These folders should be in the hands of every parent. More espe
cially should they be upon the desk of every room teacher who has 
under her supervision a diabetic child, as first aid for emergency, and 
as a guide to every day school relationships.**

An important and difficult task remains for the worker who must 
analyze the problems of individual cases. Who this worker should 
be—whether social worker, nurse or dietitian—or how much time she 
should devote to the job, must be determined by the organization of 
the hospital staff.

A worker, whose skill lies in one particular field, may fail to get 
the full significance of a complicated social problem, as the following 
case may show. A boy of sixteen had not been to school for a year, 
although during the first part of his absence he had been subject to 
compulsory school attendance. He had not liked the school which he 
had attended the previous year for a few weeks, complaining that he 
had had to climb too many stairs to go from one room to another.

* In Dr. Joslin’s clinic there is a definite plan made for the education of parents and children. Each child is presented with a g ift copy of Dr. Joslin’s “Manual of Diabetes.” Early in the course of his treatments class room instruction, demonstrations and assignments from this book form a part of the educational program. Subsequent to this intensive instruction, the parents are sent reprints of articles on diabetes.** Such a folder is in the process of preparation by the Children’s Hospital of Boston.
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Some physicians, not connected with the hospital where he was 
having diabetic treatment, had written an excuse which had been 
honored by the school. When the visit was made, he was lounging 
around the house. He said that he would like to enter the electrical 
trade but felt he lacked sufficient technical skill to get the kind of a 
job he wanted. :He had not been to the hospital for some months. 
This was reported to the hospital and a dietitian went to the home. 
She went over the regime of the meals with his mother, and made a 
careful record of her recommendations as to his food and her com
ments on the mother’s ability to prepare them. She failed to have 
him return to the hospital for the physical check-up which he needed 
to establish his fitness either to work or to enter some sort of a school 
where he could get the vocational instruction which he needed and 
apparently desired. The worker who deals successfully with a case 
like this must realize that there are other influences quite as poignant 
in the life of a diabetic child as the food that he eats.

The all-important qualification for the worker whom the hospital 
sends out to these families, is the ability to do good case work. It 
must be the responsibility of medical and social workers to show 
physicians that case work means far more than the mere giving of 
material relief, and that its basis in meeting physical and social needs 
rests upon a real understanding of the individual. Doctors must 
appreciate that it is the product of certain skills, without any of 
which the others lose their true value. In order to be of real help 
to the doctor, the case worker must be skilled in the art of inter
viewing and observation. She must know how to talk, but better 
still, how to question and how to listen. She must learn to keep her 
senses alert to what is going on about her. Out of the mass of ma
terial which she acquires by the interviews and by her observation 
she must learn to analyze the various factors; to sift out the unim
portant ones, and to evaluate those which remain. She must possess 
the skill to formulate a plan, once the situation has been analyzed. 
She must be able to bring about the desired results. Naturally she 
cannot achieve this end unless she has a knowledge of social re
sources—a knowledge of the social agencies which stand ready to 
help overcome certain difficulties. The calling upon these outside 
organizations presupposes an ability to organize into a harmonious 
whole, the family on the one hand, the assisting agency on the 
other. The whole process involves as a final step, the skill of teaching 
and interpretation in order that the benefits gained from the indi
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vidual experience may help in future dealings with life difficulties 
or may be so interpretated that they can be of value in the prevention 
of their occurrence.

Without a worker to interpret the instructions of the physician 
to the family, it is amazing to see how distorted they may become 
and how the effect upon the child may defeat the ends of treatment, 
as the following instance indicates:

A little girl of seven had diabetes rated as moderately severe. 
Medically she offered an interesting problem because of the great 
difficulty experienced in striking the balance between diet and in
sulin. Once she had been called upon to do a Benedict test before a 
group of pediatricians. She was the adored and only child of young 
parents in a fairly comfortable home. Her room was the center 
of their small universe, and was filled with everything that a 
child could desire. Her mother, whose own health had not been 
good for years, was so devoted to the care of the child, that she had 
little time or energy left to look after herself. The child’s school, 
although but two blocks away from the home, was situated on the 
other side of a motor highway. Accordingly the mother would not let 
the child go alone, even though the crossing was guarded by a po
liceman, for fear that she might have an insulin reaction while on the 
way. Accordingly five times daily she made the trip to and from the 
school, the extra trip being to take over the mid-morning luncheon. 
The interview for this study was interrupted while she hurried over 
at noon to bring the child home for luncheon. While the mother pre
pared the meal, the child entertained the visitor. She was a whole
some, pretty little girl, but thoroughly impressed with her own im
portance and interest. She showed her merit cards from school, 
which, she unblushingly stated, were given for extreme cleanliness, 
and for all sorts of scholastic achievements. She admitted that she 
found school extremely easy, and even a little dull, because of her 
superior abilities in all lines. H er mother, entering at that moment, 
corroborated her statements. Several times, she interpolated her 
conversation with the remark, “You know, Betty is one of the most 
interesting little patients at the hospital.” When the teacher was seen 
a special point was made to get her evaluation of the mental attributes 
of his paragon. In her opinion the child was a nice little girl, thor
oughly spoiled at home, and a scholar of only average ability who 
was having an easy time in her second year in a class in which the 
children were for the most part two years younger than she.
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It is natural for parents to be solicitous over any child who de

velops diabetes, and doubly so, when that child happens to be the 
only one they have. Under certain conditions, however, a perfectly 
delightful child may become an utterly unbearable member of society. 
In a case like this the parents are not wholly at fault. The hospital 
has unconsciously aggravated the situation. The single appearance of 
the child before the medical group to do a simple test had magnified 
itself in the mind of this mother until it has assumed an importance 
all out of proportion to its real value. The child occupied accordingly 
more than ever the center of the stage. If it seemed best for the 
child, even if only once, to take part in such a demonstration, the 
hospital should have been careful to minimize the importance to the 
family. Otherwise an entirely false set of values and perspectives 
may be built up.

In considering the duties of this social case worker, it seems clear 
that the visits which she must make will fall into three distinct 
groupings, the first two of which will be of a routine nature.

I. Visits to the homes of all diabetic children as soon after they 
come to the hospital, as practicable. It has been shown already that 
about one-half of the cases present difficulties. Although in the great 
majority of cases there seem to be few obstacles in the path of suc
cessful treatment, it is yet essential to determine these at the very out
set in order to give all children the best chances for success. I t is 
impossible to discover real points of strength and of weakness from 
hearsay or without seeing at first hand the physical surroundings in 
which the child lives.

II. Visits to the teachers of all diabetic children as early in the 
school year as practicable. These visits will serve a two-fold purpose 
—namely to acquaint the teachers with diabetic routine, and to work 
out the ways in which the school can cooperate in the treatment. In 
these visits arrangements might be made about the lunch hours of the 
children who are attending school with the long sessions. It should 
be called to the attention of the teachers that this is probably the only 
concession which should be made to these diabetic children.

III. Visits to difficult or doubtful cases which require combined 
oversight. Cases of this kind will probably not rank high numerically 
in the total case load of the worker. Less than one-half of the cases 
in which a social problem probably existed would have to be rated as 
complicated. However, because they are few in number there would 
be the opportunity for that quality of service which they demand.



Poverty can be immediately aided by money. Other problems take 
longer to help. To clarify the thinking of the mother who failed to 
be honest in facing the facts with her boy, may be a matter of months 
and even of years. To straighten the distorted perspectives of the 
spoiled child and the mother, is a matter requiring skilful guidance 
of parents and teachers, and never ending patience. To place the 
boy in the proper kind of foster home means an intelligent working 
relationship with the agency which can give the special kind of serv
ice necessary. To get the boy out of school back into work involves 
a knowledge of the paths into which he may be steered. These long 
time cases depend upon the upbuilding of friendly relations and the 
winning of confidences. All will not succeed; but none should be 
chalked up as a failure until every intelligent and well informed 
effort has been tried.

Summary:
It is clear that diabetes is a chronic disease which depends in part 

on other than medical factors for successful treatment. A good envir
onment and courageous habits of mind are essential to a happy out
come. In order to obtain a clearer picture of the surroundings of the 
individual child, the hospital must send out a worker to observe them 
at first hand, and to deal with the case from the point where the physi
cian’s clinic contact ceases. Since the task of this worker will be one 
of analysis and social treatment, it is essential that she have sound 
grounding in the technique of case work. Thus the attack becomes 
well rounded by bringing to bear the resources not only of medical 
but of social treatment. A partnership of this sort will go far toward 
meeting the needs of the growing diabetic child.

296 Treatment of Diabetes Mellitus

i



STATE POLICY OF COOPERATING IN THE DEVEL
OPMENT OF PSYCHIATRIC FACILITIES IN 

LOCAL GENERAL HOSPITALS
W ILLIAM  J. ELLIS, LL.D.

Commissioner, State of New Jersey, Department Institutions 
and Agencies, Trenton, N . J.

With the growing recognition of the importance of early diagnosis 
and treatment of mental ailments, the modern general hospital is 
today being asked to give the nervous and mental patient the same 
chance to get well that is afforded the physically ill; to provide 
psychiatric facilities which will assure the sufferer from nervous and 
mental disorders the same thorough examination and understanding 
treatment which are obtainable by patients sick with bodily ailments.

The State Department of Institutions and Agencies believing that 
the general hospitals in New Jersey are the first line of defense in 
the community’s war on mental disease is urging them to establish 
psychiatric facilities for the use of persons suffering from milder 
nervous and mental ailments.

In the local general hospitals are already available the many facili
ties required for the diagnosis and treatment of physical ailments, 
which facilities are also generally needed in the diagnosis and treat
ment of mental disorders. The existing out-patient department, with 
little modification in its organization, will be able to care for persons 
suffering from nervous and mental disorders as clinic patients. 
Whenever needed specialized psychiatric, medical and nursing serv
ices are available to the general hospital from the various state and 
county mental hospitals in New Jersey and neighboring states.

The psychiatric department of the general hospital would belong 
to the internal medicine group and maintain close relationship with 
the other departments of the hospital and with the state or county 
mental hospitals nearest to the community in which the general hos
pital is located. The direction of the psychiatric department might
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be in the hands of a consultant psychiatrist from the nearest state or 
county mental hospital. Internes would be assigned to service in the 
psychiatric department in rotation as they are now assigned to other 
services. There would have to be psychiatrically-trained male and 
female supervisory nurses, and general nurses would receive training 
in rotation as they now receive training in other hospital departments.

In a recent publication of the New Jersey State Department of 
Institutions and Agencies (“The Care and Treatment of Nervous 
and Mental Patients in General Hospitals,” by Emil Frankel, Director 
of Research, and Thomas B. Kidner, Hospital Consultant) are out
lined in detail the practical requirements needed for the establishment 
of psychiatric departments in general hospitals. Summarizing this 
outline it may be said that the psychiatric department of the general 
hospital would have two divisions: A. The Mental Hygiene and
Psychiatric Clinic conducted as an integral part of a general clinic. 
This would be desirable for three reasons: “First, because many pa
tients feel more comfortable in attending a medical institution than 
in going to a special hospital or clinic for mental troubles; second, 
because the psychiatrist can do this work more conveniently and 
more effectively when he has broad resources of medical diagnosis 
and treatment at hand; and third, because the presence of the psychia
tric clinic tends to influence the physicians in other departments to 
consider the mental elements that complicate many physical dis
orders.”

B. The Psychiatric Ward or Sections for the care of nervous and 
mental cases as in-patients, providing the usual hospital facilities to 
which would be added special facilities for hydrotherapy, occupa
tional therapy, and other features required for the successful treat
ment of nervous and mental disorders.

The introduction of a psychiatric department in the general hos
pital would therefore involve but few modifications in the internal 
organization of the hospital and only slight changes in the structural 
arrangement of the part of the hospital which is to be set aside for 
nervous and mental patients.

It is advantageous for the mental hygiene movement that general 
hospitals are becoming more ready to accept responsibility for their 
parts in the early treatment of sufferers from nervous and mental 
ailments and in the general mental hygiene program of the com
munity. While psychiatric departments in general hospitals have 
been slow in developing, it has become evident, where they have been
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established, that they are performing a very important function in 
the care of mental patients.

Mental Hygiene Clinics established in conjunction with the state 
mental hospitals at Greystone Park and at Trenton, and in coopera
tion with the medical staffs and hospital authorities, are already suc
cessfully functioning in the following general hospitals in New Jer
sey : Atlantic City Hospital, Atlantic City; Cooper Hospital, Camden; 
Englewood Hospital, Englewood; Elizabeth General Hospital, Eliza
beth; Hackensack General Hospital, Hackensack; Jersey City General 
Hospital, Jersey City; Mercer Hospital, Trenton; Memorial Hospital, 
Morristown; Middlesex General Hospital, New Brunswick; Beth 
Israel Hospital, Newark; Muhlenberg Hospital, Plainfield; Passaic 
General Hospital, Passaic; St. Joseph’s Hospital, Paterson; Somerset 
Hospital, Somerville.

Two general hospitals in New Jersey are providing local psychia
tric in-patient services—the Newark City Hospital and the Jersey City 
Hospital. The Jersey City Hospital is contemplating the erection of 
a new psychiatric pavilion which will embody the latest ideas in con
struction and equipment and will demonstrate the value of a psychia
tric department as a diagnostic as well as a curative center.

The psychiatric facilities of the general hospitals would be of the 
greatest service to those people afflicted with mild mental and nervous 
disorders, which might, however, develop into serious abnormalities 
if disregarded. It would include that growing number of persons 
whom we designate as “nervous,” exhibiting vague mental symptoms 
or anomaly of conduct and of feeling or some specific problem of 
behavior in children, persons whose “nervousness” is often not 
severe enough to be regarded as illness yet whose condition renders it 
difficult for them to carry out life’s normal activities and meet life’s 
responsibilities.

Under skilled treatment, in the psychiatric section of the general 
hospital, many cases would make a good recovery and be restored to 
their families and friends without suffering the stigma of having been 
“committed” to a mental hospital. The realization by the community, 
that through the psychiatric department of the local general hospital 
adequate facilities for psychiatric treatment are available, means that 
the early treatment and care of mental disorders will be encouraged 
and an effective step taken in the prevention of the more serious 
forms of mental disease.

When it becomes known that patients with early nervous symp



toms may, to a considerable extent, be treated in general hospitals 
having psychiatric facilities in practically the same way as other hos
pital patients, nervous and mental patients will undoubtedly be quite 
willing to go to a general hospital for study and treatment at a stage 
when considerable help can be promised; although they are often 
unwilling to enter voluntarily a mental hospital, even for temporary 
treatment.

It is believed by many persons who are familiar with hospital 
management, and with the functions of a general hospital as a curative 
institution and also as a teaching center for medicine and surgery, 
that definite advantages would accrue to the general hospital from the 
provision of facilities for psychiatry. An effective psychiatric service 
would permit of frequent consultation, case by case, and would be 
a potent influence in gaining the active participation of other physi
cians in the study of nervous and mental disorders. The psychiatrist 
would “be consulted not only in those obvious mental cases that are 
referred to him, but also where behavior of peculiar types or unex
pected attitudes interfere with medical treatment or prolong the ill
ness; cases where the physical trouble is complicated by symptoms 
of functional nervous or mental disorders; and cases in which no 
organic basis is found for the physical symptoms.”

The advantages of having a psychiatric service in the general 
hospital may be summarized as follows:

1. By giving recognition to the mental aspects of disease, the 
hospital would round out the services it offers to the community in 
combating disease and preserving health, and thereby would take 
an important place in the community’s activities for the prevention 
and treatment of mental disorders.

2. The community would be saved the considerable expense that 
would be involved in the establishment and maintenance of a psychia
tric clinic as a separate entity, since the hospital already would have 
the medical staff and the diagnostic and treatment facilities needed 
for the modern care of mental patients, both as out-patients and as 
in-patients.

3. The competent psychiatrists on the staff would be available for 
consultation and advice in connection with psychiatric problems aris
ing in the local community, and also for the mental problems pre
sented by the hospital patients not in the hospital primarily for 
mental ailments.

300 Development of Psychiatric Facilities
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4. By having psychiatric service in the general hospital, oppor

tunities to study mental disorders would be given the medical student 
and nurse; which knowledge has become essential to the training of 
the well-rounded physician and nurse.

5. The hospital having a social service department could easily 
extend its services to psychiatric patients and help effect their social 
and economic adjustment in the community after discharge.

In all its activities designed to bring psychiatric services to the 
local community, the Department of Institutions and Agencies is 
working in the closest cooperation with the medical profession and 
the local practitioners and it has the active support of the local social 
work agencies and health and school authorities.

The general hospitals in New Jersey have given splendid coopera
tion to the Department of Institutions and Agencies in its efforts to 
provide local psychiatric facilities. The general hospital realizes 
that by providing psychiatric facilities it will be further extending its 
benefits to the people of the local community. The local physician 
would be afforded diagnostic and treatment facilities for the growing 
number of nervous and mental patients needing specialized care. By 
having a psychiatric department the general hospital would extend 
the services of psychiatry to the local community, would help in 
educating the public to look upon mental illness in the same way 
that it regards physical disease, and make real an effective program 
of prevention.



THE HOSPITAL OF THE FUTURE*
LEE K. FRANKEL, PH.D.

Second Vice-President, Metropolitan L ife  Insurance Company 
New York, N . Y.

May I discuss with you some of the larger problems that I see 
with respect to the future of the hospital or the hospital of the fu
ture—call it what you may. I am approaching the subject with diffi
dence. Necessarily I have the layman’s viewpoint. Nevertheless, I 
should like to put certain matters to you as queries, for which I ad
mit at the outset I have no ready-made answers.

We are living in a wondrous time—the age of preventive medi
cine. We know things that had not been discovered fifty or seventy- 
five years ago. In fact, we have learned more in the last fifty years 
than men had learned in the previous five thousand. Thanks to the 
work of Koch, Pasteur, and their successors, we know the causes 
of many diseases and that certain diseases can be prevented and eradi
cated. We think of medical care in terms of modern thought—not in 
terms of fifty years ago. The hospital is a changing institution. Its 
surroundings are changing. In the early days the hospital was not a 
hospital as we know it. It was an inn—a hospice, a place where in
dividuals were received and entertained. Medical care was secondary, 
and was mainly charitable.

I think it may be accepted as a fact that in the past the hospital 
has been largely an isolated, independent unit. It has given service 
to all whom it could accommodate, irrespective of residence. Its 
activities have been carried on largely without reference to similar 
institutions. So far as I can determine, the problem of hospitiliza- 
tion has not been considered from the community angle. Has the 
time come for us to think in terms of the community instead of the 
individual institution ? Changes are taking place. Those of you who
* Address before the annual meeting of the Hospital for Joint Diseases, NewYork, April 1930.
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have watched have seen that, following the example of business and 
industry, there has been a tendency toward consolidation or merger 
of hospitals. Certain hospitals have gone uptown. New hospitals are 
being built over on the East Side. It is impossible, with our present 
information, to determine what the effect of these changes will be. 
May the day possibly come1—unless there is intelligent planning— 
when certain sections of our city will be over-hospitalized, and others 
under-hospitalized ?

We have accepted the principle of centralized hospital planning 
in our municipal hospitals, through the creation of the Department 
of Hospitals. This Department came into existence in part through 
the efforts of the State Board of Social Welfare, which for many 
years had advocated it. The fundamental thought in view is cen
tralized planning from the city-wide standpoint. It is hoped that the 
erection of new public hospitals and the continuation or enlargement 
of existing ones will follow careful surveys of population distribu
tion and transportation facilities.

I am thinking out loud. I speak as a layman, and with great 
timidity in the midst of this group of professionals. And yet, possibly 
I see the thing from a different angle from which they view it. I am 
wondering whether the time has not come when we shall have to think 
in this city and in other cities as well, of a better coordination of ac
tivities of incorporated hospitals, of which you are one. By incor
porated hospital I mean an institution which is not for profit or gain. 
Under the laws of the State of New York a private hospital for profit
making purposes may not be incorporated; it can only obtain a license 
to do its work. An incorporated institution is a public institution in 
the sense that it caters to the public. That is what you are. Incor
porated hospitals are relieved of taxation. A large number are non
sectarian. Has the time come when the incorporated institutions, fol
lowing the precedent set by the City of New York, shall think in 
terms of the community, and organize a council or federation of hos
pitals, composed of representatives of the individual institutions? 
Has the time come for such a council to study the situation carefully 
to see whether a better coordination of the work that is being done 
in the city can be effected? We already have in New York a United 
Hospital Fund. This is primarily a money raising organization. Could 
its activities be extended to undertake centralized planning and co
ordination? If a council or federation were formed, could it co-



304 Hospital of the Future
operate with the newly created Department of Hospitals, so that over
lapping and duplication might be avoided.

W ith this thought of centralized planning, another question arises, 
which I approach with even more timidity. That is the question 
whether the time has come to consider limiting the activities of in
corporated hospitals to definite zones or areas. Is it preferable to 
continue the present policy of hospitals receiving their patients from 
any section of the city, and even from outside of the city, or to divide 
the city geographically, so that each hospital shall be the center for 
the care required within a limited area? That the present practice 
leads to certain types of abuses is unquestioned. One needs only to 
study the records of the out-patient services of hospitals to realize to 
what extent there have been overlapping and duplication. It has not 
been uncommon for a patient to go for treatment from one out
patient clinic to another. Under centralized planning this problem 
would be carefully studied. Just think what a magnificent piece of 
work these “gray sisters” of yours might do if your patients came 
only from the immediate neighborhood, so that you could get to know 
them more intimately.

I think of this particularly in connection with my conception of 
the hospital of the future as more than a curative institution. I think 
of it as a teaching institution. It is going to be the great teacher of 
health. In view of the report made tonight of the splendid research 
work done here and of similar work to be undertaken in the future, 
the hospital is bound to become the educator of the community in 
the field of public health and preventive medicine. Possibly the day 
may come when we shall deliberately limit its scope geographically, 
so that each institution can do finer and better work in intensive 
health education.

Any consideration of the hospital of the future will necessarily 
involve the fundamental problem of cost. This is today a much ag
itated question. I was very much interested in your statistics. They 
are comparable with those of other hospitals. They show that hospital 
costs are rising. The report of the American Hospital Association, 
covering 676 general hospitals, and the reports of the State Board of 
Social Welfare of hospitals in New York State show approximately 
what you are showing Here—an average stay in the hospital of about 
twelve days at an average cost of $5.50 per day. The average stay 
here is somewhat longer, for the definite reason that you are caring 
for orthopedic patients, who are here for longer periods. If you as
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sume an average stay of twelve days and an average cost of $5.50 a 
day, the average cost per person is between $60 and $65. Yet there 
is complaint everywhere about the excessive costs of hospital care.

The medical profession at the present moment is in a condition 
of disquietude. Journals and newspapers are filled with articles com
menting on the supposedly high cost of medical care. The layman 
feels he is overcharged. The physician, in protest, contends that 
he, if anyone, is the sufferer. I am convinced that the costs will 
continue to rise, that they are not excessive, but moderate as com
pared with other necessities and utilities. When you think of what 
a hospital furnishes, an average cost per day of $5.50 is not tre
mendous. The cost will continue to grow because certain items are not 
included in present day costs, and the primary one is the service of the 
physician. Will the hospital of the future reverse this attitude and 
consider payment of the physician as a legitimate charge to the hos
pital cost?
' I am treading on delicate ground, but we must give thought to 
this matter. Your physician is not paid. He is not paid in practically 
any of the hospitals. He is the one man who is expected to give his 
service free. I know exactly what will be said—that the hospital 
is of greater value to the physician than the physician is to the hos
pital. He needs the hospital to get his training and experience. It 
may be contended on the other hand that the day of the apprentice 
is gone by, and that this theory might be applied equally well to all 
professions. Today we do not expect the architect, or the social 
worker, or the teacher, or the lawyer, or other professional men and 
women to furnish their services gratuitously. You do not ask the 
landlord to give rent free, nor the grocer to give free food. The only 
ones asked to do this today are the doctor and the dentist.

There is much to be said on both sides of this question. I am not 
here to discuss it or to argue it. We must, however, face one result 
of this idea which has come down through the ages—that a hospital 
is a charitable institution in which the physician is expected to give 
his service gratuitously, not merely as a beginner, but even later 
when he has experience and training. What we are doing is to make 
the doctor a gambler. Even the man on the street must realize that. 
The physician goes into his profession after years of training. He 
gives years either in the out-patient service or in other hospital serv
ice without pay. He gambles his way in the hope that eventually he 
will acquire a practice which will furnish him with an adequate in
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come. Unfortunately the facts are against him. Statistics indicate 
that the average physician today does not make an adequate living. 
It is questionable whether the net annual income of the average 
physician exceeds $5000. There are probably hundreds who earn 
less than this amount.

If we are to approach the problem of the hospital from the larger 
standpoint of preventive medicine, we must do this on the supposition 
that the men who are to enter the medical profession in the future 
shall have a future to look forward to. They must be assured a decent 
living. Whether this can be assured under the present organization 
of medical practice is a question. The refinements of diagnosis and 
the equipment needed for diagnosis and treatment are becoming so 
extensive that it is increasingly difficult for the individual practitioner 
to meet their costs. The problem is too large for discussion tonight. 
We need an unprejudiced, unbiased appraisal of a situation which 
apparently is not satisfactory to any of the interested parties. Whether 
future medical practice in and out of the hospital can be continued on 
the present basis, whether there shall be business organizations of 
physicians to give medical care on collective basis, such as has been 
suggested by Doctor Harris, the President of the American Medical 
Association, and whether this may involve the employment of many 
physicians on salaries, are matters for the future. I think that if the 
opinions of physicians themselves could be obtained, many would be 
prepared to give up the present individualistic practice of medicine, 
if they could be assured salaries which would enable them to main
tain a standard of living commensurate with the dignity of their pro
fession. The real trouble in the past has not been salaries but inade
quate salaries.

I put to you the question whether the time has come for us to 
think of the hospital as a professional institution in which all indi
viduals giving service including the physician—shall be paid. Can 
such a hospital be self-supporting? Can we eliminate the distinction 
only too well recognized by the patient between the ward patient and 
the private-room patient? It would be interesting to study the ef
fect which this differentiation has had in the past on the patient in 
accelerating or retarding his cure.

The experiment has been tried. The Mayo Hospital in Minne
sota is a classic example. The Ford Hospital in Detroit is another 
illustration. A number of smaller hospitals throughout the United 
States are trying the experiment of paying the doctor. Have we
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reached the point in New York when we ought to give careful con
sideration to it?

I have no desire to preach revolutionary doctrine. I can antici
pate the objections which will be raised to the suggestion of paid 
physicians. These objections will probably come not only from hos
pital managers, but from physicians, as well. The increase in cost will 
be opposed by the public. And yet, I think we must give earnest con
sideration to it.

I am in hopes that the unbiased, unprejudiced study of the facts 
now being made by the Committee on the Costs of Medical Care will 
give enlightening data. It would be premature to attempt to express 
positive opinions. In cooperation with this Committee, the Metro
politan Life Insurance Company has just completed a study of some 
three thousand families of working people in the United States, who 
kept a six months’ record of their expenditures for medical care. 
The average amount spent by these families was $70 for the six 
months, or $140 for a year. Of this amount, almost twenty per cent, 
went for hospital care, including operations. Forty per cent, of these 
families spent less than $25.00 during the six months’ period, but on 
the other side of the picture one per cent, spent over $500 in the same 
period. It is the latter group which finds sickness a tremendous 
financial burden. It is quite impossible for any family to tell in ad
vance how much sickness there will be during the year, or how serious 
this sickness is going to be. In other words, we have to realize that 
sickness is a hazard o f life, and as a hazard of life, it has to be treated 
precisely like other hazards. For the many the toll may be light. For 
the few it may strike with crushing force.

All this brings me back to my original statement that there is 
little likelihood that the costs of medical care, and in particular of 
hospital care, will decrease. How is this burden to be met? Shall 
the patient bear it? Shall we continue our present method of volun
tary support by disinterested individuals through contributions or 
endowments? Shall the patient in the private room pay for the pa
tient in the ward?

Today we know that fire is a hazard; we know that death is a 
hazard; we know that accident is a hazard; and we provide against 
these hazards under the modern method of distributing the burden 
of the risk. Fundamentally this is the insurance principle. Knowing 
this, have we not found the way out? Realizing that sickness is a 
hazard of life, can we not apply the same principle to meet its cost as
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we have to the hazards of death, of accident, of fire, and to the other 
contingencies of life? The cost of sickness must be provided for in 
advance of sickness, and be distributed so that it bears equally on all.

Just how this may be done, we cannot discuss at this time. But 
when we can incorporate this insurance principle into hospital prac
tice, when we can get all people to pay an equal share of the hospital 
costs, then we shall have the hospital of the future, which will be a 
self-supporting, professional institution under competent medical di
rection, giving similar service to all patients, without discrimination.

When that day comes, we shall think in terms not merely of cur
ing, but of preventing disease. We know what can be done. Diph
theria is disappearing; typhoid fever has almost disappeared; we 
know that yellow fever is practically unknown in the United States. 
Shall it be the function of the hospital to make practical application 
of our knowledge of disease prevention? Can our hospitals, par
ticularly those connected with medical schools, be adjuncts of the 
Health Department in health education? Can they be health cen
ters for the dissemination of health information and disease preven
tion? We know that year by year human life in this country is being 
lengthened. I am distinctly of the impression that if the prolongation 
of life is to be carried to its ultimate conclusion, it is the well- 
organized hospital, with trained staff, and with adequate facilities not 
only to cure, but to prevent disease, which will be the nucleus around 
which much of our life conservation work of the future will center.



HARLEM'S HEALTH*
PETER  M ARSHALL MURRAY, M.D.

Surgical Staff, Harlem Hospital, New York, N . Y.
Perhaps the one phase of the so-called Negro problem that is 

most directly related to the general public is that of his health. His 
education, his amusements, his religion, his work, etc., might be 
viewed in a more or less detached manner but his high morbidity and 
mortality rates have an effect on the body politic which is inescapable.

Harlem’s health constitutes the greatest problem to the Negro 
himself: upon it rests his chance of successfully battling the many 
problems confronting this element of our population now rapidly 
accepting and meeting the full demands of American standards. 
The rapid increase in population from 100,000 in 1920 to 200,000 in 
1930 presented difficult health problems from the standpoint of num
bers alone but when to that you add cramped living quarters, high 
rents, low wages, new comers from warmer regions braving the 
rigors of a northern climate, many bringing with them their simple 
faith in roots, herbs, home remedies, imposed upon by unscrupulous 
venders of worthless, if not harmful unscientific remedies and you 
have some idea of the stupendous proportions Harlem’s health prob
lems have assumed.

Engaged in the solution of the problems of Harlem’s health are 
several definite factors, each indispensable in its own segment of the 
battle line against disease. These might be considered under three 
headings:

1— The Public Health facilities of the City of New York.
2— The Negro Medical Profession.
3— The Negro public.

In most cities and towns of this country the Negro section is 
noted from the public health point of view for its death and sickness
* Radio Talk, Auspices of the Young Men’s Christian Association, broadcastover station WGBC, New York, March 1930.
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rate so eloquently expressed in figures and so vividly depicted on 
maps. A cursory examination, if indeed any examination at all is 
needed, will reveal that it is also the section most neglected from 
the standpoint of public sanitation. It is usually characterized by 
streets unpaved or in bad repair; sewerage and drainage facilities 
curtailed; garbage and refuse tardily or carelessly collected; sanitary 
and nuisance inspection indifferent or entirely absent; infant welfare 
stations notoriously few; adequate hospital facilities for the sick 
with opportunities for Negro physicians and nurses entirely un
known and unthought of. In these respects Harlem is the most for
tunate Negro colony on earth. Harlem enjoys every facility of the 
Public Health service of the City of New York just as any other 
section of the city. Its civic representatives have worked in harmony 
with the various public bureaus and organizations in securing every 
health and sanitary consideration for Harlem which the city affords. 
These include among other things a public bath-house, an extension 
of the splendid 15th Regiment Armory, and an appropriation of 
$300,000 for a Health Centre. All public health programs are 
pushed as vigorously and meet with the same ready response in H ar
lem as in other sections of the city.

It might be entirely fitting to say a word about the Harlem Hos
pital now so much in the public mind. It is a sad travesty on the 
American reputation for fair play that an honest effort on the part 
of the Mayor of the City of New York and the Commissioner of 
Hospitals to grant undeniably deserved opportunity for training in a 
city institution to physicians charged with the health responsibilities 
of 200,000 of its citizens should be considered so extraordinary and 
yet the action of the City of New York in doing this is epochal.

The brightest feature about the whole experiment has been the 
almost entire absence of friction between the races. After four 
years there has been a degree of harmonious and uncondescending 
cooperation among internes and staff members of both races that was 
hardly thought possible.

Despite the emphatic dissatisfaction with certain phases of the 
reorganization, the causes leading up to the recent wholesale changes 
are not to be found in inter-racial friction; the experiment of hav
ing Negro physicians in Harlem Hospital is a pronounced success; its 
beneficial effect can already be felt in the community. Intelligent and 
unselfish citizens are confident that His Honor, the Mayor of the 
City of New York, and the Hospital Commissioner, in response to
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the real sentiment of the great majority of the Harlem public, white 
and colored, will speedily correct any defects in the present organiza
tion and take steps to insure that the quality of service rendered 
citizens of that district shall be brought up to and always maintained 
at the highest level.

There are about 136 physicians, 100 dentists, and 300 graduate 
nurses in Harlem. The state of New York maintains what are 
conceded to be the most rigid requirements of any state in the Union 
for registration as physicians, dentists and nurses. It, therefore, 
becomes unnecessary to state that these men and women are all 
graduates of standard colleges and hospitals and measure up to every 
requirement in their several professions. Much of the signal success 
of the public health agencies in Harlem is especially due to the hard
working competent colored dentists and nurses. The Harlem Branch 
of the New York Tuberculosis Association and of the Henry Street 
Visiting Nurse Service are conducted by high-class colored nurses 
and workers. At the present time more than 65 or approximately 
50 per cent, of all Negro physicians in Harlem are eagerly availing 
themselves of the increased opportunity for training offered at Harlem 
Hospital. There are 19 on the Indoor Service and about 50 phy
sicians and 18 dentists in the Dispensary Clinics where these men 
willingly give their service for the care of the sick poor.

The Negro public is rapidly becoming educated to the fact that it 
pays to keep well. Economic competition is too keen to allow feigned 
illness. When a Negro is absent from work a day with illness as an 
excuse he is actually sick.

Because their physicians have been so long denied opportunity 
for training in hospitals the Negro public has been slow to appre
ciate its full responsibility toward the support of hospitals and other 
health projects. When, however, he sees physicians, dentists and 
nurses of his own race in attendance at the clinics, in the wards, in 
positions of responsibility his faith in his own is quickened and the 
result of such service is immeasurably reflected in his increased re
sponse to these health agencies.

The Journal of the American Medical Association (April 28, 
1923, page 1244) said editorially:

“In outlining plans for Negro health betterment, no factor is of 
greater importance than the part the Negro himself will play and 
particularly the part that will be played by the Negro physician. When the Negro physician enters the home of his colored patients
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or meets him in the dispensary or hospital ward he greets him as one 
of his own people, adapts himself to the needs of the situation and carries to his patient and to the home lessons of sanitation and health that he can enforce to a degree hardly practicable otherwise.”

The Negro public has faith in the professionals of their own race. 
Despite the fact that with one or two notable exceptions there is no 
standard hospital in the City of New York where a Negro physician 
can treat his own patient, last year more than 500 Negro patients 
paid an average of $5.00 a day in two or three small sanitaria which 
Negro physicians were forced to maintain out of their own pockets 
for the care of their own patients. With the above mentioned ex
ceptions, when a Negro patient enters a hospital he cannot continue 
under the care of a Negro physician no matter how competent. It is 
estimated that during the past year 40 per cent, of all births in New 
York City occurred in hospitals. Dr. George W. Kosmak, President 
of the Medical Society of the County of New York, said recently in 
his inaugural address:

“The demand for more hospitals seemed favored by the steadily 
increasing sentiment that the home is not a suitable place in which to be sick and that the care of illness can no longer be relegated to the 
well members of the families.”

If this is true pretty nearly 90 per cent, of Negro births should 
occur in hospitals.

It is an admitted fact that the very rich and the very poor receive 
adequate medical care within their means. The great majority of 
Negroes belong to that numerous Middle Class who, refusing charity, 
are even now demanding the keenest thought of our best social 
engineers in their struggle against the high cost of medical care.

These are serious elements in the problem of Harlem’s health and 
they justly are the concern of the whole of the City of New York.

A completely equipped hospital of about 150 beds in Harlem with 
semiprivate accommodations at a price within the reach of people of 
moderate income, measuring up to every standardized requirement, 
and serving an ambulance district is imperatively needed to meet these 
pressing problems and could, in my opinion, be amply supported 
with a remarkably small operating deficit. Indeed, such a hospital 
would render the programs of the many health agencies operating in 
the district 50 per cent, more effective. This is a challenge to public 
and private philanthropy.

One might ask what is the Negro public’s attitude?
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Dr. Edwin R. Embree, President of the Julius Rosenwald Fund, 

Chicago, completely answers when he says:
“It should be said, in order to avoid any possible misunderstanding, that the Negroes themselves are not responsible for the existing 

conditions. In fact leaders among them have been struggling against odds to improve things. But while they have been furnishing prob
ably more than their quota of the labor of the country they are still lacking in industrial or cooperate control of capital. The small num
ber of Negroes who are now becoming prosperous are subscribing 
probably beyond the average in America to various aspects of social welfare including hospitals but relatively speaking there is little money in Negro hands.

“In the Rosenwald School program throughout the South Negroes have raised more than four million dollars, a larger total than that given by the Fund.
“In hospital campaigns such as those recently conducted in Balti

more and Philadelphia the colored subscriptions are gratifyingly large. This is a notable demonstration of what can be done when a concerted effort is made under able leadership.”
The health problems of Harlem demand the assistance of such 

non-pauperizing philanthropy. It is clearly understood, however, 
that as Dr. H. L. Harris in Negro Mortality Rates in Chicago points 
o u t:

“No effort to decrease the death and sickness rate of Negroes can be successful in the face of an opposed or apathetic public opin
ion. The Negro must realize that it is his problem and that to its solution he must bring every force within him and every factor sub
ject to his control. His home, his lodge, his church, his business organization must take a positive stand and an active interest.”

2588 Seventh Avenue.



MINOR PROPHETS*
MARY IRICK JEN N ISO N

Assistant Secretary, Federation for Community Service, 
Toronto, Canada

Mrs. Barnett, that great pioneer of social work, once visited 
Montreal. Paying respect to their distinguished guest, city officials 
took her up the mountain, to Notre Dame, to the Place d’Armes, to 
all the show-places of the city. “This,” they said, “is Montreal.” 
"But where do the people live?” replied Mrs. Barnett, and somewhat 
against their will the city fathers started on a tour of narrow streets, 
and of crowded tenements. “No,” said Mrs. Barnett, "this is Mon
treal” and the fathers’ faces fell.

In the last few years, the city of Ottawa has spent thousands of 
dollars in perfecting a beautiful driveway all around the city. Visitors 
may pass through wide boulevards lined with trees, flanked by beauti
ful buildings; vistas of river and mountains greet the eye and 
Canadians throughout the Dominion boast of their magnificent capital 
city. But down in the out-of-the-way corners, nurses and social 
workers have seen another picture. They have seen families crowded 
into one room, they have seen children playing under the wheels of 
motors because they have no other playground, they have seen sani
tary conditions unworthy of the poorest community. Does the 
visitor know this? Of course not. Even the newspapers are silent. 
To write of these things is to cast a slur upon the honor of the nation. 
I could go on. Some of you know homes in St. John below the level 
of the street, of flimsy wooden buildings, housing numerous families 
lighted by kerosene, where a carelessly flung match would bring 
destruction in less time than it takes to tell. Social workers could 
show you streets in Toronto which would make you shudder and I 
have heard, not visitors, but life-long residents say self-righteously— 
“but we have no slums in Toronto.” They believe it. Their daily
* Read before the Second Canadian Conference on Social Work, Toronto,

Canada, April, 1930.
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activities don’t take them to St. David’s Street or Sultan Avenue. 
They have to rely on people like you and me to bring these matters 
home to them.

It is interesting to observe the reaction to the unemployment situa
tion in your city this winter. “But these people really don’t want 
work.” “I have no sympathy with the hold-up man—he’s born bad.” 
“We shouldn’t give charity to such people—it only makes them 
worse,” are some of the comments one hears among casual acquaint
ances.

Sit in the window of a down-town restaurant some day and 
watch the passersby, you who are socially minded, and see how diffi
cult it is even for you to visualize the lives of those you see, and you 
get some conception of the problem from the layman’s point of view. 
The truth is that even to the best of us, the world is divided into our 
families, our friends and “people”—and “People” is a generic term 
for a lot of automatons who walk the streets, crowd the street-cars 
and get in our way, in shops and restaurants. Talk to the elevator 
boy, the char-woman, the waitress, the postman, and you begin to 
get concrete illustrations of the obvious fact that this business of liv
ing is a real problem for every individual. We know that in theory, 
of course, but ask yourself what it means to you. Isn’t it an 
accepted platitude a good deal like “ 1492, Columbus discovered 
America ?” It is necessary to get an emotional content into our own 
dealings with “people” before we can blame the general public for 
their “don’t care” attitude. Before we can begin to discuss publicity 
we must have lived ourselves in other people’s lives. If we do not 
feel what we are asking our public to feel it’s a good deal like saying— 
“Christopher Columbus discovered America in 1492.” That means— 
“In 1492 Christopher Columbus discovered America” and it seems 
to me much social work publicity is just that and no more.

We know the living conditions existing among the wage-earners 
and the wage-less. We know something of how those conditions are 
brought about and a great deal of the axiomatic results—and we 
know it from first hand experience. If not, we have no right to be 
called social workers. If “unemployed” does not mean to us—a con
crete situation—letting the payment on the house slip, cutting off the 
telephone, no movies, no new clothes, scanty food, the final appeal to a 
welfare organization and not only this, but the synchronizing, emo
tional adjustments, the feeling of utter futility and hopelessness, the 
loosening of standards, economic and moral, the internal friction in
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the home, then we cannot expect to interpret that situation in under
standable terms to a less well informed public.

Two instances illustrate my point—Mr. David C. Adie speaking 
in Toronto about three years ago asked the following question, “Have 
you ever thought what it means—what turmoil has gone on in the 
soul of a woman, before she takes that final step from independent 
respectability and finds her way to the door of a welfare agency ?” 
If you can answer it affirmatively you are on the way to interpreting 
the infinite need of understanding and skill on the part of the worker 
who meets that woman, and thereby have done something towards 
breaking down resistance in the public attitude toward the much 
maligned—“the trained social worker.” The other example was a 
picture. A woman sits by a table in a shabby room. Three or four 
children are grouped around her. She says “I hear Daddy coming up 
the stairs very slowly, don’t ask him whether he has found a job.”

There is the social artist—one who through ordinary media, can 
grip the understanding of his public; can make them see just what 
happens when “Daddy” hasn’t got a job—and in this the social artist 
is but partaking of the spirit of all art, the delineation of the particu
lar in the light of the universal.

Granted then that we have within ourselves something of that fire 
of passion for humanity, which insists on seeing subjectively all the 
implications of the objective circumstances, which, in short, sees the 
particular in the light of the universal, we are ready to ask—If our 
motive is not money-getting, why concern ourselves with interpreta
tion? If we ourselves have learned to live in the lives of our clients, 
isn’t that enough ?—and even if we admit that publicity is a necessary 
evil in financing the job—still more so, why? Any pathetic orphan or 
old lady will wring cheques from the hard-fisted if flashed with suffi
cient sob-appeal.

Once there was a great Empire—its galleys sailed the seas—its 
legions crossed mountain and plain subduing barbarians, emperor 
and patricians held high feasts, art, literature and culture flourished, 
and today the grandeur that was Rome, is preserved in a few 
crumbling ruins. For underneath that elaborate superstructure nine- 
tenths of the people lived as slaves. The patricians at their games 
knew and accepted this. The ordering of their lives depended upon 
it, but they did not think of it in terms of their own experience. That 
a slave’s desires and dreams were one with theirs in virtue of their 
common humanity, was unthinkable. So Rome fell.
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Hundreds of years later there was a Court and a King and Queen, 

a gay aristocracy dancing and gaming and making love. The people, 
thousands of them, came asking for bread. “If they have no bread, 
why don’t they eat cake?” said the Queen—and there came the 
French Revolution.

In recent years politicians have talked of Canada’s prosperity. 
The production of automobiles and radios has increased 100 per cent. 
More graduates leave our universities yearly. More parties tour 
Europe. More money is spent in so-called luxuries. Big buildings 
loom to the skies. That is one side of the picture. But on the other 
side is the view we know; men with families, earning a meagre 
pittance, after long hours of labour, or worse still, sitting at home 
broken in spirit, because nowhere can they find that most soul-satisfy
ing thing—a job; families huddled in one room where privacy 
and even morality are little short of impossible; boys and girls getting 
into trouble for lack of places to play; men and women quarrelling, 
coming to hate each other when once they had loved, because life has 
been too much for them. People say “Doesn’t it depress you to 
know about these things?” and I always want to answer, “Yes, but 
not nearly as much as people like you depress me, people who sit with 
their eyes closed to the unpleasantness surrounding them and like 
ostriches pretend in a false security that it does not exist.”

A certain famous Old Testament scholar compares social workers 
to the Minor Prophets. “They saw a little further than the great 
general public and were not afraid to proclaim their vision,” he says, 
“in fact, they were the social workers of their day and social workers 
are the minor prophets of ours.” So it is as minor prophets; seeing 
a little further, realizing the vital importance of the thing we see, that 
the situation must be faced.

Here is the Canadian public engrossed in making a living, hedged 
about with family happenings, business and friendly contacts, trusting 
to the daily press for opinions on things secular and to the words of the 
family parson (distilled through the women members of the house
hold) for views on things spiritual, carrying with them the accus
tomed tradition of “helping the poor.” Their fathers and grandfa
thers, and generations before that, had doled out the necessities of life, 
without much discrimination when appeals came their way. The tra
dition of charity is as old as Christianity. Mr. Public-Business-Man 
needs no conversion to its necessity. But we, like the prophets of old, 
have a larger vision; we know that any clear-cut division between the
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rich and the poor, the classes and the masses, is arbitrary. I t is like 
deciding who shall be the best man in Hell, or the worst man in 
Heaven. It is not the problem of interpreting the poor to the rich. It 
is the question of interpreting a complete situation to one part of it. 
We know that underneath our gilt of prosperity is a great proportion 
of people basically no different from ourselves, living so close to the 
subsistence level that “national prosperity” is a term of mockery; 
needing, for one or another reason, that extra lift which will put them 
on their feet as independent self-respecting citizens. By our experi
ence and training we know a little something of the way to do it, and 
moreover, we know that unless Mr. Public-Business-Man can come 
to see as we see, what tremendous national danger is involved in 
failure to provide that way, the culture of the Canadian nation must 
inevitably follow that of those other great dominions whose glories 
and fame were grounded on the rotten foundation of a neglected 
proletariat. It is ours to achieve a nation-wide education which will 
make understandable to every citizen of Canada, the need and the 
type of action required; to use our experience to urge further study 
and inquiry into the kind of lives for which the whole community is 
responsible. We need to create an intellectual administration which 
is fitted to plan, not only for today and tomorrow, but for the great 
future destiny of our country; and such an administration does not 
ignore the lives of the great bulk of the population. We must realize 
fully the necessity of bringing the whole community into a share of 
our experience, so that to every man and woman in Canada may be 
brought home the realization that the shame of delinquency, bad 
housing, unemployment, all these concepts which we use so glibly and 
so often without content, is the shame of every individual in the land. 
To do less is to be false to our vision.

Recognizing the truth of the aphorism “Nobody knows anything 
about anything,” our first step is to adapt our volume of fact to our 
audience, ignorant not only of our professional jargon but of our 
whole method of approach. The very richest store of human interest 
is ours on which to play, but we must play it with our listeners in 
mind, listeners who, if we attempt Beethoven, will simply go to sleep.

A series of interviews with contributors to charity, described by 
Florence Melbaugh in “The Survey,” shows how complete is the in
difference of the average well-to-do-man or woman. The reaction in 
every case, she cites, was to a money appeal. There was no feeling of 
responsibility to know conditions, to know methods of betterment or
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prevention, simply, “I ’ve sent my cheque, now leave me alone.” But 
such returns, no matter how rich in dollars, will not save the nation. 
The whole fabric of society is built up on an inter-action of service, 
an understanding of other peope’s needs and desires. The man who 
signs a fat cheque and sits back satisfied, has performed the least and 
easiest function of his responsibility.

The general public simply does not know how the other half lives. 
The poor are accepted as a necessary dispensation of Providence, and 
we in our enthusiasm, are attempting to teach higher mathematics 
without the preliminary ground work of the multiplication table. 
W hat are we to do, we, who are the guardians of a body of fact which, 
for our very national security, the public must know and between us 
and that public the almost impregnable wall of ignorance which ex
presses itself as—“I ’m not interested,” or more rarely “I’m interested 
but it is hard to understand.”

An almost impossible situation, and yet for the sake of our pro
fession, for the sake of our clients, and most of all, for the sake of 
the great uncaring public itself, the situation must be faced and con
quered. All this is easy to say. Anyone can say—“We must do thus 
and so”—but the practical man comes back with “How are we to do 
it?” Here I would not attempt to dogmatize, one feels one’s way 
and watches results. But from reading and observation, one or two 
guiding posts emerge.

The first is a matter of technique and so obvious I hesitate to 
mention it. The business man appreciates efficiency. He judges 
unfavourably such details as wrong addresses, duplicate letters, 
rubber stamp signature, expensive printing. All that came out clearly 
in Miss Melbaugh’s investigation. He wants concise, understandable 
facts at not too frequent intervals and he wants them with the seal 
of interest in him personally. So much for direct by mail publicity.

If this avenue of approach becomes so circumscribed where else 
can we turn? Think back to your school days and the things you 
learned best. Were they those thrown directly at your head or those 
which seeped in gradually and half unconsciously? The second 
method is at any rate that in vogue with modern pedagogues, vide 
the learning-by-doing projects so much in favour. Let’s look at our 
indirect channels through that wall of ignorance. Two stand out in 
relief. Everyone reads the newspapers and everyone talks to his 
friends. These then must be our best approaches as reaching the
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widest public with the least taint of high-pressure salesmanship, 
propaganda, or other obnoxious phrase.

First we must keep clearly in mind that newspapers will not print 
propaganda, if recognizable as such. Their business is to print news 
and news is what the people want to read. Social work is undoubtedly 
news if approached from the right angle, that is, if we keep it simple 
and alive, “whittle our own newspegs” as Clare Tousley says. If a 
new District Secretary is appointed, interview her, put into her mouth 
the words you want the public to hear, and it will get printed; if you 
attend a meeting, weed out the superfluities, write concisely the core 
of the discussion and you’ll see yourself on the front page next 
morning! Make opportunities for finding out what is being done then 
insert the magic words—“In an interview y e s te r d a y “According to 
a recent report;” “In a statement given to the press” and there you 
are. Find out from your acquaintances the type of thing they read— 
and model your style on that. And keep at it. Every day is not too- 
often for a note about one or other of the social agencies in your 
purview. “The constant dropping of water” you know. There is no 
need of special “pull” with the papers, if you write what the public 
wants in the way they want it—your stuff goes over—and by that I 
do not mean “writing down”—I mean, simple, concise statements of 
fact, slipping in here and there hints at fundamentals of case-work, 
homeopathic doses, if you like, always emphasis on the constructive 
side and always alive. Personally, I prefer writing my own reports 
of meetings just for that reason. I can so arrange happenings to 
make emphatic the point I wish to leave with the public. That, I 
think, is the main difference between the reporter and the social work 
publicist. The reporter writes objectively of events and persons, 
the social work publicist writes subjectively of their underlying 
psychology, and the astounding thing is that the trick works.

But constant newspaper publicity would be of little effect without 
our other main medium of interpretation. It is a truism that a person 
talks about the thing in which he is interested and he is interested in 
what he does, and here is the big case for volunteers, board members, 
workers in federation drives, our own families, and friends. They 
are after all our very best publicity agents.

Give a volunteer a job, something for which she is definitely re
sponsible, something which requires thought and planning and real 
effort, and she becomes a booster for your organization second to
none.
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Interest a service club member in your work, let him try his 

hand at a definite undertaking and then get him to explain to his 
club the processes of rehabilitation and he’ll win converts quicker 
than any orator.

Pamphlets, and folders, and reports, are all very well in modera
tion but they lack the personal contact of the volunteer, or the un
conscious permeation of the press. A fter all, that people may realize 
that our job is their job, we need many direct contacts, following 
actual participation, and the wider the field from which we draw our 
volunteer service, the better our educational publicity.

Publicity for social work, the need and the method, is absolutely 
essential if we would combat on the one hand, the spirit of “Don’t 
care” materialism—on the other, the indiscriminate philanthrophy 
“every cent to relief attitude” of 50 years ago. We must combat it. 
The very fact of our knowledge bears with it a tremendous responsi
bility to interpret that knowledge in understandable terms. We dare 
do no less. The foundations of our civilization are imperilled until 
the time comes when every citizen of this Dominion not only accepts 
as a maxim, but practises to its fullest possibilities, the principles of 
social cooperation toward an equal chance for every individual. Once 
that truth becomes living to us—the modes of presentation will follow 
and gradually will be evolved a public which understands the need 
of a different social order and is prepared to assist dynamically in 
its advent—and when the spirit of our public is thus aroused, we 
shall cease to worry about money.



COOPERATION BETWEEN PUBLIC AND PRIVATE 
SOCIAL AGENCIES*

MAJOR C. S. FORD
Social Service Commissioner, Ottawa, Canada

At the outset may I say that it would be difficult to find a city 
where the relationship between public and private agencies is closer 
or more harmonious than in the city of Ottawa. There may be 
occasional slight differences but a satisfactory solution is usually 
found at a conference of those concerned. As an instance of this 
cooperation, the family welfare work of my department is conducted 
on lines which I am given to understand are unique. The Ottawa 
Welfare Bureau, a private family welfare organization, supported 
partly by private subscriptions and partly by an annual grant from the 
city, does all the investigations for the Social Service Department 
of the city and it is on their recommendation that material relief is 
sent. The Bureau has a staff of trained workers who do excellent 
case work and make thorough investigations; they consult with the 
Commissioner of the Social Service Department whenever it may be 
necessary, and so far all matters pertaining to the policies to be 
followed have been dealt with satisfactorily and with mutual under
standing.

I cannot speak too highly of the cooperation of the staff of this 
organization and consider that the work which they are doing in 
connection with my department is a splendid example of what can be 
accomplished.

This private organization is in a better position to approach the 
churches, service clubs and other organizations with regard to mutual 
assistance and has the immense advantage of being able to draw upon 
public funds under the jurisdiction of a public official while cooperat
ing with him. It removes the question of material relief from any
* Read before the Second Canadian Conference on Social Work. Toronto,

Canada, April, 1930.
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charge of political interference, though I am glad to state that during 
my period of office, no attempt whatever has been made to bring 
political influence to bear upon any of the workings of my department.

Under our method there is very close cooperation with all agencies 
and I have been particularly happy in receiving their assistance to 
solve the many problems which arise in our work, therefore you will 
know that what I say with regard to understanding is not connected 
with my work in Ottawa, but is rather of a general nature and arises 
from observation of social welfare work as a whole.

For the purpose of this paper we will consider as public agencies 
those supported by public funds and under Federal, Provincial or 
municipal administration. Private agencies are those supported by 
both public and private funds or wholly by private funds and under 
private administration.

In the development of social welfare work all these agencies are 
corelated and while the larger financial share of welfare work is 
borne by the public agencies, the exploratory work, the beginning and 
adopting of new ideas and methods is done by the private agencies. 
The private agency usually commences without support from public 
funds but after its activities have proven its value to the community, 
and the public recognizes its work as a necessity, there is a tendency 
induced by public opinion to take it over as a public agency and 
support it entirely by public funds or to grant substantial support. 
During the last decade, owing largely to this process, the expenditures 
of public funds on welfare work have increased enormously and as 
the same applies to the private agency it calls for whole-hearted 
cooperation in order that the greatest good may come to the greatest 
number.

Since it appears that cooperation is the fundamental of social 
welfare work, and to obtain full cooperation, there must be com
plete understanding, may I lay before you a few of the stumbling 
blocks. This is a plea for a better understanding between us, lack 
of understanding is the worst obstacle in the cooperative work of 
public and private social agencies, yet understanding of the very 
varied needs of communities, of individuals, of the problems of other 
agencies, and of one another, is absolutely essential for the satisfac
tory progress of our work. Knowledge we may have of these things, 
but knowledge of itself is insufficient and cannot be applied without 
the gift of understanding.

In Galsworthy’s play, “The Pigeon,” one of the characters says



“If I could have but one wish, it would be that the good God should 
give them to understand.” In how many of us does that wish exist? 
The very rapid progress made in production and the introduction 
of the machinery age during recent years have added to and made our 
problems more complex and before any permanent solution can be 
formed, these problems will become more and more difficult. The 
v/hole structure of social welfare should be one united whole for the 
common good. Is it? Think it over and decide if we are entirely free 
of petty jealousies and the attributing of wrong motives one to 
another. Is there not, as the importance of our social welfare work 
receives an increasing support from public opinion and receives just 
recognition as a great economic force, a marked tendency toward a 
species of some political intrigue for self advancement and aggran
dizement, becoming evident. Is there not the disturbing effect of one 
faction striving against another for control and the desire to mold 
the work of all agencies to their pattern. Does this make for better 
welfare work in the community? If not, then let us endeavor to have 
more complete understanding and a united effort on the part of us 
all to cooperate wholly and solely for the advancement of our work. 
At present there are two distinct classes of salaried social workers, 
the “trained,” meaning those who have taken a social course at one of 
our universities, and the “untrained” in the academic sense. To the 
former class belongs the majority of salaried workers in the private 
agencies and to the latter nearly all in public agencies. If they had 
perfect understanding of each other’s problems, would there be this 
class distinction or foolish line of demarcation? That they do not see 
eye to eye is obvious nor have they attained that complete confidence 
in one another that is so necessary for effective cooperation. Briefly, 
what is their opinion of each other ?

In the year 1927 a survey on the relationship of public and private 
social agencies was carried out in the United States by a committee 
of highly trained social workers and this was referred to in the fall of 
last year as being worthy of a place as a standard work in Canada. 
Yet the implication in one paragraph of the report is that the class of 
worker in a public agency cannot be of high order owing to the fact 
that directors of public welfare are usually appointed through political 
pull and are of the ward heeler type. It is noticeable that there is a 
feeling among the private agencies that the public agencies are par
ticularly susceptible to political interference and consequently dealing 
with matters from a political point of view rather than in an unbiased 
manner. That they look in a frigid manner upon case work, social
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service exchanges and the like, in fact that they are impatient of the 
many essential innovations which have been and are being introduced 
into social service work. That they are bound by so much red tape 
and in such a rut that they rarely agree to improvements which entail 
increased expenditures of public funds, and that their policy is par
simonious to a degree.

On the other hand there is a certain feeling among the public 
agencies that the private organizations are sometimes unreasonable in 
their demands and will try to impose upon them a line of action 
which they cannot justify. That the private agencies consider their 
recommendation sufficient to warrant any expenditure and that if all 
their suggestions were acceded to, expenditures would run riot. They 
feel that the attitude of the private agencies which they are at no 
pains to conceal is one of marked superiority and conveys the im
pression that the staff of a public agency being merely untrained 
public servants, cannot be expected to have any knowledge of the 
nicer points of social service work or how it should be carried on 
efficiently. They surmise that it is the intention of the powers that be 
among the trained workers to influence public opinion or by other 
means to bring about the establishment of academically trained social 
workers in all public or private social agencies, thereby eliminating 
those without that particular training.

These are two viewpoints which I feel exist and I have given them 
to you frankly not in any spirit of criticism, but rather in the hope of 
a better understanding between us.

I have taken this opportunity, which I did not seek, to talk to you 
on this fundamental necessity in our work—“understanding.” It is 
for you to decide as to the value or otherwise of what I have said.

If I am wrong and nothing of what I have said is true, then I 
thank God for it. If what I have said is partially or wholly true, I ask 
those who are rendering this great social service, to give it thought.

The correcting of the situation is in our own hands and ours only. 
We may have knowledge, but knowledge without understanding is 
insufficient. Let us be less impatient if we do not agree, let us look 
at problems from the other point of view and use to the full personal 
contact and the great advantages gained by conferences. If we 
cooperate with understanding so that our work and workers are 
united in one harmonious whole, it will be another step toward the 
achievement of that high standard in our work which we all hope to 
reach and the more effective combination of effort would enhance 
the value of our work in the cause of humanity. .



SOME HEALTH NEEDS AS SEEN BY THE SOCIAL
WORKER*

GRACE A. JACKSON
Field Worker and Survey Assistant on Family Social Work of the 

Community Welfare Council of Ontario, Toronto, Canada
The social worker will inevitably see health needs. Indeed she 

takes for granted that sickness, malnutrition and factors such as are 
commonly referred to as nervous or mental conditions will bulk large 
in the list of causes. Perhaps the social worker may be forgiven if 
sometimes she feels that she is more aware of the wide distribution of 
the factors of ill health than are health workers themselves. Certainly 
she is likely to be impressed with the social implications of ill health 
beyond the average health worker, since hers is basically the social 
service approach.

The Community Welfare Council with which I am associated does 
not profess to do direct social service work although on occasion its 
workers can hardly avoid the challenge. In my own work, however, 
as survey assistant in family social work I have had access to the 
records of a number of towns and cities while in addition it has fallen 
to my lot to make detail studies in a number of cities of those families 
actually receiving relief from public departments and private agencies. 
It has seemed to me that in discussing the topic of this paper one 
could not do better than attempt to assemble the results of these 
special surveys of the past year or a little more as they appear to bear 
on the subject under discussion. The places whose records I have 
drawn upon include Kitchener, Port Arthur, Brantford, London, 
Timmins and St. Thomas.

The six communities with which this section deals have an aggre
gate population of approximately 170,000 people. The number of 
families studied, either through direct contact or through official
* Read before the Second Canadian Conference on Social Work, Toronto,

Canada, April, 1930.
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records, shows a total of 2019 for the six places. These families are 
comprised of 2609 adults and 3509 children.

The causes for these families being in need of relief as indicated
in the studies are

Sickness........................................................................ 328
Physical H andicap.....................................................  67Widowhood ................................................................ 89
Mental d e fe c t.............................................................  7Burials ........................................................................  14
Old a g e ..................................................... ' .................217Im prisonm ent.............................................................. 36Desertion and Separation.........................................  62
Unemployment............................................................ 886Insufficient incom e.....................................................  11
Illegitimate families (living together—unmarried) 3Unmarried m others...................................................  3Behavior problems .............................................  8
Domestic difficulty.....................................................  4T ransien ts.................................................................... 99Investigation for other agencies...............................  6
Problem not s ta ted .....................................................  179

You will observe that of the total of 2019 families 505 (25 per 
cent.) indicate that lack of health was a primary factor in dependency. 
These figures, it must be remembered, apply to or include the wage 
earner only.

It will be seen immediately that such figures do not therefore 
tell anything like the whole story of the causal relation of sickness 
to dependency. There are not a few instances in which the illness 
of the wife and mother or the illness of children have so depleted 
the family resources as to place it in the category of dependence 
either temporarily or for periods of considerable length. When we 
approach this aspect of the study the social data generally available 
will not be quite so accurate as those in the case of the earning head 
of the family. I find it safe, however, to estimate that in not less than 
210 cases other than the 505 given above sickness was a significant 
contributing factor. Thus we add another 11 per cent, which, com
bined with the preceding figures, indicates that ill health factors 
entered into not less than 36 per cent, of the cases treated in this 
analysis.

The figures in the analysis shown opposite sickness include 61 
cases of tuberculosis incapacitating the head of the family and 56 
cases of tuberculosis in other members of the family a total of 117
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families. It will be interesting to note in passing that the town of 
Timmins was giving assistance to sixteen widows, seven of whom 
had lost their husbands through tuberculosis, and in addition to the 
families to whom assistance was given by the relief department the 
town was paying for fifteen citizens in sanitoria for the treatment of 
tuberculosis.

The study of aged people receiving municipal assistance in the six 
cities considered in this paper showed that in almost every case there 
were complications of ill health. The figures given opposite widow
hood indicate those widows who were not eligible for Mothers Allow
ance or who through illness in the family had to have their allowances 
supplemented for various periods.

Conditions vary in different sections of the Province. For in
stance, the survey of Port Arthur, covering a period of one year, 
showed that of 274 families or individuals receiving assistance from 
the city 65 were transients for whom special unemployment relief 
was arranged. Of the remaining 209 families definite health problems 
accounted for the dependency in 101 cases—or about one-half of the 
problem of dependency for that year was caused by the ill health of 
the bread-winning head of the family.

In London, where definite contact was made with the families, 
numbering 258, who had received city relief for a period of six 
months it was found that sickness was the chief causal factor in 90 
families (nearly 35 per cent.) while in 70 additional families it was 
a contributing factor. In addition to the families receiving help from 
the city relief department there were 93 families receiving groceries, 
meat, butter and milk from an organization dealing with tuberculous 
families and receiving its funds from the city treasury.

It will be interesting to note in this connection a survey "made in 
1926 in the West District of the Family Welfare Association of 
Montreal when a group of 37 children were examined at the Coursol 
Street Health Centre. It was found that there were many physical 
defects of which the parents were unaware. About one-third of the 
children had diseased tonsils requiring surgical care and a large 
number were found to have dental defects, probably the cause of mal
nutrition. Some of the families to which these children belong had 
received previous advice which had not been followed. With possibly 
one exception all the defects could be remedied if given proper atten
tion and the parents encouraged to carry out health rules.

In a limited survey of the teeth conditions of 283 children in
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schools recently made in a rural area of Ontario with which I per
sonally have not had anything to do but in which our council has been 
interested, the following data were obtained:—
Number of children with all teeth in good condition................... 29Number of children with some teeth requiring attention.............. 254
Number of children whose teeth had previously received somecare from a d e n tis t.................................................................... 50Number of children with temporary teeth requiring attention.. .  119 
Number of temporary teeth in bad condition (most of them requiring extraction) .................................................................... 501Number of children with permanent teeth requiring attention.. 211
Number of permanent teeth in need of trea tm en t....................... 688Number of children each of whom had from 4 to 12 teeth in

need of a tten tio n ........................................................................ 160Number of children with one or more of the sixth-year molars(first permanent molars) in bad condition........................... 199Number of sixth-year molars in need of a tten tion ....................... 518Number of children with all four of the sixth-year molars
decayed ........................................................................................  62

As this was a dental survey emphasis was not put on health results 
although of course these are plainly implied. Among the comments 
made by the dentist who made the examinations were however the 
following:—

“In many cases the teeth are decayed down to the gums and the 
gums are so inflamed that the children suck their food instead of 
masticating it.” He states further “At least 50 per cent, of the chil
dren examined showed indications of undernourishment, much of it 
doubtless due to the condition of their mouths which made adequate 
mastication of the food difficult or impossible.”

To the physician, the public health nurse and even to the social 
worker the results of such a survey suggest far-reaching problems of 
ill health and incapacity with all the social complications that are inci
dent thereto.

Surely all these facts point to the need for periodical physical 
examinations and systematic attempts to have physical defects cor
rected. In the smaller cities social workers are seriously handicapped 
in not having outdoor clinics at the hospitals to which dependent 
families may be referred for examination and treatment. London is 
the only one of the six cities considered in this paper which provides 
outdoor clinic service in its hospital. Two other cities in which our 
council has done some work this year—Windsor and Sault Ste. 
Marie—have city physicians whose services are available for indigent
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patients, and in St. Thomas the services of the Medical Officer of 
Health are at the disposal of the family social service work. But 
where the Medical Officer of Health is a physician in private practice, 
receiving only a small retainer for the public office the social worker 
will hesitate to ask him to give periodical examinations to all de
pendent families and therefore only the acute illnesses are likely to 
receive much attention.

It is a social worker’s dream to have available in every centre a 
hospital clinic or full-time city physician on adequate salary, and to 
have periodic physical examinations for every dependent family and 
also mental examinations where the need is indicated, and to have all 
defects corrected insofar as possible. Then with public health services 
providing for child welfare clinics and health teaching in the home, 
and with some provision for teaching the mothers to buy and prepare 
nourishing food, we may hope that the next generation will tell a dif
ferent story.



A CAMPAIGN AGAINST DIPHTHERIA*
JAM ES ROBERTS, M.D.

Medical Officer of Health, Hamilton, Canada
Since the conquest of smallpox by vaccination none of the infec

tious diseases of childhood has inspired more universal dread than 
diphtheria.

Our most insurmountable difficulty in the effort to prevent and 
control this disease is the presence in the community of so called 
carriers, and our inability to place an estimate on their potencies for 
infection. Our second great difficulty in dealing with epidemics is 
the detection of the mild and missed cases.

The discovery of antitoxin soon satisfied every progressive physi
cian that he had a scientific remedy for combating the ravages of 
diphtheria and yet it continues to appear in epidemic proportions in 
all populous centres where the significance of prevention has not been 
grasped.

During the first ten years of the use of antitoxin the death rate 
was cut in half, but people still die of diphtheria and our knowledge 
has not become effective to the extent of abolishing the disease al
though the deaths and death rates in Ontario from 1881 to 1920 
show convincingly what an enormous saving there has been of human 
lives, both in hospital and in the home, because the medical practi
tioner has had at his command a specific remedy.

Antitoxin in order to be most effective must be given as early in 
the course of the disease as possible. A day’s delay in giving serum 
increases tremendously the chances of death.

Sir Arthur Newsholme states that apart from immunization, diph
theria might be reduced to the level of typhoid fever by the adminis
tration of antitoxin on the first suspicion of its symtoms. " That this 
is not being done,” he says “is a grave reflection upon the medical
* Read before the Second Canadian Conference on Social Work, Toronto,

Canada, April, 1930.
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profession and upon the parents of the children whose lives are sacri
ficed to ignorance and neglect.”

The simple procedure of swabbing the nose and throat and waiting 
for a positive or negative report from the bacteriologist seemed at 
the time it was originally employed in diphtheria control to be simple, 
easy of application and conclusive. Time has convinced all health 
officers of its inefficiency. Diphtheria bacilli in many instances are 
stubbornly resistant to all attempts to dislodge them from their place 
of concealment in the recesses of the mouth and nose.

From 1900 to 1929 in Hamilton there have been 6,293 cases of 
diphtheria with 534 deaths, 75 per cent, of which have been in chil
dren under seven years of age. For the five years from 1920 to 1924 
the deaths per 100,000 of population in Hamilton averaged 30 an
nually. During 1925 to 1929 the results of immunization began to 
appear; the deaths averaged 3.5 per 100,000 of population.

Immunization of all children that can be reached through the 
medium of schools and the child welfare clinics of the department, by 
the educational efforts of our nurses in their visits to the homes, and 
by timely articles in the press is continuously urged upon parents, 
particularly those who have children under eight years of age. 
Mothers are usually willing to avail themselves of every public health 
service which is intended to influence favorably the future health of 
their children, but for one reason or another, fathers in some instances 
take a special pride in exercising the prerogatives of the ignorant and 
the tyrannical.

Pre-school children are brought to the school by the mother who 
is present at the time of treatment. These treatments are arranged 
for as nearly as possible at the conclusion of the period appointed for 
the treatment of school children so as the school work is not dis
arranged by crying or other disturbance.

From January, 1922, to the end of February, 1930— 17,788 school 
children and 8,994 pre-school children have been immunized. In 
addition private practitioners have immunized a considerable number 
of children.

In comparing the number of cases and deaths from diphtheria 
during the last five years (an average of 78 cases and 4.2 deaths) 
with our records for the five previous years (567 cases and 35 deaths 
yearly) we consider this one achievement is worth what the depart
ment has cost the city in upkeep.



During the last three years we have averaged 13 cases per year 
with less than 2 deaths.

By adding the financial loss through the waste of school funds 
resulting from epidemics of diphtheria among school children to the 
cost of illness, medical and nursing services and burials, we realize 
what an enormous saving is nowadays being effected by our campaign 
against the disease not taking into account an average of 219 cases and 
18 deaths over thirty years. What these cases and deaths mean to a 
community in doctors’ bills, nursing and funeral expenses has been es
timated in dollars and cents, but the anguish and suffering, bereave
ment and irreparable loss to the immediate friends are things outside 
the realm of figures and cold facts.

The striking decrease in both cases and deaths from diphtheria 
for the past five years we confidently feel has been the result of the 
campaign steadily but persistently carried on by the health department 
against the disease. The decline from an aggregate of 2,883 cases 
with 175 deaths for the years 1920-1924 to a total of 391 cases with 
22 deaths during the years 1925-1929 inclusive is scarcely accidental 
or illusory and is, we believe, the answer to our challenge against 
diphtheria.

To those interested in the preservation of civilization, with its 
scientific triumphs and its contributions to the comfort and happiness 
of the people, the periodic sacrifice of our best manhood to the de
mands of the god of war is a cause for increasing disquiet and alarm, 
btit even more corrosive and imbruting than war in its effect upon the 
social conscience, is the public indifference to the needless waste of 
life through accident and disease—that “Lethean apathy which allows 
toll to be taken of every class from the little tots to the youths and 
maidens.”
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EDITORIAL
Help First, Investigate Afterwards

There is nothing startling or new claimed for this story; it is 
merely a good example of the way in which different agencies with 
different purposes can supplement and support each other. In any 
story where several organizations are concerned it is difficult to know 
just where to begin, but as the patient is the real center of interest, 
perhaps a start can most properly be made with him.

A middle-aged man, living in New York, with his wife and two 
children, was ill, incurably ill, with cancer. The previous history 
was not learned, so that we do not know how he had come to this sad 
pass. He had been compelled to stop work, his savings had been 
exhausted, and his wife had had to take up the burden of supporting 
the family. His former employer, learning of his plight and anxious to 
help, gave what he could himself and raised a hundred dollars or more 
among his personal friends. This paid the rent which was in arrears, 
and also something on the butcher’s and grocer’s bills, but was of 
course soon exhausted. Further help was needed, and the employer’s 
wife turned for advice to the president of the woman’s club to which 
she belonged, realizing that she would find her a dependable source of 
information. Fortunately, this president had heard of the New 
York City Cancer Committee and had not long before attended a 
meeting at the Home Making Center, at which the chairman of the 
committee had spoken of its work and of the service rendered by its 
information bureau in sending patients to hospitals and clinics. She, 
in turn, therefore, telephoned to the office of the committee and 
asked what could be done.

The committee does not hold clinics or make examinations, but it 
is happy in having the cordial cooperation of all the hospitals in the 
city. As the patient in this case was a resident of Manhattan and 
was destitute, the obvious course was to report the case to the head 
of the Social Service Department of the New York City Cancer Insti
tute, where the best possible treatment is given without cost.
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This was all done in a short time one afternoon, with a few tele

phone calls, and the next morning a nurse from the Institute visited 
the patient, persuaded him to go to the Institute for observation, and 
gave immediate temporary relief to the family. Unfortunately, it 
was found there that the history as it had been given us was correct, 
and that the man was in a hopeless stage of the disease, with death 
probably not very far off. He was given the opportunity of going to 
Welfare Island where he would be cared for, but as he preferred to 
return home this was approved, and the social service head arranged 
that a nurse should visit him daily and that sufficient funds should be 
supplied to support the family. At the same time steps were taken 
so that upon his death a claim for State aid could be made for his 
wife and children. This committee was then informed as to the 
disposition of the case.

The credit for a wise handling of this situation belongs to the So
cial Service Department of the New York City Cancer Institute, which 
has for its m otto: “Help first, investigate afterwards.” But there is 
permissible a feeling of satisfaction for the head of the woman’s club 
who keeping in touch with affairs knew where to turn, for the Home 
Making Center, which has done so much to bring various activities 
to the attention of the women’s clubs, and to the New York City 
Cancer Committee, which in this case, as in many others, was able to 
■ serve as a go-between.

The Cancer Committee, having the education of the laity as its 
principal function, is using every available means to present its mes
sage : That in many cases cancer is curable if taken in time, and that 
the prevalence of the disease at present requires widespread and con
certed action. In this the nurse and the social service worker can 
play an important part and their cooperation is greatly desired.

Susan M. W ood, 
Executive Secretary, 

New York City Cancer Committee.



NEWS NOTES
The White House Conference

A little more than a year ago, President Hoover called the first 
meeting of the White House Conference on Child Health and Pro
tection. Now, as this article goes to press, the reports of the four sec
tions of the Conference and their various committees and sub-com
mittees are being gathered into a vast compendium of information 
to be presented to the Conference, as findings, when it convenes in 
Washington on November 19th.

The work, as originally planned, has been carried on by four sec
tions which have studied Medical Service and its relation to children; 
Public Health Service and Administration; Education and Training; 
and the Handicapped Child. But as the work has logcially led the 
investigators into new and unexpected fields the original group of 
700 experts has grown to 1,100 trained workers whose enthusiasm 
and devotion have been a real source of inspiration to their leaders.

In carrying out the original purpose of the Conference, “to make 
a survey of our children, to study the forces influencing them, and to 
try to chart out the wisest courses possible in our future management 
of youths,” the Conference has not confined itself entirely to the in
tegration of existing information, but is carrying out through the 
agency of various committees several interesting pieces of original 
investigation. Among these is the Family Interview Survey, con
ducted by the Committee on Medical Care for Children with the co
operation of the Department of Agriculture.

Altogether it is anticipated that about 50,000 records dealing 
with the use of medical service for preschool children will be secured 
from cities and the same number from rural areas. During recent 
years the problems of the preschool child have received more and 
more attention for we realize that during these years the foundation 
is laid upon which our school must build future citizens. Many of 
our children now reach school with physical handicaps which might 
have been prevented or corrected by proper medical service, why have
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they not been prevented or corrected ? Does the fault lie with par
ents, with the inadequacy of available medical service, or the costli
ness of medical service? These are some of the questions which it 
is hoped may find their answer in the data collected and studied by 
this committee.

Many of the questions under consideration by the Conference are 
age-old, others are distinctly the by-product of our modern civiliza
tion, and some of the problems concern special groups. Physically 
and mentally handicapped children we have always had with us, and 
they must always have special care, but instead of deploring their 
fate and letting it go at that, we are beginning to make an effort to 
fit them into a scheme of life where their inadequacies will be mini
mized. And so it is good for representatives, from widely separated 
communities which have carried out constructive programs, to get 
together and talk over their problems and plans, and set newer and 
higher standards of care.

The problems of the urban child are receiving special attention 
for we realize that the increasing congestion of our cities is exacting 
greater and greater penalties, physical, mental and moral. How can 
we restore to the child the sunshine, the fresh air, the play space and 
the interesting tasks of which we have deprived him? How much 
as a nation, or as cities or as parents can we afford to pay, to give 
him these things ?

Viewed as an isolated fact the cost of a constructive program in 
medical service, education or recreation seems staggering when we 
add up the bill, state by state, and organization by organization, but 
in comparison with a national bill for sickness, or delinquency, or 
crime,—it dwindles. If the White House Conference on Child 
Health and Protection does no more than teach us to compare these 
values it will have made a great contribution to our national welfare.

The New York City Cancer Committee will offer for sale again 
this year the small Christmas memorandum book which brought so 
good a response last year. This booklet was devised to replace the 
Christmas package label which the Committee sold in 1928, but with
drew at the request of the officers of the Tuberculosis Association 
who felt that it might interfere with the sale of the Christmas seal.

The use of any article of this sort as a means for raising money 
has been carefully considered. The method, it is admitted, is an
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expensive one, and would perhaps be unjustifiable were it not for the 
educational value. Through the distribution of these little books, the 
Committee is able to bring its work and the services it offers to the 
attention of a great many people, who might overlook other forms 
of publicity. It is surprising to find how many there are who have 
no realization of the various health activities, both public and private, 
until their notice is definitely called to them by some need for help 
or by some such appeal as this.

From the financial side, also, the appeal is useful, as it offers an 
opportunity to the contributor whose gift is limited by his means, to 
have a share in a work which is his concern as much an any one’s. 
The Cancer Committee, for instance, asks for only $1 or $2, and 
many who cannot afford more in these hard times and who might 
hesitate to offer a small amount in answer to a request for $5 or $10, 
are glad to contribute.

On the whole, then, the results from this form of appeal may be 
said to justify its use.

A combined course in psychiatry and child guidance will be given 
this fall at the Worcester (Mass.) State Hospital and the Worcester 
Child Guidance Qinic.

A first aid Motor Cycle Patrol has been organized for regular 
week-end duty on certain roads in the County of Surrey, England.

The League of Red Cross Societies announce the opening of the 
first dispensary to be established by the Congo Red Cross in Belgian 
Equatorial Africa at Wenji, for the purpose of combating infant 
mortality and its two principal causes, viz., poverty and ignorance.

New York State recently acquired 5,735 milligrams of radium 
and accessory equipment to be used in the campaign against cancer.

A special committee, financed by a grant from the Laura Spelman 
Rockefeller Memorial has arranged a program for the “Cub Scouts,” 
a new organization for boys too young to join the Boy Scouts.

The German Red Cross has established a National Committee 
against cancer.
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The Province of Nova Scotia, Canada, recently enacted measures 

which make it possible to grant mothers’ pensions to women with 
dependent children. The maximum allowance to any one family is 
$60 a month.

Work has been started on the Bellevue Psychiatric Hospital at 
29th Street and First Avenue, New York City. The new hospital is 
expected to be ready for occupancy in 1931, and will cost approxi
mately $5,000,000. The new building will occupy an entire city block 
and have a capacity of 600 beds.

The Virginia Legislature recently passed measures making com
pulsory the education of all deaf and blind children of the State and 
authorizing local school authorities of cities and counties, in co
operation with the Virginia Commission for the Blind, to establish 
and maintain special classes for the education of blind and partly 
blind in the public schools.

Princess Henry of Reuss, formerly Mrs. Anson W. Burchard, 
has deeded a 4-acre piece of property, known as the Greta-Theo Holi
day House at Roslyn, Long Island to the Girls’ Service League as a 
vacation home for working girls, in memory of her son killed during 
the World W ar and her young daughter who succumbed to influenza 
within a week of her brother’s death.

The Rockefeller Foundation has given $150,000 to the University 
of the Philippines, Manila, for the construction of a building to 
house the University’s graduate school of hygiene and public health.

Pittsburgh, Pa., is to have a child-guidance clinic and nursery 
school. The nursery school is to serve as a research center for the 
city’s training school for teachers. The proposed clinic and nursery 
school has been granted the sum of $168,000, payable over a 4-year 
period.

The first Summer School for Red Cross workers held in Simla, 
India, has concluded a successful session. Some 22 representatives at
tended, from the state, provincial and district Red Cross branches in
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Bengal, Bombay, C.P. and Berar, the Punjab, Rejputana, Sind, and 
the United Provinces.

The work of the Diphtheria-prevention Commission of the De
partment of Health, New York City, has been recognized by the 
grant of the Harmon Foundation award for the best public health 
education record for the year 1929.

Czechoslovakia has recently issued regulations for the super
vision, under the general direction of the Ministry of Social Welfare, 
of all children under 14 years of age in the care of persons other 
than their parents, or in institutions. The regulations apply also to 
all children born out of wedlock, even when living with one or both 
parents. The work of supervision will be done by special inspectors 
under the child-welfare authorities in districts where such authorities 
exist, and elsewhere under the direction of the courts exercising 
guardianship over children.

A National League of Mental Hygiene has been organized in 
Buenos Aires through the efforts of the Argentine Society of Neu
rology and Psychiatry.

A bill providing for a $50,000,000 bond issue for the emergency 
construction of institutions for the insane and other wards of New 
York State passed the Legislature and will be presented to the voters 
at the next general election in November.

The New York Tuberculosis and Health Association in coopera
tion with the City Health Department gave a series of free health 
educational motion pictures in the city parks during the past summer.

Hadassah, the women’s Zionist organization has opened a modern 
hospital in the Valley of Galilee, Palestine. The hospital was made 
possible through funds given for the purpose by Mr. and Mrs. Peter 
Schweitzer of New York City.

According to figures issued by the National Safety Council motor 
vehicles caused the deaths of 31,500 persons in the United States in 
11 months of the year 1929.
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A 3-month post-graduate course for nurses in the care and re

habilitation of physically handicapped children is being given at the 
New York State Reconstruction Home at West Haverstraw, N. Y., 
in cooperation with the New York State Department of Health.

The United States Civil Service Commission announces the fol
lowing open competitive examinations, Chief Nurse (Indian serv
ice), Head Nurse (Indian service), Graduate Nurse (various serv
ices), Graduate Nurse, visiting duty (various services), Graduate 
Nurse, Junior Grade (various services). Applications for the above 
named positions must be on file with the Civil Service Commission, 
Washington, D. C., not later than December 30, 1930. Full informa
tion may be obtained from the United States Civil Service Commis
sion, Washington, D. C., or from the Secretary of the United States 
Civil Service Board of Examiners at the post office or custom house 
in any city.

The new Psychiatric Institution of the Grasslands Hospital, Val
halla, New York, will be opened to receive patients in the near fu
ture. The new building has a capacity of 82 beds.

According to the Journal of Home Economics approximately 3/5 
of nearly 1,500 children born in the United States of well-to-do 
parents and living under excellent conditions were diagnosed by 
physicians at the well-children’s stations of the Children’s Bureau of 
Kansas City as having physical defects in need of treatment, and 
more than 1/5 were underweight.

Frederick Brown, President of the Hospital for Joint Diseases of 
the United Hospital Fund Group has announced the establishment 
of a lectureship at the Hospital to be known as “The Sir Robert 
Jones Lectures,” in honor of Sir Robert who is known internationally 
for his orthopedic work.

A number of fellowships offered by the Institute for Child Guid
ance is another indication of the growing appreciation of the impor
tance of the study and treatment of the mental difficulties of children. 
Several one-year fellowships of approximately $2,500 each are offered 
to psychiatrists desiring to enter the child guidance field. Applicants
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must have an M.D. degree from a class A medical school and be ade
quately grounded in the fundamentals of psychiatry. Three one-year 
fellowships of $1,500 each are offered to psychologists with at least 
an M.A. degree, thorough grounding in the fundamentals of psy
chology, and a mastery of the technique of mental testing. Further 
information may be obtained from Dr. Lawson G. Lowrey, Director, 
Institute for Child Guidance, 145 East 57th Street, New York City.

The Girls Service League of America gave assistance to 6,135 
girls during the past year.

A new Clinic for Preventive Medicine was opened recently at 
370 Fort Washington Avenue, New York. Although a private en
terprise, the purpose is to meet the needs of the so-called white- 
collar class. The clinic will charge a moderate fee and will be 
opened every day excepting Sunday.

Detroit’s Public Welfare Department is tackling the problem of 
caring for children below school age from families applying for aid 
in which the mother has to work away from home. It is now organ
izing a second nursery school for that purpose after a year’s experi
ence with its first school. The aim of the schools is to give the chil
dren the benefit of modern methods of child care, to educate the 
parents, and to provide a laboratory of child care for high-school 
students.—World's Children.

The building for the first of the proposed chain of neighborhood 
health centers in New York City has recently been acquired in H ar
lem by the City Department of Health. The plan calls for the de
velopment of 4 new centers in each of four ensuing years, to be 
located where they are most needed. To aid cooperation and elim
inate duplication of service, these centers are to house the activities 
of private community health agencies as well as those of the Health 
Department. The new Harlem Center will house the Harlem Tuber
culosis and Health Association and the Henry Street Visiting Nurse 
Service in addition to the Health Department’s baby-health station, 
prenatal, preschool, and dental clinics, and diagnostic service for 
tuberculosis and venereal diseases.
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“Amos and Andy’s” health advice has made a strong impression 

on at least one young radio listener. The following paragraph is 
quoted from a composition on health written by a boy in the school 
at Patterson, Putnam County, as a Child Health Day assignment: 

Fresh air hurts no one, so play out of doors as much as possible. 
If you want to go into the taxi business, take Amos and Andy’s idea 
and have a “Fresh Air Taxi Cab Company.” Also, take Amos and 
Andy’s idea in brushing the teeth twice a day and visit the dentist 
twice a year.— Health News.

A  system of correlating dental hygiene instruction with such 
courses of study as language, geography, history, reading, domestic 
science, physiology, physical culture and art is a new feature of the 
school dental program in Peoria, Illinois. By providing interesting 
material, in mimeograph form, on dental hygiene that likewise served 
as supplementary texts for the other subjects named, Dr. C. Carroll 
Smith, school dentist, increased materially the volume of dental in
struction among school children last year. The supplementary ma
terial included such things as reading matter, book sheets for color
ing, seat work for coloring, posters for coloring and holiday projects.

In the dental hygiene work the importance of diet as a factor in 
making teeth durable and preventing dental ills is stressed.

The success of Peoria’s school dental program is indicated by the 
character of the teeth of the children. During the recently closed 
school year Dr. Smith and his staff gave 5,113 children of the first 4 
grades a dental examination. Of this number 1,253, nearly 25 per 
cent., needed no dental attention. Among school children where no 
dental hygiene programs are conducted the number of children need
ing no dental work ranges from 2 to 5 per cent. In Menard County 
last school year, for example, a survey of all school children showed 
that only 40 out of 1,689 needed no dental attention.— Illinois Health 
Messenger.

The National Institute of Health has received $100,000 from the 
Chemical Foundation, Incorporated. The legislative bill under which 
the Institute was created authorizes “the Government to accept do
nations for use in ascertaining the cause, prevention, and cure of 
disease affecting human beings, and for other purposes.”— United 
States Daily.
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W A N TED :—Experienced, capable, medical social worker, univer
sity graduate, as social worker and executive for new heart program 
to be started in Syracuse.

O nondaga H ealth A ssociation,
327 Montgomery Street, Syracuse, N. Y.
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BOOK REVIEWS
The Normal Diet. By W. D. Sansum, M.S., M.D., F.A.C.P., 

St. Louis: C. V. Mosby Company, 1930. 134 p. Price $1.50.
The sub-title of this book is “A simple statement of the funda

mental principles of diet for the mutual use of physicians and 
patients.”

This volume has seemingly met with a certain amount of popular 
interest, for 50,000 copies of the book have already been issued. 
Doctor Sansum has a happy faculty of popularizing the quasi-scien
tific material he presents.

It is presumed, as the sub-title suggests, that this book is intended 
to take the place of written instructions by the physician to his patient. 
However, if intended for laymen, certain editing should be done with 
necessary elimination or elucidation of some of the technical terms 
used. In future editions it would be well to submit the material to 
more careful literary editing.

Jacob A. Goldberg, P h .D.

Philadelphia Hospital and Health Survey—1929. By Haven
Emerson, M.D. Published by the local Chamber of Commerce.

Philadelphia caught the vogue of reports, surveys, and commis
sions and under the guidance of Doctor Haven Emerson of Columbia 
University, New York, a comprehensive and exhaustive report of 
840 pages tells the story of the hospital and health situation. The 
title is Philadelphia Hospital and Health Survey— 1929—published 
under the sponsorship of the local Chamber of Commerce.

Like so many reports of this nature, the study is made for a 
purely local group as applied to a purely local situation, but never
theless, contains a wealth of information for all those interested in 
the various ramifications of organized public health activities.
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The study is divided into two main sections, Part I, Public Health 

Service (557 pages) ; Part II, Organized Care of the Sick (287 
pages).

Part I is sub-divided into fourteen chapters directly related to or
ganized public health, viz., Social Hygiene, Tuberculosis, Maternity 
and Child Hygiene, Conservation of Vision, Public Health Nursing, 
Cancer, Heart Disease, Mental Hygiene, Industrial Hygiene and 
Mouth Hygiene.

This section represents the most detailed minutiae of the medical, 
social economic and educational facilities of the city in their relation 
to the public health problems, together with numerous charts, graphs, 
mortality and morbidity tables and case records concerning specific 
illnesses.

Part II, The Section of Organized Care of the Sick, or the Hos
pital Section, is subdivided into six chapters, “Principal Recom
mendations for the Improvement in the Organized Care of the Sick,” 
Hospitals, Hospital Out-Patient Departments and Unattached Dis
pensaries, Social Service in Hospitals and Dispensaries, Convalescent 
Care and Care of the Chronic Sick.

As one reads these sections he appreciates that the problem is 
attacked from the health aspect as a whole; no attempt has been 
made to evaluate any particular institution in terms of good or faulty 
hospitalization or organization or management. While the field of 
hospital administration is thoroughly discussed, the student of hos
pital management finds a compilation of facts and statistics with con
ditions as they actually exist, but the reader just deduct his own con
clusions.

A small section is set aside and presents an historical sketch of 
each hospital with a statistical picture of the number of beds, classi
fication of medical services, number of personnel, trustee committees, 
size of medical staffs, number of patients treated, percentages of oc
cupancy and other information of administrative performance.

Under Conclusion, the study recommends that Philadelphia fol
low the practice of some of the large cities and create various organi
zations of centralized hospital activities, i.e., a Hospital Council, 
Central Purchasing Bureau, Central Collection Bureau for Unpaid Ac
counts, and other coordinated services for the sick. Most of its con
clusions and recommendations of these chapters deal with problems
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of community relationships and policies; little or no reference is 
made to administrative functions and management performance.

The director of the survey has no axe to grind, likewise no hos
pital or agency can feel praised or slighted in the analysis of its com
missions or omissions.

Edgar Charles H ayhow.

NEW PUBLICATIONS
Cost of Medical Care. By Lee K. Frankel, Second Vice-President, 

Metropolitan Life Insurance Company, New York.
Working in cooperation with the Committee on the Costs of Medi

cal Care, the Metropolitan Life Insurance Company made a study 
of several thousand families insured by the Metropolitan in order to 
ascertain how much the average workingman’s family spent for ill
ness, care of the eyes, teeth, etc., and how much he spent for doc
tor’s medicine, hospital care, nurses and operations. The Metropoli
tan nurses visited the homes, checked up on the record kept by each 
family. The amounts expended by the families for medical care, 
and the distribution of expenditures by type of service from January 
to June 1929, and the average expenditure per person for medical 
care according to size of family are reported in table form. The 
summary shows: 1—Practically every family had to make some ex
penditure for medical service. Among 3,281 families consisting of 
17,129 persons, only 198 families reported no expenditures. 2—The 
total amount disbursed by all families was $230,907, an average ex
pense of $70 per family for 6 months or $140 for a complete year. 
3—A large share of this outlay fell upon a small proportion of the 
families; 64% of the total amount was expended by one-fifth of the 
total number of families. 4— Private physicians received 43% of 
the total amount expended. If expenditures for care of teeth, eyes, 
etc., are excluded this ratio for physicians amounts to 54%. 5—82% 
of the families used service of private physician and 83% needed 
medicine during this period; 30% of families reported expenses for 
care of teeth; 9% for care of eyes; hospitals were used by 15% of 
families. More than 1/3 of the families reported extra household 
expenses as a result of illness. 6—Families employing the services of 
a private physician paid an average of $37 over a period of 6 months.



Abstracts 347
Those requiring hospital care paid an average of $60 for this service 
and those who had an operation paid $74 for this special service. 7— 
Members of large families cannot afford to pay as much for medi
cal care as can those in smaller families. Persons living alone 
paid an average of $75.63 in 6 months for medical care whereas 
those in families of 9 or 10 persons paid $6.64 during the same period. 
This first-hand knowledge of what the cost of sickness means to the 
average citizen plus the results of the various studies now being made 
by the Committee on the Costs of Medical Care will be valuable in 
arriving at some definite plan for removing the burden of illness from 
the workingman’s family. The date obtained indicates that sickness 
is a hazard of life comparable to other hazards such as death and 
accident.

The Welfare Division, Metropolitan Life Insurance Company 
has issued four important pamphlets which will interest social 
workers.

“Health, Happiness and Long Life” gives in simple terms some 
of the essential principles of hygienic living.

“Your Friend the Doctor” is an attempt to bring home to the 
average person the importance of sound medical advice.

“Forethought—the Price of Life” has for its subject the annual 
health examination.

“Protect Your Child from Diphtheria” presents clearly the im
portance of immunizing the pre-school child against diphtheria.

ABSTRACTS
What is Organized Medicine? E. R. Embree. Mod. Hosp., 

1929; XXX III, 49.
Medical service must be considered in terms of the social organi

zation and social needs of the day. Present conditions of living tend 
to make us dependent upon others for food and other necessities as 
well as the luxuries of life. The economic and social state of one 
group affects that of all others. Juvenile delinquency and ignorance 
and crime are as harmful to the orderly and law-abiding as to the 
lawless. Pasteur and Koch showed the contagious character of dis-
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ease and all recent progress in public health proves that each indi
vidual should have a personal interest in the health of all. Medicine 
has organized to meet the new conditions and medical education has 
been revolutionized to meet the new order of things. America now 
has the best equipped and most generously supported schools and 
probably the highest scientific standards in medical education of any 
nation in the world. The second great stride in medical education 
has been in public health. Today the attack in along the lines of 
prevention. During the past century, while the population of the 
United States has not doubled itself the number of hospitals has in
creased from 150 to 7,000; the number of hospital beds from 35,000 
to 860,000. Out-patients have increased proportionately. The in
vestment in hospitals in this country is today $4,000,000,000 and the 
annual expenditures for current maintenance is more than $600,000,
000. Over 60% of all registered physicians have affiliations with hos
pitals. The hospital was organized originally for charity. Even 
before we reorganized the interdependence of the various groups we 
felt a charitable impulse toward the unfortunate. The excellent care 
given in the name of charity soon led to the wealthy seeking the same 
scientific care as his poorer brother, so hospitals added pavilions for 
private patients. The rich and the poor were provided for but until 
recently the patient of moderate means has been almost completely 
overlooked. Hospitals and clinics to serve their most important 
function in American life must shift their emphasis from charity to 
facilities for the patient of moderate means. This class of patients 
do not seek, neither will they accept charity. They wish good service 
at rates they can afford to pay. One of the notable examples of 
organized medical practice is the Mayo Clinic. Here the highest 
standard of service is given to all classes, with charges regulated to 
capacity to pay. The Cornell Pay Clinic of New York is another 
example of an organization set up exclusively for patients of moder
ate means with fees adjusted to income. It is estimated that there 
are over 200 formally organized group clinics in this country. The 
organization and practice of group medicine naturally has bitter op
position from certain elements in the medical profession, but in theory 
and in practice they have proven to be a partial solution to the problem 
of adequate care for people who cannot pay rates charged for private 
care in the modern hospital. Not only in out-patient departments 
but in in-patient service the hospitals are giving more attention to
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middle-class patients. The Baker Memorial of the Massachusetts 
General Hospital, Boston is a splendid attempt to meet the needs of 
patients of moderate means. Proposals of various forms of health 
insurance are being made to meet the terrific financial blows of sud
den or prolonged illness. Hospital authorities must recognize the 
importance in modern society of the health and welfare of the man 
of modern means. Hospitals and clinics should cease to boast of the 
volume of their charity and feel increasingly proud as all their serv
ices are organized on a business basis, so that even the low wage 
earner may pay as he goes. This is good democracy and sound 
economics. It also means increasingly good medical service for all 
the people.

Some Experience in a Private Occupational Therapy Clinic. 
M. R. Emig. Occup. Ther., 1929; V III, 439.

In addition to being valuable from an occupational therapy angle 
this article is interesting because of the business-like methods used by 
the author when she had the inspiration to start occupational therapy 
in St. Paul. The secretary of the local medical association was ap
proached to sound out the attitude of the medical profession. The 
secretary advised personal contact and in two weeks the author con
sulted with 120 doctors who dealt with industrial cases, and with the 
superintendents of nearly every hospital, the executives of all social 
welfare organizations and the officers of the St. Paul Civic Associa
tion. The interest was contagious and a suitable site was found in 
the business and medical center at reasonable rent. The curative 
workshop was established. Splendid contacts were made by short 
talks at noon before business men’s luncheon clubs. This gave the 
desired publicity. Cardiac specialists sent their cases for graded 
occupations; the organization for the hard of hearing, blind and other 
handicaps all responded and the work began in earnest. The need 
for sheltered employment is considered so imperative that a toy fac
tory is being established in connection with the Curative Workshop. 
As an example of the work carried on the author cites the case of a 
chauffeur who became blind. He is now being taught rug making; 
a mute who is growing blind does book binding; other blind mutes 
make toys, and the only means of communication with them is to 
make the sign language in their hands. The infantile paralysis cases
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are given work which leads to functional restoration, with vocational 
training to follow. A child specialist has given full jurisdiction in 
treating a three-year spastic, who neither walks or talks. The phy
sician sees the child, who has shown marked improvement, once a 
week. The author has started a small occupational therapy library 
and will be grateful for reprints. It is hoped to make the Curative 
W ork Shop a center for scientific information and help. The work 
has expanded and the Shop is a happy center where handicapped 
men, women and children are being taught trades, which will lead to 
partial and in many cases full self-support.

Child Training in the Child-Caring Agency. Mrs. W. T. B. 
Mitchell. Child and Family Welfare, 1930; VI, 16.

The author approaches her subject from two angles: (1) The 
attitude of the child. (2) The objective of the training. Every de
pendent child who comes under the supervision of a child-caring 
agency has had a serious shock to his confidence in life. When we 
begin to realize that two of the most fundamental needs of all human 
beings are to feel secure and to “belong,” we can begin to appreciate 
the disintegrating effects of the kind of experience which has pre
ceded the child’s contact with the child-caring agency and the influ
ence of this experience on the child’s emotional development. The 
dependent child feels fear and insecurity and is apprehensive and 
suspicious. The most important thing to do is to gradually build up 
the child’s confidence in the people who have become his guardians. 
Great care must be taken that the first contacts are not too difficult— 
that too many changes are not expected or required. The attitude 
engendered in the child during the first few days or weeks is apt to 
stay with him and make difficult or easy his further training and re
education. The objective of child training is summed up as follows: 
modification of the child’s essentially self-centered, self-regarding 
behavior and feelings so as to make it possible for him to live in a 
social setting happily and productively, at the same time preserving 
for him his individuality and allowing him to develop self-control 
through increasing freedom and choice. The author warns against 
allowing the individuality to be lost sight of and emphasizes the im
portance of making provision for every child for self-expression.
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On Being Fat. R. A. Kilduffe. Hygia, 1930; V III, 529.
Although written in a humorous vein this article gives serious 

warning against accumulating excess fat. Insurance companies do 
not care to take a risk on a person who is fa t; their records show that 
length of life is materially decreased in those who are overweight; 
even by so much as 10 years when overweight is excessive. Exces
sive fat prevents the proper functioning of the vital organs and fat 
people are prone to organic diseases, especially diabetes. Lack of 
exercise and the insidious growth or cultivation of sedentary habits 
are the chief causative factors of overweight. The author draws at
tention to the fact that we do not see many obese farmers or laborers. 
Their work is muscular and keeps them outdoors. Most people as they 
grow older go through life the easiest way, taking little unnecessary 
exercise. Active children can expend any amount of energy without 
exhaustion but as one grows older one consciously or unconsciously 
cuts down on one’s exercise. Although the fuel demands of the 
body decreases one continues to eat as much, in many cases more. 
The ultimate purpose of food is to supply energy for the demands of 
the body. If the food intake is less than the body needs for its 
energy requirements, the fuel deficit is made up by the utilization of 
the body fat and weight decreases in proportion. On the other hand 
if the food intake is greater than can actually be consumed the excess 
is stored and deposited in fat. The body accommodates itself to the 
added burden, which in turn curtails activity and more fat is ac
cumulated. It is a difficult matter to take off fat. There is only one 
easy way to combat obesity and that is to prevent it. Diet and exer
cise are natural enemies of fat but dieting does not mean starvation 
nor is exercise synonymous with exhaustion. Before anything is 
done about overweight one should have a thorough physical examina
tion by a competent physician to determine whether the overweight 
has led to any serious disease of heart, kidneys, blood vessels or 
other organs. Anemia, diabetes and various endocrine or glandular 
disturbances should be considered for any of these will definitely and 
seriously influence the manner and rapidity which weight reduction 
may be undertaken. Drugs and get-thin nostrums should not be 
used. Thyroid unless prescribed by a physician is extremely danger
ous. Medical supervision, a diet prescribed according to body needs, 
conscientious, vigorous adherence to the rules of the game are all 
necessary if one desires to reduce without harmful after-affects.
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“How to Organize a Hospital Library.” Adeline M. Macruns. 

Mod. Hosp., 1930, XXXV, 69.
This interesting article is recommended to hospital administrators 

who have already installed a hospital library or are contemplating 
establishing this department. The technique of library management, 
organization, location, etc., are fully explained. One salient point is 
embodied in the idea that the medical librarian of the hospital should 
be the person in charge of both medical and general libraries. The 
author emphasizes the therapeutic value of books in the treatment of 
disease, especially during the convalescent period. Social workers 
and nurses will be especially interested in the classification of books 
according to temperament, physical and mental conditions.

The appended bibliography covers a wide field of reading on sub
jects directly or indirectly relating to the hospital library, and its 
curative value during acute illness and convalescence.
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