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Care of the teeth begins before the child is born, and the question 

as to whether the individual is to have a well-formed and well-func
tioning mouth containing good teeth is determined to a large degree 
before the child reaches the age of six or seven years.

The formation and development of the first teeth begin six months 
before the child is born. During the last months of pregnancy the 
teeth of the foetus develop to such an extent that at birth the first, or 
deciduous, teeth are fully formed and are in preparation for their 
eruption. In a normal infant the first teeth, usually the two lower 
incisors, erupt between the ages of five months and one year. Unless 
illness retards their eruption, the other teeth pierce through the gums 
at frequent intervals until all the 20 milk teeth have erupted, and the 
last of these, usually the back molars, make their appearance before 
the child is two and a half years of age. As a rule, comparatively 
few infants reach the age of one year without having any teeth. If 
teeth have not erupted by that time a physician should be consulted 
to determine, if possible, if the reason for their delay is other than 
heredity.

The modem mother, thoroughly appreciative of the virtue of 
applying scientific knowledge, today lavishes on her children a care 
that no previous generation has ever known. Naturally, she ex
pects to be rewarded with a child who reacts favorably to this meticu
lous care. But this, unfortunately, is not always the case. Even 
under the most careful and enlightened guidance the child at times 
is attacked with fevers or gastro-intestinal disorders, or has periods 
of restlessness and irritation. Looking for an answer to these con
ditions and reflecting on the thoroughness of her care, the mother 
falls on teething as the cause for teething is a physiological process
* Radio address given over W NYC, New York, under auspices of The UnitedParents Association.
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354 The Child’s Mouth
and implies no neglect, either intentional or unintentional. And, 
perhaps, what is more disturbing is the thought that there are many 
intelligent mothers who, after seizing upon teething as the cause of 
their infant’s ailment, lull themselves into false security and needlessly 
speculate with the health and welfare of the infant by neglecting to 
have the physician examine the child to determine the real cause of the 
ailment.

Teething concerns itself with the appearance of the teeth, and 
merely indicates that they are ripe and ready for service. But below 
the surface area the composition or architecture of the ingredients 
entering into the formation of these teeth demands more considera
tion. In a large measure the structure or soundness of the child’s 
teeth depends on the physical condition of the mother during the 
prenatal period. During this period the avoidance of infection, in 
addition to sufficient rest, relaxation and correct diet are some of the 
more important factors which will influence the condition of the off
spring’s teeth. To obtain the optimum results, every expectant 
mother should early in pregnancy place herself under the care of a 
physician. At the same time it is also essential that the expectant 
mother have her teeth examined by a dentist, and his assistance 
sought just as often as he deems necessary, even though she has no 
definite dental ailment.

The expectant mother should pay close attention to her diet, eating 
sufficient quantities of important foodstuffs containing calcium, phos
phorus and other mineral salts, which will not only supply the de
mands of her own constitution, but will furnish an adequate supply 
for the composition of the bones and teeth of the foetus. Unless 
her physician specify otherwise, the daily diet of the expectant mother 
should include among her other foods cod liver oil, an average portion 
of a green leafy vegetable, and two other vegetables, such as carrots, 
peas, beans and tomato, at least one good sized portion of fruit—pref
erably a fresh fruit—three or four glasses of milk, and egg yolk.

The fact that the major part of the formation of the permanent 
teeth begins soon after the infant’s birth again brings up the question 
of diet, this time the child’s diet and its relation to teeth. The ideal 
food for the infant during the first six or nine months of life is 
breast milk, and every effort should be made to keep the infant on the 
breast during that length of time. As a rule the breast fed child is 
further advanced in the formation of teeth than the child brought up 
on the bottle. During the first year in addition to milk, foods such as
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cod liver oil, strained fruit and fruit juices, egg yolk, strained vegeta
bles are the most desirable for tooth and bone formation.

When teeth appear, food requiring chewing, such as zweiback, 
stale bread, bread crust, toast and the like may be given if the infant’s 
digestive system can tolerate them, and the physician after an exami
nation of the infant, is best qualified to determine at what age and in 
what quantity the infant should receive not only these foods, but any 
other foods, for example, cereals, sugars, meat, pudding and the like. 
From the ages of one to ten years, unless the physician advises other
wise, children will have an adequate amount of material for the 
formation of sound teeth and bone if their daily diet be arranged to 
include among their other articles of food, from one to one and one- 
half pints of milk, one fresh fruit and another fruit, two vegetables 
besides potato, including strained green vegetables three to four times 
a week, meat or chop, from three to five eggs a week, and cod liver oil.

In addition to diet, fresh air and sunlight are two very valuable 
factors which contribute to the good health of the child, and assist 
in proper tooth formation. In fact, all hygienic efforts which con
tribute to the optimum growth and development of the child similarly 
influence the formation and development of tooth structure.

With the exception of the twelve year molars and the wisdom 
teeth, it must be borne in mind that the child, from the day of its 
birth till the age of eight years, is continuously in the process of 
manufacturing and repairing of its teeth. Therefore, any constitu
tional disturbances, for example nutritional disorders or infections 
with their accompanying fever, are likely to interfere with this or
derly formation and repair of teeth, and consequently result in teeth 
which are poorer in structure and, therefore, much more susceptible 
to decay in later life. To this end parents should keep their child 
under the repeated observations of the physician until it reaches the 
age of six years at least, and cooperate with him in regard to the 
child’s diet, preventions of diseases such as diphtheria, and all other 
considerations which combine to make for a sturdy, growing indi
vidual.

Granted that the teeth are well formed, it is necessary if they are 
to function properly, that they be correctly arranged in their jaws, 
that is, that they be in what is known as normal occlusion. Teeth 
that are arranged with one or two out of line, or in such a position 
that when the mouth is closed one jaw overlaps the other—these teeth 
have not the normal facilities for their function, and are said to be in
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malocclusion. For example, the girl with the short upper lip, or 
narrow high arched palate, or the boy with the large protruding lower 
jaw, have their dental arches in a position of malocclusion, that is, 
the upper and lower jaws have not their normal relationship.

Malocclusion may result from a number of causes. Improper 
nutrition is among the foremost. The importance of good nutrition 
has already been emphasized. Frequently, malocclusion is merely an 
indication of poor development and faulty nutrition. Rickets, one 
result of which is softening of the jaw bones, is a heavy contributor 
to the number of children having malocclusion. Fortunately, rickets 
can be prevented by the advice of the physician in regard to the child’s 
hygiene and nutrition, and the judicious use of such agents as cod 
liver oil or viosterol or sunlight, or, if necessary, artificial ultra-violet 
irradiation.

The muscles attached to the jaw bones must be stimulated or put 
to work if there is to be the proper growth and development of the 
jaw bones. A breast fed child by its vigorous sucking stimulates the 
jaw bone to develop to a greater degree of perfection than that of 
the infant whose jaw muscles have less incentive to work, because it 
nurses from the bottle with a soft and non-resistant rubber nipple. As 
a rule, the jaws of the breast fed infant are wider and stronger than 
those of the infant who has been deprived of the advantages of 
vigorous nursing. Because of the desirability for the infant to work 
its jaw muscles, it is wise to introduce spoon feeding as early as 
possible. In the early days of life water may be given by spoon, and 
gradually fruit juices added, and then milk. If at ten weeks of age 
the nurseling is on a bottle, it is a wise procedure to see that at least 
once a day it takes half of one feeding with a spoon.

The topic of spoon feeding brings up the question of proper mas
tication. Soft, mushy food does not afford the necessary stimulation 
for the normal development of jaw muscles. As soon as teeth appear, 
foods which require mastication, such as zweiback, bread crust, chops, 
chicken bone, hard crackers and hard cookies, and, of course, vegeta
bles and ripe fruits, furnish the jaw bones with necessary stimulation 
for their proper growth and development. Today there are many 
children being brought up on a soft diet, and it is a common observa
tion to note that the mouths and teeth of these children are much 
more susceptible to oral troubles than the oral cavities of those chil
dren whose food includes items that require chewing. Some children 
become so accustomed to their soft mushy diet that they persistently
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refuse to take any foods that require chewing. Again, let it be re
peated for emphasis, foods which compel mastication must be in
cluded in the diet if the teeth and jaws are to function as they were 
intended to function. The biting and chewing also aid in mouth 
cleanliness, in addition to keeping the supporting structure of the 
teeth, such as the gums, in a firm and healthy tone.

Another important cause of malocclusion is mouth-breathing. 
Mouth-breathing usually results from some mechanical obstruction to 
the normal nasal breathing, and the most common cause of obstruction 
in children is adenoids. Other causes for mouth-breathing may be 
found in the nasal passages, and the physician should be consulted with 
reference to the treatment. Even after the causes of nasal obstruction 
are removed, there are a great many children who persist in breathing 
through their mouths. This habit can be corrected to a great degree 
if trouble is taken to repeatedly remind these children to keep their 
mouths closed and to inhale and exhale only through the nose. Exer
cises may also be instituted to encourage and establish proper nasal 
breathing. In addition to having a dry mouth and a constant desire 
for fluids, children who are mouth-breathers usually have poor appe
tites, particularly for their morning meal.

Teeth of abnormal growth and improperly developed jaws some
times result from the constant habit of thumb or finger sucking, a 
practice that often aggravates an already existing oral deformity. 
Some children have the habit of biting the lower lip, and this may 
result in an outward growth of the front teeth, so that these appear 
conspicuous. Other children have the habit of toying with certain 
parts of the mouth, and often deformities of the teeth and jaw can 
be traced directly to these habits. The abuse of the pacifyer also 
may be mentioned as a contributing cause of poor jaw and mouth 
development.

The importance of having the proper development of the jaw 
bones with the right interrelationship between the teeth can hardly 
be overestimated. Temporary teeth, or milk teeth, are smaller than 
the second teeth or the permanent teeth. In addition, there is an 
increase in the number of the second teeth by 12, that is, there are 20 
temporary teeth and 32 permanent teeth. It is clear, accordingly, that 
the jaws which contain 20 small teeth must expand a great deal to 
allow for the normal eruption of 32 larger teeth. The soundest 
preparation for this expansion is through proper diet, which includes, 
of course, foods that require mastication, the removal or correction of
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hindrances to proper nasal breathing, and the avoidance of those 
habits which lead to deformities of the jaw or abnormal growth of 
the teeth. Not only do children with malocclusion have more trouble 
with their teeth, gums, nose and throat, with resulting disturbances in 
speech, but, because their breathing facilities are distorted, these 
children are also much more prone to have a poor posture. And 
finally, from the point of beauty and personality alone, a well formed 
mouth is obvious.

The next important factor in obtaining a healthy oral cavity, is to 
keep it free from disease. There are two important considerations 
here—first is injury, the second is the introduction of germs or 
bacteria. First, in regard to the hygiene of the mouth containing no 
teeth, that is the suckling’s mouth. Before the eruption of teeth the 
normal infant’s mouth does not require cleaning. For the sake of 
emphasis, it may be repeated— a toothless mouth requires no cleaning. 
To disregard this rule is to invite trouble. No matter how careful 
the mother or nurse may be while washing the nurseling’s mouth, she 
is liable to injure the sensitive membranes of the child’s oral cavity, 
and an opportunity for infection is on hand. Some mothers, because 
of their urge to remove foreign particles, or what appears to them to 
be debris, cannot resist this temptation when they inspect the mouth. 
They feel that by introducing their finger wrapped in gauze or cotton 
and dipped in some solution such as boric acid, or even sterile water, 
much is accomplished in the way of good hygiene. This is a useless 
gesture. Moreover, it is not generally known among mothers that the 
best local treatment for a tongue which seems to be a little coated or 
furred is to leave it alone. This precaution, the wilful neglect of any 
local treatment, is perhaps one of the most difficult for some mothers 
to heed. Let it be repeated, no part of the toothless mouth of an 
infant requires cleaning. While on the subject of cleaning, it should 
be observed that the dipping of the bottle nipples in boric acid solu
tion, or in any solution, does not clean them. Vigorous scrubbing of 
the rubber nipple with a brush and the use of soap and water are far 
safer precautions to cleanliness than, for example, the use of boric 
acid solution. The same holds true regarding cleansing the mother’s 
nipple for the breast fed baby. The generous use of soap and water 
followed by sterile water is an antiseptic far superior to boric acid 
solution or any of the so-called antiseptic solutions. It is unnecessary 
and even impossible to free the mouth from the ever present bacteria,
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and mothers would be on the safer side if they kept their fingers out 
of the infant’s mouth and cleaned all objects entering the mouth.

When the teeth appear it is for the dentist to recommend those 
measures he deems best to keep the child’s mouth in a healthy condi
tion. For it is with the help of the dentist that we expect to have the 
teeth stay sound in a well formed mouth. As soon as the first teeth 
have erupted the child should be taken to the dentist for his expert 
attention. He will note the position of the child’s jaws and teeth, 
and will also examine the teeth for imperfections and fissures, and 
treat them to prevent trouble. Thereafter, an inspection and cleansing 
of the child’s mouth by a dentist should be made every six months. 
Fortunately, today the mother has learned that the care of the first 
teeth is equally important as the care of the second. With the appear
ance of each pair of second teeth, beginning with the very important 
molars which erupt between the ages of five and seven years, the 
dentist should be given the opportunity to examine them for imper
fections, and do what he can to prevent or at least arrest any decay.

But some mothers will say that having a child visit the dentist is 
easier said than done. It is indeed unfortunate that in many house
holds the name of the physician or dentist is mentioned to frighten 
the child with the insinuation of harm. It should be the aim of every 
one concerned with the education of the child to encourage it to think 
and believe that the physician and dentist are his friends. Some 
mothers are very skillful and clever in this respect, and it is the child 
who profits by their thoughtfulness. Unfortunately, there are many 
parents whose own fear of the dentist is communicated to the child, 
and the blame for the child’s reaction on approaching the dentist must 
be laid at their door. Children, even at an early age, size up their 
parents’ attitude in many respects, and it would be an excellent plan 
for all adults to avoid by action or word any unfavorable comment 
regarding the dentist or physician. On the other hand, if parents 
would make a practice of referring to the child’s physician or dentist 
only in the highest and most complimentary terms, there would be 
little need to fear that once obtained the physician or dentist of today 
would ever do anything to forfeit that child’s confidence.



WHAT SOCIAL SERVICE MEANS TO THE PRIVATEHOSPITAL*
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In the month of May 2,497 years ago, a prince was born near 
Nepal on the plain of the Ganges. Prior to his birth, the court as
trologers prophesied “If Prince Siddhartha mounts the throne, he 
will become a king of kings, a world ru ler; but if he renounce the 
throne and choose the life of a recluse, he will become a world sub
duer, a universal Buddha.” The designation Buddha refers not to 
the name of a man, but to an inner state or spiritual condition. The 
word signifies “The Enlightened One” or “The Awakened One.” 
The young prince’s father made every effort to guard against his 
son’s becoming a recluse. He was particularly moved by a prophecy 
of the priests who foretold that on seeing a sick man, an old man, a 
corpse, and a priest, the prince would forsake his rank. Everything 
was done to guard against this contingency, yet despite all the king’s 
precautions, the young man saw these, at the age of twenty-nine for
sook his family and his palaces, and renounced the world.

Only when the prince had his eyes opened to discover the realities 
in human life, sickness, suffering and death, did he become able to 
attain to the nobler heights of character and service. Only in propor
tion as the eyes of a hospital are opened, enabling the workers therein, 
whether professional or otherwise, to discover the realities of human 
need, can it become an efficient instrument in the community. In 
these days of mechanical development and mass production, what a 
relief to realize that within such a great organism as a hospital, the 
human side of life receives abundant attention! Or again, look at 
it from the viewpoint of the patient, timid, hesitating, conscious of 
physical ailment, aware of rumors that the hospital is a dreadful 
place. He comes to the dispensary and is admitted to the hospital.
* Read before the Annual Dinner of the North Atlantic District, AmericanAssociation of Hospital Social Workers, New York, N. Y., May 1930.
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Somehow, his problem of becoming oriented is like that of a caged 
canary trying to comprehend his entire environment. Looking out, 
he endeavors to form some conception of his cage; beyond that he 
sees, through the cage’s bars, the life of the house or the shop in 
which his cage is suspended. He may perhaps see beyond, through 
the windows, glimpses of the buildings adjoining. But he cannot 
understand that beyond these there is a city, a state, a continent. 
Someone has well said of the caged canary that even if all walls were 
as transparent as space he could scarcely look beyond and understand. 
In similar fashion, man, caged on his tiny earth, looks out and trys 
to infer what vast assemblages of stars or nebulae he sees from inside 
one of them.

As our patient approaches the hospital, which appears to him a 
forbidding thing, it is ours to try and open the eyes of his vision so 
that he may grasp something of the medical universe into which he is 
brought. Through no other part of the organism can the hospital 
understand him or he the hospital, as effectively as through its social 
workers. The mind of each must be opened to the other; more than 
that, the hospital must look into his domestic life, his economic limita
tions, his psychic conflicts, within himself and with his environment, 
the social stratum in which he is placed and a myriad of other factors, 
all of which go to make up the entirety of the patient. How shall he 
be understood except through the social service department ? How 
otherwise could the hospital plan effectively to give him service?

Again, insofar as a hospital is a center of teaching, fulfilling 
thereby an added function of importance to the community, it must 
impart to those who study within its walls a knowledge of physical 
factors, of mental make-up, and of environmental conditions. It will 
succeed only in proportion as its social service department provides 
the eyes and opens the understanding of the heart. Each student 
should go out from his hospital life impressed with the need of 
grasping the patient’s background as well as the external manifesta
tions of his malady. The bars of human existence that surround the 
patient may seem impossible to cut through, but even within their 
limitations the hospital can render effective service, if only it under
stands.

Imagine a hospital without a social service department and it 
would soon become evident that the eyes with which to look into the 
lives of patients were missing and that the understanding was absent 
by which the hospital and all within it might discover the deeper reali
ties that make the patient a problem to be solved.
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The history of the health survey has been admirably traced by 

Dr. Haven Emerson in the Fifth Sedgwick Memorial Lecture, de
livered in this city, April 8, 1927.1 The title of this address is 
“Public Health Diagnosis” ; and this title well expresses our concep
tion of the essential nature of this instrument of social progress. 
The health surveyor regards the community he studies as a modern 
physician regards his patient. He examines the whole organism to 
determine how efficiently each part is functioning in regard to the rest. 
He recommends changes of conduct which will make for better health 
and, where necessary, a surgical operation for the excision of ab
normal growth. Often a more adequate or a better balanced diet, in 
the form of increased or better distributed appropriations for the 
support of public health work forms a major element in the prescrip
tion.

Dr. Emerson goes back to the Doomsday Book of William the 
Conqueror as a first foreshadowing of the social survey describing it, 
as “a homely searching . . . for the simplest facts of human exis
tence after invasion and war had destroyed records and left 
memories dim and traditions vague.” In the specific field of health 
he names four outstanding pioneer efforts which all would agree 
furnished the basic inspiration for future progress in America. 
They are, the report of Edwin Chadwick on The Sanitary Condition 
of the Labouring Population of Great Britain (1842), Lemuel Shat- 
tuck’s Sanitary Survey of the State of Massachusetts (1850), the 
report on the sanitary condition of New York City by Stephen Smith 
-------  . ' ' %*Read before the National Conference of Social Work, Boston, Mass,June 1930.
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and his associates (1865) and the Pittsburgh Survey (1909-1914). 
Chadwick’s volume was unquestionably the basis for the great sani
tary awakening of modern times and Shattuck’s survey is, in the 
judgment of the writer, the most remarkable single document in the 
history of public health. Both of the authors were social reformers 
and not physicians; and it is fitting on this occasion to acknowledge 
the debt which medicine and public health will always owe to social 
work for this historic leadership.

After the publication of the Pittsburgh Survey, progress in pub
lic health diagnosis, as Emerson points out, was rapid. As early as 
1909, Mrs. C. J. Crane had published a paper on Sanitary Conditions 
and Needs of Kentucky ;2 and during the next five years she made 
surveys of Nashville, Erie, Rochester, Saginaw and Uniontown. 
The New York Bureau of Municipal Research and the Russell Sage 
Foundation made important contributions in this field. The United 
States Public Health Service published admirable surveys of state 
and city health work (by Carrol Fox) between 1914 and 1916. Fi
nally the universities, led by the Massachusetts Institute of Tech
nology, began to play a leading role. Emerson states that no less than 
60 published records of health surveys appeared in the ten years 
prior to 1917. In 1921, M. P. Horwood published the first textbook 
on Public Health Surveys3 and listed a large number of surveys of 
various sorts, some 150 of them being definitely in the health field. 
By 1927 Emerson could refer to 574 published studies of community 
health.

During the past ten years the health survey movement has been 
stimulated and coordinated by the work of the Committee on Admin
istrative Practice of the American Public Health Association.

This committee was organized in 1920 with the task of “the 
preparation, study, standardization and presentation of scientific pub
lic health procedures, by the collection of information in regard to 
current administrative health practice, the analysis of the material 
obtained to derive standards of organization and achievement and the 
translation of these standards into terms of concrete achievement 
through an information and field service.”

In its attempt to crystallize the results of current progress in the 
public health field, the committee first undertook a survey of health 
practice in the 83 large cities of the United States having populations 
of over 100,000 and the ensuing report4 was the first comprehensive 
study of the comparative anatomy and physiology (and, perhaps,
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pathology) of health administration. This was later followed by a 
study of 86 smaller cities conducted by the American Child Health 
Association5 and by a re-survey of 100 large cities conducted by the 
A. P. H. A.6

The 1923 report of the Committee on Administrative Practice 
was notable for the fact that it not only reported its findings as to 
actual practice but also attempted to formulate conclusions as to the 
best elements of such practice. The writer, in conjunction with Dr. 
H. I. Harris, had the temerity to prepare a chapter on An Ideal 
Health Department for a City of 100,000 Population, in which func
tions, personnel and budget for adequate health service were categori
cally set forth. This document was later expanded and modified by 
Professor I. V. Hiscock in a more comprehensive volume on Com
munity Health Organization.7

We carried our temerity still further by translating the ideal 
community health program into definite terms of quantitative per
formance. In January, 1926, after long study and consultation with 
health officers and organizations, the Committee on Administrative 
Practice published an Appraisal Form for City Health Work. This 
form dealt with eleven major community health activities and under 
each activity formulated certain definite objective (generally quanti
tative) measures of efficiency. There were 131 of these criteria in 
all and they were weighed to make up a total score of 1000 points.

I can assure you that the committee took this step with fear and 
trembling. Most of us suspected that the whole plan would be con
sidered academic and impractical and would very possibly die 
a-borning. Some of us feared that, if the idea did find favor, the 
Appraisal Form might do more harm than good by tending to that 
undue standardization which is a pet American vice, arising from our 
passionate desire for action and our equally passionate desire to avoid 
thinking. We safeguarded this latter point by providing for revision 
of the Appraisal Form at three or five year intervals; and our re
vision, like a Republican revision of the tariff, is sure to trend upward. 
As to the reception of the idea, we need not have felt such anxiety. 
It has been hailed by health workers with an enthusiasm that has 
astonished us. There is scarcely a live health department in the 
country that is not using the Appraisal Form to check up on the 
balance of its program, to show to city fathers and to the public what 
has been accomplished and to secure support for needed expansions 
from year to year. I think it would be difficult to name any single
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instrument which has exercised a greater influence upon the general 
level of health practice in the United States than this document of 
some 70 printed pages.

Today the committee is looking forward to a new phase of its 
work which is of some significance with respect to the general philoso
phy of the survey movement. Our first task was to crystallize current 
practice in a concrete form and to divise quantitative measures of 
performance. This task has taken us about ten years. The result 
has been a clear picture of what health departments are now doing 
and criteria of judgment as to the results obtained. These criteria, 
however, depend on the assumption that the ends currently sought are 
desirable ones. In some instances this assumption would seem 
clearly justified. We may be reasonably sure that it is well to im
munize children against diphtheria and to pasteurize milk. Even in 
such instances, however, we are far from a sound basis of judgment 
as to the relative values of various procedures in terms of life saving; 
and as to many of our criteria there is a greater degree of uncertainty. 
Throughout the Appraisal Form, quantitative standards are based on 
the practice of the upper quartile of the cities studied with respect to 
their actual performance; but these cities may be doing too much or 
too little on a given line. The next task of the committee is to take 
up, one by one, the public health procedures now in vogue and to at
tempt by analysis or experiment to evaluate their actual return in 
terms of life saving. It is a task which could not be attempted until 
the whole program had been reduced to a quantitative basis but the 
time has now come to undertake it.

The selection of this topic of health surveys and appraisals for 
presentation before the National Conference of Social Work was 
presumably actuated by the hope that the principles involved might 
find their application in the broader field of social work planning. 
There are two of these principles which seem so fundamental as to 
deserve special emphasis.

First and foremost, the whole concept of the survey and appraisal 
rests upon the assumption that health work and social work involve 
a basic scientific technique of proved validity. To the general public 
this is a somewhat novel idea. That part of a survey which relates 
to existing needs in the community,—to the number of cases of tuber
culosis or the condition of tenement dwellings or the extent of pov
erty,—is fairly obvious; but the knowledge that the community 
machinery for dealing with such needs can be measured by objective
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standards is news to the layman. He still thinks in terms of “relief,” 
of the handing out of money or medicine, with as small an “overhead” 
as possible; and the essential requirements are conceived to lie in a 
proper balance between hardness of head and softness of heart. The 
traditional concept of the state involves teachers and firemen and 
policemen,—although the latter class of public servants are conceived 
as blind bludgeons of repression with small vision of constructive 
crime prevention. The realization that doctors and nurses and social 
case workers (whether employed by the city government or under a 
community chest) are equally essential organs of the community is 
grasped only by the enlightened few. It is a very real contribution to 
social thinking to work out, on the basis of comparative studies, 
standard techniques for dealing with these subtler and more novel 
social problems and standards of budget and personnel and standards 
of organization for applying those techniques.

On the basis of such surveys and appraisals and of subsequent 
evaluation of their results we may perhaps look forward to the build
ing up of a new science of experimental sociology to replace the philo
sophical sociology of the past. Psychology was once a branch of 
intuitive philosophy but today it has become a biological science. Our 
laboratory must be the world; but we may hope to lay some of the 
bases for a sociology which shall be objective and scientific rather than 
subjective and speculative. We may hope, in the course of time, to 
convince even American mayors and legislatures that government is 
something more than manipulating votes and that the difficult art of 
living together in communities rests upon the applications of expert 
knowledge.

The social survey is based, then, first and foremost, on the convic
tion that there are certain basic principles and techniques of social 
organization which have general validity. These principles and 
techniques are of varying degrees of certitude. Some are abundantly 
demonstrated by ample scientific proof, some are still tentative and 
experimental. Taken as a whole, they represent the best current 
conclusions of the professional experts concerned. Even the laws of 
physics are now recognized as relative rather than absolute. They 
constitute the best general approximation at the moment attainable; 
and so do our standards in public health and social work.

Standards of accepted practice, however, represent only one side 
of the health survey problem. A survey of a given community should 
be a marriage between principle and circumstance. A mathematical
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formula applies to all cases in its entirety. A form of social organiza
tion does not. Every community has its own peculiar characteristics, 
economic, social, historical, psychological. These are real and vital 
facts which must be taken into account. The successful survey must 
be a joint undertaking, in which the outside expert contributes his 
knowledge of basic principles derived from study of many other situ
ations and the local executives and board members contribute their 
knowledge of the local conditions which modify the working of those 
principles.

In order to secure such fruitful cooperation it is desirable before 
the study is begun, to organize a local survey committee and fre
quently such a committee may take an active share in the collection of 
data and thus keep in close contact with the work as it progresses. 
It goes without saying that the surveyor should discuss each phase of 
his work as he goes along with the local executives concerned, with 
a sincere desire to find out why things are done as they are and what 
real obstacles exist to what may seem a more ideal plan. If an ad
ministrative set-up actually works, in spite of the fact that it seems 
illogical or out of accord with general practice, it should rarely be 
interfered with. Rather should the surveyor conclude that he has 
added to his own store of knowledge.

When the survey report is completed in rough draft it should be 
taken up section by section with the various executives for criticism 
and suggestion; and before the report is definitely made it should 
be informally presented to a group of executives and community 
leaders called together for the purpose. It is of course obvious that 
the surveyor must ultimately be responsible for his own conclusions 
and must say what he believes, whether others may like it or not. But 
it does no harm to get all the facts first and opinions are often very 
stubborn facts in the social field. The special advantage of group 
presentation before final conclusions are reached is that those having 
special interests at stake either voice their objections publicly so that 
they may be frankly discussed or publicly admit that they have no 
objections which they can voice in that manner.

The survey should, of course, be accompanied by very definite 
and detailed recommendations, each one specially directed, where 
possible, to some specific organization which has the responsibility of 
carrying it out. It is well to indicate priority with respect to recom
mendations, particularly those which involve new expenditure and to 
shape the whole program with a view to present status so as to indi
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cate an outline of desirable progress for the next five or ten years; 
and some local group should be specifically charged with following up 
the applying (or the reasons for not applying) of the remedies pro
posed.

The writer has had the privilege of making two successive surveys 
of the city of New Haven, one completed in 1917 and one in 1928. 
In the first of these surveys, 45 specific recommendations were made 
of which, ten years later, 32 had been carried out, 3 had been su
perseded by changes in public health practice, while 10 seemed still to 
call for action. In the 1928 survey, 108 specific recommendations 
were made. These have been entered on a card catalogue and are 
being persistently followed by the Health Council of the Community 
Chest. Some 20 of them have already been put into execution.

Finally, let us consider some of the wider implications of the 
social survey and all that it stands for. In H. G. Wells’ “Food of the 
Gods” the puzzled representative of a new and more heroic race 
wanders about London and cries, “What are ye for, ye swarming 
little people ? W hat are ye all doing, what are ye all for ?” As the 
writer has elsewhere suggested8 “The answer made by the man of 
today must be that we, in our brief lives, are to serve as the instru
ments of that power which has brought us up from the slime of the 
rock-pools in the slow task of building a still better world. However 
blind may be our philosophy, there is an inner urge in our very na
tures which keeps us at this task. The creative spark, the ‘elan vital,’ 
drives us forward whether we will or no.

“The mass of the accumulated progress of our past makes up the 
culture of the race. Science and invention, religion and art, govern
ment and social custom, these things are the heritage of yesterday 
and the responsibility of tomorrow. The United States, as one of 
the youngest of the peoples of the earth, is still in the spiritual sense 
a debtor nation. The Old World owes us many dollars; but we owe 
our religion to Palestine, the bases of our intellectual attitudes to 
Greece, much of such clarity of thinking as we may possess to France, 
the fundamentals of our science to Germany, the inspiration of our 
art to Italy, Spain, and Holland, the roots of our poetry and our 
political ideals to Britain. We can never fully pay our debt to the 
Age of Pericles, to the cathedral builders of the thirteenth century, 
to the poets of Elizabethan and Victorian England.

“Yet there surely rests upon us a strong compulsion to repay 
some part of this obligation, to make, as far as in us lies, our contribu
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tion to the world’s common storehouse of ideas and motives and 
practices. We must echo the words of Browning:

Rejoice we are alliedTo That which doth provideAnd not partake, effect and not receive:A spark disturbs our clod;
Nearer we hold of GodWho gives, than of His tribes that take, I must believe.

“The payment of this debt is beginning, in ways of which we need 
by no means be ashamed. The physics of Millikan, the philosophy of 
Whitehead, the religion of Fosdick, the poetry of Amy Lowell and 
Stephen Benet, the architecture of Saarinen—to name but a few 
contemporaneous examples—constitute real factors in the sum of 
human culture. The most outstanding contribution of this nation 
has, however, lain in the fields of industrial and social organization, 
for industrial and social organization is quite as real a part of human 
culture as the writing of poems or the building of cathedrals. Living 
is itself an art, and whatever makes it easy for the masses of man
kind to lead freer and fuller lives is a contribution to the heritage of 
the race.”

The progress of mankind is like a trail through a forest. We 
press on in what we believe to be the right direction. We take what 
from local indications seem to be the right turnings. But we are not 
very sure. Then we come to a high shoulder of rock from which we 
can see the whole terrain and discover whether we are still on the 
right path. We look over the treetops which have hemmed us in, 
down to the valleys from which we have come, and we gain glimpses 
of the trail as it zigzags up to the heights above. Such a headland of 
vision is a well conducted social survey.
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CARE OF THE HANDICAPPED*
EDW ARD H OCHHAUSER 

Altro Work Shops, New York, N . Y.
Our work has been limited to the care of the tuberculous. In dis

cussing the problem of rehabilitation of the tuberculous perhaps we 
may indicate an experience that has value in the general problem of 
rehabilitation. With the tuberculous there is the ever-present danger 
of relapse, of reactivation of the disease, as well as the exaggerated 
fear of infection.

A scheme of rehabilitation presupposes adequate medical care. 
W ith long time illness, we have a mental, as well as a physical hazard. 
A tuberculous patient is not a pair of lungs on legs. If  after institu
tional treatment he suffers from other ailments, if his teeth are in 
bad condition and neglected, our task is very much complicated. At 
the time when we are trying to wean the patient from the hospital 
atmosphere, we must again start sending him for treatment. W ait
ing an hour or two at the average hospital dispensary, is not good 
mental therapy.

If at the sanatorium the patient has had some occupational ther
apy, group or individual talks on the return to normal life and work, 
our task is somewhat easier.

The mental attitude of the patient often presents more difficulty 
than his physical disability. The warning of the late Dr. Herman 
Biggs, is as vital today as it was fifteen years ago, when he said, “We 
are admitting self-respecting sick men into our sanatoria and turn
ing out healthy loafers.” We might add, comparatively healthy loaf
ers. For it is the next three to five years that determines whether 
the gain at the institution is to be permanent.

W hat happens after the “San” ? Can the patient be returned to 
his family and community as a normal self-respecting individual? 
Ask the average business man and he will tell you, “Once tuberculous,
* Read before the Second Canadian Conference on Social Work, Toronto,Canada, April, 1930.
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always an invalid, and usually chronically dependent.” Family wel
fare workers are apt to go to the other extreme, at least in practice. 
The man on his return is expected to again support his family and 
the relief allowance is either immediately discontinued or radically 
reduced. The patient refuses to work, complains of many symptoms, 
or if he applies for work finds all the jobs offered too difficult. He 
is demoralized, often pauperized. How much of this is the fault of 
the patient, the sanatorium, or a! by-product of the disease itself ?

Let us follow the patient, beginning before a diagnosis has been 
| made; he is working regularly and supporting himself and family,

symptoms of the disease are ignored or he receives intermittent medi
cal treatment for a long period of time before a diagnosis of tuber
culosis is made. Perhaps there has been a short stay at a hotel or 
boarding house at some health resort.

t When the patient enters the sanatorium his savings are gone and 
the family applies for financial assistance. His disease is fairly well 
marked, he is considered a second stage case of tuberculosis. From 
an active life concerned with the welfare of his family, he enters 
the institution where everything is done for him. His chance for 

recovery is dependent on his ability to enter into the new life. Rest, 
and more rest, regularity, absolute obedience to institutional regime 
are essential. Mental rest is stressed. He cannot help his family 
while he is sick, the community will look after them.

We are satisfied that he has been demoralized—he has been. There 
is a conflict between all the elements of cure as he has learned it and 
the every day life, which when reminded is kind and sympathetic, but 
in the bustle demands the maximum return from each member of the 

. community.
Several studies of patients after sanatorium treatment show re

lapses as high as 50 per cent, within a year and a half after discharge. 
A recent study of graduates of a very large sanatorium maintained by 
a fraternal organization is even more discouraging. Of the patients 
home up to five years, 60 per cent, were dead.

As with all problems, to understand its extent and difficulties, is 
the first step towards solution. A sympathetic appreciation of the 
problem of “after the San” is essential. I am not urging a sentimental 
interest. Much harm is done patients by well intentioned people, who 
constantly remind the tuberculous that they must be shielded from 
the cruel world; who preach well, frighten effectively and often the 
only real assistance they render, is a bottle of milk.
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The problem is one of gradual readjustment. There are general 
principles, but the application must be individual. The ideal is to 
fit the work to the changing physical condition of the patient; to al
low the patient to help himself.

The man on the street is apt to judge health work by its fruition. 
Can the patient who has tuberculosis be returned to a normal life 
and be made economically useful?

The problem is complicated by many factors in the personality, 
experience and education of the patient, as well as his physical con
dition. Fortunately a large percentage of the tuberculous make their 
own adjustments. Where his physical condition is good and the pa
tient gets his own job, he is apt to be more successful and the per
centage of relapse less than among those we place. He usually se
cures a job at his old trade with much higher wages than the placement 
worker can secure, and we know a high wage is one of the most ef
fective cures for tuberculosis.

Among those who cannot place themselves we find the most diffi
cult patients. Many were unequal to the competition of the so- 
called normal life before they developed tuberculosis. Perhaps social 
workers who are our severest critics, compliment us when they ex
pect that we will secure an abnormal response from this subnormal 
group. Some of the incompetent and illiterate are unskilled workers 
because they never had an opportunity to learn a trade. They require 
trade training as well as physical rehabilitation.

In this paper I will not try to discuss placement and retraining 
of the handicapped. I would rather discuss the problem of that large 
number of sanatoria graduates, who on discharge are unequal to the 
full time job or whose work capacity is uncertain. Many of these pa
tients are permitted to stay at home or forced to enter institutions 
because the doctor or the social worker cannot secure the work the 
patient may reasonably undertake. We have a mental as well as a 
physical problem; we have a breakdown in morale, and perhaps an 
exaggerated fear of relapse to overcome.

The light out-door jobs are myths for the most part, and where 
they exist are usually light in pay. Part-time jobs in industry are 
rare and difficult to secure, although they offer the greatest hope for 
the successful placement of a large number of patients.

Fifteen years ago, a tuberculous patient in need of sanatorium 
care, was advised that after six months treatment he could return to 
work. Today, we are told that a year at the sanatorium is excellent
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training and preparation, for it takes three to five years to effect a 
cure. To lengthen the stay at the sanatorium until the patient’s con
dition is apparently cured would be unwise. It would complicate the 
problem of rehabilitation more than it would assure ultimate useful
ness and well-being, and we know how difficult it is to induce patients 
to stay nine months. In New York City the average stay at hospital 
and sanatoria is three months.

For many patients there is a wide gap between sanatorium treat
ment and normal industry.

When our Committee started to function, two propositions were 
considered to meet the need for part-time work. One was an indus
trial or farm colony and the other a factory in the City. The farm or 
industrial colony was disapproved. I t would be a very costly experi
ment. The patients would have to be very carefully selected and the 
project would not materially help in the solution of the problem of 
our urban group. It meant moving the entire family to the country, 
depriving the children of the associations and the opportunities for 
study and advancement that the large City affords. The other propo
sition was a factory in New York, the patient to live at home with his 
family and to maintain all his normal relationships. Where necessary, 
the family could be moved to a better apartment, but always to one 
they could afford when the patient was finally rehabilitated.

To meet the need for graduated work and to determine whether 
a rounded out scheme of medical, social and industrial care of the 
tuberculous might reduce the large percentage of relapses, the Altro 
Work Shops was started in June 1915. Here the doctor is the boss 
as far as hours of work are concerned. He prescribes maximum 
hours on periodic examination. It is recognized that the family must 
be the unit of care to secure maximum results and experience has 
shown that medical care of other members of the family is almost as 
important as medical care of the patient himself.

A former President of the National Tuberculosis Association, 
Superintendent of an excellent sanatorium said, “If I were asked 
what one thing I would like to do for the graduates of my sanatorium, 
I would say, give each one $5,000 when he leaves.” At a recent meet
ing of a National Committee on after-sanatorium care, the director of 
one of our largest relief organizations said, “Perhaps the greatest 
cause of relapse after sanatorium treatment is poverty.”

Work is a medium for the reconstruction of mind and body. The 
realization that he is not destined for the scrap heap is more potent
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than the medication prescribed and furnished. While faith is an es
sential element of cure, the patient cannot get well on faith alone.

At the Altro as part of social care, the family is assured the neces
sary minimum income. Where relatives are not in a position to as
sist, the patient receives the necessary minimum in his weekly pay 
envelopes. This minimum is made up of cash representing earnings, 
and a check for the subsidy. The patient is said to be proving out, 
if in the course of time his hours of work increase, which means im
provement physically, and the cash or earnings increase, indicating 
improvement in industrial effort. As he becomes proficient and his 
earnings increase, he is allowed more than the minimum which affords 
a margin of choice and encourages him to earn more. To reawaken 
his self-respect, he is treated as a sick man trying to get well and not 
as a dependent whose desire to work is being tested.

The patient is often skeptical of the altruistic workshop. He sus
pects its purpose, may at times say it is a scheme to deprive him of 
the financial assistance his physical disability entitles him to. We be
lieve that the wage scale should be equal to that of the best factory 
producing similar work.

At the Altro pay is on the task basis and never less than the union 
wage for similar work. At first, patients do not produce more than 
one quarter to two-thirds as much as a well worker in the same hours. 
The patient is working hard, for during the first year after sanatorium 
treatment it requires greater effort to turn out half his normal ca
pacity.

The scheme of graduated work at the Altro which we have called 
industrial convalescence, is intended as a hardening process and 
preparation for work in normal industry.

The workshop is not organized or planned as a training school. 
The practice is to follow the method that enables the patient to earn 
quickly and to increase his earnings while “On the job.” He is taught 
to sew on rags, this training period varying from a few hours to two 
days; then he is given work which requires the least expertness and 
is slowly graduated through various grades until he is taught the 
best grade of work for which he seems to have capacity. The patient 
is paid the union rate as soon as he can produce acceptable work.

The nurse at the factory supervises the patient at work and at 
rest, for he spends his working day at the workshop resting in doors 
or out doors when not at work. The nurse is literally the welfare 
worker of the establishment for her concern is always the patient.
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In locating the factory we were prompted by two major consid

erations. O ne: that it should be a short car ride or walk from a de
sirable residential district where patients might find an apartment 
within the rental they could afford when rehabilitated. Two: pa
tients living in other sections of the city using elevated or subway 
trains would ride against the traffic instead of with it, and would be 
apt to secure a seat.

The Altro Work Shop does not look like an institution. It faces 
three streets, south, east and west, and 50 feet open space to the 
north assures light and air on all sides. The equipment, modern 
throughout, with many labor-saving and fatigue-reducing features, 
is similar to that found in many ideal factories. A very interesting 
live steam pressing arrangement which sterilizes also adds to the at
tractiveness of the garments. Uniform making, which includes all 
kinds of washable garments for use in the hospital and hotel, was 
chosen because approximately half of the patients applying for care 
had come from some branch of the needle trade. The newcomer 
begins to earn the second day and when he regains his health he may 
return to his old trade or continue at the sewing trade where skilled 
workers can earn a living wage. Unfortunately, present day condi
tions in the sewing trade make it more difficult to place factory grad
uates.

At first only quiescent, negative sputum cases of pulmonary tuber
culosis were accepted. In 1915, phthisiophobia, the exaggerated fear 
of tuberculosis, was the ru le; now it is much more the exception. The 
success of the Altro was predicated on its ability to dispose of its 
output. Most physicians were skeptical as to the possibility of tu
berculous patients working in doors and at the sewing trade Econom
ically and medically, it was wise to go slow so as not to complicate the 
many problems of starting a workshop for the tuberculous, hence 
the intake was limited to negative sputum, inactive cases.

As the workshop progressed, more advanced negative sputum 
cases were admitted. During the war, a study disclosed that a very 
large percentage (in one month 50 per cent.) of the patients leaving 
or discharged from a large sanatorium had positive sputum.

The workshop, very busy making blouses for the U. S. Navy 
was exceedingly careful, going to the extreme of discharging any 
patient whose sputum became positive. To meet the need of posi
tive sputum patients, an annex factory was established in 1918. Be
cause of the problem of disposing of their work, it was thought ad
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visable to separate the two groups, but a year later they were merged 
and housed in the main workshop. The admission of positive spu
tum patients was stimulated by the criticism of a Captain of the 
United States Public Health Service, who is now assistant to the 
Surgeon General.

“In 1918, and since then,” to quote from a study made by the 
National Tuberculosis Association, “The incipient, moderately ad
vanced and advanced cases have been employed, which included pa
tients who showed some activity of their pulmonary lesions, a few 
cardiacs, a fair number of asthmatics, some chronic bronchitics, be
sides some suffering from bronchiectasis. While the investigators 
have found it impossible to list the exact number of neurasthenics, or 
chronically institutionalized persons, the study has convinced them 
that the Altro has cared for a large group of these most difficult of 
all types to treat and rehabilitate.”

There are a large number of patients in need of permanent shel
tered employment who, because of extensive tuberculosis or compli
cating diseases, such as emphysema and bronchitis, cannot return to 
normal industry but can work part-time, often up to seven hours a 
day, in a sheltered workshop. The directors of the Altro Work 
Shop, committed to a program of rehabilitation, believe they should 
limit the number of patients in need of permanent sheltered employ
ment, to approximately 20 per cent, of its present capacity.

The output of the workshop is sold on value, not sentiment to 
hospitals, institutions, nurses, hotels, restaurants, and industrial con
cerns. During 1929, an average of 95 patients earned approximately 
$87,000.00 in wages and received as a subsidy from charitable funds 
$26,000.00. The sales during the year was approximately $270,000.

The demonstration of the Altro Work Shops is significant, be
cause the fundamentals of care can be applied in the care of those 
suffering from other chronic diseases and can be provided by large 
industries. Not only can relapses be cut down to approximately one- 
third that found in the studies of what happens to sanatorium grad
uates, but these men and women can be made partially, or completely 
self-supporting.

A Medical Review Committee was organized about four years ago. 
It is made up of a tuberculosis specialist, a consultant in general medi
cine, but particularly interested in tuberculosis, and our own tuber
culosis examiner. All patients are examined by this special commit
tee approximately once a year and before discharge. An evening is



E. Hochhauser 377
devoted to the examination of six patients with consultation in each 
case following which the patient is invited in and the results dis
cussed with him or her. When the patient has reached apparent cure 
and is ready to be graduated into normal industry, he is congratulated
and given an opportunity to ask questions regarding his physical well
being. With our young women we invariably get the same question, 
“Will it be all right for me to get married and if I have a baby will 
it be well.”

A very large corporation with branches all over the United States 
has adopted a very comprehensive plan of care for its tuberculous em
ployees. The need for some plan was brought home by numerous re
quests for loans to start small businesses after sanatorium treatment 
and the many relapses that ensued. For many years this company 
had accepted its responsibility toward its employees by paying for 
sanatorium treatment and assisting the family during the cure period. 
In arguing for a scheme of graduated work in their own business 
organization, we urged that they could retain skilled workers, raise 
the morale of their employees and secure for themselves a return on 
the investment in paying for sanatorium treatment and assisting the 
family.

“In the invitation to the dedication of the new Altro Work Shops, 
in December 1924, we read, “The business of this unusual manufac
turing enterprise is that of giving the convalescent tuberculous paid 
employment, and of allowing them to do only the amount of work 
per day for which they are fitted. A time clock and a trained nurse 
see to that. The balance of their time they give to development of 
hope in their own hearts and health in their own bodies. This turns 
invalids into men and men can compete in the open market, just as 
the wearing apparel, made by them during their working hours, com
petes in the open market on a quality basis.”
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THE RELATIONSHIP OF MENTAL HYGIENE TO SOCIAL WORK*
W. T. B. M ITCHELL, M.D.

Director, The Mental Hygiene Institute, Montreal, Canada
As we survey the field of human welfare, as we see about us the 

evidences of human failure, destitution, unhappiness, discontent, 
suspicions, criminal responses, mental disease, we realize something of 
how imperfectly the individual is being prepared to meet the tests 
which life and society are setting him. At the same time we see some
thing of how tremendously complex this whole problem is. As the 
need for a preventive social science makes itself manifest, the magni
tude and complexity of the problem indicate the importance of a 
cooperatively working group receiving contributions from the social 
sciences, from medicine, from public health, education, economics, 
psychology, biology, psychiatry, etc., but with the full burden of 
responsibility falling on no one individual group.

As the vision for social work has increased with reference to this 
tremendous human need, a natural and inevitable alliance has ap
peared between social work and those departments of applied science 
which already were thinking in human and social terms. Public 
health and preventive medicine and that phase of preventive medicine 
which we call mental hygiene—because they appear in the forefront of 
the trend towards the socialization of medical practice have found 
themselves closely allied with social welfare effort.

Social work has been defined as follows: “Social work endeavors 
to help in bringing about improvements in the conditions under which 
men live and to help men and women to adjust themselves more 
happily to these changing conditions. Daughter of old-time charity 
wedded to modern science, social work aims to retain the spirit of the 
one while using the methods of the other. She recognizes that she is 
not the whole but an ever growing part of the now conscious plan for
* Read before the Second Canadian Conference on Social Work, Toronto,Canada, April, 1930.
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instituting better relations between men and races of men. H er motto 
is understanding and cooperation.”1

Mental hygiene has for its object the prevention of mental disease 
and the promotion of mental health. The possibility of preventing 
mental disease has come with a better understanding of what mental 
disease actually represents. Disease is a failure occurring in the 
interrelationships between the individual and his environment. Physi
cal disease represents the result of an unequal contest between the 
individual and his physical environment—mental disease the result of 
an unequal contest between the individual and certain factors in his 
social environment—that is, in order to have disease conditions, we 
must have some discrepancy between the individual capacities and the 
complex of factors which go to make up his environment. Although 
mental diseases make their appearances at critical periods in the in
dividual’s life—periods in which there is some unusual emotional 
stress, as e. g., puberty, late adolescence, marriage, childbirth, the 
menopause, etc., the biographical histories of patients in which a 
definite mental disorder is present would indicate that the beginnings 
of the difficulty lie far back in the personality development of the 
individual—in the child’s early social relationships in the home and 
in the school years.

Mental Hygiene in conjunction with other sciences interested in 
the question of mental development has set itself the task (1) of 
gathering all information which may be helpful regarding the de
veloping individual and regarding the factors in his social environ
ment which may be helpful or which may be inimical to healthy 
mental development and (2) of determining just how best the prin
ciples of mental health may be effectively applied.

The knowledge of the individual, of what characterizes normal 
healthy mental development and socialization, of the special needs 
and characteristics of the different groups of individuals which go to 
make up our society—this information is being gathered (1) by long 
distance study, by a continuous follow-through of the growing indi
vidual, observing him as far as possible in all of his relationships, 
learning more completely the factors which are important in deter
mining healthy or unhealthy attitudes, gathering information which 
may be important in confirming or disproving theories which we 
have held to explain adult behavior and (2) by cross sections in the 
form of individual case studies, in an attempt to analyze the be
havior, to determine specifically the factors which appear to have
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been important as causes and to very cautiously generalize when it 
appears we have good scientific reason for so doing. It is one thing 
to establish principles of mental health and a knowledge of the factors 
which determine beginning failures in the personal and social adjust
ments and quite another thing to have this knowledge applied in a 
reasonable way. One of the most important of the dynamic factors 
in any individual’s environment are other individuals. The child has 
to run the gantlet of adults who appear perfectly ready to deal con
fidently with any problem of conduct—parents, teachers, juvenile 
court judges, social workers, physicians, neighbors, Sunday-school 
teachers, etc., whose attitudes towards his behavior are frequently 
dominated by beliefs rather than knowledge. It is amazing how 
ready individuals are to express their beliefs and to back up their 
beliefs with advice in any problem involving human behavior or 
human relationships and, because beliefs are very serious things with 
us, the advice is given without any saving sense of humor. Recently 
a young man dropped into the office with the expressed attitude that 
he had made a mess of his affairs. The first thing he told me was 
that he had had plenty of advice. I was warned, although I probably 
should not have given him any because I had not any ready made 
beliefs to cover the situation and, even if I had had, I have learned 
that beliefs cannot be transferred from one person to another in such 
fashion. I hear some of you “believing” that such a contact in which 
no advice was given must have been a very barren one—perhaps it 
was, but may I tell you what I did do. I think I helped him put his 
problem a little bit further away from him—just far enough to get 
a perspective. The patient found himself analyzing a little more 
frankly and impersonally his behavior towards his mother-in-law, 
his attitude towards his wife, his standards, his set of values, etc. I 
wonder if one of the important lessons the social worker less ex
perienced in intimate individual contacts may not learn from 
psychiatric method is “how to listen” and to diplomatically help the 
client to arrive at the truth. The more we interfere in the stating 
of a personal problem, either by show of emotion or by reassurances 
or other interjections, the more we inhibit the arriving at any truthful 
understanding of the problem. Over and over again the psychiatrist’s 
patient makes the remark “I expect you knew that I was not telling 
the whole story.” In some cases they were now stating material pre
viously consciously held back—again, in their search they had dis
covered another link. But to get back to the people who trusting
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implicitly in their beliefs generalize most unwisely, to say the least, 
concerning standards of conduct. When we hear an individual who 
may be admittedly sincere and honest expressing a conviction that 
juvenile delinquency is to be explained, not on the basis of economic 
factors or mental factors or other environmental factors, but on the 
basis that the sole cause is moral, or when another individual lays 
juvenile delinquency pretty completely to the pernicious influence of 
such a single factor as the moving pictures, we must recognize these 
generalizations are not generalizations but are superficial estimates 
determined by the individual’s beliefs. Dr. Francis Dunham says: 
“The ‘moralist’ with his limited interpretation of right and wrong has 
a close accomplice in the sentimentalist with his display of misguided 
sympathy. Often sincere, generally without special training, dogmatic 
in estimating the value of their personal ability to cope with the 
failures of more experienced workers, such philanthropic laymen are 
likely to become a most disorganizing factor in the career of the semi
dependent delinquent.”2 The mental hygienist generalizes cautiously; 
when he does, may we suggest that it really is a generalization, pro
vided he is a satisfactory mental hygienist or in other words has a 
scientific outlook, and perhaps this sort of generalization is helpful in 
pointing an approach through which he may deal constructively with 
behavior problems. He is ready, for instance, to say that wherever 
we meet unsocial or antisocial behavior there is some reason for it, 
that the reason or the explanation must lie in a discrepancy between 
the individual capacities—physical, intellectual, emotional, on the one 
hand, and, on the other hand, the tasks or requirements facing the 
individual. The reaction to consistent failure or to a discrepancy 
which is never wiped out or lessened may be an unsocial withdrawal, 
which is seriously significant from a mental health standpoint, or an 
antisocial protest in the form of delinquent or troublesome social be
havior. The mental hygienist again is prepared on the basis of his 
practical experience to recognize the fact that the boy or girl who ar
rives at the age of puberty without having been able to develop a 
feeling of self-confidence and a sense of adequacy and security in his 
social relations is the individual who is least likely to mature mentally 
in a healthy fashion. Through feelings of inferiority and the subse
quent compensatory behavior the way has been paved for mental and 
social conflict, the consequence of which may seriously enter into all 
of the individual’s later attempts at social adjustment.

Mental hygiene is interested not only in the group of frank
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mental diseases but in understanding what may be done in the way 
of the prevention and treatment of all of the degrees of mental ill 
health which lie between frank mental disease and ideal mental health. 
It is perhaps in this phase of our work that we have the greatest 
contact with the social work interests. There probably is no case of 
serious social failure where there is not some health problem, physical 
or mental. It may well be that the health problem does not constitute 
the primary one. The health factor may be a result of unfortunate 
conditions—economic, educational, housing, etc.—which have deter
mined both the social failure and the health disability. I suppose we 
all realize just how complex is the problem with which the social 
worker deals—that while it would be not possible to do satisfactory 
social case work without taking into consideration the health factors 
as completely as possible, there are many other factors in the patient’s 
situation which are contributing to his social failure and the attack on 
which may promise more in the way of immediate relief, and the 
presence of which would make quite impossible any direct attack on 
an underlying health factor. From the preventive aspect of social 
work, however, I do not think that it is possible to overemphasize 
the importance of recognizing and providing for the physical and 
mental health needs of the developing individual. We think of our 
work in mental hygiene under perhaps three divisions—clinical, edu
cational and research. These divisions dovetail one with the other. 
It would not be possible to carry through one part of the program 
effectively alone. I would say that social work must also think in 
terms of some such division of its work to secure the best results. 
I am thinking particularly just now of the effect of a broad-spread, 
well organized, social work educational program, which would 
hasten among other things the acceptance of health principles in the 
community. Just as soon as the community realizes, for instance, 
the importance of meeting the mental health needs of the growing 
individual in educational, recreational and vocational ways, they are 
committing themselves to a great many more changes in the social 
economic fabric which are of fundamental importance to social work 
and to public health. I should think that for social work the time is 
opportune to become more completely “hygiene conscious” or “health 
conscious” and to set out in an organized way to secure through the 
community the facilities necessary to satisfactorily meet the health 
needs of the child. For instance, social work and mental hygiene 
have a most important common stake in our respective interests in
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education. Mental Hygiene is interested in seeing that mental 
health principles are being applied effectively in the elementary 
schools. So also is social work interested because the meeting of the 
child’s mental health needs means that the school program is de
signed to meet the individual child’s capacities and interests—to pro
vide for his vocational needs, to establish under happy conditions 
good work habits, to provide an opportunity under which the child 
may prepare to more effectively meet the social responsibilities of 
later life. I have been emphasizing cooperative effort between social 
welfare and mental hygiene programs on the constructive preven
tive side. May I just point out that occasionally it might seem that 
social work may be expecting the wrong thing from mental hygiene 
by looking for too much in the way of treatment results from 
mental hygiene and psychiatry in that phase of their work where 
successful treatment results are extremely difficult to get, i. e., in the 
case of adult social failure. No one realizes perhaps better than the 
psychiatrist how difficult it is to alter adult attitudes. So much has 
been written regarding mental hygiene and its implications in the 
field of social welfare that occasionally the social worker has been 
led to expect from the psychiatric contact that in some magic way the 
whole individual response will be changed. That is not so. There 
is, however, a distinct social value to be had from an analysis of 
the mental factors operating in the case of adult social failures. 
We see something of the types of individual who are failing to attain 
happiness and independence, we realize something of what has been 
lacking or wrong in the environment. More and more we are 
realizing that knowing the individual and knowing something of the 
constructive or destructive factors which may enter into the process 
of socialization, we should be able to predict within reasonable limits 
an individual’s later behavior responses to social and life situations. 
If we can make such predictions, the social implications are obvious.

Before leaving this topic I should like to state very briefly my 
position regarding psychiatric specialization in the social work field. 
My ideal for the social work group is that as a group over a period 
of years they should have all the opportunity there is to get all that 
mental hygiene and psychiatry have which may be helpful in the 
social work field. Out of this process is going to inevitably evolve 
some degree of specialization—certain individuals are going to find 
that their interests and capacities and training enable them to do 
some special part of the work particularly well. It just appears to



be unfortunate at this stage in the development of social work to be 
setting up on the basis of formal training courses a group of people 
in the social work field designated as psychiatric social workers. 
Specialization does not healthily occur in any group except through 
slow growth in knowledge and insight and skills, which can only 
come over a period of time and through long, patient, skillfully guided 
contact in the associated scientific and practice fields.

1. There is much social and psychiatric evidence of imperfection 
in our present machinery for preparing the growing individual to 
satisfactorily meet social conditions which obtain generally.

2. In the formulation of an intelligent preventive program the 
need for cooperative effort is evident.

3. Disease conditions and social failure represent failure based on 
a discrepancy between the individual capacities and the tasks which 
life and society set him.

4. Mental Hygiene seeks to discover more completely the princi
ples of mental health—to discover the causal relationship in mental 
and social failures and on this body of information to build programs 
of prevention and therapy.

5. Lay people too frequently are motivated in their attitudes to 
human behavior by beliefs rather than scientific knowledge.

6. Mental Hygiene has no ready panacea to offer social work in 
dealing with individual adult social failures—the important contribu
tion may only come through cooperation in a preventive program.

7. Too rapid attempts at psychiatric specialization in the social 
work field may not be an entirely healthy development.
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THE HUMAN COST OF UNEMPLOYMENT—THE HEALTH COST*
RU TH  W. HUBBARD

General Director, Visiting Nurse Society of Philadelphia, 
Philadelphia, Pa.

For many years workers in the field of community welfare have 
felt that a relation existed between unemployment and health. Never
theless few facts exist to give proof to the opinion. This became 
particularly apparent when I undertook to prepare my remarks for 
you this morning. Therefore, I am constrained to present to you 
two things: first, some aspects of the question of health and unem
ployment which seem worthy of our consideration, and second, the 
report upon a brief survey of unemployment made in our organiza
tion on March 27th, 1930.

We are told by certain economists that the period of unemploy
ment which we are facing and passing through in this country is not a 
wave, but a definite change in our civilization which has been brought 
about by the Industrial Revolution. Those of you who went to 
school in the latter part of the nineteenth century realize that we were 
taught that this country and Europe were still feeling the effect of the 
Industrial Revolution. We are coming now to realize that mass pro
duction must have an effect on the civilization of the world. We are 
producing more than we need in this country with much less man 
power and with a corresponding reduction in employment.

Also, the period of education is consuming a greater length of 
time than formerly. The average person becomes a wage earner at 
eighteen and the person of forty or forty-five who loses a job has 
difficulty in securing another. What effect will this trend have on the 
next generation in terms of a decrease in infant mortality and a 
longer span of life? The group of persons from twenty to forty-five 
is going to have greater responsibility. Is that going to mean a drop
* Read before the Eighth Annual All-Philadelphia Conference on SocialWork, Philadelphia, Pa., April 1930.
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in the standard of living which we, as health workers, have been 
striving to raise ? Is it going to mean that families will be forced to 
adopt a lower standard because the wage earner is supporting a 
larger number of people? Is it going to mean a reduced diet of 
poorer quality, restricted living quarters, with less freedom and 
exercise? These are some of the things which are going to affect a 
great many people throughout the width and breadth of this country. 
We can learn something about the effect of reduced standards by 
studying the health problems in Central Europe immediately follow
ing the war. The adverse results of such restriction are not immedi
ately apparent, but there were many children who showed the effect 
of prolonged starvation very markedly.

In the mountains of the southern part of our country live a group 
of people who have been isolated there for several generations. They 
have lived on a limited diet and in a very restricted way. These living 
conditions have had a definite effect upon the people of that group. 
They are very much depleted in vitality because of their restricted 
diet and the diseases which have come as a result of their lowered re
sistance. Consequently they do not develop in the manner to be ex
pected of such originally virile stock.

Has the government a responsibility toward the health of the 
individual? Our national policy is freedom for the individual as far 
as the individual may have freedom without disastrous effects on 
others. We have been slow as a government to assume this responsi
bility. The city, state, and federal governments have assumed re
sponsibility only for the health of the child. Within the last thirty 
years this has become an accepted responsibility of the community. 
Old age insurance is being thought of because we feel that the com
munity has some responsibility for the health of the aged in the group. 
We have also thought somewhat in terms of workmen’s compensation. 
Now that we have this problem of a large group of persons inactive 
for a period or a smaller group of persons inactive all the time, we 
must think in terms of what the community will accept as its job in 
providing health for the individual.

With this background I want to give you the result of the survey 
we made in our Society on March 27th, 1930. I t was of necessity a 
brief study. Each of our one hundred field nurses counted her un
employed families. On that day we had 442 families where there 
was unemployment. Of that number in 52 per cent, of the families 
there was total unemployment, while the other 48 per cent, had partial
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employment. We were interested to know about illness in the families 
of the unemployed. In all of those families there was illness, and 
in 70 per cent, the illness was among adults. It seems to me that 
this is an important point as we frequently suppose that the child is 
the first to suffer the effect of poverty. We wonder if the adults in 
the home are depriving themselves so that the children may have 
enough, up to the last possible moment. That possibility occurred 
to us as we noted that in the homes where there was unemployment 
the illness was largely among adults. In 21 per cent, children were 
ill and in 9 per cent, both adults and children.

One of the things we particularly wanted to know was how long 
the unemployment occurred before the illness began. Was the illness 
the result of unemployment? We found that in a great majority of 
cases the unemployment existed between two and six months before 
the illness began. The families were able to carry themselves for 
this length of time, perhaps receiving help from relatives and neigh
bors, before the illness occurred. There were some homes where 
unemployment existed for only a few weeks before illness, some had 
been employed irregularly and in a few unemployment was a chronic 
condition.

The next thing we wanted to know was whether or not these 
families needed relief. We found that in 13.5 per cent, of the families 
we had to call in help immediately. We had to interest somebody to 
help the family because there was no food, no coal and inadequate bed
ding. It is difficult to take care of patients when you have not he neces
sary things to work with. We had to go out and get someone to help.

We also wanted to know whether or not these families were “old 
timers,” people for whom the Family Society had over a period of 
years secured a job for the father every winter. We found that in 
27 per cent, of the families some other agency was already acquainted 
with the family but that in 73 per cent, no agency had ever been asked 
for help. That was important because it showed that the people who 
are out of work this year are people who are normally self-supporting. 
They belong to a group who buy their homes and educate their 
children. This 73 per cent, never before had to ask for assistance.

The various social agencies have had a very heavy burden this 
year and we, ourselves, have been called upon to assist a number of 
families. We were interested to know how many families that we had 
to carry were also families that had needed immediate relief. We 
found that we have been giving assistance in 75 families. In these
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families we had not waited for other agencies to help, as coal, food, 
bedding, etc., was needed immediately.

We found that 48 per cent, of the families had a private physician 
in attendance. These families were accustomed to having their own 
private physician. We found 42 per cent, going to dispensaries, 
which is not an uncommon thing for us. Only 9 per cent, of these 
families had city physicians in attendance, and that we thought was an 
indicative figure. The private physicians are probably giving care 
without remuneration. The families have been accustomed to call on 
private physicians and they were continuing to do so and the physi
cians were glad to come. We believe that the physicians are not 
sending bills, or if they are the bills are not being paid.

Another question was: how are the families paying for nursing 
service? We do have an arrangement for the payment for service, 
but if the family cannot pay for the service it is given free. We 
found 55 per cent, already insured, so the nurse was being paid for 
by the insurance company. These families had been paying for that 
protection and more than half of the group fell under that head. 
Seven per cent, were making some payment and the rest were being 
cared for without payment. All of these figures were secured 
directly from the nursing group. Each nurse turned in the figures 
for her own district so that we could give you a more accurate picture 
of the work.

We have also compared the medical relief work of this winter 
with the work done last winter, for the periods from November to 
March. I think you understand that we are not organized to give 
financial relief in the home. We do give some medical relief. Last 
winter we carried 77 families for this service and this year 96. For 
an organization of our kind an addition of 20 families makes an 
appreciable difference. This year the need has been for food, coal, 
milk, and convalescent care, and it had to be given at once to the 
families as they did not have food, etc., for the next twenty-four 
hours. In many cases they had not had coal for some time and the 
bedding supplies were totally lacking, so we had to begin at the be
ginning.

I wish you to understand it is not our policy to give this type of 
relief but because of the conditions we have not been able to call upon 
the other agencies who have been faced with tremendous demands 
and each of us has been trying to answer the problem as wisely as he 
could. As you know, we have all been benefited by the appeal
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that went out some little time ago from the Welfare Federation. 
However, we are concerned with one aspect of the problem. We are 
a health agency and the relief that we have had to give may place us 
in the wrong light in the minds of the patients we are treating.

The next thing we were interested to know was whether the 
analysis of diseases carried during this period from November to 
March was different last year. You know there was quite a serious 
epidemic of influenza and pneumonia here in Philadelphia last year. 
The statistics this year do not show a corresponding figure for those 
diseases. We feel the figures are not satisfactorily comparable be
cause of the situation last year. There is a slight increase in cardiac 
diseases. Studying the age groupings, we find an increase of 4 per 
cent, in the incidence of illness among young babies. The amount of 
illness among adults is about the same as last year; 59 per cent, of our 
patients are individuals from 15 to 55 years. All of the figures seem 
to show that the adults do sacrifice themselves for the children and 
are therefore suffering.

We feel that this survey brought out several points: that a large 
percentage of illness was among adults; that the great majority of 
these families were not known to any social agencies, and therefore 
we feel are self-supporting families normally; that over half of them 
were families who were carrying industrial insurance; that the 
majority of these families were under the care of a private physi
cian, whom we feel did not receive payment for his services; and that 
to a large extent unemployment occurred within a period of from two 
to six months before the illness began.

Throughout all of this survey reports came to us of how finely 
friends, relatives and neighbors surrounding these families have at
tempted to help out. Landlords have let the rent go for three months 
and in many cases longer. Milkmen, grocers, and others have held 
accounts over a period which is astonishing because these same people 
are having to meet expenses themselves. We have been tremendously 
impressed by this.

Finally, I wish to leave with you the realization that we must have 
more adequate, more thorough, and more scientific figures concerning 
unemployment and health. The cost of medical care is being thor
oughly studied and we who are working together in these groups 
must be able to talk concretely, not in general terms. If there is a 
direct relationship between unemployment and health only carefully 
kept records, thoroughly studied, will enable us to demonstrate it.



WHAT SOCIAL SERVICE MEANS TO THE INDIVIDUAL DOCTOR*
W ILLIAM  V. HEALEY, M.D.

Surgeon, New York Polyclinic Hospital, New York, N . Y.
There are among my friends in the medical profession those who 

believe that social service is more nearly social nuisance, while others 
appreciate the important part played by social service departments in 
their institutions and realize the good that is accomplished by them.

There are those who can be “social serviced” and there are also 
those who cannot. It reminds me of the story of Pat, who was lazy 
and didn’t work. He sat about all day and carried on and caroused 
by night. He was of no help to his family and an attempt was made 
by the neighboring priest to “social service” him.

One day, when the priest went in to see him, he found Pat with 
his feet up on the table, reading the newspaper. “Good morning, 
Pat,” said the priest. “Good morning, Father,” said Pat. Whereby 
the conversation ceased. The priest busied himself looking about the 
squalor in which Pat lived, and, as he was pondering, Pat spoke u p : 
“Father, what is lumbago?” The priest thought for a moment and, 
believing that here was an opportunity to improve Pat, answered: 
“Pat, lumbago is a very vicious disease that is acquired by men who 
go about drinking, carousing, doing no good to their fellow men and 
much harm to themselves.” Pat studied him for a moment and said: 
“Is that so. I see by the paper that the Pope has it.”

For many years the doctor acted in the capacity of priest as well 
as physician. He not only cared for the physical ills of his patients 
but at times cared for mental worries as well. It was he who per
formed all the social service activity.

In this age of great mechanical discovery and in the rush of 
bigger and better business, the practitioner of medicine today has 
been forced to forego any activity other than that of physical adviser,
* Read before the Annual Dinner of the North Atlantic District, AmericanAssociation of Hospital Social Workers, New York, N. Y., May, 1930.
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even though he might have the inclination to give more to his patients 
than that which he can give in health matters. The very arrangements 
under which he works in the busy hospital prohibits his so doing.

This advisory capacity which formerly was held by the family 
practitioner in matters other than health, has been rightfully usurped 
by you, and it is you, as a group, who must answer to the call of 
economic, social and mental distress. How well you are doing this 
can be seen from the growth of your organization from a handful 
twenty-five years ago to a great organized body tonight. The im
portance of your job cannot be overestimated. It must be done by 
someone, and, if it is not accomplished by you, it will be by some other 
organization.

As I see it, there appears to be two types of social service workers: 
first, those who approach the doctor with pad and pencil. Of these I 
am always suspicious; secondly, those to whom I can say, when I 
meet them: “There is a fellow up on the third floor in the back ward. 
I forget his name, but he needs a job. Will you get one for him?” 
And it is accomplished. This is the individual who has the eagerness 
to work, the desire of helping and the spirit of understanding that is 
essential in those who would devote themselves to this great service.

As a class, I believe that you are doing your job. I trust that you 
will continue to do it.
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THE CHRONIC DISEASE PROBLEM IN MASSACHUSETTS*
H ERBERT L. LOMBARD, M.D., M.P.H.

Director, Division of Adult Hygiene, Massachusetts Department of 
Health, Boston, Mass.

The outstanding public health problem of the present day is the 
control of chronic diseases of the middle-aged.

Two generations ago the average age at time of death of all 
individuals in Massachusetts was about thirty-one years. Today it is 
around fifty-one,—a gain of some twenty years. In the same period 
the average age at time of death of individuals over fifty has de
creased a fraction of a year. The increase for total ages has been 
accomplished largely through public health measures. More adequate 
sanitation of the environment with improved water and sewerage 
systems, advances in bacteriology and the attack on communicable 
disease, combined with a concerted attempt to make personal hygiene 
real rather than theoretical, have all had a part in this reduction. 
Tuberculosis, typhoid fever, and diphtheria, as well as other diseases 
have been decreasing. The infant and maternal welfare work has 
saved the lives of many children, and, as a result, the average age of 
the population has increased; but for those individuals over fifty, no 
such rosy picture is seen. Here the age specific death rates have been 
mounting, and the expectation of life has decreased.

There has been a change in the type of diseases which have caused 
death in this group. Two generations ago less than one-third of all 
deaths in persons over fifty years of age were due to heart disease, 
cancer, apoplexy, and nephritis. Today nearly two-thirds of the 
deaths over fifty are certified for these causes. This change has 
brought with it certain conditions. The individual with a chronic 
degenerative disease suffers over a long period of time. The dura
tion of these diseases usually is not short as is that of many of the
* Read before the National Conference of Social Work, Boston, Mass.,June 1930.
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acute conditions. His span of health is less. The duration of disease 
as estimated by the death records shows that at the present time the 
average individual over fifty is sick prior to death over five times as 
long as in 1880.

A third point to be considered is the increasing age of the popu
lation of Massachusetts. Immigration has been restricted. The 
birth rate has fallen. Public health activities have lowered the death 
rate for diseases among the young. As a result of these combined 
forces, a larger percentage of the total population is in the older age 
groups. Two generations ago, 15 per cent, of the population was 
over fifty, while today 18 per cent, is in this age group. This in
creased population over fifty means that there are today in Massa
chusetts some 130,000 more individuals over fifty than there would 
have been, had the age distribution of the population remained the 
same as two generations ago.

Such facts as these stimulated a study of the chronic disease 
situation in Massachusetts, covering the following items:

1. Is chronic disease on the increase ?
2. W hat is the volume of chronic disease in Massachusetts ?
3. How is it being cared for?
4. Is there a need for more resources, and, if so, what type ?
5. What economic problems are connected with chronic disease ?
6. What is the duration of chronic disease?
7. W hat is the disability caused by chronic disease?
8. Is chronic disease evenly distributed throughout Massachusetts?
9. What is the age, sex distribution of the diseases ?

10. What factor does heredity play?
11. What factor does nativity play?
12. W hat factor does occupation play?
13. What are the rural, urban aspects of the diseases?
14. What possible etiological factors can be proved ?
15. What are the secondary causes of death?
16. How can social service help in the problem?
17. How can visiting nurse service help in the problem ?
18. How can education help in the problem?

In order to obtain answers to these questions the problem was 
approached from different angles. First, the analysis of statistical 
data from the published reports of the Registrar of Vital Statistics 
of Massachusetts; second, the collection of statistical data from the
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original death records and other form s; third, the despatch of ques
tionnaires bearing on the subject to every physician, every hospital, 
and to all known nursing homes in the state; fourth, house-to-house 
surveys in several communities.

The material from these various sources is now being analyzed 
and within a few months will be reported. At present only a few 
crude results are available from the house-to-house survey. This 
survey was conducted in two urban and several rural communities. 
Information was obtained on approximately 46,000 individuals. E x
tensive newspaper publicity was used prior to the survey. The field 
force was composed of workers especially trained for this type of 
work. Each locality was divided into sections and each section was 
so canvassed that a fair sample of the community as a whole was 
obtained. Both well and sick were questioned regarding their age, 
sex, nativity, and occupation. An estimate was made by the sur
veyors of the economic status of every family. The sick were further 
questioned as to the diseases present, their duration, and the type of 
service for treatment. The amount of incapacity was determined 
and the time lost from work during the previous year. Questions on 
nursing service were asked and some information was obtained on 
the etiology of the disease.

There are approximately one-half million individuals in Massa
chusetts sick with chronic disease at any one moment.

Of the population over fifty years of age found in the survey, 
twenty-six out of every hundred admitted having chronic disease. It is 
probable that a number of individuals did not tell us that they had a 
chronic disease. Some of the individuals with disease in its early 
stages did not realize their condition, while others probably falsified 
deliberately. This inclines us to the belief that the number of sick 
obtained in the survey is slightly low.

About one-third of the individuals sick with chronic disease were 
not receiving medical attention. In some cases this may not have 
been needed, but it is difficult to believe that 15 per cent, of individuals 
with diabetes, 24 per cent, of those with cancer, and 33 per cent, of 
those with tuberculosis do not need medical care. Some of these 
certainly needed a physician. Probably the principal reason for 
failure to procure medical advice is poverty. In the comfortable 
group about one-fifth did not employ a physician; in the moderate 
group about one-third; and in the poor group, nearly one-half.
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Another important factor is the feeling that the condition is not 

sufficiently serious to warrant the services of a physician. This seems 
to be an attitude held by many regardless of the type of chronic dis
ease. In a study* on the reason for delay of cancer patients before 
obtaining medical advice nearly one-half of them gave this reason. 
These patients delayed about six months and many of them were then 
beyond hope of cure. I t is evident that intensive educational activi
ties are needed to bring the average individual to a realization of his 
own responsibility at a time when there is the greatest possibility for 
either alleviation or cure. We are constantly urging well individuals 
to have the yearly periodic health examination. It would seem that 
an individual sick, even if he did consider the condition of minor 
importance, should periodically consult his physician.

Of the total sick group 8.2 per cent, were completely disabled. 
If  our surveyed population is a fair sample of Massachusetts there 
is one individual completely disabled with chronic disease out of every 
109 inhabitants. Over 90 per cent, of the chronic sick are being cared 
for in their own homes and 6 per cent, of this number are living in 
homes where the facilities for their care are poor. During the past 
year 5.8 per cent, of the sick received hospital care.

The five variables which we have found to have significance in the 
chronic disease problem are, in the order of their importance, age, 
sex, economic status, density of population, and nationality. These 
variables are intimately associated, and in order to determine the 
significance of each it was necessary to divide populations into groups 
comparable with respect to four of the variables, but differing in the 
fifth. For example, to estimate the significance of the economic status 
we would study the difference between the poor and the rich in a 
population composed of men of one age group, of one nationality, 
and living in one density group. The association tables were thus 
made and the relative importance of these variables ascertained.

Chronic disease increases with age. In individuals under twenty 
the sickness rate is 17 per thousand, in individuals between fifty and 
fifty-four it is 198 per thousand, while for those over eighty it is 680 
per thousand. This increase in age so marked in the total diseases 
does not occur in some of the diseases. Epilepsy, tuberculosis, and 
anemia show very little variation in the age groups. However, the 
rate for the majority of the important chronic diseases rises con
* Lombard and Cronin: Cancer S tu d ie s  in M assachusetts. 4. W hy Do PeopleDelay ? Commonhealth, Vol. 16, No. 14, 1929.
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sistently with age. About one-fifth of the sick individuals have more 
than one disease, and the incidence of the secondary diseases also 
increases with age.

Chronic sickness is more prevalent among females than males. 
This applies to total disease as well as to all the individual disease 
groups studied with the exception of the respiratory group, tuber
culosis, organic nervous and mental diseases, in which the male rate 
is higher. In all of the eight major chronic diseases, with the excep
tion of heart disease, the female death rates correspond to the female 
sickness rates in the survey. In heart disease the females have a 
higher sickness rate and a lower death rate than the males. A  possible 
explanation of this may be that females with heart disease take better 
care of themselves and do not hasten the fatal outcome of the disease 
by as strenuous work as do males.

Chronic disease increases as the economic status decreases. The 
disease rate is almost twice as large in the poor group as in the com
fortable group. The poor have a longer duration of both complete 
and partial disability than do the comfortable and moderate. On the 
other hand, the time lost from work by wage earners decreases as we 
go down the economic scale. The poor lose only about one-half the 
time lost by the comfortable. This probably means that an individual 
in straightened circumstances continues on his job when he should be 
at home. As a result the disease gains rapidly, and the disability is 
therefore longer. The poor, moreover, have less medical service than 
the well-to-do and this again works to the disadvantage of the indi
vidual. A check-up on the city infirmary population of a city of
60.000 showed that 81 per cent, of the males over fifty and 100 per 
cent, of the women over fifty had some form of chronic disease. An
other check-up of individuals receiving outdoor relief in a city of
125.000 showed that 83 per cent, of the males and 88 per cent, of the 
females over fifty were victims of chronic disease. Chronic disease 
and poverty are closely associated.

There is more chronic sickness in the country than in the city. 
The individuals in the rural sections do not consult physicians to as 
great an extent as the individuals in the cities. This probably is one 
reason for the difference in the sickness rates. Different living con
ditions, different working conditions, and different psychical atti
tudes, together with more imbreeding in the country, may account 
for the remainder of the rural and urban differences, although it is 
very probable that other unknown variables may enter in.
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The native born of native grandparents have a higher morbidity 

than do the native bom of native parents with foreign grandparents, 
and this group in turn has a higher rate than the native born of 
foreign parents. In discussing total chronic disease morbidity it is 
apparent that the farther we get from foreign stock the greater the 
disease. The reason for this difference is not clear. Is foreign race 
stock hardier than the old New England stock?

In our studies we are learning the extent of hospitalization for the 
chronic sick and are attempting to measure the needs for future 
expansion. We are studying the nursing situation, and the medical 
situation, as they apply to the chronic sick. A part of our data is 
being used to furnish more light on many of the baffling questions of 
epidemiology regarding this disease. We are now collecting data 
from the aged regarding their habits throughout life, and from this 
material we hope to find differences between the well group and the 
sick group in some of the many variables that go to constitute the life 
cycle of the individual. How big a factor is diet? To what an extent 
do the emotions influence chronic disease? How important is rest 
and relaxation? What factor does environment play? Obviously 
some of these are very important, while the effect of others is yet to 
be determined.

From this welter of material we hope to obtain information which 
will be the basis for our program directed toward the attack of 
chronic disease. Just how extensive this program will be is prob
lematical. Whether we duplicate our cancer activities or work out a 
new line of approach has not been decided. However, with a realiza
tion of what Massachusetts has done in the past it seems reasonable 
to hope that the information obtained in the surveys combined with 
the judgment of the Adult Hygiene Advisory Committee, the Legis
lature, and His Excellency Governor Allen, will guide us along paths 
which will result in a solution to the problem of the place of Public 
Health in chronic disease.



COMMUNITY ORGANIZATION*
ALBERT CHEVALIER

Superintendent, Division of Municipal Assistance, Department of 
Health of the City of Montreal, Montreal, Canada

I have been asked to outline very briefly, before you today, the 
organization of the Division of Municipal Assistance of the Depart
ment of Health of the City of Montreal. Previous to 1905, there 
existed no such department; the commitment of neglected and de
pendent children, juvenile delinquents, the insane, etc., was arranged 
through the Recorder’s Court. In 1907, as the importance of this 
department was increasing daily, it was officially named: “The 
Municipal Assistance Department.” This department is looking after 
all the charitable work done by the city of Montreal.

In the last few years, Municipal Assistance has greatly developed. 
The rapid growth of the city does not allow it to be otherwise, and 
it is to be expected that the proportion of those who need assistance 
will augment in proportion to the increase of the population. The 
number of people who, in big cities become unable of self-support is 
swelled by the immigration of many indigents from lesser centres, 
to places of greater activities, with the hope of improving their lot 
by obtaining employment more easily, or by getting higher wages, or 
if they are absolutely destitute, by being more easily admitted to 
charitable institutions, owing to their greater number, more variety and 
larger capacity. Thus the necessity in a great centre of such a De
partment of Municipal Assistance.

The city of Montreal is nearly covered with charitable institutions. 
I t is the town, in Canada, which possesses the greatest number of 
them, mostly founded and maintained by religious communities as
sisted by the ratepayer’s generosity and subsidized by the public au
thorities. We count in Canada’s metropolis, about 240 charitable 
institutions of various kinds.
* Read before the Second Canadian Conference on Social Work, Toronto,Canada, April, 1930.
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The mission of the Municipal Assistance Department i s :—
A. Control the admittance of indigent insanes, idiots, imbeciles, 

epileptics and retarded children in proper hospitals, at the cost of 
the city and of the province equally, according to the R.S.Q. 1925 
Chap. 190 (Act Respecting Lunatic Asylums).

B. The placing of neglected and dependent children in industrial 
schools at the cost of the city and of the province equally, according 
to the R.S.Q. 1925, Chap. 160 (Act Respecting Industrial Schools).

C. The hospitalization of incurables and of tuberculous, at the 
cost of the city in hospitals under contract with the city.

D. The repatriation of strangers who become a public charge.
E. The deportation to their own countries, of undesirable immi

grants residing in Canada, since less than five years, at the cost of 
the transportation company by which such immigrants have travelled, 
or under special circumstances at the cost of the Federal Government, 
in conformity with the Dominion of Canada Immigration Act.

F. The burial of indigents and unclaimed bodies of the morgue, 
according to the R.S.Q. 1925, Chap. 153 (Act Respecting Coroners).

G. The control, from the financial point of view, of young delin
quents in reform schools, where they are detained at the cost of the 
city and of the province, according to the R.S.Q. 1925, Chap. 158 
(Act Respecting Reformatory Prison for Young Offenders).

H. Peddler’s permits, in compliance with city by-law.
I. Requests for assistance of every kind, which are referred to 

the proper private charitable organizations, according to the creed and 
nationality of applicants, because the city does not give any home 
relief.

/ .  Investigate all cases of prisoners that are remanded by the 
court for mental examination.

K. The distribution of subsidies to charitable institutions, and 
other grants awarded by the city.

L. Registrations of institutions of charity and of persons author
ized to solicit gifts or alms on behalf of said institutions, and the 
authorization to hold “Tag-Day,” city by-law No. 626.

M. The application of the Quebec Public Charities Act. (R.S.Q. 
1925, Chap. 189) by which the city and the province contribute each 
1/3 of the cost of maintenance of indigents in any charitable institu
tion of the province, that has been recognized by the said Act.

N. This department is controlling also, although, it is not con
sidered real charity, all the pensions and annuities voted by the city

I



to pensioned employees or by the Workmen’s Compensation Act (18 
Geo V, Chap. 79).

O. Last, but not least, it has under its management the M curling 
Municipal Refuge, for men without shelter. This institution has a 
capacity of 708 beds, and it is, I am proud to mention the best 
organized establishment of its kind, not only in the whole Dominion, 
but even in the United States and in old countries.

It may be interesting to know the procedure followed by the said 
institution:—

To be admitted to the Meurling Refuge, one must be not intoxi
cated, may not have in one’s possession more than 25 cents, and must 
conform to all the regulations of the institution. The persons who 
desire to be harboured in the Refuge must present themselves at 5 :30 
o’clock P. M. and must answer to all questions put to them regarding 
their conditions, after which a search of the men’s pockets is made, 
and everything that might damage the clothes while fumigation is 
being carried on, is removed. Each man is then supplied with three 
checks, provided with strings and bearing his identification number 
and is taken to a room situated in the basement, where he is given a 
bag and a clothes hanger. He must put his underclothes in this bag 
and close it, after having affixed to it one of the three checks given to 
him when his name was registered. On the clothes hanger, he hangs 
his trousers, his vest, his coat and his overcoat and attaches a check 
to them ; his shoes and his hat are deposited in a compartment bearing 
a number corresponding to the number on the checks. The third check, 
which has a longer string than the others is placed around his neck. 
The object of this check system is to identify the individual when, 
on the following morning, his clothes are returned to him. The 
inmates’ clothes with the exception of their shoes and hats, are placed 
in the fumigator, where they remain during thirty minutes in a tem
perature of 300 degrees.

Once the inmates have taken off their clothes, they go to the bath
room, where soft antiseptic soap is put on their hands and, as the 
only known practical way of taking off the soap is with water, so 
water has to be used, and that with rather beneficial effects. All the 
shower baths are put into operation simultaneously, under the direc
tion of an official. After taking a bath, each man undergoes an ex
amination in the physician’s office. If, in the course of such examina
tion, it be found that the person who seeks shelter at the Refuge, is 
ill, the superintendent must have him admitted to a hospital, in order

400 Community Organization
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that, regaining his health, he may again be in a position to earn a 
living and, also, in order to protect the other inmates in the event 
of the sick man being afflicted with any contagious disease. The 
medical examination has also another object, that of ascertaining the 
working capacity of those who seek shelter at the Refuge, in order to 
find out the imposters who are in the habit of living at the expense 
of the community; this is a protection for the honest pauper.

Once his medical examination is completed, the man is given a 
nightgown, and he goes up to the refectory. A supper consisting of 
bread and a bowl of coffee or soup is provided. He is then taken 
up to the dormitory. He sleeps in an iron bed (the mattress being 
entirely of metal) bearing his identification number. The bedding 
consists of two blankets, two sheets, one pillow and one pillow-case. 
The inmates must get up at five o’clock in summer and six o’clock in 
winter. All linen used during each night is thrown down the chutes, 
which lead to the laundry. The breakfast is served immediately after 
rising and it consists of bread and coffee. After taking his breakfast 
the inmate hands over to the employee on duty the three checks re
ceived by him, and in return he receives the envelope in which the 
contents of his pockets had been deposited at the time of his registra
tion.

The following question is often put to u s :—“What kind of people 
do you harbour at the Meurling Refuge?” From observations and 
investigations made since the Refuge was opened, we may infer that 
there does not exist any particular type of homeless m an; there seem 
not to be two cases resembling each other: Every individual has his 
own characteristics. Their origin and the society in which they have 
been reared are not the same. The experience acquired from life as 
well as their working capacity and their manners of living are differ
ent. They have special needs and suffer from particular diseases. 
The causes which have thrown them outside of the normal life of 
society are numerous. There are among them aged men, over 70 
years old; men in the prime of life, young, strong and healthy; 
cripples of all kinds, and sick men who need medical attention; casual 
workers; mechanics of all trades; professional men, traders who have 
failed; and vagrants who never work. There are some who have 
always resided in Montreal and others who have been here only a 
few days. Among them are temperate men, wretches suffering from 
alcoholism, drunkards of the worst kind, and addicts of narcotics; 
some are men sound of mind, while others are half-insane; profes-
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sional beggars mingle with those who have an aversion to mendicancy; 
some are married, others single; some, leaving families abroad, have 
failed to obtain employment, whereas others for one reason or 
another, have deserted their wives and children. This may evoke 
a picture of the diversities of the types of men harboured at the 
Refuge.

At the inception of the Meurling Refuge in March, 1914, a 
Municipal Labor Bureau was opened and operated in connection 
with it, its purpose being to help the unemployed to secure work 
and employers to secure employees, without any charge being made 
to either. Care was taken to send the most competent men to fill the 
vacancies offered. We thought at the time that it was advisable for 
the municipal authorities to secure the necessary employees for road 
work, etc., through this bureau, but for reasons unknown, this policy 
was not put into force. The Labour Bureau proved its usefulness 
during the time it was in operation from March, 1914, to September, 
1918. Its closing at the latter date was because of the increasing 
efficiency throughout the whole Province of Quebec of the Provincial 
Bureaux. I may say that our department is working in close co-opera
tion with the Montreal office of the Employment Service of Canada, 
and we are both always ready to exchange information and to help 
each other.

May I call your attention to the nature and wide scope of the 
unemployment and of the transient labourer’s problems, which con
cern so seriously at the present time, all municipalities. We find 
transient workers, nomad citizens, travelling in large numbers be
tween the great industrial centres, in search of work. The majority 
of them have exhausted their resources, and upon arriving at their 
destinations they are penniless. Lacking the necessary money to se
cure shelter for the night and food and clothing, they are compelled 
to shift about as well as they can; some must beg, while others resort 
to theft.

In order to protect the morals of society at large and to safeguard 
property, it is absolutely necessary that each municipality should own 
its own refuge, in which transient labourers may find shelter for a 
night, wholesome food, a plentyful water supply, and medical (and 
even legal) services, and have laundry at the disposal of those who 
wish to keep clean, and have clothing if necessary. This assistance 
will enable them to regain their strength and to revive their courage, 
in order to be fit the next day to resume their search for work.



It is also necessary that employment bureaux be working in 
co-operation with the refuge, for the purpose of assisting the unem
ployed in securing work, and possibly for aiding them in securing 
transportation to the location of the work. The purpose of the 
municipal refuge is, therefore, to suppress all excuses for begging or 
offences which might be committed by men without shelter.

The public will then be protected, the destitute will keep himself 
clean, in good health, and free from moral and physical suffering. 
Honest, but weak men, will not descend to crime. Suffering and 
need, crime and poverty will then be reduced to their minima.

But, you will say, do not imposters apply at a municipal refuge ? 
To this I would answer: Experience teaches us that among the pro
fessional unemployed, the number of morally and physically abnormal 
ones is very small. If we allow 90 deserving men to suffer and to 
perish because 10 are unworthy, why not close immediately our hos
pitals, homes, public parks—in short, all our charitable institutions 
because a few unworthy individuals happen to slip in?

But unless it is built to suit the needs and is well managed, the 
night refuge is more harmful than useful.

Every municipality should be compelled to maintain a municipal 
refuge and its budget should contain the necessary appropriations for 
this purpose, just as much as for the other municipal services. The 
night refuge must be a link in the chain of municipal institutions, not 
only as a public duty and as an agent for supporting the man who 
weakens in the struggle for life or who is compelled through economic 
causes to become an indigent, but also as an institution where one 
may receive temporary assistance. On the other hand, it must be a 
protection to society against degradation, nuisance, or the crimes of 
men who would become, not only a charge to private individuals, but 
to society at large. Briefly, the night refuge must be maintained and 
administered by the municipality as a government institution. I be
lieve there are two essential factors for the success of a municipal 
refuge; the first is the co-operation of all the public services, and the 
second is the co-operation of the public itself.

No one can question the success and the usefulness of the 
Meurling Municipal Refuge in Montreal. The refuge is under the 
strict control of the public authorities, and the results obtained leave 
no doubt regarding its superiority and its marked advantage over 
refuges administered by organizations dependent on private initia
tive, which are often managed with a view to deriving revenue.
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Leaving aside the necessity of a municipal lodging house to face 

the present problem of unemployment, there are, even in normal 
times, different classes of men that require to be protected by the 
public authorities, in the best interest of the community welfare; 
these men may be divided into three classes.

In the first class are labouring men without families or home ties, 
who work all or most of the year, and expect to support themselves 
by their own exertions. The majority of them work in the harvest 
fields, on the lakes and railroads, and in other forms of summer work. 
These men are thrown out of work in the latter part of November or 
early in December, and remain idle during the rest of the winter. 
They are not always so from choice, but it is readily to be seen that, 
when several thousands of these unanchored workmen are thrown 
upon the city at one time, they cannot all be at once absorbed by its 
industries. The men have as a rule from one to two or three months’ 
wages in hand. They generally pay the entire winter’s room rent in 
advance, in order that they may be sure of shelter in any event. 
Many of them deposit the remainder of their wages either with the 
lodging house keeper or in a savings bank. These savings are variously 
spent during the winter, according to the tastes and habits of the 
particular workman; but the life of these men during the winter is 
scarcely of a sort to encourage thrift or any other virtue. Massed 
together, several hundred in a lodging house, without wife or children 
or any sort of home life to soften or restrain them, living in complete 
idleness three or four months of the year, it is hardly to be wondered 
at, that drunkenness and gambling are common among them and that 
decent men degenerate among such associations. When the man’s 
money is gone, usually about January or February, sometimes later, 
he looks for work. A few find it, street-cleaning, ice-cutting, etc., but 
others turn tramp, drift and beg for the remainder of the winter, and 
perhaps eventually remain in this sort of life, although as a rule the 
men in the group which I am speaking of are rather independent in 
spirit and when work opens up in the spring go back to it with a will 
and are glad to shake off the winter’s idleness.

In the second class should be placed the unfortunate men in real 
need, of whom there are a large number drifting about in any great 
city; strangers who have been robbed, men coming to the city, who 
fail through lack of references, or a knowledge of the city; many of 
these are decent fellows, clerks and office men from other cities, who 
are ashamed to let their families know their situation. When their



money is exhausted, they often pawn everything they possess and 
actually almost starve before they finally secure the work that brings 
them back into the first class, or, losing their courage, drift down into 
the lowest class. In this group also are men who have been dismissed 
from the hospitals before they are able to work; and men who have 
met with slight accidents, which only temporarily prevent them from 
working. The number of such men is very large. There are also 
many young boys, runaways, who have left home usually on account 
of some trifling misunderstanding or quarrel with a member of the 
family, although in many cases a mere spirit of adventure, the 
wanderlust or “road fever,” as they themselves call it, seems to have 
been the only cause of their starting out.

The third general class is the largest and is composed of the men 
who present our most difficult problem. They are the social parasites, 
whether from choice or from force of circumstances. In this 
group are beggars of all sorts, blind people, crippled, deformed men, 
local vagrants, old people, incapables, clothing-beggars, confidence 
men, petty thieves. It may seem unfair to class old men, and blind 
and crippled with tramps, petty thieves and men of that type, but upon 
analysis this is not as unfair as it appears. They are all living, not 
by their own exertions, but upon the earnings of the community from 
which they are begging. While this begging is not always from 
choice, and in many cases begins from absolute necessity, nevertheless 
it is found that often when given an opportunity to be self-supporting, 
these men continue vagrancy and begging from choice. The line be
tween the tramp and the petty thief is a narrow one, frequently 
crossed.

In closing these remarks, may I say that in my opinion, the only 
practical way of helping the healthy destitute is, to secure work for 
him. If destitution is apparently caused by illness, charitable associa
tions, before assisting, should always have the applicant examined by 
the association’s physician in order to ascertain the proportion of his 
disability. It ought never to be taken for granted, nor should medical 
certificates issued by family physicians, which are generally certifi
cates of accommodation, be accepted. If the destitution is the result 
of scarcity of work, a certificate from the Public Employment Bureau 
should be required, stating that the man applied to that office and that 
the bureau was unable to give him employment. It is so frequently 
found that the man in question refused to accept employment offered, 
that he did not give satisfaction, or that he never applied for work.
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I am sure a great number of the permanent unemployed and of ex
ploiters of public charities would be eliminated if these rules were 
followed, and that the finances of our charitable associations would 
improve accordingly. Likewise, the attention given to the real des
titute would be greater.

Healthy destitutes, when assisted by public or private charity, 
should provide some kind of work in exchange for the assistance 
they receive, even though the work be useless. If, as Larochefoucauld 
Liancourt said, “a living man has the right to tell society: ‘Make me 
live,’ society has the equal right to answer: ‘Give me thy work/ ” 
And Bossuet is right, when he says: “Before punishing the beggar, 
work must be supplied to him if he is in good health, assistance if he 
is sick, a shelter if he is an invalid.”
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PERIODIC HEALTH EXAMINATION AS IT AFFECTS THE SECONDARY SCHOOL AGE GROUP*
J. E. DAVEY, M.B.

Chief School Medical Officer, Board of Education, 
Hamilton, Ontario, Canada

A year ago I had the privilege of presenting to the members of 
the School Health and Physical Education Section of the O. E. A., 
a paper entitled “Some Observations on Health Supervision in 
Secondary Schools.” These observations were based on an examina
tion of the secondary school pupils in our city, made in September 
and October, 1928. This was the first opportunity we had had of 
making such a survey and was brought about by the request of the 
physical instructors for an examination of the pupils in order to de
termine their fitness or otherwise for physical training. Provision 
was made to comply with the request and it was felt by the medical 
staff that such an opportunity to secure as much additional informa
tion as possible regarding the physical condition of these pupils should 
not be neglected. A special record form was prepared. One side of 
the card was to be completed in advance by the pupil. The other was 
to be filled in by the examiner. Women physicians examined the 
girls. For purposes of record, special attention was given to those 
who had engaged in competitive athletics. The ages ranged from 11 
to 19 years and there were 1133 girls, and 1041 boys. The findings 
were so striking that the Board of Education was readily convinced 
not only of the advisability, but also of the necessity of some form of 
medical supervision over the pupils of these secondary schools.

Accordingly a similar survey was made in September, 1929. The 
experiences of the first survey showed the advisability of having the 
public school record of the pupil for reference, so a change was made 
in the record form for secondary schools to make it conform more
* Read before the Second Canadian Conference on Social Work, Toronto,Canada, April, 1930.
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MEDICAL REPORT
Secondary Schools —  Hamilton Board of Education

Name .. 
Address

(Surname First)
( 1 ) ..........................

( 2) ........................ ( 3)

1. What serious illnesses have you had?
Name Date Duration

2. What contagious diseases have you had?
Name Date

3. Were you ever advised not to take part in Games or Exercises 
or to remain out of school on account of your health?

Why? By whom?
4. What outdoor games do you play?
5. Do you tire easily?
6. Have you ever taken part in Athletic Competitions?

What kind ? At what age did you begin ?

School
Date

DA TE AGE Ht. W + EX P.D M | Y Y | M Inch's

—
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410 Periodic Health Examination
closely to the one used in the public school. Physical defects carried 
over from public school life were then entered on the new form thus 
giving a continuous record of the child’s physical standing during his 
public and secondary school life.

A summary of the findings for the two years is given herewith—
1928 1929

1. Number examined .....................................................  2174 2370
2. Full exercises recommended.....................................  1819 2045
3. Special exercises recommended

for (a) P o s tu re .....................................................  *767 *1045
(b) H e a r ts .......................................................  103 102
(c) Chests .......................................................  27 12
(d) Recent illness or in ju ry .......... .............. 21 22
(e) Malnourished

O verw eight...........................................  30 32
Underw eight.........................................  72 96
Anaemias, etc......................................... 3 7

(f)  Orthopedic
Infantile P ara lysis............................... 11 11
Birth Paralysis.....................................  4 3
Other causes .......................................  38 24

(g) Other causes ...........................................  30 31
4. No exercises recommended

(a) H e a r ts .......................................................  23 23
(b) Chests ........................................................ 5 3
(c) Recent illness or in ju ry ......................... 10 5
(d) O rthopedic.............................- ...............  8 5
(e) Other causes ...........................................  9 4

Total .....................................................  55 40
5. In need of Medical Attention

(a) Sight ............................................  140 154
(b) H earing .........................................  12 11
(c) Other causes .................................  137 148
Total ....................................................  289 313

6. Goiters ..................  293 200
7. In need of Dental attention ..................................  195 308
8. Vaccinated for Sm allpox...........................................  1254 1298

Not vaccinated for Sm allpox.................................. 920 1072
* Most of these were also able to take full exercises, and are included in the 

figures for full exercises.
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A perusal of the figures shows how well founded were the fears 

of the physical instructors.
In 1928, there were 55 pupils recommended for “no exercise” and 

40 pupils in 1929. About 50 per cent, of these rejected were heart 
cases.

In 1928, out of 339* cases recommended for special exercises only, 
there were 103 with heart conditions; while in 1929 out of 340 similar 
recommendations 102 were for heart conditions. These facts alone 
show the necessity of the examination from the standpoint of the 
physical instructor, and in addition to other conditions found are, I 
believe, of sufficient importance to warrant an adequate medical in
spection program for secondary schools.

The figures above quoted were from collegiate institutes where 
we have the right to expect a greater interest in personal hygiene than 
in any other body of young people in this age group. An examination 
of 865 pupils of the technical school in 1929, showed the following 
principal defects:—

Sight ............................................................................  87T e e th ............................................................................  289
T onsils.......................................................................... 145
Goiters ........................................................................  131H e a r ts ..........................................................................  11

In this group we have naturally a larger percentage of younger 
children and frequently there are economic and other conditions that 
do not tend toward defect correction.

In reviewing the literature on this subject I find there is very little 
information recorded, but where any is found it all points to the same 
conclusion; viz. that there is great and urgent need for the proper 
medical supervision of our youth between 10 and 20 years of age. 
There are various reasons given for the present lack of this super
vision, chief among which a re :—

(a) The community does not demand or value health service for 
high schools as for public schools.

(b) The high school staff as a rule has not the interest nor the 
knowledge to meet this need properly.

(c) The need of a health education program suited to the re
quirements of the high school level.

In an address entitled “The Neglected Age” Miss Whitney of 
New York gives some striking figures in regard to the prevalence of
* Postural cases omitted.
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tuberculosis among the high school age group in the United States. 
She states as follows:—

(a) That the general decline of death rate from tuberculosis 
during the last ten years has been 36 per cent., whilst the 
decline in the 15 to 24 group is only 18 per cent.

(b) Arranged according to group ages we find—
From 1 to 5 years—50 per cent, decline in death rate.
From 5 to 14 years—41 per cent decline in death rate.
From 15 to 24 years— 18 per cent, decline in death rate.
From 25 to 44 years—42 per cent decline in death rate.

(c) It was further shown that the death rate was higher from 15 
to 19 than from 20 to 24.

(d) In the 15-19 group the females were 75 per cent, more than 
males.

(e) In the 20-24 group the females were 25 per cent, more than 
males.

( f ) Also that while the group 15-24 comprised 17 per cent, of the 
total population it furnished 26 per cent, of the deaths.

Edna W. Bailey, Ph.D., associated professor of education in the 
University of California, states that in 1920, in the age group 10-19, 
tuberculosis caused 20 per cent, of total death rate.

I am indebted to Dr. Holbrook of the Hamilton Sanatorium for 
the following figures secured from his records showing the incidence 
of tuberculosis in the age group 15 to 24 years:
Patients in residence, 15 years and older—364 (Males 174; Fe

males 190).
Patients in residence, 15-24 years inclusive— 135 (Males 48; Fe

males 87).
Percentage of males (15-24 years) to total males equals 27.58 per 

cent.
Percentage of females (15-24 years) to total females equals 45.78 

per cent.
Similar percentage for 1920 were males—24.59 per cent.; Females— 

35.53 per cent.
These figures corroborate those given above in the greater inci

dence among girls and also show an increased percentage of both 
males and females in this group during the last 10 years.

Many reasons have been given for the increased illness and higher 
tuberculosis death rate in the age group 11 to 20. Among others are 
the following:—
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(a) Increased industrialization.
(b) Extra curricular activities.
(c) Late hours.
(d) Scarcity of clothing and the “hardening” process.
(e) Adolescent changes.
(f)  Poor food habits and dieting fads.
(g) Poor ventilation.
(h) Carelessness in spread of contagious diseases (colds, etc.)
(i) Less careful supervision by mothers.
( j)  Competitive athletics.
But in this group, tuberculosis is not the only condition that de

mands attention. I have referred to the number of cardiac cases 
found during our examination. One is not surprised to find a large 
number of these cases in schools of higher learning. Their physical 
limitations demand that they shall seek some line of vocational ac
tivity suited to their needs. Most of them can never engage in 
arduous physical toil. They must seek a position where a living may 
be earned with a minimum expenditure of physical force and mental 
worry. Hence the necessity of not only regular physical examinations 
to determine their state of health but the need as well of sound voca
tional guidance along suitable industrial professional highways:—and 
here the question of competitive athletics might well be considered. 
To quote again from Edna Bailey:—

“Inter-school competition may be wholly eliminated from girls’ 
athletics with great advantage and no loss.” And again, “The weight 
of influence of all enlightened adults should be thrown against inter
school competitions for boys and for girls at the secondary level.”

Whether or not these statements are too strong can only be 
shown when an efficient medical inspection program has been in
augurated in the high schools of our country and sufficient data has 
been secured to furnish the evidence.

In this connection I recall an incident that came under my own 
observation recently. A young girl of 18 years, competed in three or 
four running events in her local high school games, but collapsed in 
the final event. There had been no evidence of any cardiac weakness 
previous to the competition, but either from lack of efficient training 
or because of attempting too much at one time, she has been com
pelled to discontinue all exercises for a year at least on account of 
cardiac trouble.

One of our physicians attending school found a young girl with a
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heart condition due to toxic goiter. She was sent home and a 
thyroidectomy subsequently performed with good results. What 
would have happened if that pupil had been compelled to undertake 
strenuous exercises as part of her secondary school program ?

Provincial legislation now demands that children shall attend 
school until 16 years of age. Surely under such compulsion they 
should have adequate medical inspection. Since physical training is 
part of the secondary school curriculum, whose would be the respon
sibility when without previous medical examination, some serious 
cardiac condition develops during the carrying out of this program ?

It is generally agreed in these days that a medical inspection of the 
pupils in elementary schools is a necessary part of the educational 
program. It is difficult to see why such an inspection should not 
be carried on into the secondary schools when we consider the large 
number of comparatively young children found in this group.

In 1929, out of a total of 1673 pupils who passed the entrance 
examination in Hamilton, 924 or 55 per cent, were 14 years of age 
or under while 329 or 20 per cent, were 13 years of age or under. 
Figures just secured from our technical school show that out of a 
total of 1424 pupils now on the roll, 511 or 36 per cent, are 14 years 
of age or under. In the Central Collegiate at present out of a total 
of 1524 pupils, 448 or 30 per cent, are 14 years of age or under, 
whilst in the High School of Commerce out of a total of 872, there 
are 377 or 43 per cent, who are 14 years of age or under. Surely 
such numbers of children of tender age should receive some form of 
medical supervision.

So far we have been considering only those in this group that are 
to be found in secondary schools. W hat about those in industry and 
other places? It has been found that in the group 15-19 years only 
one-third are to be found in educational institutions. What about the 
other two-thirds?

In Vienna in 1929, an examination of 3000 young working men 
and women 15-24 years of age who desired to engage in sport activi
ties, showed over 50 per cent, unfit, on account of physical defects. 
These defects in order of importance were hearts and lungs, tonsils, 
spinal defects, flat feet, and hysteria in women. An examination of 
the records of 100,000 industrial workers by the Metropolitan Insur
ance Company showed that the mortality of males exceed that of 
females for every age group excepting that of 15-24 years when the 
female rate was higher.



Sufficient has been said, I am sure, to show the need of an ade
quate physical education and supervision program for secondary 
school pupils. Not only should they receive a periodic health exami
nation but there should also be the necessary follow up and supervision 
service that alone can make such a program effective. I cannot 
close better than to quote again from Miss Whitney’s paper,—“We 
have intensive health activities and services for the infant, for the 
pre-school child, for all elementary school children, for mothers, for 
men in industry, and yet these millions of boys and girls and young 
men and women, who are making all their adjustments to life at this 
critical period, their physiological adjustments, their moral adjust
ments, their mental, economic, and social adaptions, are left untaught 
in regard to health—their most precious possession. Surely, a neg
lected age.”

J. E. Davey 415



EDITORIAL 
The Christmas Seal

Quietly, unostentatiously, year after year, 
Christmas Seals go about the business of saving 
lives. Annually at Thanksgiving they make 
their appearance throughout the United States 
and, sold for a penny each during the few weeks 
between Thanksgiving and Christmas by the 
1400 affiliated tuberculosis associations, raise 
funds to carry on the battle against tuberculosis 
for another year. To be sure, humanity is still 

as susceptible to tuberculosis as it was twenty-three years ago when 
the first seal was sold in this country, but the studies, experiments 
and educational work financed by the seals have led to the discovery 
of facts and principles that have helped reduce the annual death rate 
from tuberculosis more than fifty per cent.

In addition, the educational work financed by these bright little 
stickers has been so effective that hundreds of communities have 
been aroused to the need for definite preventive measures so that 
public tuberculosis sanatoria have been constructed, clinics established 
and tuberculosis nurses provided to carry on preventive work. 
Special camps and open air schools exist for children considered 
susceptible to tuberculosis, and the general public has been made 
cognizant of the need for personal health.

The awareness of the public to the dangers of tuberculosis and 
the need for constant efforts to prevent it is apparent when it is 
remembered that at the time the National Tuberculosis Association 
was formed in 1904 there were only 10 nurses in the United States 
doing tuberculosis work, there was not a single preventorium, there 
were only 19 tuberculosis dispensaries, and only 115 sanatoria. Today 
there are 7,115 tuberculosis nurses, 83 preventoria, 3,671 dispensaries, 
and 618 sanatoria.

In addition to this there exists a great research program looking 
toward a cure for tuberculosis, sponsored by the National Tubercu-
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losis Association and carried on by many of the foremost research 
workers in the country, each working individually in his special field, 
but all working according to a definite plan.

So, glancing back down the years and noting the results achieved 
by these cheerful little stickers, which will again make their appear
ance this month, the editors can do no less than say, “Long Live the 
Christmas Seal,” and join the National Tuberculosis Association in 
urging our readers to buy and use Christmas Seals.

The Baby’s Friendships
H ELEN  T. W OOLLEY

Director, Institute Child Welfare Research, Teachers College, 
Columbia University; Committee on the Infant and 

Preschool Child, White House Conference 
on Child Health and Protection

One of the most valuable contributions of the nursery school to the 
life of young childhood is the opportunity which it offers tiny 
children to form friendships with children of their own age outside 
their immediate family. In the past we have thought that the normal 
human relationships for young children were those with adults. The 
kindergarten age of about five years was accepted as the youngest age 
for an interest in other children and the forming of friendships.

Nursery school experience, however, has taught child psycholo
gists that children of only three or four years are capable of forming 
friendships with each other and that the experience is not only a joy to 
them, but is extremely valuable to their social adjustment and mental 
well-being in later years.

The value of friendships for adults, older children and adol
escents is well recognized. Any well rounded, efficient adult life 
derives much of its stimulation from friendships. For adults, friend
ships are a close second to family relationships in determining both 
success and happiness. Indeed the same qualities which help to make 
satisfactory friendships are necessary for successful family relation
ships and essential to happy marriage.

But where do adults get their capacity to make friends? The 
ability to make friends, like the ability to live fruitfully with the 
family, has a long history of growth and development. It is, of
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course, improbable that the individual friendships formed by children 
of three and four years will be lasting. The moving of residences and 
the changes in family social contacts make three and four-year friend
ships usually a brief experience. What may last, however, is the 
understanding of what it means to have a friend, and what some of 
the obligations as well as the joys of friendship are.

I have known competent and professionally successfully adults 
who regarded friends merely as social pleasures, like a good theatre 
or concert. For such a person, as soon as a friend began to be in 
any sense the source of obligations for effort or for financial aid, the 
friend was discarded. The friend then ceased to perform his recog
nized function. For most of us such a standard of friendship seems 
socially very inferior. We should dislike to see our own children 
growing up with, or living by, such a concept of friendship. As in 
other realms, the establishment of standards and concepts of friend
ship begins young. A little child who finds out that the keeping and 
enjoying of friends involves generosity and consideration and a vital 
kind of social cooperation, is acquiring a basis for forming friend
ships which may serve him all his life. This establishment of good 
standards of friendship becomes a vital factor in preparing a child as 
best we may for successful marriage and for the founding of a 
family. This always remains a central purpose of parents as long 
as we cling to the belief that good family life is our best social unit. 
From this point of view, then, laying the foundations for real friend
ship early in the life of the child must remain important. Since 
friendship-making, as young as three and four years, furnishes a start 
in building up standards and ideals of friendship for life, let us give 
our three-year-olds a chance to make a few friends among their peers, 
instead of surrounding them entirely by an admiring circle of friends 
and relatives—all adults.



NEWS NOTES
The New York League for the Hard of Hearing has announced 

that Mr. Leo Stein, a Vice-president of the League, has created a 
fund of $20,000 for the purpose of supplying mechanical hearing aids 
to hard of hearing persons who cannot afford to provide themselves 
with these devices.

According to a recent report hospitals in New York City have one 
million dollars worth of radium for the treatment of cancer.

The Fifth International Congress of Physiotherapy was held 
during September in Liege, Belgium.

The new $4,000,000 hospital and medical school building of Duke 
University, Durham, N. C., is now open. The hospital has a 400-bed 
capacity.

President Hoover has signed the bill passed by Congress creating 
a National Health Institute under the auspices of the United States 
Public Health Service.

According to Health News smallpox in Bulgaria and Hungary, 
where vaccination is compulsory, is apparently almost extinct. Dr. A. 
Petrillo of the State Hygiene Institute of Budapest, and Dr. Ilia G. 
Minoff, a public health official of Bulgaria who have been visiting 
public health organizations in this country stated that they never had 
had a chance to see a case of smallpox in their own country.

From henceforth women physicians of London will not be subject 
to the restrictions that have handicapped them in the past, says the 
London correspondent of the Journal of the American Medical Asso
ciation. Since the municipal hospitals of London have been taken 
from the control of local groups and placed under that of the London 
county council, all the numerous appointments to the hospitals and
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district medical services are open to women. This means that women 
will be eligible to rise to the highest grades in the service and may 
become superintendents of hospitals.—Mod. Hosp.

The 1931 Calendar published by the National League of Nursing 
Education, 370 Seventh Avenue, New York City, will appeal to 
anyone interested either in Florence Nightingale *or in Italy. The 
calendar is made up of charming hitherto unpublished photographs 
of Florence Nightingale’s birthplace, the Villa Columbaia in Florence. 
These really beautiful calendars will make delightful and inexpensive 
Christmas gifts. Copies $1.00 each, or 75 cents on all orders of 50 
or over, delivered in one shipment.

France has established a law whereby all employed persons above 
school age must be insured against sickness, invalidity and old age if 
their annual incomes do not exceed a certain sum. This sickness 
insurance covers medical, surgical and hospital care, medicines as 
needed and it applies also to the wife and dependent children under 
16 years, of the insured person. All insured women and the wives of 
insured men are entitled to medical aid during pregnancy and 6 
months after childbirth and a cash benefit is allowed for 6 weeks 
before and after confinement if the mother has to give up her regular 
employment. A small extra benefit is also given to mothers who 
nurse their babies.

Mrs. Gertrude Springer, formerly managing editor of Better 
Times, is now in charge of the Department of Social Practice of the 
Survey.

Turkey has established a law forbidding the employment of chil
dren under 12 years of age in factories, workshops or mines, and of 
children between 12 and 16 after 8 P. M. Municipal councils are 
required to forbid the employment of young persons under the age 
of 18 years in bars, dancing establishments, cafes and baths.

The Massachusetts Department of Health, cooperating with the 
U. S. Public Health Service, has just published a bulletin dealing with 
the ravages caused by syphilis and gonorrhea. When one bears in 
mind that these diseases are very incompletely reported it will come 
as a shock to many that during the 8 years embraced in this study
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(1920-1927) the reported number of cases of syphilis was very much 
greater than the reported number of cases of scarlet fever, diphtheria, 
smallpox, typhoid fever and tuberculosis. The actual figures given 
in the bulletin are as follows:

35,083 more cases of syphilis than of scarlet fever (42 states)* 
1,017,465 more cases of syphilis than of diphtheria (42 states)* 

390,268 more cases of syphilis than of smallpox (41 states)* 
1,122,580 more cases of syphilis than of typhoid fever (41 states) * 

78,570 more cases of syphilis than of tuberculosis (21 states)*
* Only those states reporting both diseases were included.

— Weekly Bui. Dept, of Health, New York, N. Y.
The Burke Foundation is erecting, in its Convalescent Institution 

at White Plains, New York, a building for recreational therapy and 
remedial social activities—designed particularly for use during incle
ment weather. Its occupancy in the near future will release certain 
spaces to an increase of bed capacity for women patients.

A preventive dental clinic for New York City children has been 
opened at the College of Dentistry of New York University.

The Child Guidance Clinic Association of Portland, Oregon, 
maintains a child guidance clinic at the University of Oregon Medical 
School. The clinic works in close cooperation with the city public 
schools and juvenile court.

The United States Civil Service Commission announces the fol
lowing open competitive examinations: Social worker (psychiatric) ; 
Junior social worker, Veterans’ Bureau. Applications must be on file 
not later than December 30, 1930. Full information may be obtained 
from the United States Civil Service Commission, Washington, D. C., 
or from the Secretary of the United States Civil Service Board of 
Examiners at the post office or customhouse in any city.

Chile is laying plans for a democratic public-school system to take 
the place of the old system in which all education above the lowest 
grades was practically limited to the higher classes. It has already 
established a number of demonstration schools of various types, some 
of a temporary character under foreign directors and some permanent 
schools under Chilean educators. Normal-school standards are being
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raised, and their control has been transferred from the department 
of primary education to the University of Chile. One normal-school 
is emphasizing the training of rural teachers. The school authorities 
are also deeply interested in the problems of vocational guidance.

Over 25,000 persons viewed the health motion pictures of the 
Brooklyn and Queensboro Tuberculosis and Health Association in the 
public parks during the month of July. A short film on “Preventing 
Diphtheria” was also shown. The Association also reports that some 
600 children were given a month’s rest and vacation at camp during 
July and August.

The Finnish Red Cross has issued a special series of postage 
stamps bearing the red cross. These stamps of which 600,000 have 
been issued will be accepted by the postal authorities during the year 
1930.

Forty-one shut-in cripples, taught at home by teachers sent out by 
the Department of Education, were graduated from the public schools 
of New York City in the spring of 1930: 1 from high school, the rest 
from elementary school. These children received instruction three times 
a week and took the regular examinations given to normal children.

The theory that school children were given “lines” to write as a 
punishment nearly 2,500 years ago was advanced by Mr. C. Leonard 
Woolley, the archaeologist, in a recent speech in London. He has 
found, at U r of the Chaldees, he said, the ruins of a school dating 
back to about 530 B. C., and among the relics a tablet inscribed with 
the words “Great is Nannar, the Lord of U r,” line upon line all down 
the tablet, the writing gradually becoming worse as it neared the 
bottom.— World’s Children (London).

The Palo Alto Hospital will erect a new $500,000 building on the 
campus of Stamford University.

Frank E. Chapman, who has been superintendent of Mount Sinai 
Hospital, Cleveland, for the past 15 years, has resigned to accept the 
directorship of the University Hospitals, Cleveland, Ohio.
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Post-graduate courses in tuberculosis are being given at the 

Trudeau Sanatorium, Trudeau, N. Y.
Toronto, Canada, is planning to establish a radium centre in the 

Toronto General Hospital.
The New York State Conference on Social Work recently held an 

institute in social work in Elmira, New York.
Cincinnati, Ohio, is to have a new $350,000 convalescent home for 

children.
More than a year ago we directed attention to a decline in the 

death rates from heart diseases among children and young adults. 
In  middle and later life, on the other hand, the toll of heart diseases 
has been rising—much more decisively among males than among 
females. The following figures will show what the tendency has 
been between 1911 and 1929 among white males and white females in 
the experience of the Industrial Department of the Metropolitan Life 
Insurance Company.

Percentage Annual Increase ( +  ) or Decrease (— ) in the death 
rate from Heart Diseases.* Metropolitan Life Insurance Company.

Industrial Department. 1911 to 1929
Age Period White Males White Females

20 to 24 — 1.2 — 1.9
25 to 34 —2.5 —2.5
35 to 44 — 1.3 — 1.9
45 to 54 +  -6 — .5
55 to 64 +  1.4 +  •!65 to 74 +  1.1 +  .7

As in previous studies, we find a substantial reduction in the 
number of deaths certified as due to heart disease at ages under 45. 
The improvement in the death rate is a little more pronounced for 
young females than for males. A reduction of 2.5 per cent, per year 
in the death rate, over a 19-year period, at the ages between 25 and 34 
years, is a substantial and favorable item in the mortality record. A 
gratifying return was likewise shown for young people between 20
* Pericarditis, acute endocarditis and myocarditis, angina pectoris, “other diseases of the heart.”
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and 24 years and for the older group between 35 and 44 years. These 
figures suggest the very interesting question whether we are not now 
witnessing among our people under 45 years of age the favorable 
effect of public health measures at work during the last 40 or 50 
years in checking the infections which damage the heart and allied 
structures? Is there a growing proportion of the population with 
hearts unimpaired by the sequelae of scarlet fever, diphtheria, typhoid 
fever, syphilis and the streptococcus? It appears so, although addi
tional investigation is required to settle this point. May we not hope 
for less and less heart disease of infectious origin as the population is 
further benefited by preventive medicine?—In f. Bui. Met. L ife Ins. 
Co.

Queen Elizabeth’s Medicine for a Colde
The following prescription apparently devised or recommended 

by Queen Elizabeth is taken from “A Booke of Phisicke, Surgery, 
Preserves and Cookery, with Sondry Other Excellent Receipts,” 
printed about 1615.

Take a quart of newe milke, put into it 2 sponefulls of honey, 4 
ounces of linseede, and as it boyles put in peeces of scarlett or redd 
cloth and laye one peece on your stomack and one opposite to that on 
the backe, and soe goe to bedd: sweat and you shalbe well.

Despite inferences to the contrary that might be drawn from the 
title, the volume referred to is confined entirely to medicine and con
tains a very extensive and interesting collection of medical recipes 
including “An oyntment to anoynt the side in a Plurisy, A Sirrup for 
the Lungs, A  purgation against Melancholly, A Remedy for them 
that have sore Eyes, For one that cannot brooke his meat nor digest 
it, To help a Sciatica, &c.”— Health News.

S ta r t  N o w  
and H a ve  a 

H ealth  
E xam in ation  
E v e ry  Y ear

Auto vs. You
Go to Y our  

D octor
B efo re  H e  H as  

T o Com e 
T o You

Good Gas Good Food
Clean Spark P lu g s ................................................................Clean Teeth
Clear H eadlights....................................................................Good Eyes
Tuning and A d ju stin g .............................................  Outdoor Exercise
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Full Air P re ssu re ....................................................... . .  Good Posture
No C arb o n ............................................... ....................No Constipation
Keep Clean and O iled ...............Frequent Baths and Plenty of Sleep
Good M ix tu re ...................Balanced Ration—Vegetables, Fruits, etc.
Don’t Choke E ng ine....................................... Chew Food Thoroughly
Strong Steering G e a rs ........................................... Strong Will Power
Humming M o to r ................................................................ Cheerfulness
Keep Radiator F illed ........................................Drink Plenty of Water
Good B rakes..................................................Self-Control, Self-Reliance
A Hot S p a rk ......................   Ambition
Good B earings............................................. Perseverance and Courage
Good Lubrication......................................... Fair Play and Tolerance
Strong Axles and Frame ........................................................ Stamina
Well-Balanced Mechanism............................................... Even Temper
Rolls E a s y .............................................................................. Plays Well
Good Hill C lim ber........................................................... Hard Worker
The Horn Does Not Increase the Power and Is Disagreeable to

O th e rs ............................................................................ Don’t Boast
A Tiny Speck in the Current Breaker

A Tiny Germ May Cause Fatal Illness
SAVE ON REPAIRS

Sometimes the worn parts of an automobile can be replaced by 
time and money; but too often the worn parts of the human machine 
wear beyond repair by either time or money just because we fail to 
make repairs along the way. Better Health Pays!— Cleveland Health 
Council.

B O O K  R E V I E W

The Visiting Teacher at Work. By Jane F. Culbert. New Y ork: 
The Commonwealth Fund Division of Publications, 1929. 250 p. 
Price $1.50.

Since the beginning of the century, numerous enterprises have 
attained the importance of front rank leadership in the educational 
world. Among them the “visiting teacher” has probably brought 
more in the way of coordination and integration to those who are 
interested in the child as a whole than any other single agency.
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Although the visiting teachers are still very few, their influence in the 
community has been out of all proportion to their numbers. Starting 
as an ameliorative agency designed to deal with behavior problems 
they have had to focus attention upon the child as a personality and 
their findings have contributed substantially to progressive attitudes 
in education, although that result may be considered an unintentional 
by-product. The classroom teacher who called upon the visiting 
teacher to help with a particularly difficult child must have gained a 
vast amount of insight through the information that was brought 
back to her of home conditions, emotional involvements, family diffi
culties, and so on ; and that insight must have been of benefit not only 
to the child about whom she was immediately concerned but to all the 
children who came under her influence.

Miss Jane Culbert, an outstanding leader in the visiting teacher 
field has given us a splendidly organized presentation of the scope and 
methods of this specialized activity in her book The Visiting Teacher 
at Work. This is bound to be an invaluable handbook not only 
for visiting teachers, but also because of its considerable material 
on family relationships, for parents and group leaders. Problems 
arising in homes with foreign-born parents receive special attention. 
Part I deals with the child, the school, the home, the community and 
the adjustments that have to be made. Part II  deals with the “visiting 
teacher” as a professional expert, her relationship to the school staff, 
her equipment, her ways of dealing with persons and institutions.

There is a tendency for every agency that society sets up to go on 
expanding on its own vital momentum. There often results a diver
gence, not to say a conflict, of aims and methods that threatens to 
defeat the original purposes. It is not very long since “cooperation” 
between home and school was urged upon parents—by school people— 
as an opportunity to further the work of the school, in utter disregard 
of the equally legitimate purposes of the home. Cooperation is thus 
too often proposed as a one-way relationship. The “visiting teacher” 
represents a current awareness of the need for liaison officers, for 
intermediaries through whom effective cooperation may be developed 
in terms of the major purposes. It is presumably the child that is 
important, rather than the school, the child rather than the juvenile 
court, the child rather than the structure of a clinic. It is through 
the “visiting teacher” that the various agencies concerned with the
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child are interpreted to one another; this is one of several beginnings 
in social synthesis of which we are today so much in need.

The book is carefully prepared and well written.
Sidonie M. Gruenberg, 

Director, Child Study Association of America.

Makers of the Home. By Arthur Whitefield Spalding. Mountain 
View, Cal.: Pacific Press Publishing Association. 279 p.

This book “is written for the instruction and inspiration of 
parents-to-be.”

To those of us who are descendants in fact or in spirit of old 
New England or other Christian communities, the moral advice given 
is admirable, and that is the essential content of the book. And this 
is aside from our belief, or lack of it, in the basis on which it is 
founded which is thoroughly Fundamentalist; we mostly think their 
ethical teaching good, even when we don’t follow their belief.

But will this book find an audience ? We fear not among sophisti
cated moderns whom we know, but we can offer it to them as highly 
excellent, and believe the world would be better if more people lived 
with such ideas.

W. D. L.

American Pocket Medical Dictionary (14th Edition). Edited by 
W. A. Borland, A.M., M.D. Philadelphia: W. B. Saunders Com
pany, 1930. Flexible binding; plain $2.00; thumb index $2.50 net.

This attractive and finely edited volume contains the pronuncia
tions and definitions of all the principal terms, old and new, used in 
medicine, surgery, dentistry, veterinary medicine, nursing and kindred 
sciences, with over 60 extension tables. The editor has done a mas
terly piece of work. No physician, nurse or public health worker can 
afford to be without this new and up-to-date dictionary.

Obstetrics for Nurses. By Joseph B. De Lee, M.D. Philadelphia: 
W. B. Saunders Company, 1930. 645 p. Price $3.00.

This book is not merely educationally instructive, but stimulatingly 
inspiring. It not only shows the nurse the manner and reason why 
and how things are to be done, but urges her to give, in the small 
details that mean so much in obstetrics, with all her spirit the greatest 
magnitude of service.
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Indeed the nurse who has this book of Dr. De Lee’s in her posses

sion has a valuable “Vade Mecum.”
It is an encyclopaedia in its scope. Dr. De Lee has eliminated 

some subjects that were elaborated on in former editions, and one 
might inquire why such subjects as symphysiotomy and destructive 
operation on the fetus were allowed to remain.

Nurse or physician, student or teacher, may read the latest edition 
of “Obstetrics for Nurses” by Dr. De Lee with much profit. It is 
interesting reading and a valuable reference work.

S. J. McN.
Foods, Nutrition and Clinical Dietetics. By Edward H. Ris- 

ley, M.D., and Harold M. Walton, A.B. Mountain View, Cal.: 
Pacific Press Publishing Association. 225 p.

The scientific portion of this book is accurate, being based on the 
work of McCollum and other investigators and is brief and clear. It 
is difficult, however, for a Modernist to comprehend the attitude of 
a Fundamentalist and, like most propagandists, these authors, who 
are professors at the “College of Medical Evangelists” and advocate 
Lacto-vegetarianism, are inclined to ignore or deny, without proof, 
opposing arguments. They prove, more or less, the fact that an 
adequate diet can be provided without flesh, a contention which 
nobody, probably, would deny, but do not prove either that his is 
better than one with it or that flesh harms; the latter they merely 
declare. '

A couple of brief quotations demonstrate best their attitude:
“In order to know what are the best foods, we must study God’s 

original plan for man’s diet. He . . . appointed Adam his food.” 
“Not till after the Flood, when every green thing on earth had been 
destroyed, did man receive permission to eat flesh.” And apparently 
this permission has been rescinded!

W. D. L.

ABSTRACTS
“Cardiac Convalescence.” N. S. Gilbert. Internal. Jour. Med. 

and Surgery, 1930; LX III, 66.
Convalescence in cardiac disease must not be accepted in the same 

sense as convalescence after an ordinary acute illness. The cardiac 
case has suffered permanent anatomical changes and it is doubtful if
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there will ever be a complete return to an anatomical normal; in many 
there will be no return to a functional normal. In all there will be 
an increased probability of further damage and the chief factor in this 
will be a constant striving not only to make further gains, but to hold 
gains already made. The author treats her subject according to this 
wider interpretation of convalescence and draws from her wide ex
perience in the follow-up service for cardiac cases from the medical 
wards of St. Luke’s Hospital, Chicago, 111. The object of this clinical 
follow-up is to help the discharged cardiac patient not only maintain 
the improved state of health due to hospital care but to make further 
gains. This is accomplished by teaching the patient how to take care 
of himself and by continued observation in the clinic. The author 
divides cardiac cases into two groups: 1—That group in which the 
causative factor which produced the cardiac lesion is still active, and 
doing progressive damage; and 2—that group in which such a causa
tive factor is no longer active, and we have only to deal with the 
resultant cardiac damage. A third class ought to be added of those 
cases in which there is some uncertainty of diagnosis. In this group 
might be included the so-called effort syndrome. No matter how 
sound the heart may be in the group classified as effort syndrome, or 
how great the element of psychasthenia, they are really incapacitated 
and equally in need of rehabilitation. All cardiac cases should be 
given convalescent care according to their needs and then be cared 
for in the cardiac clinic. From the standpoint of the hospital, the 
advantage as regards economy of operation alone are sufficient recom
mendations for such a plan. As for the patient convalescence and 
follow-up are imperative. The hospital gives expert medical care dur
ing the acute attack. The convalescent home carries on a modified med
ical program and restores or partially restores the patient to health. 
The clinic closely supervises and safeguards the patient’s health, pre
scribes suitable exercise and makes the necessary adjustments in living 
and social conditions and sees that the patient’s work is suitable to his 
condition. The author fully appreciates the importance of con
valescence in all cases of cardiac disorders and gives excellent sugges
tions as to the type of home and management necessary for the suc
cessful carrying out of the purpose of such an institution—extended 
medical care and supervision.
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“Mental Hygiene in a Public Health Program.” J. L. McCartney 

Amer. Jour. Pub. Health, 1930; XX, 943.
It is now definitely recognized that a very close relationship exists 

between mental and physical health. The meteoric rise of the mental 
hygiene movement in the past 20 years is witness to its paramount 
importance in any public health program. Statistics show that there 
are more persons mentally sick than physically sick in our hospitals;
75,000 patients are admitted annually to mental hospitals. One out of 
every 21 persons in the general population has been or will be at some 
time in an institution for mental disorders. One out of every 7 fami
lies shows a history of insanity. Thus out of the 24,000,000 children 
now in school, at least 1,000,000 are destined to mental disease, unless 
mental hygiene is applied; but it is encouraging to note that at least 
one-half of mental disease is preventable. The time to apply mental 
hygiene is during early childhood when human behavior or personality 
is most easily influenced. The author defines that vague thing per
sonality as the difference between an animal and a human, or rather 
it is the difference between animals and most human beings. Certain 
scientific fundamental facts regarding the brain and general nervous 
system must be considered in the attempt to prevent or curb the inci
dence of nervous and mental disorders. There are, however, other 
factors of prime importance. There are sound heredity, careful pro
tection of the health of the mother during pregnancy, all possible skill 
and care at the time of delivery of the child, careful and sensible 
guidance through the first years of life, rational school training, 
proper supervision during the adolescent years, abstinence from drugs, 
sexual and alcoholic excesses, avoidance of syphilitic infection and 
other organic diseases which affect the nervous system and, of course, 
prevention of conflict in general, anywhere in the environment. 
Where there is a possibility of hereditary taint there should be no 
marriage, certainly no children. The health and environment of 
every prospective mother is a matter of vital importance to the mental 
hygienist. Some children are born mentally defective, but this does 
not necessarily mean mentally diseased. Barring bad environment 
and the lowest stages of feeble-mindedness, such as idiocy and im
becility, a feeble minded person who is not afflicted with mental 
imbalance or some psychopathic condition has a fair chance, with 
proper training to get along reasonably well in the community. Every 
child regardless of his inheritance should be considered normal at 
birth. The care in the first few months is important. Children are
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imitative and if born to parents of the hysterical type they will be
come hysterical themselves. These children should be under the care 
of a normal well-balanced person. The early recognition of mental 
and personality defects is now known to be of the utmost importance. 
This has led to the establishment of child guidance clinics. From the 
physical side conditions that will definitely affect the personality of the 
child may be present in the expectant mother. Damaging toxic sub
stances may be introduced through the placenta. Syphilis, tubercu
losis, poliomyelitis, encephalitis and other infectious diseases or their 
toxines may be transmitted to the child, causing definite damage to 
the nervous system even before birth. The expectant mother should 
be protected in every way. Conditions resulting from so-called birth 
accidents are avoidable. It is known that disorders such as the 
internal secretion leads to preventable mental diseases and that there 
are a number of emotional conditions which call for special attention 
in the young child and adolescent. Nothing is more important than 
the right mental attitude towards life’s problems and the time to 
guide the mind in safe channels is from earliest childhood. The right 
mental outlook not only creates tolerance and happiness for the indi
vidual but for his family and others with whom he comes in contact. 
Mental hygiene properly applied affects the well-being of the race and 
is a powerful agent in the reduction and prevention of mental and 
nervous disorders. The author clearly demonstrates the relationship 
of physical and mental health and declares that actually number 
of nervous and mental disorders may be avoided by intelligent super
vision and care of the expectant mother and young child. Many of 
life’s tragedies, crimes, maladjustment to society and the strange 
mental quirks which lead to ill health, unhappiness and mental break
down can be avoided through the wise application of mental hygiene. 
No public health work can be considered complete unless mental 
hygiene is included in the program.

“Is it Possible to Reduce Hospital Expenses Further ?” J. A. 
Dickman. Mod. Hosp., 1930; XXXV, 87.

A careful survey last year revealed the fact that our national bill 
for illness amounts to $4,000,000,000 annually. This sum does not 
include money spent for the erection or furnishing of hospitals. It is 
estimated that $12,000,000,000 should be added to the amount of the 
annual sickness bill as a loss in future earnings, because of premature 
death due to illness. It is plain to be seen that the high cost of illness
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has become a serious social and economnc problem. The author 
has carefully investigated the records of the hospital, of which he is 
superintendent, to discover how many of the 8,000 patients admitted 
annually are financially able to pay for hospital care. One-third can 
pay easily; one-third manage to pay by rigid economy; the other 
one-third face distress when the doctor orders them to the hospital. 
The hospital’s situation is equally desperate. The average daily cost 
for each patient in all the private hospitals in Ohio was $5.31; the 
average stay in hospital is 12 days; an average of $74.64 was the cost 
for each of the 35,907 patients treated in the 8 Cincinnati hospitals. 
In the State as a whole the cost was $63.82 for each of the 430,547 
treated in private houses of healing. These expenditures do not 
include doctor’s fees or for the patient’s loss in earnings. The author 
challenges the frequently made comparison of the cost of a room in a 
first-class hotel and the price charged for an hospital room and shows 
clearly that the camparison is unfair. Hotel guests are well and 
require very little if any personal service outside of changing the 
bed and keeping room in order, the number of employees for such 
service is comparatively few, while the patient in an hospital bed 
must have everything done for him. In the 8 Cincinnati hospitals 
referred to there were 1.63 persons on the pay roll for each bed 
patient. The lowest pay, including maintenance was approximately 
$55 a month. Most hospitals find it necessary to make up huge 
deficits in some way. The author believes hospital expenses can and 
should be reduced, especially in the interest of the poorer class of 
patients. It is the public duty to provide care at moderate cost, not 
charity. The author considers modern hospital buildings too costly. 
The average room is built and furnished at a cost of $3,500 to $5,000 
and its upkeep results in large expenditures for which the patient must 
pay. Elegance and lavishness are not in any way essential to restora
tion of health, but service and cleanliness are. An hospital should be 
provided with modern scientific apparatus and equipped with every 
scientific appliance for making diagnoses and treating disease, but all 
showy and unproductive ornamentation, both in the building and 
furnishing should be eliminated in the interest of the patient’s purse. 
The superintendent must practice eternal vigilance to eliminate waste. 
Another expense the author considers unnecessary is the paying an 
allowance to student nurses. Some of the best hospitals have 
abolished this practice; many are charging tuition. A courageous 
revision of courtesy schedules should be made. Clergymen receiving
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large salaries, well-paid hospital employees, members of the governing 
board and their families could pay their own hospital bills, thus 
reducing the cost of hospital care for patients who cannot afford to 
pay. The author considers that doctors and nurses get as much out 
of the hospital as they give. The general practice of making allow
ance for certain groups who could easily pay is wrong. This situation 
can be remedied if all hospitals unite in attacking it; no single hospital 
will have the courage to do it alone. One effective way to solve 
hospital care at reduced rates for all who need it is through endow
ment. The author is aware of the difficulties but nevertheless is of 
the opinion that hospital fees can be and should be reduced.

“Early Discovery and Prevention of Tuberculosis in Children 
from the Point of View of a Social Worker.” R. H. Greenman. 
Bui., N . Y. State Conf. Soc. Work, 1930; I, 30.

In children the infection of tuberculosis is concealed and is difficult 
to discover without the use of tuberculin tests and the X-ray. In the 
October issue of the American Review of Tuberculosis Dr. Eugene 
L. Opie states that no support has been found for the opinion that 
parallel with the steadily declining death rate during the past 25 years, 
there has been a corresponding diminution in the prevalence of con
cealed infection. This infection occurs before the age of five in 80 
per cent, of children having a member of the family with active tuber
culosis, and in 20 per cent, of children of families not harboring a 
source of infection. The present institutional facilities are inadequate. 
Dr. Rathbun of Chautauqua County concludes that as a result of his 
work 4.8 per cent, of the school population would benefit from some 
kind of preventorium care. According to a recent report of the New 
York State Department of Health there are 1,042 beds available for 
children in the Sanitoria of the State and preventorium facilities for 
only 521 children. Tuberculosis is a grave social problem which 
calls for medical leadership. A group of leading medical authorities 
of the State are attacking the problem by looking for the disease in 
apparently well children. The program planned provides for giving 
the tuberculin tests and X-ray examinations to all children whose 
parents permit it. This group of medical men advocate the yearly 
complete physical examination of children and adults. The author 
considers that every social agency should have available the services 
of a medical consultant with recognized authority. Follow-up is
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essential; every member of the family in which there is a case of 
tuberculosis should be examined and kept under supervision. Group 
education and health programs in the public schools are effective 
means of influencing public opinion. Tuberculosis cannot be pre
vented unless actual cases of tuberculosis are discovered and so cared 
for that others run no danger of infection. “Public Health is Pur
chasable.” Money and more money is needed for preventive work; 
not only to combat tuberculosis but to maintain health. A better 
understanding among physicians, public health nurses, social workers, 
school teachers and interested laymen is necessary. Periodic health 
examinations, more social research, public education in health matters 
and intensive cooperation on the part of all workers in the field of 
public health are necessary if tuberculosis is to be eradicated.

“How the Nurse Can Help the Health Officer to Get His Message 
Across.” Henry F. Vaughan. Amer. Jour. Pub. Health, 1930; 
XX, 930.

This interesting article briefly sketches a picture of public health 
procedure from the first municipal health department established in 
New York City in the middle of the last century, through the pre
bacteriology days to the present time and emphasizes the importance 
of a well organized nursing department in all public health work. 
Public health administration is becoming more and more a problem 
of salesmanship. This selling of health is accomplished through 
popular instruction through the press, health department bulletins, 
the movies, the radio, but the author is emphatic in declaring that the 
most important single factor in teaching positive health is the public 
health nurse. The teaching value of the public health nurse has 
become so well recognized that in order to have a good local public 
health program between 40 and 50 per cent, of the appropriation of 
the health department should be devoted to the division of nursing. 
The author feels that too many health officers have lost sight of the 
fact that the public health nurse is the sole representative of the health 
department who reaches the average home. The public should think 
of the health department in terms of the nurse as an educator, as a 
friendly guide and consultant in everything pertaining to health. In 
order to serve as efficient health workers the nurse should be properly 
instructed in the aims and purposes of the health department and of 
public health in general. Every health department should have a well
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established program whereby nurses receive instruction in public 
health administration and in the various organizational diversions of 
health work, in order that she fulfills her mission of getting the 
health officer’s message across.
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