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I am herewith transmitting certain facts and figures relative to 
the work of deafness prevention carried on in the public schools 
under the direction of the Department of Special Education during 
the period between September, 1928, and June, 1929.

Hearing surveys were made in the following 35 schools: Nos. 1, 3, 
4, 7, 11, 13, 14, 15, 16, 19, 21, 22, 23, 24, 26, 28, 29, 32, 33, 35, 37, 
38, 39, 40, 41, 42, 44, 49, Open Air School, Charlotte High, City 
Normal, and one large group in East High Night School. With the 
exception of three schools the first biennial hearing survey of 
elementary children was thus completed.

As in previous years the initial step in preparation for the survey 
was the arrangement of a schedule by Mrs. Hobbie in conference 
with the principal of the school. A well thought out program re
sulted in a minimum of friction and loss of time both of the ex
aminers and the schools. Tests were made with the 4A audiometer 
Statistics of the number tests given are as follows:

12,306 children were given the hearing test in the elementary 
schools included in the above list. 2,573 tests were made in the high 
schools and the special shop and vocational schools including the 
teacher training students of the City Normal School. 369 children 
were given tests at other times than during the hearing surveys. 
238 teachers were given the test at the time when their children were 
tested. 398 adult pupils in the East High Night School were given 
the test.

601 children in the kindergarten, 1A, IB, and 2B grades, who 
were suspected of hearing troubles, were given a special test with the 
3A audiometer. Detailed accounts of these special tests will follow.

When a record of nine or more per cent, of hearing loss is shown 
by any child, a re-test is made for the purpose of eliminating certain
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factors of error that may operate in any test. 3118 such re-tests 
were given.

A grand total of 19,604 individual tests were given.
After the papers of the hearing test are checked they are turned 

over to the otologist who records his otological findings upon them 
so that the facts relative to each child are together on one sheet. 
It is upon these complete findings that each child is finally classified 
for educational or medical help.

The Hearing Survey in the Kindergarten-Primary

The first survey of children in the kindergarten, IB, 1A and 2B 
grades who were thought to have hearing difficulties was made in 
September, 1928. 601 children were given the hearing test with the 
3A audiometer. The 3A audiometer is one in which the testing 
medium is an electrically produced sound of graduated intensity, 
whereas the 4A audiometer of the general surveys uses a graduated 
phonograph record of the human voice. The 3A audiometer cannot 
be used for mass tests. Only one child may be tested with it at a 
time. So many factors of error enter into the use of this instrument 
with small children that this survey was unsatisfactory so far as re
cording reliable information concerning the hearing acuity of the 
children. No definite classification was made upon these findings. 
All of these children, however, were given a thorough ear, nose, and 
throat examination. From the findings we were able to give much 
valuable advice to parents as to the care of the children with reference 
to deafness prevention. At least two hundred of these little tots 
were very obviously hard-of-hearing although no definite per cent, 
of loss could be measured.

29 children were found with discharging ears, most of them hav
ing had no medical care whatever. In each case the hearing was tested 
and the parents or the school nurses were given instructions as to 
their proper care of the discharging ears.

3 children needing speech correction were discovered.
50 children were found in whose ears was debris of one kind or 

another. After receiving the consent of the parents, all of these ears 
were cleaned. Four children who were very obviously hard-of-hear
ing before their ears were cleaned were apparently normal after this 
service.

In spite of the fact that it is difficult to make a correct estimate of 
the per cent, of hearing loss in these small children, the medical facts
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found by the otological examination were of so much value that this 
coming year we propose to make a complete otological survey of all 
of the children in these lower grades. We are more than convinced 
that such a survey will result in saving many children from serious 
hearing trouble because of the early discovery of incipient pathological 
processes. For instance 353 of 601 children examined should have 
their tonsils removed as a preventive measure; also, most of them 
need careful dental supervision. This policy of giving every child in 
the school an ear, nose and throat examination is based upon the 
definite knowledge that more deafness begins in the first five years 
of life than in any other period. What we are aiming to do is to get 
back as near to the incipiency of deafness as possible and begin our 
preventive activities. Eventually we shall hope to give service to 
pre-school children as well.

The Hearing Survey in the Elementary Grades

12,306 children in the third grade or above were given a hearing 
test. 10,449 were given a complete otological examination. The 
difference between this number and the number given the hearing 
test is due to the fact that at the beginning of the year it was our 
custom not to give an otological examination to any child whose hear
ing was normal, who had had his tonsils removed, and who gave no 
history of ear troubles. It was found, however, that we were missing 
many conditions in these children that needed attention; therefore, 
in the later surveys all children tested were given the otological exami
nation. For instance we often find children with impactions of ear 
wax or other debris in the ears or with discharging ears but whose 
hearing for the moment is unaffected thereby. If these were allowed 
to go without care until in some future survey they registered an 
actual hearing loss, the damage might have progressed beyond the 
possibility of repair. It is desirable that conditions of this character 
be treated at the earliest possible moment for the purpose of pre
venting permanent loss of hearing.

In the course of these examinations 5621 children were found to 
be practically normal. For 4828, both preventive and curative medi
cal attention was advised.

83 children were found with discharging ears. All of these were 
treated and the parents and school nurses instructed in their proper 
care.

1229 children were found with impactions of ear wax or other
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debris in one or both ears. In all of these cases the parents were 
asked to allow us to remove the debris. 1151 accepted this service. 
78 refused to have anything done. In the course of this procedure the 
following foreign bodies were removed from the ears of these chil
dren : 16 paper wads, 11 cotton wads, many of which were in a putre
fying condition, 2 beads, 1 rubber band, 2 flies, 1 cherry pit, 1 cork, 
1 pencil point, 1 stone, 1 peanut, 1 head of Timothy hay, 1 feather. 
18 of these children were improved in hearing after their ears were 
cleaned.

61 children had mastoid operations in which the wound had 
healed properly. 11 mastoid operations were still discharging 
after many months and in no case was proper care being given.

2 cases of cleft palate, needing operative treatment, were found. 
6 cases of serious speech defect were discovered.
1 case of ear polypus was found and cured.
After the otological examination had been completed and every 

superficial removable cause of deafness eliminated, the children were 
classified in four classes:

Class A—6462—52.5 per cent.; normal as to hearing and the physical 
condition of ears, nose and throat.

Class I—4862—39.5 per cent.; normal as to hearing but preventive 
medical care is suggested.

Class II— 821—6.6 per cent.; hearing losses of nine to twelve per 
cent, in one or both ears requiring preferential posi
tions in the classroom plus medical care.

Class III—141— 1.1 per cent.; hearing losses of fifteen or more per 
cent, in each year, requiring educational aid in the 
form of lip-reading and a preferential position in 
the classroom plus medical care.

The Hearing Survey in High Schools

2573 pupils in the high schools were given the hearing test and of 
these 1989 were given an otological examination.

248 were found to have impactions of ear wax or other debris. 
62 of these refused our aid but 186 accepted the service and from 
these we removed, 1 pussy willow head, 1 black ant, 1 cherry pit, 1 
seed pod, 4 peanuts, 1 pea, 1 bean, 2 paper wads, 3 cotton wads.

8 of these pupils whose hearing was defective, had normal hearing 
after this service.
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6 mastoid operations were found, 1 of which was still discharging. 
20 pus cases were found and treated and the parents instructed 

in their better care.
642 pupils were advised to have their tonsils removed as a preven

tive measure.
After the otological examinations had been made and every 

superficial removable cause of deafness had been eliminated, these 
pupils were classified as follows:

1768— 68%; normal as to hearing and physical conditions of ears. 
642— 24%; normal hearing but preventive medical care advised. 
141—5.4% ; hearing losses of nine to twelve per cent, in one or both 

ears; requiring preferential position in classroom plus 
medical care.

22— .8%; serious hearing losses of fifteen or more per cent, in 
each ear; requiring educational help in the form of lip
reading and a preferential position in the classroom 
plus medical care.

The Hearing Survey in East High Night School

One of the interesting surveys made this year was that of a group 
of adult pupils in East High Night School. While this survey was 
initiated by the Department of Special Education for research pur
poses it was only undertaken after the members of the several classes 
had been told of the opportunity that was to be afforded them and 
had voted unanimously to cooperate in the survey.

396 persons were tested.
The age range was from 16 years to 56 years.
376 persons registered six or less per cent, loss of hearing in both 

ears and are considered normal.

Group I— 1 person; % per cent.; normal hearing in one ear; very 
serious loss in the other. Age 27.

Group II— 5 persons; 1% per cent.; 12 to 15 per cent, loss in one 
or both ears. Age range 16 to 23; tonsils out 3; not 
out 2; pus ears following measles 2; mastoid opera
tion 1.

Group III—10 persons; 2^2 per cent.; age range 16 to 40. Tonsils 
out 3; not out 7. History of earache 6. History of 
pus at some time 2.
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Of the number tested only those who registered a loss of hearing 
of nine or more per cent, in either ear were given an otological exami
nation. 16 persons were on this list and were divided into groups I, 
II, I II  noted above.

For further study the total number tested is divided into age
groups:

Age range 16 to 24 y e a rs .................................................... 314 persons
Tonsils o u t ........................................  167
Tonsils not o u t ..................................  147
History of earache ..........................  115
No earache........................................  199
Healed pus c a se s ..............................  33

In this group one girl, 22 years of age, turned in the first perfect 
test we have ever seen. She is a stenographer. She has had earache 
but never any discharge. Her tonsils have been removed.

Age range 25 to 34 y e a rs ..................................................  46 persons
Tonsils o u t ..........................................  11
Tonsils not out ..................................  35
E arach e ................................................  9
No earache..........................................  37
Healed pus c a se s ................................  2
Better than normal hearing in both

ears ..................................................  3
6 per cent, loss of hearing in poor ear 10 
3 per cent, or less in both ears..........  33

Age range 35 to 56 y e a rs ....................................................  18 persons
Tonsils o u t ..........................................  3
Tonsils not out ..................................  15
Earache ..............................................  3
No earache..........................................  15
Healed pus cases ..............................  2
Better than normal hearing in both

ears (ages 41 and 56) .................... 2
3 per cent, loss or less in both ears..  17 
6 per cent, loss in one e a r ..................... 1

188 have had their tonsils removed.
210 have not had their tonsils out.



'  P  •" - -  '  -  1 -f  ~ ^ '  . ■ -  '  . :■ -------

F. W. Bock 443

In the age group between 16 and 24 years the number of tonsil 
operations is larger than in the age group 25 to 56. The increasingly 
favorable reaction of the people to the advice of the Deafness Pre
vention Clinic, that tonsils, even though small, are a menace to the 
hearing is interestingly demonstrated in the increasing number of 
tonsil operations reported as we go down in the age scale.

It must not be understood that this group of adults, ranging from 
16 to 56 years, is a representative cross section of the hearing acuity 
of the persons within this age range in the city at large. It probably 
represents a higher average of hearing for the simple reason that 
persons who know that their hearing is below normal seem less likely 
to undertake advanced education. Only four per cent, of the 398 
persons tested have hearing losses which we consider serious enough 
to warrant careful attention. A cross section of a similar age group 
in the city at large would, we believe, register a much larger per cent, 
of loss.

We have suggested to all of these persons that they keep a record 
of their test results for future reference. We have advised those 
whose records have shown a loss of hearing above nine per cent, to 
consult an ear specialist for the purpose of ascertaining whether or 
not anything can be done to prevent further losses.

This survey was undertaken for the purpose of acquiring actual 
data on two interesting phases of the problem of deafness. It has 
long been the belief of the Deafness Prevention Clinic that there is a 
curve of deafness with a downward trend between the age range of 
15 to 25 years at which time an upward turn again takes place to be 
maintained to the end of life. Furthermore, we believe there is a 
tendency for hard-of-hearing persons to become conservative as their 
deafness increases. Whether this tendency is unconscious or studied 
we are not yet ready to state, but it is rather interesting that this 
survey seemed to uphold our contention. We believe the results of 
this survey are sufficiently definite to emphasize an added obligation 
on the part of our school and health authorities in this matter of safe
guarding the hearing rights of children, not only for the immediate 
benefits that will accrue to the child during his school life but for the 
stability that will be insured to the social and economic life of the 
adult.

The increased amount of work done in the schools during these 
routine surveys of necessity increased the amount of work that is 
referred to my office. This includes certain treatments that cannot
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easily be injected into the rush of routine examinations, besides inter
views with parents and special examinations of individual cases that 
require detailed study. These treatments alone have amounted to 
twenty-five hundred, or about a thousand more than last year. Most 
of this increase is due to the special attention we have been giving 
to discharging ears. During the year we have discovered about a 
hundred cases of discharging ears besides several hundred cases of 
children who are apt to have recurring discharge with every cold. 
Most of these cases have suffered from a few months to many years. 
Many of them were getting no care whatever and where some care 
was being received it was so irregular that it was ineffective. Many 
of the cases had been treated at one time or another in hospital or 
other clinics. The average treatment method of the average hospital 
clinic allows too long a time between treatments to be effective. When 
parents fail to get the results for which they hope, whether it be at a 
hospital clinic where they do not pay for service or with a private 
physician where they do pay for service, they soon become irregular 
in their visits or stop altogether and because they are seldom in
structed in the home care of the child they not only stop going to the 
hospital or doctor but they drift into a state of chronic neglect. 
Besides the discomfort to the child, these cases are often very ob
noxious to the children with whom they must associate in the class
room because of the foul odor these discharging ears often emit. 
Of course a discharging ear is a menace to the hearing as well as 
to the general health of the child, and if both are to be conserved the 
discharge should be stopped as soon as possible or kept at the lowest 
possible minimum.

We believe this can only be done by persistent daily treatment. 
It has long been our belief that such competent treatment can only 
be insured to these unfortunate children by enlisting the services of 
the parents and the school nurses. Of course, treatments are only 
given after we have the permission of the parents and the promise 
of their sincere cooperation. The nurses have done splendid work 
not only in giving the treatments under my direction but in keeping 
up the morale of the mothers whom we have enlisted in the work. 
I always treat each pus case myself until I know the trend of the 
disease process and have the case pretty well in hand, after which it is 
turned over to the parents or nurse for continuous daily treatment. 
Each such case is referred back to me for frequent inspection. These
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inspection visits are timed for after school hours or for Saturday so 
that seldom is school time involved.

Persistently thorough regular treatment is the only type of care 
that is effective in these cases. I have recently added an ultra-violet 
ray lamp to my office equipment hoping that it may be of value in 
treating these old persistent pus cases. Many old cases have been 
cured and many more cases have been so improved that they no longer 
menace the health of the children. All of them have been so deodor
ized that they are no longer obnoxious to other children.

The nurses have given several thousand treatments to these chil
dren and the mothers have given several thousand more. Altogether 
these children have received better and more consistent care this year 
than ever in the medical history of Rochester. The time necessary 
for the nurses to give this treatment is only several minutes per child. 
No school has more than eight or ten of these cases so the gross time 
necessary to give them competent care is not great. The treatments 
are of inestimable value to the children needing it. Even the very 
small children recognize the increase in personal comfort that the 
treatment gives, so that there is slight breakdown in the regularity of 
treatments. We believe, therefore, that the work should be given 
full official recognition.

There are certain economic barriers that constantly loom between 
the child and his right to good health. These barriers appear in the 
most unexpected place. The parents of many children are ruled out 
of hospital clinics because their incomes do not measure down to the 
arbitrary and economic standards established for free service; and 
yet it may be quite impossible for them to meet the expense of a 
private ear specialist. Thousands of children therefore are deprived 
of their right to good health. It is a community crime that such a 
state of affairs should be allowed to exist.

To the end that no child of Rochester should be deprived of the 
care he needs to safeguard his hearing, within the limits of my 
physical and economic powers, I have attempted to break down these 
barriers by making no charge whatever for advice, treatment or 
medicines that I may use in treating the children.

Many of the old pus cases can probably not be cured without 
mastoid operations but it is not easy to gain the consent of parents 
for an operative procedure that has such an unwarranted reputation 
for danger. Several operations have been performed this year, how
ever, but it is evident that many of these children will be continu
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ously or frequently under our care for the whole of their school life. 
Because of re-infections during common colds or from water that 
gets into the ears while swimming, all of these old pus cases, even 
when temporarily inactive, are subject to recurring flare-ups, at 
which times they are an added menace to life. The watchful care 
of the school nurses and the mothers who have been instructed in 
their care help to control these cases quickly. These pus cases are 
one of our gravest and most difficult problems and much time, 
energy and money is spent in our efforts to solve it.

Literally hundreds of children in Rochester are the victims of 
slight hearing losses, the result of permanent or temporary pathologi
cal processes operating in the middle ear. Where permanent damage 
has been done we aim to prevent further losses. In hundreds of 
these cases we believe it is possible to restore the hearing and elimi
nate the responsible pathological condition so that further losses will 
be prevented. While natural physiological causes often operate to 
produce permanent cures in young deafened children, the experience 
of twenty years indicates that in too many cases the tendency is 
forever downward if treatment is not given and sometimes even in 
spite of treatment. These cases do not often require much treatment 
at one time, given at great and continous expense to the parents, but 
rather a little treatment continued over a long period of time—treat
ment that will gradually assist nature to overcome the difficuty, 
while at the same time the child is being instructed in the better care 
of his own health. We try to give as much of this type of treatment 
as is physically possible. It is easily understood that it is physically 
impossible for one man to render all the service that is needed even 
if the complete cooperation of all parents and children were gained.

To illustrate what continuous care may accomplish, may we cite 
the case of a high school boy who several years ago got water in his 
ear while swimming in the school pool. The matter was neglected, as 
these cases too often are, until his ear was badly infected and his 
hearing almost nil. He was given care by a private ear specialist until 
the parents’ money was all gone and then was told that nothing could 
be done to restore his hearing. The parents were trying to reconcile 
themselves to that situation when we found the boy in the course of 
one of our surveys. We offered to try to remedy a bad situation, 
explaining to the parents that it would mean a long period of sincere 
cooperation on their part if we were to succeed. We have had this 
boy under our care for three years. This fall he went away to college
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where he will be able to earn his own way because his hearing has 
been restored to normal and he has been so instructed in aural hy
giene that there is not likely to be a recurrence of his trouble. He is 
going to college because we have made him understand that with any 
prospect of handicapping deafness later on, the better his education, 
the less effect the handicap will have upon his earning powers. It is 
a great satisfaction when our efforts result in this kind of happy 
ending but unfortunately such results are all too few because we are 
not able to regenerate badly damaged ears.

What this boy needed was continuous careful attention over a 
long period of time,—just the kind of attention that his parents were 
unable to finance at the prevailing rate for private care. Just when 
his treatment should have been going on, economic barriers were 
raised up between him and his hope and the future looked rather 
gloomy. It was only by breaking down these unfortunate economic 
barriers that we were able to safeguard this boy’s right to good hear
ing. Every hard-of-hearing boy and girl in Rochester should be 
given the same opportunities that were given this boy.

One of the important factors in our success in this case was the 
type of cooperation that we received from the parents. In too many 
cases there is little or no cooperation or it is of such an unintelligent 
type that success is a forlorn hope.

Last year we discovered a boy in one of the shop schools who, 
besides being very hard-of-hearing, had several other physical handi
caps which were the direct result of neglect in his early years, and 
all of which were sure to affect his earning powers as well as his 
social progress. We offered to try to improve his hearing if he 
would come regularly for treatment. This he did, and while we were 
not able to affect a miracle we did discover that a little treatment now 
and then would control the tendency of his deafness to get worse. 
One day this boy said to me, “Doctor, what am I going to do about 
my mother? She thinks this is all bunk; that I am just plain lazy 
and am making out I am hard-of-hearing just to get out of work.” 
We know this boy is actually hard-of-hearing and that he is very 
ambitious to minimize his several handicaps by getting a better educa
tion, but it looks now as if his mother would force him to go to work 
at the earliest possible moment when he probably will have to take 
his place in the lowest class of wage earners because of his lack of 
education plus his physical handicaps. This mother probably does 
not realize that the smaller this boy’s educational equipment, the more
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largely will his physical handicaps affect his earning power. More
over as time passes and the accumulative effect of his handicaps adds 
an unbearable burden to his life every vestige of filial respect will be 
crushed out. While it may not be our immediate obligation to answer 
this boy’s question “What am I going to do about my mother ?” it is 
our obligation to ask ourselves the question “What are we going to do 
about this boy and the dozens of others like him?” We clearly 
recognize that the Board of Education is trying to improve this boy’s 
educational equipment by giving him special shop school training. 
But is that where our obligation ends? Personally I have not felt 
that it does, and therefore I have attempted to actuate what I believe 
should be the community conscience in cases of this kind.

The work has progressed with a minimum of friction and mis
understanding. More and more parents are coming to us for advice 
and are accepting our offers of service and are cooperating to the 
extent of their ability. There are, however, a few parents who seem 
to feel that school doctors and nurses are incompetent either to give 
advice or to treat their children properly.

Recently we examined a young girl in the course of a school 
survey. Her hearing was good, her tonsils had been removed, her 
teeth were in good condition. The only thing which we thought 
should receive attention was a small accumulaton of ear wax in one 
ear. As is our custom we asked permission to remove it. But the 
mother seemed quite upset and sent back a curt note to the effect 
that her ear specialist “did not wish any school doctor to fool with 
her child’s ears.” And of course we didn’t but simply made the 
suggestion that she have him remove the accumulation.

In a few days we received a written report from him as to his 
findings in his examination of the child plus the fact that he had 
removed the wax. Now we already knew all the facts he had 
enumerated plus several which we considered important but which he 
did not mention. He had tested the child’s hearing by a method which 
had no measurable relation to the methods we use in the public 
schools. The method he used was considered all right at one time 
and is still used by many of the best specialists but it is not accurate 
enough for the type of work we are doing in the schools. The only 
information contained in his report that interested us was the state
ment that he had removed the ear wax.

The mother kept the child out of school for two hours to see the 
doctor; she used two hours of her own time to go with the child;
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she paid the doctor five dollars for his services. We are not suggest
ing that the services of the private specialist were not worth five 
dollars. We are only suggesting that the medical problems of child
hood are of such magnitude and of such tremendous importance to 
the community that they can only be solved economically and effec- 

i tively by the introduction of the ideals and methods of mass produc
tion. The cost of individualized service such as was given by this 
specialist would be prohibitive for many public school children. 
Moreover the methods used in private practice require so much time 
that they could not possibly be effective in the public school problem. 
Two hours of the child’s time; two hours of the mother’s time, and 
some minutes of the doctor’s time were used in his examination of 
one child.

By the introduction of mass production methods we would test 
the hearing and give complete otological examinations to forty chil
dren, and render the same type of medical service that was given this 
child to those of the group needing it, well within an hour period 
and at a per capita cost of less than twenty-five cents.

Of course, we are glad to have mothers sufficiently interested in 
the problem to be willing to take their children to a private specialist 
for the care that we suggest. We do not, however, like to have 
their interest actuated by the belief that school methods are not com
petent. The methods that are used in this work are thoroughly up-to- 
date and efficient.

What may happen in many of these cases which require follow 
up attention is amply illustrated by the following case which is by 
no means a rare one. Two years ago a mother brought a six year 
old child to us because he was deaf. This boy had been suffering 
from a long drawn out cold. He had very large tonsils. We sug
gested that the first step in trying to save his hearing was to have his 
tonsils removed. We instructed the mother that he was to come to 
us a week after his tonsils were removed and that he was to come 
for check-up every month thereafter. That was the last we saw of 
this boy until two years later when he again was brought to us be
cause he was very deaf following a cold of five weeks duration. 
We found that the tonsils had been removed as we suggested. Why 
had she not returned with the boy after his operation ? Because she 
thought he was all right. Why had she not returned with the boy 
every month as we directed ? Because she thought he was all right.

Our efforts to restore his hearing were without avail and we had
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to tell this mother that her boy was beyond our help. At eight years 
of age he is incurably deafened,—so hard-of-hearing that he will 
have to have special educational help throughout his school life.

This boy was one of the cases in which the gross tonsil operation 
for the moment removes the symptom of deafness but it did not 
remove a disease process that kept on progressing until the hearing 
was permanently damaged.

The follow up care that we suggested and were anxious to give 
might have saved this boy; at least it would have warded off the 
deafness for many years and perhaps permanently. The cost of the 
medical care to prevent this tragedy would have been only a fraction 
of what it may now cost the school board to give him special attention, 
and the tragedy of it is that after much of special energy has been 
spent in his education this boy will still be very badly handicapped 
for his life work, whatever it may be.

Constructive community ideals such as we are trying to actuate in 
this work may not reach their highest possiblities without the sincere 
trust and cooperation of the parents. The several cases cited amply 
illustrate the tragedies that may result from lack of understanding 
of our interest in the welfare of the children. We are always trying 
to improve this understanding by the character of the advice we give 
and the service we render.

All of our work clearly demonstrates the wisdom of centralizing 
medical work for children in the public schools, to be administered 
by the Board of Education at public expense to the end that all chil
dren have their right to good health conserved to the greatest possible 
extent. The children of America can never be fully and economically 
safeguarded against physical infirmity unless medical care for children 
is made a community task to the same extent and in the same manner 
as we now safeguard their mental development. The actual money 
saving, to say nothing of the saving of human lives and the increase 
in human efficiency, would reduce the costs of education under the 
present system by thousands of dollars.

In the course of our examinations we always observe the condi
tions of the teeth of all children. It is a great satisfaction to note 
the tremendous improvement in this phase of child health under our 
policy of dental conservation. We are, however, a long way from the 
goal toward which we think and hope we are progressing. We are 
tremendously interested in the efficient and economic solution of the
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dental problems of childhood for a healthy mouth is an important 
factor in the conservation of the hearing.

During the year, your otologist has made two journeys to other 
cities to discuss the work done here. Two days were spent in 
Springfield, Massachusetts, speaking before the Academy of Medi
cine and conferring with the school authorities and with groups of 
persons who are interested in the problem of deafness prevention. 
Springfield has a well organized day school for so-called deaf-mutes. 
Provision is also made for testing the hearing of all children from 
the fourth grade up and for giving lip reading to those found need
ing such help. In our opinion there are two flaws in the Springfield 
system as at present operated. By beginning the testing at the fourth 
grade too many years in which educational losses may accumulate 
are left unguarded. Furthermore no preventive medical attention is 
given, a very slight amount of which might eliminate from the prob
lem of deafness many children who will otherwise require special 
education assistance.

Several days were spent in Philadelphia in June at which time 
the problems of the hard-of-hearing school child were discussed be
fore the Otological Society and before a special group of educators 
interested in this particular matter. A conference was also held with 
Dr. Broome, the Superintendent of Schools.

It is interesting to note that before this visit the medical examiners 
seemed to be skeptical about the work and especially about the use of 
the 4A audiometer, but that since that time an audiometer has been 
purchased and a beginning will be made this fall to develop a plan 
for the solution of the problem.

It should be kept clearly in mind that other cities look to Rochester 
for guidance in this important problem. We are the only city that 
has developed a comprehensive working plan covering both the educa
tional and the medical phases of the problem. There is, I believe, no 
doubt in the minds of the members of the Board of Education as to 
their obligation to give hard-of-hearing children extra help for the 
purpose of minimizing their handicap during their school years and 
equipping them for greater efficiency in their adult life.

As a result of this progressive attitude hundreds of children are 
receiving assistance of accumulating value as they assume their own 
support and strive to maintain their social contacts in adult life. 
While we have a few mothers who do not fully appreciate what we 
are trying to do for their handicapped children and rather resent the
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inference that their children need the kind of assistance that is being 
given, the majority of the mothers do appreciate what is being done 
and are entering into the solution of the problem with a keen sense of 
their own responsibility and a genuine sympathy with the efforts of 
the Department of Special Education. While we are not yet in full 
control of the problem, it is being handled in a progressive manner 
and each year finds us in a more satisfactory situation. The Depart
ment of Special Education in Rochester is working in full sympathy 
with the efforts that are being made by your otologist to bring in a 
deafless age for the children of the city. If the ideals of your otolo
gist could be immediately realized every one of the many teachers 
who are now making their living by teaching hard-of-hearing children 
would shout for joy at the prospect of losing their present means of 
livelihood. Such is the unselfish spirit that actuates every effort of 
the workers in this field.

If our hopes for the children of Rochester are to be finally 
realized, it means that we must all give more than passing thought to 
the problem of deafness prevention, even though it may seem to be 
outside of our particular province.

For twenty years, through the cooperation of the Rochester Public 
School system an effort has been made to demonstrate the desirability 
and the feasibility of community effort in this direction and as a result 
the hearing of thousands of children has been saved and the lives of 
many children, jeopardized because of acute infections, have been 
saved. Thousands of children have also been saved from the tortures 
of recurring earache, for parents of Rochester have learned that 
earache is easily preventable. In addition the continuous medical 
care and supervision given to these children has kept them in school 
when otherwise they would be kept at home, thus saving school time. 
The medical ear work that was first done in the Rochester schools 
was responsible for bringing to our attention the educational problems 
that deafness presents and the realization that the educational prob
lems of deafness cannot be wholly solved unless and until the medical 
problems of deafness prevention have been adequately met.

The increasing attention given to the educational phases of the 
problem has been accompanied by an increasing demand for the type 
of preventive medical care and attention that we suggest. Children 
must continue to receive the inadequate service which we are able 
to render until such time as we can see our way clear to establish 
sufficient school clinics to handle the problem or until the various
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hospital clinics are organized upon a community basis to give the kind 
of continuous care that we have inaugurated.

The “common cold” is the most potential pathological factor in 
the problem of deafness. The problem of deafness cannot be solved 
until we learn how to control the “common cold.” The “common 
cold” is also the most important cause of school absence and conse
quent educational loss. It is also a factor of tremendous importance 
in industrial inefficiency for it causes more loss of wages than all other 
causes put together.

Hundreds of thousands of dollars are paid each year to doctors 
and druggists by persons suffering from “common colds” which 
should have been prevented. When the immediate and potential 
dangers of the “common cold” are fully appreciated as a problem of 
tremendous economic significance, serious steps will be taken to find 
a way to prevent its inroads upon the efficiency and health of the 
people.

The “common cold” is a community disease. Its prevention is a 
community problem requiring intelligent community cooperation. The 
public school is one of the best units in which to study how best we 
may direct our preventive efforts and to demonstrate what education 
and hygienic measures can do in the control of this community pest.

I should be glad to discuss with your board the desirability of 
doing some research work in one or more of the public schools looking 
to some effective and practicable plan for controlling the incidence of 
“common colds.”

Handicapping deafness has its inception in the first five years of 
life more often than in any other period. We are always glad, 
therefore, when pre-school children are brought to us for examination, 
advice and treatment. They are directed to us most often by the 
school nurses who find them in their house to house visitations. Quite 
frequently they come through older children who have become 
interested in our idea of deafness prevention.. Some months ago a 
young girl of twelve, who has been under our care for several years, 
asked if we could do anything for a little baby who lived in her 
house who was having “awful earaches.” We suggested that the 
mother bring the baby to see us. This the mother could not do for 
she had another younger baby to look after, but the girl said she 
would bring him, and the next day she appeared with an eighteen 
months old boy. He had profuse discharge from both ears. He had 
very large tonsils and could hardly breath, he was so blocked up with
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adenoids. We immediately set in motion activities through the school 
nurse to have his tonsils and adenoids removed. We showed this 
young girl how to treat his ears. This she did every day at home 
and she brought him to us for inspection every week. A month later 
he was operated upon and now his ears are dry and he is quite a dif
ferent looking child. He is on our list for continuous supervision and 
we hope thus to prevent recurrences of his ear trouble and so save 
his hearing.

When we can give the thirty thousand pre-school children of 
Rochester the kind of medical care to which they are rightly entitled 
we shall be in a fair way actually to prevent deafness.

This year we have advised tonsil operations for about five thou
sand children. There is still much difference of opinion as to what 
tonsils should or should not be removed. It is quite probable that 
many of the tonsils that we advise removed would pass muster by the 
average examiner who bases his opinion largely upon the size of the 
tonsils.

After many years of experience with the tonsil problem we often 
advise the removal of small tonsils because of their probable potential 
menace to the general health and particularly to the hearing. It is 
interesting to note that many parents who will not listen to the advice 
of the family doctors, will sign up for operations when they under
stand our point of view. We have yet to find a case in which we 
regret the advice given.

The Deafness Prevention Clinic does no major operations either 
for children or adults. It directs all of its operative cases either to 
private ear specialists or to the various hospital clinics. It is therefore 
seriously interested in the organization of the potential facilities of 
the city to the end that the needs of our children shall be provided for 
adequately.

During the year 1928 approximately 5500 children were operated 
upon for tonsils and adenoids. Of these 3680 were ward cases and 
1820 were private cases. In the six year period 1923 to 1928 inclu
sive 30,504 children were operated upon for tonsils and adenoids in 
the various hospitals and clinics of the city.

The total for 1928 is seen to be slightly above the average for the 
past six years.

The net natural increase in child population is about six thousand 
per year or about twenty-five or thirty thousand children of pre
school age whose health should be conserved in every way possible if



F. W. Bock 455

they are to be able to take full advantage of the educational facilities 
placed before them when they enter school.

We have at least eight or ten thousand children already in the 
public schools who would be better if they had this operation. Adding 
these to the potential cases in the thirty thousand pre-school children 
it will be quite evident that our average operating potential of the 
past years is always leaving a large and increasing number of children 
who are not given the care they should have.

At the present time nearly every hospital in the city is from five 
to eight weeks behind its schedule.

There are many children who need this operation whose parents 
are barred from hospital clinics because their financial standing is a 
little too high, and yet they cannot meet the costs levied by the average 
operating ear specialist. We believe that the time has come for a 
serious consideration of a plan to place the cost of tonsil operations 
for children on the health budget of the city so that no child would 
be denied the help he needs because of economic barriers.

It would be perfectly possible to increase this service to meet the 
needs of all of our children without increasing the present overhead 
or increasing the present equipment, and at a cost not greater and 
possibly less than the present cost for partial service. It is quite 
evident that the operating potential of our various hospitals is not 
being used to the full extent.

Furthermore, there is no reason in the world why physicians 
should be asked to operate in tonsil and adenoid clinics without com
pensation, any more than are other professional men asked to serve 
the city without pay. We have a sufficient number of skilled opera
tors in the city to handle the needs of our children without placing 
an operating burden upon a few as is now the case. Moreover under 
a community service plan each operator could be adequately compen
sated for his services without exorbitant cost for the taxpayers.

It is a great satisfaction to note that the tonsil operation is being 
done better than in years past. A poor tonsil operation is an abomina
tion.

Many children whose hearing is seriously affected are restored to 
normal by the gross tonsil operation. Many others, however, need 
more or less after-care before the hearing is restored. Too often they 
do not get the necessary after-care to produce this much-to-be-desired 
result, and hearing losses continue to increase.

In the many cases in which the hearing is not improved by the
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operation we still believe the operation may be classed as a success 
because the potential factor is removed which is responsible for the 
deafness and further losses are checked.

The after-care of these operative cases is another problem of 
great magnitude which your otologist is attempting to solve. It is an 
impossible one man job and yet we are trying to see every operative 
case at some time soon after operation. Where there is a record of 
hearing loss we re-test the hearing to ascertain the results of the 
operation and where after-care is desirable that is started. In many 
cases by a little after-care we not only save the school board the cost 
of special educational attention but we remove, reduce, or control a 
physical handicap of no mean proportions.

While the operative needs of our children are not a responsibility 
of the school board, the matter is discussed here because of its tre
mendous importance as an allied factor in the problem of deafness.

The vision which the Rochester Board of Education and the 
Superintendent of Schools have tried to actuate in the evolution of a 
solution of the problems of deafness has resulted in twenty years of 
a type of service to the children of Rochester which the people should 
be ready to evaluate and to give its logical and legitimate place in the 
community life.

It is possible to note other interesting data upon this pioneer ac
tivity of the school system, for the problems of deafness are complex 
and far reaching in their effects upon human happiness and only 
serious and continued consideration will disclose their distressing 
aftermath. This report, however, is assuming the proportions of a 
book which was not intended when it was started. We are therefore 
presenting the above for your information and consideration.



THE CARE OF DIABETIC CHILDREN*
RACHEL L. HARDWICK, M.D.

The Children’s Hospital, Boston, Mass.

A  Challenge
Diabetic children, today, have joined the ranks of normal 

growing boys and girls. Medical science has essentially freed 
them from the handicap of ill health. They may now enjoy 
an equal partnership in school life, play life, and home life if 
they are assured of the intelligent care which physicians, good 
parents, loyal friends, and understanding teachers can give them. 
This wise care is necessary because children with diabetes need 
to follow a routine of hygienic living which requires a strength 
of character greater than normally called for in early youth. 
This leaflet is outlined in the belief that grown-up friends who 
appreciate the needs of the child with diabetes will help him to 
develop those character traits which he will find most useful as 
health insurance.

Definition of Diabetesf
Diabetes is a chronic disease in which the body loses to some 

extent the power of using the sugars and starches which have 
been eaten in the food. The result is an excess accumulation of 
sugar in the blood and its excretion in the urine. The nutrition 
of the body suffers unless thorough treatment is carried out.

Symptoms
Common symptoms of diabetes include loss of weight, in

creased thirst, increased appetite, excess secretion of urine, and 
the tendency to tire easily. These symptoms are particularly 
apt to make their first appearance soon after the presence of an 
acute infection (common cold, tonsilitis, abscess, etc.)

* A  4-page leaflet for parents and teachers of diabetic children.
t  Joslin, “Diabetic Manual”—Lea & Febiger, Philadelphia.
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Treatment of Diabetes
The treatment of diabetes consists o f :—
1. A carefully planned diet in which there is less than the 

usual amount of sugar and starch. Each child has his own diet 
which is arranged by the physician to meet the individual require
ments.

A diabetic child must learn early in the course of the disease, 
to be happy in eating only the kind and amount of food pre
scribed in the diet order. Digressions from the diet lead to ill 
health. Children lacking the experience to reason this out, must 
therefore be drilled in the habits which will make the prescribed 
diet the natural and desirable thing to follow.

This requires encouragement in constant accuracy, honesty, 
forebearance, and persistent perseverance.

2. The use of Insulin : a drug which provides the body with 
power to use sugars in the diet and consequently affords better 
nutrition and strength.

Insulin must be injected at a definite period before meals. 
The training inexactness of dosage and the time of administra
tion must at first be directed by elders who realize that the 
character principles involved in this procedure, if inculcated in 
the child’s early training will enable him to assume later full 
responsibility for his own care. This requires repeated instruc
tion, practice in cleanliness, and deftness in handing delicate in
struments.

3. Good Hygiene: Periodic physical examinations, regular 
supervision of the diet order, and medication, constitute the 
doctor’s share of the child’s health protection. However equally 
important for his health, is the practice of a routine of hygienic 
living both at home and at school. This means that the daily 
program of work and play is balanced with rest. Most diabetic 
children receiving adequate care look more healthy than the 
average well child.

Good Hygiene includes :—
Prevention of Communicable D isease: Avoid people with 

colds or coughs. Never use a common drinking cup, towel 
or handkerchief. Keep the fingers away from the mouth 
and nose.

E xercise : Play in the open air every day.
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Rest : Choose an early bedtime hour and sleep 9 or more hours 
with the bedroom windows open. Rest during the daytime 
when tired.

P osture : Stand and sit straight. Stand tall, keep the head up, 
chin in, chest out, abdomen in, back straight, shoulders back, 
walk with feet straight, not turned out.

D iet : Follow carefully the diet order, eat only the foods listed in 
the diet. Measure the amount of food for each meal, eat 
slowly, chew the food well.

Clothe : Choose clothes suitable for the season (warm yet light 
in cold weather).

Cleanliness : Brush the teeth after each meal and at bedtime. 
Take a bath every day. Give the nails and feet special care. 
Have at least one bowel movement every day, preferably 
after breakfast. Sterilize the skin before injecting the 
insulin. Follow the rule of giving each dose of insulin in a 
different place.

Importance of First Aid
Cuts and bruises are serious in a diabetic child because infections 

are very easily started. Every friend of a diabetic child 
should know the simple rules of cleaning a cut or bruise 
and should emphasize to children the importance of report
ing bruises.

Equipment: Mercurochrome 2 per cent, solution. Sterilized 
gauze in individual sealed packets. Medicated alcohol. 
Boric acid ointment. Gauze bandage 1 and 2 inches width. 

Directions for Use: Cleanse around the wound with soap and 
water. Paint wound with mercurochrome 2 per cent, solu
tion (avoiding strong irritating antiseptics as iodine and 
and sulpho-naphthol), apply sterile gauze and bandage. 
Report all accidents to the child’s doctor.

Insulin Reaction
An insulin reaction is a condition in which the sugar in the 

blood falls below the normal amount. This may be due to too 
much insulin, to its poor absorption, or to too much exercise 
compared with the quantity of food eaten.

The symptoms of an insulin reaction are a sudden onset of 
hunger, nervousness, restlessness, and sweating which may 
progress to weakness, faintness, dilatation of the pupils of the
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eyes, pallor, emotional upset, and later inability to talk and un
consciousness if adequate treatment is not given in time.

The treatment of an insulin reaction is to give at once 
either:—the juice of an orange, or two lumps of sugar, or a few 
teaspoonfuls of Karo Corn Syrup.

Severe insulin reactions can be prevented by having always 
at hand an orange or a lump of sugar and understanding the in
dications for their use.

Diabetic Coma
Diabetic coma is a severe acid poisoning. § It is serious and 

if not treated may lead to death. It is caused by infection, 
overeating, failure to eat the prescribed diet, or by omitting the 
insulin required by the child in order that he may take the proper 
amount of food which his growth and energy require. The 
commonest cause of coma is overeating when an infection (com
mon cold, tonsilitis, abscess, etc.) is present.

Symptoms of coma usually come on slowly. There is loss of 
appetite, thirst, dryness of skin, flushed face, a heavy sw'eet 
(acetone) odor to the breath, slow deep breathing, and frequently 
pain in the abdomen. These symptoms may progress to mental 
restlessness or to stupor, drowsiness, and unconsciousness.

Coma can be prevented by following these rules:
Use the diet exactly as ordered.
Give the accurate dosage of insulin at the time required.
Reduce the diet, (particularly the fats) whenever a fever is 

present.
Call for medical help as soon as signs of acidosis occur.
In the meantime put the child to bed.
Keep him warm.
Give him small amounts of water frequently by mouth.
Give him an enema.

Character Building
Indulgence, pity, and apprehensiveness are enemies of the 

diabetic child. Parents, teachers, and friends who help to make 
him independent, faithful, and resourceful are enabling him to 
turn his handicap into a fine character-building force.

§ Reference: Joslin “Diabetic Manual” 1929—Chapter XI.



INTELLIGENT SERVICE FOR THE BLIND*
BLEECKER M ARQUETTE

Executive Secretary of the Better Housing League of Cincinnati 
and Hamilton County, Cincinnati, Ohio

It has been suggested that the scope of this paper be limited to 
communities which have no special organization for the blind. In 
such communities whatever is done for the welfare of the blind will 
be primarily the function of health agencies and of family service 
organizations. Although it is intended undoubtedly that this dis
cussion shall deal with those who have already lost their sight, it is 
impossible to discuss the subject properly without placing the very 
first emphasis upon prevention. It is the responsibility of health 
agencies in every community to make it their business to see to it that 
everything possible is done to prevent loss of sight. This seems first 
seeing to it that the requirements of the laws that now exist in prac
tically every state in the union for treating the eyes of new born 
babies in order to prevent opthalmia-neonatorum, be rigorously car
ried out on the part of all physicians delivering new born babies; 
combatting such infectious eye diseases as trachoma in those localities 
where they prevail, cooperating in the prevention of accidents in the 
home and in industry. It is essential also that every effort be made 
to disclose all cases of disease of eyes of children, both those under 
school age and those of school age and to see to it that they are prop
erly taken care of by competent physicians. If there is no medical 
inspection in the schools or if it neglects eye defects then the health 
work must help to foster adequate service. Consideration needs to be 
given to those conditions in school life that affect sight, namely the 
lighting in school rooms and the size of type used in all text books. 
Children and parents need to be educated as to the fundamentals to 
be observed in avoiding undue strain on eyes, such as results from

* Read at the Luncheon Meeting, American Foundation for the Blind, National 
Conference of Social Work, Boston, Mass., June 1930.
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reading in poor artificial light and from excessive reading of small 
print.

Those who have lost their sight should be the concern of the 
family service organization. What shall the worker do when she 
discovers a child who is blind or whose vision is defective ? First she 
should have the child carefully examined by a competent occulist— 
a physician specializing in diagnosis and treatment of diseases of the 
eye—and not by an optician or optometrist because they are not medi
cally trained to deal with these conditions. If the physician finds 
there is no hope of restoring sight, then she should explore the facili
ties of the state and locate a school (and there are state schools for 
the blind now in almost every state) where the child can be properly 
equipped for life. He will be taught to read Braille and instructed 
in the vocation for which he is best fitted. In the case of unintelligent 
parents, she may have to do some pioneering work in prevailing upon 
them to send the child to such a school. With the child whose vision 
is defective she must see to it that he gets into a special class equipped 
to care for such children, either in his own locality or elsewhere. 
Here she can look for advice to the State Commission for the Blind 
existing now in almost all states.

The average case worker has a good deal to learn in dealing with 
blind clients. She needs first to realize that blind people are exactly 
like the rest of us in their mental make-up, some being endowed 
with remarkably fine intellects and others not so well endowed. 
They either start life with this serious handicap or it comes upon 
them later in life, and the latter is more frequent than the former. 
In the case of adult clients the visitor’s first task is building up the 
client’s morale to keep him from losing hope in the face of his handi
cap. His problem is even more difficult than that of the child because 
he has lost something he once had and the future seems to him to 
hold but little hope. To overcome this requires skill of a high order. 
She must convince him that despite his loss, if he will strive earnestly 
and courageously he can learn to read Braille and he can equip him
self for some useful occupation. The intelligent blind person does 
not want to be dependent upon charity and above all, he does not 
want sentimental sympathy. What he seeks more than anything else 
is training for and placement in an occupation by which he can earn 
his living. For him as well as for us that is the chief objective of 
life.

It is not possible in the short compass of this paper to indicate the

The Blind x
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various occupations for which the blind can best be trained, but a few 
can be mentioned. What is the best field for the individual client 
depends upon his personality, his mental equipment and his particular 
talents. Some intellectually inclined can be trained for teaching posts 
or for positions in social service with organizations for the welfare of 
the blind. Some can be assisted in setting up various types of stores 
or small businesses provided they are given some business training 
and some financial help. Some can find places in industry. The case 
worker can procure valuable advice from associations for the blind 
in nearby cities, from the State Commissions for the Blind or from 
the American Foundation for the Blind on this matter, but above all 
she must use her own ingenuity in sizing up her clients and their 
vocational possibilities. Most blind people even when their affliction 
overtakes them later in life, can if intelligent and industrious learn 
Braille. The friendly visitor needs to show them its value and to 
help them to acquire this knowledge. She can secure from the or
ganizations already mentioned, instructions as to how to teach them 
and in this she may well use the services of volunteers. For those 
who do not succeed with Braille, she can help to make their lives 
happier by securing volunteers to read to them.

Nowhere in their entire field of social work is a knowledge of 
mental hygiene approach so vital as with handicapped people. Be
cause of their handicaps they are prone to develop a feeling of in
feriority. We know perfectly well that many people who have no 
physical handicap whatever, lose much of their efficiency and more 
of their enjoyment of life due to the fact that they feel inadequate 
to meet the ordinary problems of every-day life. How much more 
so then is this true of those crippled of body and those afflicted with 
heart disease, tuberculosis, deafness, speech defects or sightlessness. 
We know that there is a peculiar mental attitude that frequently ac
companies heart disease and tuberculosis and which seriously com
plicates the problem of their rehabilitation, even though they have a 
considerable measure of working capacity. From every point of view 
the social worker is less effective when she lacks adequate preparation 
in mental hygiene. This lack is fortunately being corrected more and 
more as time goes on, especially in the younger group being trained 
in our schools of social work. Probably no development in the whole 
field of social work has been more striking then the increasing stress 
that is being placed upon this subject. The Mental Hygiene Division 
of the National Conference of Social Work has in recent years been
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one of the most important and one of the best attended sessions of 
the entire conference. The social worker who has not been educated 
in this field can, if she is ambitious, educate herself by means of these 
conferences and by reading valuable literature on the subject. The 
National Committee for Mental Hygiene will gladly furnish selected 
reading lists on this subject.

The social worker needs to carry to the blind a spirit of optimism. 
She needs to be able to inspire and stimulate the blind client to a 
realization of his possibilities. She can often succeed in impressing 
upon her sightless client the fact that a blind person can be more 
sought after by those with whom he associates than people with 
sight, provided he is industrious, has a means of livelihood to which 
he applies himself and provided he assiduously cultivates an attitude 
of cheerfulness, buoyancy and kindly consideration for his fellows— 
qualities that most of us might well cultivate. Without these priceless 
qualities no one, with or without sight, ever gets the most out of life.

Something can be done by way of stimulating organizations which 
may conduct social gatherings in which the sightless are able to share 
their social enjoyment with those who have sight. For the blind 
client this is a great boon. He does not want to be left to himself, 
he does not want to be looked upon as different, he wants to be ac
cepted in social intercourse exactly like the rest of us. No social 
worker can get far with this problem unless she thoroughly under
stands this point of view.

There are slackers and lazy, worthless blind just as there are 
among the rest of our population. The social worker has to learn 
to discriminate. She will urge such clients to help themselves. Little 
is gained by sentimental pampering of the shiftless blind. There are 
those in most communities who exploit the blind, sometimes because 
of lack of an intelligent understanding and sometimes for their own 
glory. We all know of cases where people establish homes for the 
blind where such homes may not be at all necessary, where they take 
in the never-do-wells and pauperize them and incidentally play upon 
the sympathy of the public and gain glory for themselves. The 
intelligent social worker will not be misled by such procedures but 
will learn to discriminate between the intelligent and the unintelligent 
handling of this problem.

Mental hygiene, so important in this particular problem, is coming 
to be regarded no longer as concerning itself with the care and the 
treatment of the mentally sick nor even with the prevention of mental
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diseases alone, important as these things are. The new motive of 
mental hygiene as brought out so well by Dr. William A. White, at 
the International Congress on Mental Hygiene held in Washington in 
May, is to help people to succeed in the art of living. It is the aim 
and hope of mental hygiene that man may some day learn how to 
control himself as he has learned to control his environment. In no 
field of social work is the realization of this aim more to be sought 
than dealing with the sightless people of our communities.



WHAT CAN AUXILIARIES DO FOR HOSPITAL SOCIAL SERVICE WORKERS?*
RU TH MORGAN

Chairman of the Executive Committee, Social Service Bureau, 
Bellevue Hospital, New York, N. Y.

About twenty years ago I lived in Washington Square and walk
ing as I did many days a week past the Ascension Church on the 
corner of Fifth Avenue and Tenth Street I observed the subject of a 
Friday night forum which said “Is it right that experts should be 
directed by committees ?” I was very much perturbed by the ques
tion and went with somewhat more rapid steps to Bellevue Hospital 
where I went into the office of Miss Anna Goodrich then super
intendent of the Training School and said “Do you ever go to the 
Friday night Forums of the Ascension Church ?” “I do not,” she 
said, “but I am going next Friday night.” But on that occasion 
neither she nor I secured the answer. I should not have accepted 
Miss Verdery’s invitation to speak tonight on the theory that I could 
give an intelligent reply to the question but when I attempted to re
fuse, Miss Verdery wrote me so able and charming a letter explaining 
that nobody knew the answer, that I accepted on that basis. Perhaps 
the easiest thing to do in a short time is to ask you a few questions.

In 1924, the Labor Government in England which then enjoyed 
a brief reign of power, determined to investigate the situation with 
regard to the public health nursing of Great Britain. They prepared 
a somewhat elaborate report which proved that the entire situation 
(which was admittedly bad) was due to two factors, one, which is 
unimportant to us, namely, that nursing organizations could not agree 
with each other; but a more important one that the entire situation 
was dominated by committees beginning with the national one existing 
in London headed by the Dowager Queen Alexandra and by ever 
so many important notables. In the counties, Duchesses and

♦Read before the Annual Dinner of the North Atlantic District, American
Association of Hospital Social Workers, New York, N. Y., May 1930.
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Countesses took the place of the royal group with the net result that 
public health nurses were everywhere directed by people who had 
not the slightest idea what it was all about. The result of this was 
easily seen when a friend of mine then living in one of the rural 
counties said that she saw the public health nurse,—a very gallant 
young woman—on a motorcycle dashing in what would have been 
considered in this country a rain storm. She said it seemed extra
ordinarily dangerous but when she asked the nurse, the latter said the 
committee had decided nurses must ride motorcycles instead of bicy
cles; I afterwards asked an aristocratic chairman of a neighboring 
county if this was so and she said “oh yes.” But then she added 
“Nurses can cover so much more ground on motorcycles than on 
bicycles.” I said that it seemed very dangerous and suggested “why 
not motors?” to which she merely replied “they are too expensive.” 
I leave you to answer the question whether these committees were 
helpful to the experts.

We have recently had another experience in public life where the 
admirals of this country have been in attendance on various disarma
ment conferences. These conferences called openly and frankly for 
the purpose of reducing armaments have been able to make no head
way whatever against the admirals. My question here is a little 
different: “Were experts helpful?” Professor Beard in a recent 
book has explained that only a few hundred thousand persons 
against the millions who inhabit the world understand the scientific 
basis of civilization or its scientific operation and they are constantly 
criticized with the utmost severity by the rest of us on the basis 
that they have caused us to suffer from congestion in living, crowded 
streets, impossible city conditions, horrors of transportation, etc., 
etc. The question is that supposing that these experts pained by 
our reproaches and convinced of sin, should retire leaving us to 
operate civilization for ourselves we should have no water, no light, 
no heat, no means of transportation either under or on the surface or 
up and down in elevators and in a short time the philosophers who 
reproach them would be going to the nearest woods trying to get 
enough wood to warm themselves; possibly to continue their essays 

' on philosophy—what about experts in this situation?
You see we are really facing a question much larger than any in 

which Medical Social Service is concerned. The question is what is 
the relation of the experts to the community, the family or the indi
vidual ? Do the latter employ and direct the expert or does the expert
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give them the kind of advice which is and should be considered 
mandatory ? I realize that this is a simple question which you would 
prefer to answer at your leisure but shall take the little time which 
remains to me to suggest three of the contributions which I think 
committees make to experts in Hospital Social Service.

First of all, they give and raise money. Such volunteer organiza
tions as we have here and in England for the service of society are 
unknown elsewhere except perhaps in pre-war Germany. For hun
dreds of years, volunteers have given money to the church, to educa
tion and to art but they have not deliberately inaugurated services 
designed for the benefit of society. In this country, they do this and 
are an immense power for good especially in the experimental stages 
of social movements. In the giving of money, a great deal has been 
done for reform. We have Foundations, Community Chests and the 
raising and spending of money by experts themselves. I myself have 
been transformed from a committee member to a lay worker in 
recent years but the financial reforms which I have listed above have 
not secured a complete freedom from the expert question. I 
notice in the series of inquiries addressed to Foundation that the 
question “Shall the recommendation of expert bodies in the Founda
tion be regarded as final or shall they be overruled by lay officials” 
is still a prominent one, and we are aware that Community Chests 
are unfortunately prone to give and withhold money according 
to their own prejudices. However, there remains the fact that 
Auxiliaries are a large source of financial support. They also con
tribute a valuable general point of view. While it has been truly 
said that experts know more and more about less and less it has been 
said with equal truth that committee members know less and less 
about more and more. But they do contribute a definite point of 
view about this more and more. The point of view which they repre
sent is still sadly lacking in one respect. The group which they are 
designed to help, namely, the patient, is never represented. I doubt 
if there is a paitent here tonight to talk with us and I am quite certain 
that in any group going to the gathering in Boston in June in the hope 
of acquiring and exchanging information there will be few committee 
members and no patients at all. My final suggestion is that the 
groups of smaller size and more intimate association to which we both 
belong may perhaps solve the problem of cooperation together. We 
are reaching a general standard of values about which we are all 
agreed. We are learning something of the art of giving. We are
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learning together how to know and understand the living and working 
conditions of other groups in the community. If we also include the 
point of view of those helped by us we may solve together or help 
solve the vital problem. Moreover, what is it that Medical Social 
Service gives? It gives courage for life to the individuals at the 
very moment when poverty, sickness and worry and even despair 
are overwhelming and you and I know that it takes spirit and courage 
to live life at all. If committee workers have with their workers 
helped to contribute that spirit and courage which alone makes life 
worthwhile to any of us then their cooperation will have that value 
which we have worked and hoped for together.



WHAT SOCIAL SERVICE MEANS TO THE
PATIENT*

HENRY A. MOE, B.S., B.A., B.C.L.

Secretary, John Simon Guggenheim Memorial Foundation,
New York, N. Y.

I have been much impressed this evening by the speeches of the 
doctors— by their sincerity, their understanding and their sound sense. 
But as I rise to speak, I ’m glad that the doctors all have spoken, and 
will have no rebuttal; for I have the feeling that “now it can be 
told!”

Many professions have had a mean and lowly origin. The clergy 
managed to rise to dignity from the dual roles of soothsayers and 
medicine men; and our friends, the doctors, have climbed to high 
estate on what they stole from the clergy and later wrested from the 
barbers. For we find in England in 1163 among the laws of Henry 
II a prohibition of the clergy from undertaking “any bloody opera
tion” and restricting this type of practice to the barbers. In 1461 
the Barber-Surgeons were incorporated; and the history of medicine 
of the next two hundred years is a history telling why, when you have 
the rheumatism, you find yourself going to a dignified man with 
“M. D.” after his name, rather than to a man with a red-white-and- 
blue pole in front of his shop.

But we will pursue these inquiries concerning our friends, the 
doctors, no further on this occasion. There is no Honorary Society 
of the Barber Pole among them; they are, in fact, a little inclined to 
keep the chapter dark. But my thesis tonight is that you are, by con
trast, the inheritors of a great tradition, which I will presently 
explain.

The word “hospital,” as any dictionary says, originally meant a 
place of hospitality for those in need of shelter and maintenance, 
and it was called a “hospital” because those sheltered there were *

* Address before the Annual Dinner of the North Atlantic District, American
Association of Hospital Social Workers, New York, N. Y., May 1930.
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considered, in the Latin, to be hospes or guests. I ask you to remem
ber tha t: they were guests and the hospital was the host.

But as our friends, the surgeons, lately barbers, became mighty 
and more and more scientific, the tradition of hospitality was crowded 
out, and instead of being guests, the inmates of a hospital, we may 
say (perhaps by inverting philology) became, “characterized by quiet 
endurance or forbearance under distress, pain, injury, and suspense,” 
and were known, quite naturally and exactly, as patients! Although 
medical and surgical science has gone a long way since those days, 
they needed, and still need, a lot of patience.

This loss of the characteristic of hospitality from hospitals is 
easily explained. The medical revolutions of past centuries have re
sulted in such a steady accumulation of such a mass of scientific 
knowledge that the practicing doctor has been hard put to it to keep 
abreast. The study of the patient as scientific phenomenon, operating 
by the laws of chemistry, biology, bacteriology and physics, has been 
so time-consuming that it absorbs practically the exclusive attention 
of those who wish to become proficient in it. As Dean Wintermitz 
of the Yale School of Medicine has recently said, the doctors have 
forgotten that “man must be looked upon as a living, thinking being, 
yet not as an entity apart from society.” They are preparing to 
spend forty million dollars at Yale on an Institute of Human Welfare 
to get that view back into the medical profession.

The foregoing is not said to disparage the achievements of the 
medical profession. That profession needs no encomiums from me; 
I myself am able to walk only because they have become more and 
more scientific. But it is said to point out that there is a function in 
connection with the ill human being in a hospital which the medical 
profession is quite inadequate to fulfill. That function is the role of 
host and hostess, and the recognition, with all that the word implies, 
that the ill human being in a hospital requires hospitality.

There is a story of the life-term convict who asked his keeper, 
“What time is it” ? The keeper replied “What’s it to you; you ain’t 
going nowhere”. Scientifically the answer is flawless; logically 
there’s nothing the matter with it. Many similar answers could be 
made to patients’ requests. But it would not be hospitable to make 
them; and that’s the real answer to science and logic.

Old Mike, dying in bed beside me, wanted a globe of the world to 
trace his travels. He wasn’t going anywhere either. They got him an
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atlas from the hospital library but Mike had no pleasure in it, and 
he fretted his little strength away. Your toastmistress, Miss Verdery, 
however, heard of this state of affairs and the globe appeared. Mike 
lived long and was happy; and the rest of us heard of marvellous 
adventures from the Philippines to the Straits of Magellan, and 
from Nome to Johannesburg. “The world”, explained Mike, “is 
round and you can’t put it on no piece of paper and tell where you’re 
at”.

The doctors wondered why Mike needed less adrenalin.
But to this audience I do not need to multiply examples of this 

kind. You all have your memories of broken men with hungry 
families at home and how you helped them manage, of dispirited truck 
drivers who knew they could never handle cement again but who got 
the idea from you that they could still be good taxicab drivers. You 
have your memories of men and women with problems too devastat
ing, too inclusive, for the human mind to solve; but all that you did 
for them in the spirit of hospitality remain your proudest memories—• 
all that you did for them as hostesses; but not, decidedly not, what 
you could write in your reports.

I have been somewhat disturbed of late by seeing articles in the 
journals concerning “minimum standards” for hospital social service 
workers. I have been disturbed because minimum standards easily 
become maximum standards, and the standards, as set up, seem to me 
to miss the main point. I suppose it’s of some consequence to a busy 
doctor that the social service worker should know arteriosclerosis 
from osteomyelitis, and a femur from a ganglion; but anyone can 
bluff that knowledge once and acquire it afterwards. But when you 
walk to a broken human being’s bedside and commence to talk, you 
stand on your qualities as a hostess—which cannot be bluffed—and 
not on your knowledge of medical Latin.

You all know that when a man loses his clothes and is put to bed, 
in a bed exactly like every other bed, that you size him up as a man 
pretty readily; but what the patient can tell you is that in suffering 
and pain only the essentials count for him and he sizes you up with 
equal readiness. He knows instantly whether or not you are an un
derstanding, kind, thoughtful person; he knows, in other words, 
whether or not you are a fine hostess.

Hospital Social Service from the patient’s point of view is my 
topic. I put it to you that it’s your job chiefly to make a hospital a
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place of hospitality; to insist upon the point of view that the ill human 
being in hospital is a guest, and not merely a patient. That is your 
great tradition from the days when surgeons were barbers and yours 
was a greater role. I commend it to you from the patient’s point of 
view. And commending it to you, I speak as one who has cause to 
be grateful in the hospital social workers I have known.



ELIZABETH B. GOHEEN

Director Social Service, Cancer Institute, New York, N. Y.

The cancer problem from its humanitarian and public welfare 
aspects, had always been a source of deep concern to Bird S. Coler, 
former Commissioner of Public Welfare of New York City, a muni
cipality in which about 8,000 people die annually of cancer.

The facilities for caring for indigent people suffering from this 
disease were far from adequate. Hospitals for the acutely ill lacked 
the space to tie up beds for cancer cases with the result that large 
numbers, who might have been benefited by treatment, were sent to 
homes for incurables and the chronic sick.

Due to the Commissioner’s vision and perseverance, and upon the 
advice and cooperation of the Academy of Medicine, the City of New 
York recognized its responsibility and in May 1924 the New York 
City Cancer Institute was established for the care of cancer patients, 
and for the study of the general cancer problem. It is a separate 
organization in the City’s Department of Hospitals with a clinic for 
diagnosis and treatment, and has 216 beds in constant use.

The Institute is equipped to care for all types of cancer patients 
and to conduct intensive cancer research. “The cancer sufferer no 
longer finds it necessary to go without treatment because of lack of 
funds,” for here he can obtain a thorough examination, a diagnosis 
by a specialist, and the most modem treatment free of charge—if he 
cannot afford to pay.

The Social Service Department was organized seven months later, 
with one professional worker who, besides doing the social work, 
undertook to acquaint the general public, social agencies, and other 
hospitals of the Institute’s functions. The demands upon the or
ganization have increased steadily and it has been necessary to *

* Read before the National Conference of Social Work, Boston, Mass.,
June 1930.
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enlarge the staff accordingly. There are at the present time eight 
professional and clerical workers whose job it is to reach every 
individual applying to the Institute for care, whether a malignant 
case or not.

Social Service for cancer patients is recognized as an important 
adjunct to the medical service, and the social worker through her 
clinical contacts with the physician and patient, has become somewhat 
of a specialist. The diagnosis is her clue as to what the ultimate out
come might be, and she proceeds to familiarize herself with the 
family so that she may understand its economic status, and lend a 
hand in order that the patient may avail himself of the treatment 
indicated.

Cancer research workers emphasize the importance of reaching 
the early cases. Therefore, the worker, whose experience has taught 
her to realize the gravity of the condition if neglected, and the possi
bility of a cure if taken in time, labors unceasingly with them. It is 
not always an easy task to convince a patient whose condition is not 
giving him any special discomfort, that there is imminent danger 
unless he is willing to submit to treatment. Some who have not co
operated return later on, in a far advanced stage of the disease and 
are forced to become permanent hospital charges.

Following is an outline of activities as carried on in the clinic, 
hospital and patient’s home:

New patients interviewed upon initial visit.
Non-malignant cases referred to suitable clinic for care.
Delinquent cases, or those failing to return for treatment, fol

lowed up.
Surgical dressings and medication supplied.
Carfare to enable patient to return for treatment.
Appointments changed to accommodate those employed.
Employer’s cooperation sought to retain patient’s position.
Family supervision.
Interest in children.
Emergency relief.
Special nourishment.
Friendly interest for bed cases.
Reading material, smokes, communications to relatives and friends.
Occupational therapy.
Convalescent care.
Physicians’ visits to patients at home.
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Visiting nurses arranged for.
Temporary aid given and loans made.
Patients are divided into three groups as follows:
Class A —Patients suffering from early and so-called precan

cerous lesions: The early case can usually be cared for by the clinic 
division with a limited amount of hospital care. As a routine these 
cases become social service cases for medical follow-up. Others 
are those seeking advice and found not to have a malignant condition 
but in need of medical attention. The latter group are referred by 
letter, telephone, or both, to the organization best fitted to their need.

Class B—Definite cancer cases amenable to treatment and in need 
of several weeks’ hospital care: Economic adjustments are often 
necessary and social service plays an important part in helping the 
family and patient to obtain the medical care as prescribed. Splendid 
work has been accomplished with breast cases particularly. Treat
ments have prolonged the lives of many mothers of young children 
for several years, and each year added to the mother’s life means 
that much more protection for the child.

Class C—Far advanced cancer cases in need of custodial care: 
These patients, more often than not, have been the direct cause of im
poverishing their families, and if they are not already known to 
a relief agency, it is necessary to refer them to one. However, this 
is not done without careful analysis of the situation by the worker or 
without the family’s permission. Home care for patients desiring it, 
or for those permitted to leave the hospital temporarily on a pass, is 
a special feature arranged for and supported by the Social Service 
Department.

In no field of medicine is a careful follow-up of the patient as 
essential as in the treatment of malignant disease. And ideally, every 
division of radiation should have assigned to it a medical follow-up, 
worker, for without her, patients who for various reasons fail to keep 
appointments may be lost even before a diagnosis is completed. There 
are also many personal problems that a worker is able to solve 
because her interest extends to the home as well.

Cancer research is still desperately far from a solution of the 
cancer problem, but progress has been made in the past few years 
in many directions, and it will be well for us in our work not to 
allow ourselves to become pessimistic about it, but rather to arm our
selves with the knowledge at hand, and as exponents of health help 
to educate the public who are rapidly learning to rely upon groups 
like ours for guidance and information.



ORGANIZING FOR HEALTH IN NEW HAMPSHIRE: 
A COUNTY TUBERCULOSIS SCHEME*

ROBERT B. KERR, M.D.; F.A.C.P.

Executive Secretary, New Hampshire Tuberculosis Association, 
Manchester, N . H.

It has been suggested that the story of the public health movement 
in New Hampshire, particularly as it relates to tuberculosis, may be 
of interest because of its method of organization. The tuberculosis 
program in this state is unique in this respect—that a state-wide cam
paign on a county basis has been organized, developed, maintained 
and financed wholly through the initiative and sponsorship of the 
state tuberculosis association with the cooperation of other agencies 
both of a state-wide and local nature.

In contradistinction to the method of procedure in many other 
states—no local or county associations have been organized. So far, 
the need for any decentralization has not been demonstrated. The 
plan as it has been worked out in our small state appears to have 
many advantages. A very satisfactory tuberculosis program has been 
provided for every one of the ten counties in the state. This has 
been done at a minimum of expense and has the added advantage 
that the small sparsely settled rural counties have had all the benefits 
of a highly specialized tuberculosis program which would have been 
practically unattainable if left to their own resources.

Of paramount importance to the success of the whole plan has 
been the significant fact that by mutual agreement of the official and 
non-official health agencies the entire tuberculosis program in the 
field has been under the direction of the State Tuberculosis Associa
tion. By this means the development of the program has been greatly 
accelerated and friction and misunderstanding have been practically 
non-existant.

First, it may be helpful if I briefly review some of the essential

* Read before the National Conference of Social Work, Boston, Mass.,
June 1930,
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facts relative to New Hampshire. Undoubtedly, many of you think 
of this state as a vacation land. We are glad to have you think of it 
in this way. New Hampshire has been well called the Switzerland of 
America. Here one may be within a few hours of broad ocean, 
great lakes, or a superb view of 86 mountain peaks. New Hamp
shire is the northernmost of the thirteen original states. It is 178 
miles long with an extreme width of 93 miles, and an average width 
of 50 miles. Its area is 9,336 square miles and its average elevation 
is 1200 feet. Its population is about 460,000 (1930 Census). The 
rural population is about 160,000.

While New Hampshire is a great vacation land, yet it is a hive of 
industry as well. It is in reality far more an industrial state than an 
agricultural one. It has an almost infinite variety of manufactured 
products. The output of the state’s manufacturing establishments is 
over $333,000,000 a year. The principal industries of the state, 
listed according to the number of wage earners employed, a re : tex
tiles, shoes, paper, lumber, cigars and tobacco, hosiery and knit goods, 
foundry machinery and machine products, furniture, boxes and box 
shocks, latch dial and shoe needles, granite works, monumental works.

In Manchester, (80,000 population) the largest city in the state, 
are the largest cotton mills in the world, several big shoe factories, a 
large cigar factory in operation for more than fifty years, and many 
other important industrial establishments. In Nashua, Dover, Ro
chester, Keene, Claremont, Newport, and in other similar centers, are 
large textile and shoe industries.

Berlin, in the northernmost tip of the state, is our great paper 
city and the most rapidly growing city in the state. Concord is our 
great granite center. The Treasury Building, the Library Building, 
and the National Capitol, at Washington, are constructed in whole or 
in part of New Hampshire granite.

We have a large French Canadian population, and other racial 
groups, such as Greeks, Poles, etc. These varied groups are em
ployed for the most part in the industrial centers, especially the textile 
and shoe industries.

Here then is our field of action. First, let me tell you something 
of the general health plan, and then I will discuss our county tubercu
losis program. In New Hampshire nearly all the health work in each 
of the ten counties is planned and organized and developed from the 
state office of the Board of Health, the State Board of Education, and 
the State Tuberculosis Association. We have no county health de
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partments. Each city and town has a health officer, who may or may 
not be a medical man. The State Board of Health assists in the 
appointment of the health officer through consultation with the local 
governing officials. Some of the larger cities, particularly Manches
ter and Nashua, have highly organized health departments with 
splendidly developed, well-rounded programs, including milk inspec
tion, water inspection, food inspection, school health work with 
medical and nursing service, maternity and infancy work with baby 
clinics and prenatal and postnatal services, etc., etc.

The health officer in Manchester, Dr. Howard A. Streeter, is a 
full time medical man and the city has a most efficient health depart
ment. Our larger cities have well-developed District Nursing 
Service, particularly Manchester (8), Nashua (4), Concord (4), 
Berlin (6). In some of our larger cities the school health program 
is under the jurisdiction of the Board of Health, in others the Board 
of Education.

Our State Board of Health is active, well organized and de
veloped. It has all of the departments recognized as needed in an 
effective State Board of Health. These include pathological and 
bacterological laboratories, inspections of food, drugs, water, milk, 
etc., department of vital statistics, department of infectious diseases— 
division of venereal disease control, department of maternity and 
infancy hygiene, etc.

The State Epidemiologist has developed a well organized system 
of clinics, hospitalization, and supervision for venereal disease cases 
and an educational program for the education of the public. Par
ticularly effective venereal disease clinics are being conducted in 
Manchester and in Nashua. Through its various inspectors and 
staff members the State Board of Health is in close touch with the 
local health officers throughout the state assisting them in solving 
local health problems.

Once a year the State Board of Health holds a Health Officers’ 
Conference for two days in the State House, at which time all the 
various aspects of a well-rounded health program are discussed and 
emphasized. Out of state speakers are in attendance, but for the 
most part those actively engaged in health work in New Hampshire 
are called upon to discuss their programs. In this way the local 
health officers get the stimulus for active work and also become ac
quainted with those who can help in initiating health activities in 
their own communities.
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The Secretary of the State Board of Health has worked con
sistently to the end that the State Board should be of the greatest 
possible value to the public health and also that the various voluntary 
health agencies should be unhampered and permitted to give their best 
contribution to the welfare of the state.

Beginning in 1922, the State Board of Health inaugurated a 
state-wide Maternity and Infancy Welfare program. Their method 
of procedure has been very largely along similar lines to our own, 
that is, a program of field nursing service covering every county with 
the establishment of child health conferences, mother’s classes, nurs
ing visits to mothers and babies, distribution of literature, and pub
licity. Since the beginning of the maternity and infancy program, 
the infant death rate has been reduced from 80 per 1000 births (1922) 
to 69 per 1000 births (1929). The maternity mortality rate has been 
cut from 6.10 per 1000 births in 1922 to 5.7 per 1000 births in 1929. 
For the first time in the history of the state (in 1928 and in 1929) 
the rural maternal mortality rate was lower than the urban rate. The 
stillbirth rate of 4.19 per 100 live births (in 1922) has been reduced 
to 3.74 in 1929. The State Board of Health appoints committees in 
each town to assist the county nurse in the Health Conferences and 
other features of the program.

The State Board of Health also, through its Division of Maternity 
and Infancy Hygiene, has taken up recently the important matter of 
mental hygiene, particularly as it relates to child guidance, and during 
the past year several valuable child guidance conferences were held 
under its direction. An additional phase of the educational program 
which is meeting with considerable success is the Hygiene Classes in 
high schools. They are given in school hours as part of the regular 
curriculum. Pupils receiving 85 per cent, receive a certificate of 
hygiene from the State Board of Hygiene. Much credit is due to 
Mrs. Mary D. Davis, Director of the Division of Maternity and In
fancy Hygiene of the State Board of Health, for the remarkable de
velopment of this program in the various counties throughout the 
state.

The State Board of Education has a well organized medical in
spection and school nursing program throughout the state. Outside 
of the cities, the state law plans for a system of supervisory districts 
each of which have a school nurse. Although medical examination 
may not be compulsory in the rural communities yet nursing inspec
tion is. The program of school medical and nursing service is now
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so well organized that practically all children in the public schools in 
the state are examined annually by physicians or inspected by the 
nurses. Seventy-eight nurses in the state devote their time to school 
nursing. Thirty-seven of these are doing school work along with 
general public health work, but the main emphasis of the service is 
the school program.

The follow-up service for correction of physical defects and 
health instruction is very effective. Considerable ingenuity is dis
played by the New Hampshire school nurses in getting corrective 
work done for children whose parents cannot provide for it. Private 
physicians give their services. In many instances in scores of towns 
tonsil and adenoid clinics are staged through the help of various 
agencies such as the P. T. A., the Red Cross, the Service Clubs, etc. 
The State Board of Public Welfare has been, and is, of considerable 
help, particularly, in the matter of aid for crippled children and 
those with defective vision.

Each county in New Hampshire has a specialized tuberculosis 
nursing service inaugurated and maintained by the New Hampshire 
Tuberculosis Association. Also each county has a specialized ma
ternity and infancy welfare nursing service under the auspices of the 
State Board of Health. In the supervisory districts, (comprising a 
number of townships), specialized school nursing is employed. In 
addition to these services almost all the larger towns have a district 
nurse or a Red Cross nurse, and many of the larger industrial plants 
have at least one, and some more than one public health nurse. There 
are a total of 138 public health nurses actively engaged in health 
programs in New Hampshire, which in a state with a population of 
approximately 460,000, brings our ratio of public health nursing 
service to population very high; in fact among the leaders in this 
respect in the country.

The eradication of bovine tuberculosis is a necessary corollary to 
the program of good health. In New Hampshire this important 
service is carried on through the State Board of Agriculture, which 
is carrying on a well organized campaign, now functioning effectively 
in the ten counties in the state. A real sense of responsibility has 
been aroused among the dairymen who take a real pride in their 
accredited herds. Several counties are now free from bovine tuber
culosis and the others are making good progress. Undoubtedly, the 
marked reduction in the number of cases of bone and joint and gland
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tuberculosis in the state is due in large part to the progress made in 
eradicating bovine tuberculosis.

Our State Board of Public Welfare is a well organized agency. 
This Board admits tuberculosis patients as state beneficiaries to the 
sanatoria at Pembroke and Glencliff. The Board also carries on a 
large work for the deaf, blind, crippled children, and mother’s aid.

Many forces are at work contributing to good health in New 
Hampshire. A brief mention only can be given to them as the purpose 
of this paper is to describe the tuberculosis program in particular. 
Mention has already been made of the Red Cross. This agency is 
quite active—particularly in the matter of public health nursing in the 
rural communities and in disaster relief. In the latter connection the 
help given was particularly valuable in the flood in the fall of 1927 in 
Vermont and northern New Hampshire and in the recent fire disaster 
in Nashua.

The Extension Service of the State University, through its field 
workers, is very active, teaching the preparation of foods, and essen
tial in good dietetics. This is particularly helpful in the rural com
munities. Through the Four-H Clubs, the Extension Service is also 
contributing to the education of the young people in the essentials of 
personal hygiene and good citizenship.

The Parent-Teachers Associations make material contributions to 
the welfare of children in many and various ways. Worthy of note 
is their activities in providing milk for undernourished school chil
dren of poor families. In this connection particularly worthy of 
mention is the work of the Manchester Milk Fund sponsored by the 
United Mother’s Club of that city and the milk fund for Nashua 
sponsored by the Community Council.

Every summer thousands of boys and girls enjoy the privilege 
and benefits of camp life for a short or longer period of time. Many 
agencies sponsor this important service. The Y. M. C. A. and the 
Y. W. C. A. probably lead in this effort. In Nashua, the Community 
Council provide for over 100 undernourished boys and girls at their 
camp at Greenfield. In Manchester the Lions Club sponsors a splen
did camp for underprivileged boys of that city, at Stebbins Lake in 
Bedford. The Family Welfare Society of Manchester also maintains 
a summer camp for undernourished children at Hampton Beach.

A large work is being done for the salvaging of children afflicted 
with orthopedic conditions. Our hospitals participate in this service. 
Two particularly, the Woman’s Memorial Hospital at Concord and

)
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the Balch Hospital at Manchester, devote a large service to this work 
of mercy and rehabilitation. Orthopedic clinics are maintained in 
several of our cities through the local hospitals or the District Nursing 
Associations, or the Community Council, (as in Nashua).

The Rotary, Kiwanis, Lions Clubs and fraternal organizations 
such as the Elks in many centers have provided transportation to 
clinics and paid for orthopedic appliances for hundreds of boys and 
girls crippled by disease or other orthopedic defects. The Shriners’ 
Hospital at Springfield, Massachusetts, has restored to many New 
Hampshire boys and girls new opportunities for active participation 
in life’s duties and privileges. An occupational therapy service for 
the crippled children of Manchester is now being organized by a 
Women’s Service Club in that city.

Several years ago our State Board of Health inaugurated a diph
theria prevention campaign. A state-wide program consisting of 
toxin-antitoxin clinics has been developed resulting in the immuniza
tion against diphtheria of thousands of children throughout the state.

The increase in the mortality rate from cancer has been, and is, a 
matter of real concern to our state and local health officials. The 
State Board of Health and the Cancer Committee of the New Hamp
shire Medical Society are studying the problem, and means of lessen
ing the ravages of the disease. Within the past six months a Cancer 
Clinic has been established at the Elliott Hospital in Manchester under 
the auspices of the hospital staff. This clinic has been a fine success 
and undoubtedly others will be inaugurated elsewhere throughout the 
state.

At Concord is located New Hampshire’s Institution for the 
Insane. It is called the N. H. State Hospital. It is a hospital in fact 
as well as in name and every facility is offered for the cure of the 
mentally afflicted. The results of treatment are very encouraging. 
The institution now comprises 1725 beds.

At Coit House in Concord, there is being developed at the present 
time a physchiatric service for problem children of our state. A 
physchologist from Boston is in attendance twice a month and a full 
time physchiatric social service worker assists with the physchmetric 
tests and the follow-up work.

New Hampshire has made notable strides in the segregation and 
education of the feeble-minded. The state has concentrated this work 
at its institution at Laconia. Here a splendidly equipped plant with a
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capacity for 550 beds, including 218 beds for feeble-minded women 
of child bearing age, is making a good return in the investment.

New Hampshire is fortunate in its hospitals. All the larger and 
many of the smaller cities and even some of the towns have institu
tions well equipped for this particular service. A goodly number are 
rated as Class A institutions. There may be need for additional 
hospitals, and in some rural counties a well equipped general hospital 
would be a real aid to the physicians and the public in providing 
better care and treatment for the sick.

The physicians of the state are among the best to be found any
where. Even in rural districts we have physicians of skill and reputa
tion. The matter of adequate medical service in rural communities is 
somewhat of a problem. To be sure this is somewhat mitigated by 
the increasing facilities in hospitals, the yearly improvement in roads, 
the increasing use of the automobile. Yet in some instances the addi
tional cost, even of securing medical assistance from an adjoining 
city or town, is a real burden to people of moderate means.

In September, 1917, the New Hampshire Tuberculosis Association 
was organized, the last State Association to be organized in this 
country. When it came into being, the state as a whole was unin
formed as to its tuberculosis problem, and therefore indifferent to 
the necessity for aggressive effort against the disease.

There were two sanatoriums already established, one at Glencliff 
with 50 beds, and another at Pembroke with 30 beds, also at the 
Hillsboro General Hospital, there were 28 beds available for advanced 
cases. This was a total of 118 beds. The death rate from the disease 
during the period from 1907 to 1917 had been stationary, and even 
slightly on the increase, averaging about 122 per 100,000 population 
(all forms of tuberculosis). This meant in round numbers that 536 
men, women and children were dying from this preventable disease 
annually in the state. The number of KNOW N living tuberculosis 
cases was small, about 600 cases being known to the State Board of 
Health. The KNOW N cases were almost wholly in the advanced 
stages of the disease.

The first Tuberculosis Clinic in the state had already been estab
lished in 1916 at Manchester by Dr. Kerr, who since 1911 had been 
physician in charge of the Pembroke Sanatorium and later in 1917 
became Executive Secretary of the N. H. Tuberculosis Association. 
The Manchester District Nursing Association provided part time



nursing service. This clinic was just beginning to develop a case 
finding program.

For the first two years of its existence the Association’s funds 
(raised from the Christmas Seal Sale) were very limited (about 
$7000 in 1917 and $11,000 in 1918). Yet in these two years the 
Association strengthened the Manchester Clinic service, inaugurated 
clinic services at Nashua and Concord, and organized a state-wide 
war tuberculosis program, in collaboration with the National Tuber
culosis Association and the W ar Department, which provided 
follow-up service for men returning from the cantonments and from 
overseas, found to be suffering from tuberculosis. For this particular 
service the Association employed a field nurse. In addition, the 
Association inaugurated a state-wide educational effort, which led 
up to the great Christmas Seal Sale of 1919, in which it appealed to 
the people for a fund of $101,000 to finance a state-wide program for 
the cure and prevention of tuberculosis. The Association promised 
to organize a state-wide service for the discovery and classification, 
supervision and treatment of tuberculous individuals throughout the 
state. To this end the Association pledged itself to establish upon a 
county basis the necessary clinic and nursing service and educational 
program.

In the December, 1919 Christmas Seal Sale, the people con
tributed something over $52,000 for a state-wide program, and 
early in 1920 the N. H. Tuberculosis Association started upon its 
responsibility of organizing the program in each of the ten counties in 
the state.

A splendid nursing staff was quickly developed, and by the end of 
1921 the entire program of clinics and nursing service had been 
organized in eight out of the ten counties. By the end of 1922, this 
service had been extended to include all of the ten counties. A nurse 
selected by the N. H. Tuberculosis Association had been placed in 
each one of these counties. The Association felt that the communi
ties benefited by its work should furnish clinic quarters and 
offices for the nurse free of charge. Accordingly, the local gov
erning bodies were consulted and arrangements made for the use 
of the Board of Health rooms, or the Town Hall, or the Selectmen’s 
rooms. In some of the cities and towns an appropriation was made 
to hire suitable offices for the nurse and the clinic. All this was 
accomplished, and all clinic quarters and offices for nurses provided, 
free of expense. The Association provided some necessary equip-
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ment. A consistent effort has been made, with marked success, to 
make it clear to the entire citizenship, both the public and health 
officials, that the program is a cooperative enterprise for the welfare 
of all.

At the present time, clinic and nursing service has been inau
gurated and is now maintained in every county, the direction and 
financing of the program emanating from the state headquarters at 
Manchester. Two meetings are held yearly of the nursing staff, for 
the necessary instruction and education of the workers, and once a 
year all attend the N. E. Health Institute for further instruction 
and stimulus. The Association’s program has been an intensive 
case finding campaign, with the necessary follow-up service and 
educational service to inform the public at large and gain and main
tain their interest and cooperation.

The Tuberculosis Clinics were established on the basis of popula
tion, weekly in the congested section of Manchester, once a month in 
West Manchester, the French Canadian section, every two weeks in 
Nashua, once a month in all cities of 10,000 population, once in two 
and three months in the smaller towns, and once in four or six 
months in the rural centers.

Naturally, the clinic service was first inaugurated in the larger 
industrial centers, then in the smaller industrial centers and lastly in 
the rural centers. In some instances the clinics are held but once a 
year in distinctively rural communities. These territories, however, 
are readily accessible to stated monthly clinic centers, and the nurses 
can always get cases needing attention from the rural districts into 
these centers. A total of 92 Tuberculosis Clinic Centers have been 
established since 1920. It is apparent that the people of New Hamp
shire have ready access to facilities for the expert diagnosis and 
treatment of tuberculosis.

Through the intensive case-finding campaign, an attempt has been 
made to examine all residents of New Hampshire within the follow
ing groups:

(a) All active cases of tubereulosis
(b) all arrested cases
(c) all suspects
(d) all contacts
(e) all persons who might be considered particularly susceptible, 

because of existing disease which might lower their resistance.
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(f)  all persons who are living under conditions which might 
decrease their resistance to tuberculosis.

(g) as many as possible of the underweight groups of children 
in the schools and

(h) of late years, the tuberculin skin-testing of large numbers of 
school children, and the physical and X-ray examination of all posi
tive reactors.

In order to discover these groups, the N. H. Tuberculois Associa
tion has maintained in each of the ten counties:

(a) a regular scheduled diagnostic clinic service
(b) a consultation service made available to the physicians at the 

clinics, in their offices, and in the patient’s homes.
(c) a School Medical Examination Clinic Service.
(d) X-ray service through local hospitals, the Association pro

viding expense of same when necessary. •
(e) a field nursing service, chiefly for case finding and arranging 

for sanatorium admission and supervision in home treatment.
( f)  publicity service, including the issuing of newspaper articles, 

the display of exhibits, the provision of health talks to interested 
groups, and in distribution of health literature.

In maintaining these services the Association has had the moral 
support and active cooperation of all departments of the State Board 
of Health and local health boards.

The State Board of Health has reported to the Association all 
positive tuberculosis sputum cases. They have provided free exami
nation of all sputa sent in from our clinics, at the same time send
ing reports to the county tuberculosis nurses to facilitate prompt 
follow-up.

The Superintendents of our Sanatoria report to the Association 
all discharges in order that these discharged cases may be kept under 
supervision for purposes of assistance in rehabilitation or further 
supervision.

Through the Child Health Conferences of the Maternity and 
Infancy Department of the State Board of Health, large numbers of 
contact and suspect children have been referred to the chest clinics of 
the Association. The county tuberculosis nurses of the Association, 
and the county maternity and infancy nurses, assist and are present 
and participate in the work of the Tuberculosis Clinics and of the 
Child Health Conferences.
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The school nurses are present at most of the chest clinics, bring
ing in suspects or contacts for examination. The bulk of the prepara
tory work for the School Examination Clinics conducted by the 
Association falls upon the school nurse. The School Examination 
Clinic Program was started by the Association in 1925. It has been 
carried out along the lines of the Chadwick Clinics in the Common
wealth of Massachusetts. In the beginning, we made physical exami
nations of underweight and contact groups, separating those 
with suspicious symptoms and signs, and then tuberculin testing and 
X-raying them. For the past year (following the revised procedure 
in the Massachusetts Clinics), we are tuberculin testing all school 
children whose parents give consent, and then give physical and X-ray 
examinations to all positive reactors.

Naturally, in our case finding, we secured the lists of all families 
in which tuberculosis deaths occurred during the preceding ten years; 
also lists of positive sputa in the preceding ten years. All of these 
have been looked up as far as possible, and all contacts brought into 
the clinics. We have adopted for guidance in the classification of 
tuberculosis cases, the “Diagnostic Standards, Pulmonary and 
Glandular Tuberculosis” issued by the National Tuberculosis Asso
ciation.

The “Sanatorium-Home Standards of Treatment” of the National 
Tuberculosis Association have been used as a standard for home 
treatment and supervision. Insofar as beds have been available 
we have urged sanatorium treatment, particularly where children 
were present in the home. Where the adults refused sanatorium 
treatment, we have tried to place the children in separate homes. On 
the whole, we have had splendid cooperation from our tuberculosis 
patients, and they have been willing and ready to do everything needed 
to protect others from their disease. We have not had to use any 
vigorous measures except in isolated instances. Invaluable assistance 
is given by the N. H. Children’s Aid and Protective Society in 
placing children of tuberculous parents in foster homes. The 
County Commissioners throughout the state have been uniformly 
helpful in providing material relief for families left behind at home 
when the breadwinners have been sent to a sanatorium for treatment.

I cannot say with definite accuracy just how many individuals 
have been examined in the chest clinics throughout the state since the 
beginning of the county program in 1920, but since 1922 with a 
state-wide organization we have conducted annually about 256 clinic



R. B. Kerr 491

sessions in which we have averaged to examine between 5,000 to
7,000 men, women and children yearly. This number, of course, in
cludes re-examinations of old cases and new examinations. We have 
5,682 active, arrested and suspicious cases now under supervision. 
Of these 2,714 are classified as arrested. We have 420 children, 
who are classified as hilum tuberculosis.

Within a few years after the inauguration of our intensive case
finding campaign, the pitiful insufficiency of our sanatorium beds 
became apparent to the public and the legislators. Accordingly, each 
biennial meeting of our legislators has resulted in their providing 
additional facilities for the treatment of tuberculosis. Additional 
buildings have been provided at Glencliff and Pembroke Sana- 
toriums, and our total bed capacity is now 233 as compared with 118 
in 1920. The 1925 legislature provided an appropriation for chil
dren’s work at one of our sanatoriums, and we now have 30 beds for 
active tuberculous children. A splendid open air school is maintained 
at this sanatorium. This has meant not only large appropriations for 
new buildings, but doubling of the maintenance appropriations since 
that time. It is reasonable to assume that the facts and convincing 
figures made available by our tuberculosis survey, and partly also the 
widespread knowledge and approval of the work of the Association, 
were instrumental in bringing about the remarkable increase in sana
torium beds.

But even with these increased facilities, large numbers of active 
cases have had to be treated at their homes. The results of home 
treatment in large numbers of cases has been very gratifying. The 
supervision of all cases under home treatment has developed upon 
the local physicians and the county nurse and the Chest Clinic.

We have tried to carry out the following schedule for patients 
under home treatment:

1. All active cases to be visited weekly and examined monthly.
2. All apparently arrested cases to be visited monthly and ex

amined every two months.
3. All arrested cases to be visited every three months and ex

amined every six months.
We have not always been able to do this, but we feel that it is an 

adequate schedule and a goal to aspire to. All children with active 
tuberculosis are given sanatorium treatment or home treatment. We 
have had splendid results in treatment of hilus cases, even under 
home direction.
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We have also had gratifying results in treatment of seriously 
underweight and malnourished children. The first objective has 
been the correction of the physical defects found. We feel that the 
response in this respect has been most unusual. The parents 
throughout the state have been remarkably cooperative, and have 
quickly complied with the recommendations for correction of defects. 
Where the parents have been unable to finance this service, the 
P. T. A., the Red Cross, the Women’s Clubs, Service Clubs, etc., 
have provided tonsil clinics, dental clinics, and other service, so that 
on the whole most of the children needing corrective work have had 
the opportunity to have it done. Necessarily, the work for the cor
rection of physical defects among the school children is the direct 
responsibility of the school medical and nursing service, and in New 
Hampshire this responsibility is well recognized and discharged.

While the Association has been, and is seriously concerned with 
the relief of malnutrition, and our staff has aided in this service, yet 
our direct responsibility is for children with active, latent, or sus
picious tuberculosis.

The cures of malnutrition in New Hampshire have been 
most gratifying, literally hundreds of children previously seriously 
malnourished, in fact as much as 25 or 30 per cent., have been 
brought up to normal nutrition, very largely through home treatment, 
the results being achieved through first correcting of physical de
fects, rest periods in the afternoon, increased nutrition, fresh air, 
and cod liver oil.

Many of our children found to be threatened with tuberculosis, 
and others with X-ray plates showing enlarged glands and positive 
tuberculin skin-test, have had these signs disappear under a more 
intensive regime of rest. Since 1925 approximately 12,000 children 
have been examined in the Tuberculosis and School Examination 
Clinics and over 400 were found to have signs of lung-gland tubercu
losis. All have been placed under treatment. Thirty-seven children 
with active lung tuberculosis have been given sanatorium treatment.

In Nashua, particularly, an intensive children’s program has been 
developed. In this city, through cooperation of the Memorial Hos
pital, Dr. Stillman G. Davis, radiologist, and Saint Joseph’s Hospital, 
Dr. Timothy F. Rock, radiologist, all positive tuberculin reactors 
have been X-rayed. This has meant hundreds of X-ray examina
tions. The doctors have donated their time and skill, and the hospitals 
the X-ray plates at cost of the plates.



R. B. Kerr 493

The entire tuberculosis program, aside from that of sanatorium 
treatment, and the local assistance given by cities and towns through 
quarters for clinics and nurses has been financed by the N. H. Tuber
culosis Association through contributions and the proceeds from the 
sale of Tuberculosis Christmas Seals.

I have already mentioned the sum raised in 1919, which early in 
1920 made possible the beginning of our state-wide program. This 
goodly sum was made possible by numerous gifts, including one of 
$5,000 from one of our own directors, who later became a Governor 
of our State in 1927. In 1920 we were experiencing the approaching 
industrial depression, which together with the release of emotional 
tension attendant upon the closing of the war, contributed to a slump 
in our receipts to something over $27,000. Each year since then, 
with increasing organization of our program, and the education of 
the public at large, we have had larger returns in our seal sale and in 
contributions. The total cash receipts annually have been as follows: 
In 1921, $29,436; in 1922, $32,053; in 1923, $34,557; in 1924, 
$34,546; in 1925, $39,606; in 1926, $36,361; in 1927, $41,013; in 
1928, $40,885; in 1929, $42,153. The consistent increases in the 
seal sale returns is particularly gratifying in view of the widespread 
depression in our large and small textile centers since 1921.

These have been the gross receipts. From this we have had to 
finance our fund raising campaign usually costing from $3,000 to 
$4,000, and in addition contribute 5 per cent, of our gross receipts to 
the National Tuberculosis Association program. With the balance, 
we have had to finance a state-wide tuberculosis program on a county 
basis.

The entire work of organizing the seal sale is carried out by the 
executive staff and volunteers. Particular mention should be made of 
the conscientious work and sacrifice put into the fund raising cam
paign by the volunteer workers. The Women’s Clubs have in many 
communities assumed the entire burden of the campaign with splendid 
success, particularly in Keene, Derry, Wolfeboro, Franklin and scores 
of other cities.

In the development of this program, the following personnel have 
been employed. The Executive Secretary of the Association is a 
physician. He also serves as clinic physician for the clinic centers in 
the lower two-thirds of the state. The Superintendent of the N. H. 
State Sanatorium at Glencliff is also employed by the Association as
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clinic physician for the clinics in the upper third of the state, or what 
is known in New Hampshire as the “North Country.”

In his service as clinic physician, the Executive Secretary of the 
Association travels approximately 22,000 miles a year by auto and 
train, covering a regular schedule of clinics for each month. In the 
state headquarters offices the Association employs a stenographer and 
also a bookkeeper. The county tuberculosis program in each of the 
ten counties is in charge of the county tuberculosis nurse, employed by 
the N. H. Tuberculosis Association. The county tuberculosis nurse 
is in effect a county executive secretary, and is responsible for the 
development, not only of the case-finding and follow-up service of 
the Tuberculosis Clinics, but also for the development of an active 
health educational program, and for the organization and successful 
outcome of the Annual Tuberculosis Christmas Seal Campaign. The 
Association has been wonderfully fortunate in the fine group of 
workers called to its service.

Many of the original members of the staff of 1920 are still with us. 
Naturally, they have become expert in the development of a tubercu
losis case-finding program. They have, of course, learned their 
respective territories and how to cover them with the minimum of 
expense and lost motion. All of the nurses are provided with auto
mobiles by the Association, except the nurse in our northernmost 
county—Coos. We hope to give this nurse an auto, although because 
of the long distances, and the severe winters, travel by train has been 
quite satisfactory, with auto hire in the rural districts.

All of the autos used by the nurses have been gifts, either from 
one of the officers of the Association, or interested groups of citizens. 
Two years ago one of our officers presented five new Nash coupes for 
the Association’s nursing staff. Were it not for these generous gifts, 
and the fact that all clinic quarters and nurse’s offices are provided 
free of charge (the only rent paid by the Association in the state is a 
nominal charge of $20.00 a month for the fine headquarters in the 
Family Welfare Society Building), we could not have maintained 
the complete state-wide program now in operation throughout the 
state. The Association has been fortunate in securing the interest of 
citizens of wealth in its program, and annually four one thousand 
dollar contributions are given toward this end.

The success of our program has also been made possible to a 
definite degree through the generous cooperation of public health 
workers throughout the state. In New Hampshire we feel that
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cooperation is not a sentiment but an economic necessity. To our 
clinics M. & I. nurses, school nurses, Red Cross nurses and district 
nurses, bring suspects for examination, or stay through the clinics 
taking histories, etc., etc. The hospitals throughout the state have 
been most helpful and many assist in our program by making X-ray 
plates of the chest for the Association at an expense of $2.00 per 
plate, in instances where the patients or families cannot meet the 
expense of same. This arrangement is in effect in practically all of 
the larger cities.

The whole case-finding and clinic and follow-up service program 
is developed and maintained upon the basis of a community project. 
The public is made to see that the tuberculosis clinic in its midst 
exists for its protection, that it is a community project designed to 
safeguard the health of the individual and the home, and that in 
order to be successful, it demands unlimited and concentrated effort. 
It is in every sense a popular service in which the whole population 
of the community is invited to participate. Every means is taken to 
bring to light undiscovered cases of tuberculosis, and to teach the 
public that tubercuolsis is curable and preventable.

To organize and carry on a worthwhile tuberculosis program of 
this type, case-finding, clinic and follow-up service, requires an 
immense amount of energy and thought. Every effort must be made 
to gain and maintain the interest, understanding, good will, and 
cooperation of physicians, health officers, nurses, social service 
workers, health agencies, and the individual citizens of the community.

We have not time here to discuss the preparatory work for the 
clinic, the actual clinic procedure itself, etc., but I want to emphasize 
the importance of proper publicity. Publicity is necessary to the success 
of any public health effort, and it is particularly so in promoting a 
case-finding program. We must be most particular, however, that 
our publicity is of the right kind, that it does not convey any morbid 
ideas, but that it continually emphasizes the curability and pre- 
ventability of tuberculosis.

Always before and after our clinics, it is the duty of the county 
nurse to give a story to the papers, “getting over” the actual facts as 
to the clinic and weaving into her story some information on tubercu
losis, its cause, prevention and treatment. New Hampshire papers 
give annually hundreds of columns to our program, its development, 
results, etc.

Attractive posters are displayed in appropriate places. Small
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leaflets are distributed in the factories, and every effort made to 
inform the public at large as to the clinics, its opportunities and its 
functions. Through personal interviews with leading citizens and 
talks before various groups, the nurse can do much to popularize her 
program. By these and many other means, it is possible to bring 
about the desired result, namely, a record clinic attendance of sus
picious and contact cases. As many as 120 individuals have appeared 
at some of our clinics and most of the clinics average about 40 indi
viduals present. In the beginning, the physicians were somewhat 
apprehensive, but now, for the most part, they understand the pro
gram and give it every support.

While the searching out of tuberculosis cases is of vital impor
tance, it is without avail unless the follow-up service is effective. 
The quality of follow-up work depends upon the personality and 
character of each worker, but a general plan is followed by our staff 
as has been previously stated.

Whether or not the follow-up work being done is successful may 
be determined in many ways, but the real value and results of the 
entire tuberculosis program is shown in the numbers attending the 
clinics, the number of new cases being found, the number of arrested 
cases, the number of examinations made, the work being done with 
children, the nature of the cooperation with other workers, as well as 
the general interest and understanding of the program by the people 
in the community.

Many factors have combined to lessen the ravages of tuberculosis 
in New Hampshire since the Association was organized in 1917. 
There is sound reason to believe that education comes first and un
doubtedly the intensive case-finding and follow-up work done by the 
nurses in the homes is one of the most important and far reaching 
educational factors in the campaign against the disease. Every effort 
for good health has contributed its share to the successful winning of 
the fight.

We know that since the beginning of the state-wide campaign of 
the Association, the tuberculosis death rate which had previously been 
stationary and even slightly on the increase, has been steadily declin
ing, in the last ten years representing an annual average reduction of 
over 200 lives from the losses caused by the disease. We also know 
that the list of advanced cases is steadily decreasing and the lists of 
our arrested cases is being constantly added to each year. A glance 
at the death rate graph shows that from an annual average of 536
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GRAPH SHOWING 
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tuberculosis deaths in the ten year period 1910-1919 the number has 
dropped to 423 in 1920, to 390 in 1922, to 330 in 1924, to 299 in 
1926, to 305 in 1928, and to 234 in 1929. This means that at least 
2,058 lives have been saved from death by tuberculosis which would 
have been lost if the death rate of 1910 to 1919 had prevailed. The 
death rate has dropped from an annual average in the period 1910 to 
1919 of 122 per 100,000 population to 97 in 1920, to 74.2 in 1924 and 
to 50 in 1929. We have a total of over 2,700 arrested cases attending 
the clinic centers and under the supervision of physicians.

New Hampshire in 1929 again leads the New England States
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with the lowest tuberculosis death rate. Maine is second with a rate 
of 61.1 per 100,000 population and the other states report as follows: 
Connecticut 62.9, Massachusetts 67, Rhode Island 68, Vermont 71.5.

The tuberculosis plan here outlined seems to be practical and ef
fective, and a state-wide service is being made available at a minimum 
of expense. It is not offered as a model for a tuberculosis program 
in any other state, for it is probable that its successful application in 
New Hampshire is due to the following factors: First, that our state 
is small and compact, second, that from the earliest beginnings of 
public health work our people have been most receptive and coopera
tive, third, there has been the most complete harmony in the planning 
and development of the program on the part of the official and non
official health agencies, fourth, that the official health agencies have 
been very active and have developed comprehensive programs into 
which the tuberculosis plan has fitted with perfect ease, assisting in 
creating a well-rounded health program for each of the ten counties in 
our state.

The New Hampshire Tuberculosis Association is a voluntary 
agency organized to combat and suppress tuberculosis. It is one of 
48 similar State Associations. It is affiliated with the parent organiza
tion—the National Tuberculosis Association. The Association was 
organized in 1917 and incorporated under the laws of New Hamp
shire in 1920. The activities of the Association are directed and its 
funds expended through a board of directors representive of the 
state. The program is developed in close harmony with the health 
programs of the state and local Boards of Health and Education and 
other agencies engaged in any measure in public health work.

The Association publishes each year a report of its activities and 
results accomplished and a statement showing receipts and expendi
tures of all funds entrusted to its care. It bonds all officials and em
ployees handling the organization’s funds. Its finances are audited 
annually by a certified public accountant.

The Association has been unusually fortunate, in that it has been 
able to draw to its Board of Directors and officers, the best philan- 
trophic forces in the state. Its officers and directorate have been 
deeply interested and have given freely of their time and financial re
sources.



Dr. Robert B. Kerr, Executive Secretary, New Hampshire Tuberculosis Association, Preparing Dilutions for Tuberculin
Skin Tests



A School Examination Clinic for Underweight Children in New Hampshire



Governor Tobey Visits Pembrooke Sanatorium School
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Dr. Robert B. Kerr, Executive Secretary, New Hampshire Tuberculosis Association, and Miss Marion Garland, Tubercu
losis Nurse, Examining the Underweights in a Clinic



A Clinic for “Underweights”
Cooperative Service of School Department and New Hampshire Tuberculosis Association



Weighing and Measuring the Underweights in a Children’s Clinic. 
Miss Marion Garland, Belknap County Tuberculosis Nurse
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A Tuberculin Skin Test Clinic
Dr. Robert B. Kerr, Executive Secretary, New Hampshire Tuberculosis Association. Miss Elizabeth McCauley, County

Tuberculosis Nurse



Dr. Robert B. Kerr, Executive Secretary, New Hampshire Tuberculosis Association, gives Tuberculin Intracutaneously for
Tuberculin Skin Test Reaction



Governor Tobey Opens 1929 Tuberculosis Christmas Seal Sale by Purchase of First Health Bond from Dr. Charles H. 
Duncan, Secretary New Hampshire State Board of Health, at Pembroke Sanatorium







WHAT SOCIAL SERVICE MEANS TO THE CITYHOSPITALS*
J. G. W ILLIAM  GREEFF, M.D.

Commissioner, Department o f Hospitals, City of New York

To tell you what it means to the city hospitals I should by rights 
touch upon everyone of the subjects chosen for those who are to 
speak. That would be trespassing and I do not want to do this unless 
it simply cannot be avoided in telling you what social service does for 
us and how deeply grateful we are and how much we appreciate it. 
We could not get along without the help extended to us so un
grudgingly, with such unselfish, loving spirit.

Our City Hospital Social Service helped nearly 104,000 patients 
last year and visited about 90,000 families, administering approxi
mately $100,000 in temporary relief to patients in municipal hos
pitals—the money coming from our Social Service Auxiliaries. We 
have no convalescent homes and yet our social service provided con
valescent care for 10,000 patients who were discharged before they 
were able to return to work and whose complete recovery was has
tened through such convalescent care. Hundreds of garments were 
supplied to patients by our Auxiliaries and thousands of layettes sup
plied to infants born in our maternity wards. These figures present, 
of course, only a part of the work of the social service in our public 
hospitals.

Now what does all this mean to our hospitals ? It is well known 
that the mental attitude of the patient has a very powerful influence 
which may either hasten or retard his recovery. The patient who is 
cheerful, hopeful and who feels that Social Service is looking after his 
family has a better chance for recovery than if he were apprehensive 
about himself and worrying about his dependents. The knowledge 
that Social Service keeps a watchful care over the patient’s family 
gives him courage, lessens his dread of an operation and strengthens

♦Read before the Annual Dinner of the North Atlantic District, American
Association of Hospital Social Workers, New York, N. Y., May 1930.
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City Hospitals

his will to live. It is this spirit, infused by Social Service, which en
courages the physician in his efforts, gives added zest to the work of 
the nurses, and to you social workers, the satisfaction that our com
bined efforts in behalf of the patient and their families are not wasted.

Depression is inevitable in wards if patients worry and brood, but 
your work dispels anxiety, replaces it with hope, brings sunshine, 
comfort and encouragement. Money cannot buy nor skill provide 
that element which you inject into our institutions.

Your work has helped to remove from the public mind the dread 
of going to a public hospital, because you have made thousands of 
patients happy in the thought that their families are not in want while 
they are in the hospital—because you take care of thousands during 
their convalescence, because you make so many bedridden individuals 
happy by making them realize that besides the doctors and nurses who 
do their utmost to restore them to health you are ready to give a 
helping hand, to do countless little things they may want to comfort 
them and make life more agreeable.

Other important services of the social service workers are the 
medical follow-up which is so necessary; their functioning as an em
ployment agency which finds work for so many of those who are re
stored to health. As a result of all this work the patient’s length of 
stay in the hospital is reduced and he is made physically fit to return 
to his work.

The Department of Hospitals realizes how valuable this assistance 
is and is deeply appreciative of the cooperation of the community’s 
many private philanthropic organizations, and our own Social 
Service Auxiliaries.

t
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THE APPRAISAL OF HEALTH WORK*
HUNTINGTON W ILLIAM S, M.D., DR.P.H.

State Department of Health, Albany, N . Y.

Professor W inslow1 has spoken to you of the health survey. 
Many have seen such surveys recently published for Philadelphia2 
and Montreal8 and will remember earlier ones for New Haven 4, 6 
and Cleveland.6 The difference between the health survey and an 
appraisal of community health work should be borne in mind, al
though the two quite often go together. An appraisal is the placing 
of numerical valuations on certain essential health activities in ac
cordance with certain fixed standards and for the purpose of meas
uring the health performance of the community. An appraisal may 
be accompanied by recommendations to remedy vital deficiencies 
which have been brought to light. Such recommendations, how
ever, are more apt to be a part of a health survey.

The earliest health appraisal work was probably that of our vet
eran friend, Dr. Chapin, Superintendent of Health of Providence. 
In 1916 he published his historic study on state health work.7 Since 
that time it has become usual to attempt the somewhat difficult task 
of the appraisal of health practice in states, in cities particularly, and 
of late also in county or rural areas. In December, 1918, Dr. Paul 
B. Brooks 8 of the New York State Health Department delivered 
a paper before the American Public Health Association on the scor
ing of health activities in some 57 cities in that state. Many of 
you are familiar with that widely used yardstick of municipal health 
practice, the Appraisal Form for City Health W ork9 of the Ameri
can Public Health Association. Some here have witnessed its power, 
when effectively applied, in arousing city fathers from unbelievable 
states of lethargy.

To my mind the health needs of a community are analogous to 
the health needs of an individual. The patient may be sick and in

* Read before the National Conference of Social Work, Boston, Mass., June
13, 1930.
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need of proper diagnosis and treatment. Complete cure and con
tinued healthfulness are the desired end results. Or, he may be a 
wise modern who has learned that it is easier, cheaper and more 
comfortable to stay well than to get well. For such, the periodic 
health examination becomes a matter of intelligent routine.

It may be just so with any community. Disease of the body 
politic may become very conspicuous. Some preventable epidemic 
may so focus public opinion that an accurate appraisal of civic health 
needs brings about prompt and sometimes permanent improvements. 
In most instances, however, the health of our communities is toler
able. Conditions are not black enough to demand sudden changes. 
As in the individual, the day of self-analysis, of health appraisal is 
apt to be put off.

Just what is an appraisal of community health work? It is an 
attempt to measure the quantity and to some extent the quality of 
health protection afforded by official and unofficial agencies in a 
given locality. The available service is measured against standards 
set by recognized authorities in the field of public health administra
tion. Group judgments of such leaders have established what may 
be considered as satisfactory, practicable and accepted health prac
tice. Arbitrary numerical values have been assigned to the various 
items for the purpose of scoring or rating. That some of these 
standard values may vary in different sections of the country and 
that some must be modified from time to time is quite generally 
recognized. As a rule the various health services measured are the 
following:

Health administration and budgeting 
Health education 
Vital statistics
Communicable disease control including epidemiology, tuber

culosis and venereal disease prevention 
Prenatal and child health including school hygiene 
Public health nursing 
Sanitation of water and milk supplies 
Laboratory facilities

There are occasionally included other special fields of study.

Because of the increasing interest of unofficial as well as official 
agencies and groups in many of our communities, one or another 
of the various appraisal forms for health service is today in almost
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constant use throughout this country. Let us glance at the rationale 
of the best known and most usually employed appraisal instrument, 
the Appraisal Form of the American Public Health Association.

In its introductory statement we find that “The Appraisal Form 
for City Health Work is designed for the use of the health officer 
in the self-appraisal of his work.” A little further on we read: 
“While the Appraisal Form is intended primarily for health officers, 
experience has indicated that the city and the health officer may be 
aided by the more disinterested appraisal at intervals of several 
years, at the hands of a specialist in the field of health surveys whose 
time is devoted continually to this type of work. The Committee on 
Administrative Practice” (of the American Public Health Associa
tion) “has for several years maintained this type of expert field as
sistance, with this fact in mind.”

Here we have the two primary objectives of the Appraisal 
Form. In one case it is applied locally, in the other by a visiting 
expert. In the first type the city health officer uses the Appraisal 
Form as a basis for self-analysis and occasionally as a frame around 
which to write his annual report. Studies of this kind have been 
admirably carried on for several years past by the part time Health 
Officer of White Plains, N. Y., Dr. Edwin G. Ramsdell,10 and by the 
full time Health Officer of East Orange, N. J., Frank J. Osborne.11 
They have also been made in many other places and usually with little 
or no local expense. In this way the intelligent health officer may 
watch the growth of his department and recommend to the city gov
ernment needed improvements from year to year.

With the visiting expert we find usually a more elaborate commu
nity analysis, such as took place several years ago in Cincinnati and 
more recently in Montreal. Civic leaders may feel that the proper 
time has arrived to launch an appeal for a new or improved health 
department policy. The political aspect may look particularly pro
pitious. It may be even that the annual meeting of the American 
Public Health Association is to take place in a given locality. The 
visiting expert will spend a month or two in the community, often 
under the auspices of a mayor’s health committee. The health offi
cer, school authorities and voluntary agencies will cooperate fully 
and there will emerge a health rating for the city and a series of 
recommendations for bringing the city health program up to accepted 
standards. The task then remains of translating needs into realities. 
There may result a reorganization of the local board of health, its



504 Appraisal of Health Work

budget may be increased to furnish certain activities which have been 
lacking or poorly administered. The community benefits materially 
from having measured itself with a standard yardstick. Although 
desirable for many localities this form of appraisal has a limited 
usefulness because of its expense, which frequently runs as high as 
$1,000 or more. Where it may be most needed the assurance that 
the recommendations will be carried out is often most difficult to 
secure.

There remain for brief review three other types of community 
health appraisal. One is a scoring of city health activities by some 
representative of a state health department.12 Dr. Charles C. Duryee, 
formerly City Health Officer and later Mayor of Schenectady for 
two terms, served for several years as consultant in city health ad
ministration in the New York State Health Department. From 1919 
to 1924 he visited periodically the 57 cities of the state in order to 
score and rank them in their health activities. Because of his wis
dom, personality and experience as a mayor, he had an uncanny 
ability in persuading mayors and health officers to put into operation 
useful and needed health activities. It is rare to find just such an 
ideal individual for a particular piece of work. He sought where 
possible to capitalize the psychological moment, and his services 
were without local cost to the communities he visited. This type of 
city health scoring dealt with much the same services as are covered 
in the Appraisal Form, but in a less exhaustive manner. A four- 
page score sheet served as text for informal discussion between the 
city health officer, the mayor and the consultant. Press representa
tives were usually just beyond the threshold of the mayor’s office, 
and rarely were they disappointed in securing a brief review of the 
good health work of their city and a suggestion or two for improve
ments of importance.

Another type of city health rating is the recently developed an
nual inter-city health contest under the auspices of the United 
States Chamber of Commerce and its local branches. Of all the ex
isting forms of city appraisal this seems to me to offer the greatest 
promise of usefulness. Here a chamber of commerce appoints a pub
lic health committee from among its membership. These business 
men secure the endorsement of the mayor and the city health de
partment for a community health study. Largely with the help of 
the health officer and the school physician, and aided perhaps by the 
director of the community chest the committee proceeds to fill out a
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simple four-page questionnaire dealing with the recognized standard 
city health activities. Statistical records are supplemented by a brief 
narrative report to make the picture clear, and the whole is sent to the 
United States Chamber of Commerce in Washington.

This year these reports were recently rated and the cities ranked 
by a grading committee made up of the following eminent authori
ties: Dr. W. S. Rankin, Chairman, and former State Health Com
missioner of North Carolina; Dr. Louis I. Dublin, statistician; Dr, 
A. J. Chesley, State Health Officer of Minnesota; Dr. John A. Fer
rell, of the Rockefeller Foundation, and Professor C.-E. A. Wislow 
of New Haven. 108 cities competed in five different population 
groups and, as you may know, the winners were Milwaukee (over 
500,000), Syracuse (100,000 to 500,000), East Orange, N. J. (50,
000 to 100,000), White Plains, N. Y., (20,000 to 50,000) and Sidney, 
Ohio (under 20,000).

This Chamber of Commerce health appraisal activity brings the 
business man into the city health program. Where the leading busi
ness interests are aware of local deficiencies in health protection and 
are active year by year in having them corrected, official health pro
motion should have a most favorable opportunity for growth. The 
combination of practically no cost with a splendid system for local 
follow-up renders the Chamber of Commerce health contest well- 
nigh ideal. .

Finally there is the community health study campaign and con
test of the Department of Public Welfare of the General Federation 
of Women’s Clubs. Since 1926 this organization has conducted an 
annual inter-city health contest for the purpose of interesting the 
membership of women’s clubs in studying and improving their local 
health services.

What have been the results of these various types of health ap
praisal? Those who have been close to this work know full well 
that appraisal per se is no panacea. There have been discourage
ments in results after painstaking labor. Here or there the seed may 
have fallen on stony ground or been choked by weeds. At times, 
appraisal has resulted merely in imposing statistical charts, showing 
graphically enough just which health activities reached or failed to 
approach 100 per cent, of the standard set. A very favorable nu- 
mercial rating on paper has sometimes disclosed when analyzed, a 
cancerous growth of political interference or an indifferent or part 
time health official, untrained and not qualified to use a splendid
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machinery given him for the protection of the health of his commu
nity. There can be no doubt, however, of the proven value of com
munity health appraisal in many fortunate areas in nearly every 
state and also in Canada.

Appraisal, backed by thoughtful and timely community prepara
tion for capitalizing its benefits has done much to increase municipal 
health budgets, to secure the employment of full time properly quali
fied personnel, to improve communicable disease control, water and 
milk sanitation and to further laboratory facilities for the scien
tific practice of preventive medicine. Clinic and dispensary services 
for prenatal and child health, and for venereal disease control have 
been advanced. Community health education has also been stimu
lated. Appraisal has been of value where carried on in a competitive 
spirit of friendly rivalry among cities of about equal size. Here de
termined efforts have been made by health officials to bring about ad
ministrative improvements which have been observed in successful 
operation in neighboring or rival localities.

Quite naturally we who are engaged in health appraisal work 
would like to attribute some of the resulting advances to our efforts. 
Not infrequently we are justified in doing so, at least in part. It 
has been my experience, however, that in our zeal for the work of 
appraisal we are apt to look for the seed to sprout over night. Should 
a blossom shoot forth soon after our return home we would hasten 
to claim it as of our own creation. Careful analysis will generally re
veal that our recent visit brought merely to a culmination the efforts 
of many hands and minds, the toil of others and of long ago, possibly 
quite unknown to us.

What of the future of the appraisal of community health work? 
For many health officers, especially the full time, or rather the intelli
gent and qualified ones, the Appraisal Form will continue to be of 
value for self-analysis. For the occasional city or county, expert 
appraisal service from outside will be financially possible. A simpler 
and less expensive method of survey and appraisal may develop,— 
such as the Chamber of Commerce contest, to serve numerous other 
areas. Special appraisals of particular health services will be avail
able, as for example in mental hygiene or public health nursing or 
possibly in industrial hygiene. There may be a repetition of state 
health department appraisal as originated by Dr. Chapin in 1916. 
States, too, will survey their own health needs, as occurred in New 
York in 1913, and as is now again in progress under the New York
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State Health Commission recently appointed by Governor Franklin 
D. Roosevelt. Dr. Livingston Far rand, President of Cornell Uni
versity, is chairman of this commission, and its first meeting was 
held in New York City on June 5th.

Apart from survey and appraisal there appear to be certain es
sentials in order to insure for any community adequate and efficient 
health protection. The area needs proper basic health legislation, 
either in the state health law or in a local charter. Health education 
will lead to community health consciousness. The employment of 
properly qualified full time or “career" health officers in cities over
50,000 population or on a county basis, and the removal of local 
health administration from partisan politics will be just as universal 
in this country as it is in England when the demand here makes itself 
felt. Local public opinion which is health-minded and fortunate in its 
leadership will insist upon and secure competent and unimpeded 
health administration. This will come about in just the same manner 
that it has in proper school administration. It is the task of survey 
and appraisal to render obsolete the part time health officer. With 
the rarest exception he has outlived his usefulness just as has the 
part time school superintendent or school principal of long ago.

In conclusion, an attempt has been made to describe and discuss 
various types of community health appraisal. The tasks of the social 
worker are intimately related to the efficiency of health service in any 
locality. Poverty, ignorance and disease form a vicious cycle, and 
each one is responsible for the others. Right minded civic leaders 
are endeavoring to break the chain at each possible point of attack. 
Survey and appraisal have their part to play. A careful study of 
their technique and potential benefits should be made by all who in
terest themselves in the great social problems of our day.
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ECONOMIC OLD AGE—THE PUBLIC LOOKS AT THE PROBLEM*
GLENN A. BOWERS

Industrial Relations Counselors, New York, N. Y.

The history of social thought with respect to disabled members 
of society has passed through many stages. These stages are repre
sented not only by social customs in successive periods of time, but 
also by practices of present-day peoples among whom varying degrees 
of civilization may be found.

Referring only briefly to the historic foundations of present-day 
attitudes, there existed among peoples of ancient periods, and in fact 
among primitive tribes of today, the practice of exterminating with 
ceremony men and women of advanced age who no longer could 
either support themselves or contribute to the community. In keep
ing with this practice was the custom among early Greeks and Romans 
of abandoning physically and mentally deformed infants. Economic 
interests of the community in the struggle for existence against ad
verse nature have been cited as the justification for these acts. In 
later periods of human history, with more efficient means for utilizing 
Nature’s gifts, social groups developed a wddely different set of ethical 
standards in keeping with more favorable economic life. Segregation 
of the unfit, both young and old, took the place of the former practice 
of doing away with such individuals. In higher civilization humani
tarian views dictate that incapacitated members of the community 
shall be supported in comfort, decency, and self-respect by those 
who have the capacity to do so. On this point the attitudes of vir
tually all groups in the community coincide.

All disabled persons, whether born with infirmities or incapacited 
by accident or deterioration, are economic liabilities. The public atti
tude, however, has distinguished between these two groups of eco
nomic dependents. The first includes those who are handicapped by

* Read before the National Conference of Social Work, Boston, Mass.,
June 1930
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obvious congenital or hereditary causes, as exemplified by imbeciles 
and children born with mental or physical deformities. The second 
includes those adults who have either outlived their economic useful
ness or have demonstrated their inability to compete in economic life. 
Public attitude does not seriously question the obligation of the com
munity to take care of persons incapacitated from birth when family 
responsibility is lacking, but the line of obligation is not so easy to 
draw in the case of the rest of us who get by the early tests of sanity 
in childhood and become so-called normal, responsible persons. After 
all, it has been said we are all a little bit crazy and differ only in de
gree.

The present discussion is based on the second type of incapacity, 
and by implication deals particularly with that group which survives 
to the age of sixty or seventy years, or thereabouts. Yet it is not out 
of place to remind ourselves that the restricted area of the problem 
commonly designated as old age dependency is but a part of the 
broader field of economic dependency involving all age groups.

Economic old age may be reached at various years after midlife, 
depending upon one’s physical and mental condition as well as previ
ous working experience. Economic old age is, therefore, that period 
of a person’s life when he cannot find employment because of his age 
or physical condition due to age. He may in reality be a better person 
for certain jobs than younger workers, but if no one is willing to hire 
him or if he cannot otherwise support himself he is economically old. 
Sometimes the justification for such unemployment is difficult to find.

Industry is society’s workshop. The public expects industry to 
produce economically the things which people want, assuming that 
proper standards in working conditions are maintained. Furthermore, 
industry is in our day competitive and according to the rules of com
petition the more efficient crowd out the less efficient. In periods such 
as the present when several factors have contributed to a more or 
less serious unemployment situation, the tendency is for industry to 
shake out the less useful of all ages, and among these the older work
ers are often the most conspicuous even where they are not the most 
numerous.

The public does not, or at least ought not, expect that industry 
will maintain within its ranks workers—young or old—who have out
lived their usefulness. On the other hand, the public may expect of 
industry that the ranks of employees be not filled with physically
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immature children merely because their labor is cheaper than that of 
older workers.

There is a widespread impression that the average age of gain
fully occupied persons is decreasing. Such a picture fortunately is 
not borne out by the facts. Federal census data indicate that the 
proportionate number of children between the ages of ten and fifteen 
years gainfully occupied in the United States rose in all branches of 
industry from 1870 to 1900, but in the present century the decline 
has been substantial and continuous. Among workers of the age 
group 45-64, a marked proportionate increase occurred between 1900 
and 1920 in all occupations except agriculture, with a total net in
crease. An increase has also taken place in the proportionate number 
of workers 65 years of age and older in manufacturing and in all 
other industries from 1900 to 1920, but the large decrease of this age 
group in agriculture resulted in a net loss of employment for workers 
65 years and over. A special study * covering several hundred thou
sand workers in five maj or industries: agriculture, bituminous coal 
mining, iron and steel manufacturing, oil refining, and meat-packing— 
revealed significant trends for the period 1911-1929. In all five indus
tries relatively more persons whose ages were 45 years or more were 
employed in 1929 than in 1911; while in three of the five industries 
there were found relatively more persons 65 years and over gainfully 
occupied in 1929 than in 1911. In oil refining and meat-packing, 
however, where company retirement plans are common, the propor
tion of the 65 year and older group declined. The census of 1930 
when completed will give wider and more conclusive data on this sub
ject.

It is not within the scope of this paper to expose the fallacy that 
hiring age limits in employing companies are at the root of the old 
age dependency problem. True it is that the employment rules of 
some companies are applied at times with a harshness that shows 
lack of human sympathy and at times may deserve public disapproval. 
It may be, however, that even such companies are more effectively 
serving their communities as well as themselves through maintaining 
a working force which is neither too young nor too old, particularly 
if they provide a system of retirement with pay for those of its em
ployees who have long service records. Such retirement plans may

* Murray W. Latimer, R e la t io n  o f  M a x im u m  H ir in g  A g e s  to  th e  A g e  D is t r ib u 
tio n  o f  E m p lo y e e s ,  American Management Association, New York, 1930.
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Economic Old Age

be looked upon by the public as tending to prolong independence in 
old age for at least a limited group of workers.

Modern industry has become a complicated affair. The individual 
to an ever-increasing degree must adjust himself to economic forces 
and learn to live and to work with others for mutual advantage. In 
this melee the highest type of self-interest of the individual demands 
that economic independence shall be approximated. Each person is 
therefore charged, upon attaining the age of maturity, to work and 
save. In this personal responsibility, often owing to circumstances 
entirely beyond individual control, some succeed and some fail. Al
though the public may reasonably expect of its citizens the fullest 
exercise of their energy, ingenuity, and thrift, it may also look to 
those in control of industry so to conduct their financial relationships 
with employees that they may accumulate a reserve for old age. Not 
only should rates of pay and regularity of work be such as will per
mit a steadily increasing standard of living and a saving for later 
years, but sound facilities for savings and investments may be ar
ranged when lacking.

Factories and offices are decentralized units of society—not 
agencies alien to society. Our population is one large integrated 
organization in which industrial engineering and social engineering 
are carried on side by side. The significance of this fact is that pub
lic viewpoints and industrial viewpoints are not inherently opposed 
to each other. The problem is to coordinate all efforts to attain the 
common goal of economic independence for every one in old age. 
Issues are frequently raised in discussions such as is provided by 
today’s program which cloud the basic question, namely, shall citizens 
of the United States who have reached economic old age or economic 
dependency be supported by public funds or from private charity ? 
Who is to pay the bill ? Granted that an individual should do all he 
can to support himself and that his own family has a prior moral 
obligation, it seems to be settled in all civilized countries and spe
cifically in the United States that state relief will be rendered accord
ing to need. Exception must be made of course for that extremely 
small minority of individuals who would eliminate from the functions 
of the state any responsibility for protection of the individual against 
the hazards of life.

Once the principle of state care for the dependent aged is accepted 
in public opinion, it is for the legislatures to determine the extent and 
manner of its application. The county poor farm and the almshouse
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for a long period were the accepted types of public aid for the de
pendent aged. In more recent years, along with the growth in favor 
of outdoor relief for all dependent groups, states have undertaken to 
reorganize their relief systems for the aged. Since the adoption of 
the Alaska law in 1915, twelve states have passed so-called old age 
pension laws: Montana and Nevada in 1923; Wisconsin in 1925; 
Kentucky in 1926; Maryland and Colorado in 1927; California, 
Wyoming, Utah, and Minnesota in 1929; and New York and Massa
chusetts in 1930. Agitation for similar relief may be found in many 
other states and in the Federal Congress.

The explanation for this apparent sweep of public opinion favor
ing better systems for care for the aged may be traced to the convic
tion that the needs of this group are not being adequately met by 
existing private and public agencies and that the public conscience is 
being aroused regarding this problem. The example of Mr. Alfred 
DuPont in privately surveying the extent of the need in Delaware 
and in personally carrying the cost of old age relief in that state pend
ing action of the next legislature is a dramatic example of the chang
ing attitude in industry.

We come finally to the question of “right” to public support of the 
person who has reached economic old age. It has been argued that 
he has acquired a right to be supported by virtue of his former con
tribution to industry, that society has an unpaid debt and owes him a 
living. Such justification if standing alone might indeed leave many 
to die, those who have done little to warrant the assumption of such 
an obligation by society. Indeed society might have been better off 
had they never been born. But these delinquents did not ask to be 
bom, which leads to another and perhaps more acceptable justification 
for public support. This is the modern social code already mentioned, 
that the strong shall support the weak, those able to bear the cost 
shall be taxed to support those who would otherwise suffer. To place 
this form of public aid on the grounds of financial debt for services 
which may have been liabilities as much as assets is a form of ra
tionalization which the American public in 1930 does not understand. 
On the other hand, need is a definite criterion; while right is a most 
indefinite and intangible one. As a practical matter, the granting of 
a pension as a right to which all would naturally be entitled irrespec
tive of financial condition would entail a tax burden which probably 
no country or community would tolerate even if it could.

In conclusion, the remedies and relief for economic old age in the
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United States are yet in an experimental stage. Experience with 
state old age relief laws and voluntary industrial pensions is still too 
fragmentary and too inadequate to warrant judgment in favor of 
present prevailing forms. Far more research and study are needed 
on the extent of old age dependency, on amounts required for relief, 
and on administrative techniques. The part which industrial pension 
plans will eventually play, the extent of coverage under insurance 
company annuity policies, and the possibilities of contributory 
schemes, both private and public, are to date relatively undetermined 
factors in the coordinated system which will eventually be developed.



EDITORIAL
Christmas

One Christmas Eve a delightful, small boy who disliked trotting 
off to bed when things seemed interesting, astonished the family by 
begging for his supper at five o’clock “So I can go to bed.” When 
asked the reason for his unusual haste he replied “I want to get the 
night over.” Would that we could be so confident of the dawn of a 
new day of happiness.

Christmas—what does Christmas stand for in the hearts of men ? 
Who can say? Some scoff, some pray and give thanks for all the 
Christmases past and for those to come. To some Christmas means 
sadness, sorrow for those who are so poignantly missed from the 
family circle. To some it merely emphasizes their poverty while to 
others it brings happiness.

“Joy to the world!” In spite of injustice, misery and poverty the 
birth of a little child so many many years ago in far away Bethlehem 
did bring joy to the world. Then freedom and happiness were for a 
favored few; the great mass of humanity wore the fetters of spiritual 
and physical slavery; lives of men, women and children were sacri
ficed for a whim; a Roman father had the power of life and death 
over his children; babies were exposed. In short, there was nothing so 
valueless as human life. Occasionally, we who have arrived at what 
we are pleased to call an advance stage of civilization revert to 
madness, as was evidenced by the World War when life counted for 
naught. But even such sporadic exhibitions of savagery pale into 
insignificance when compared with the every day callousness and bru
tality of the days before the Christmas era. We are still on the 
Wheel but advancing to a higher plane.

Who can say the Christmas spirit is not in a wide measure respon
sible for our changed attitude? The gradual seeping of gentler 
thoughts during the Christmas season has slowly, but nevertheless 
surely created a consciousness that baulks at things which were the 
custom in a by-gone age.
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What we need is the Christmas spirit all the year, not just once a 
year. We are attaining it, to a certain extent, in organized groups. 
During the past fifty years we have gone far; we have developed a 
conscience in regard to our neighbor. Poverty, criminology, humane 
care of the insane and feeble-minded, disease prevention, child 
welfare, our attitude to the unmarried mother and her child, and all the 
other forms of social service are now subjects for public and legisla
tive concern.

Our feet are set on the Way.



NEWS NOTES
LETTERS

Editor, Hospital Social Service:—
Strangely, some people get the notion that Social Service requires 

in the one pursuing it in a practical manner, special courses—perhaps 
post-graduate courses—in some university. There are some persons 
having a natural bent toward such work, while for many, it is an 
acquisition requiring careful preparation. It may be a question 
whether the latter should take up the profession. They are the more 
liable to err, and be misunderstood, it seems to me, because they seem 
unable to avoid a professional demeanor which some supersensitive 
ones are inclined to resent.

A man of middle-age, engaged in his spare time in helpful work 
among the unfortunate victims of accidents and disease in a New 
England city says, “The patients ask me what society or church I am 
working for. I tell them I have no affiliation with any. I do it be
cause I enjoy trying to stop people’s worries and inspire hope in 
cheerless lives. They ask me who pays me for my services. I tell 
them I have a generous Pay Master who never fails to compensate 
me in rich rewards. One patient told me ‘Somehow you appeal to me 
because of your natural friendly ways (whatever this means) and 
lack of cant.* (I had to look this word ‘cant’ up in the dictionary: it 
means pretended goodness.) Well, anyway, when I leave the hospital, 
I feel I’ve done a good turn to someone, and the day has not been 
wasted.”

This man, not a graduate of grammar school, has for years been 
a student of human nature, and has met several serious misfortunes 
with confidence to win.

A Polish woman, suffering an industrial accident in a mill, was 
notified her compensation was soon to cease, while she was still 
unable to resume her work. This volunteer social worker applied for 
a hearing and conducted it instead of a lawyer, whom she expected to 
be obliged to engage. Weeks passed, and another similar announce
ment came to the woman. She made this known to the worker, who
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appealed to the full Accident Board in Boston. In both cases he won 
against the Insurance Company. The attorney whom she interviewed 
before she gave her case to this layman said he would have to charge 
twenty-five dollars, possibly fifty. The man’s expenses were less than 
five dollars which he accepted.

Meeting a Russian at the hospital, the worker enquired about his 
citizenship. He had not qualified to receive his final papers, so the 
man said he would be glad to help him if he desired. He got books 
from the public library and called a few times, noting progress each 
time, until he decided his Russian friend could pass the test. Christ
mas was just ahead. The Russian made the man accept a substantial 
money gift in his gratitude for his unprofessional services.

Helpful reading keeps a patient’s mind on subjects outside his 
personal sphere. This man distributes literature in twenty languages. 
Articles about health, care of children, travel, invention and the 
Christian religion are especially welcome. It is noticeable that the 
religious articles are of a character which gives no offense. Requests 
for more follow at later calls, and for members of family who visit 
their own.

The children’s ward is visited, and each child served with story 
papers or picture cards suited to the age or school grade. The man 
reads or tells stories, giving due attention to children whose parents 
and visitors cannot read English.

Parents are met frequently as they call on their sick or injured 
youngsters. These are given printed slips or books in their several 
languages which furnish valuable information and instructions what 
and how to do in cases of accidents and sicknesses commonly oc
curring to children around home. Hospital and physician’s bills are 
thus avoided; and marked gratefulness shines through their coun
tenances upon meeting this worker.

He is interviewed about how to make a child’s hair grow, educa
tional affairs, property matters, employment, love, bank practises, 
State laws, and lousy plants and kittens. He says “Variety is the 
spice of life,” and has little sympathy for persons who find in life 
only a humdrum existence of monotony. I give him the last word 
because I ’m single. “If you’re blue, cheer up another blue one.”

W illiam A. R ich.
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Important Notice
At the request of the Burke Foundation The Committee on Con

valescent Care of the American Conference of Hospital Service has 
agreed to undertake the work of publishing a revised Directory of 
Convalescent Homes in the United States. Questionnaires were sent 
out early in October and while the number of replies was gratifying 
there are still many convalescent homes to be heard from. If by 
any chance your convalescent home has not been reached by Question
naire please heed this appeal and send in the necessary information 
as it is important that every convalescent home in this country be 
listed.

The Committee is desirous that the forthcoming national directory 
be one hundred per cent, accurate and we are making an earnest ap
peal to our readers to assist in this valuable contribution to social 
work by sending full information regarding all convalescent homes 
in your state, city or district to Dr. E. H. L. Corwin, Chairman, 
Committee on Convalescent Care of the American Conference of 
Hospital Service, 2 East 103rd Street, New York City.

News Notes 519

Eminent physicians of various countries have frequently drawn 
attention to the lack of an international centre for the discussion of 
questions concerning social hygiene of the child and the prophylaxis 
of children’s diseases. It is to meet this need that the Save the 
Children International Union, Geneva, has decided to form a new 
Section which is to be called the Section for Preventive Pediatrics.

This Section will be composed entirely of physicians, and will deal 
with the scientific study of the prophylaxis of children’s diseases and 
related questions of organization and instruction. Its headquarters 
will serve as an information and liaison centre for physicians and 
others who are interested in child hygiene and who may wish to make 
inter-staff exchanges or undertake studies in other countries.

The Visiting Nurse Service of Brooklyn, New York, in coopera
tion with the Kings County Medical Society has issued “Standing Or
ders for Health Education.” These orders were drawn up to facilitate 
the health education program of the visiting nurses. The compiled 
orders show care and vision, and incidently indicate the complete 
cooperation and approval of the medical profession in recognizing the 
visiting nurse as a health educator.
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The New York City Committee on Mental Hygiene announces an 
advanced course in Mental Hygiene by Dr. M. E. Ken worthy, be- 
gining January 1, 1931.

Instructors from the League for the Hard of Hearing hold lip 
reading classes for children with impaired hearing in P. S. 151 and 
P. S. 20, New York City.

Dr. Sidney E. Goldstein is conducting a very comprehensive course 
in Social Service work at the Free Synagogue House, New York City.

We are delighted to call the attention of our readers to several 
admirably written pamphlets prepared by the American Social 
Hygiene Association for parents, teachers and others who are respon
sible for incalcating in the minds of children a clean and wholesome 
attitude toward sex life. Pamphlets may be obtained at nominal cost.

A recent issue of the Weekly Bulletin of New York City Health 
Department contains some interesting comments on maternal mortality 
in the United States and other countries. For example for every
1,000 babies born in New York City 5 mothers lose their lives as a 
result of childbirth; in Canada 5.5 per 1,000. In this country as a 
whole the rate is approximately 6.5 per 1,000. This rate compares 
unfavorably with the death rate in certain European countries, accord
ing to a recent Epidemiological Report of the League of Nations. 
The rate per 1,000 births was as follows: Austria (1925) 2.1; 
Sweden (1924) 2.3; France (1925) 2.3; Denmark (1926) 2.5; 
Netherlands (1926) 2.8; Finland (1925) 2.9 and Norway (1924) 3.0.

The October Bulletin of the American Nurses Association states 
that this year, the 1000th anniversary of the founding of the Parlia
ment of Iceland, a state hospital is being opened to provide a full 
3-year course of nursing for women. Heretofore student nurses 
have had to go to Norway or Denmark for their affiliated training.

The New York City Department of Health reports a reduction of 
57 per cent, in diphtheria during the first 8 months of 1930 as com
pared with the same period in 1929.
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The New York City Committee on Mental Hygiene has compiled 
and issued a list of elementary and advanced courses in mental hy
giene and kindred subjects to be given during the year 1930-1931 
under the auspices of the universities, colleges and other organizations 
in New York City.

The Ohio State Department of Education has prepared 20,000 
copies of Volumes I and II  of the Health and Physical Education 
Series, which are now ready for distribution in the schools throughout 
the State.

Trudeau Sanatorium, Trudeau, New York, is giving post-graduate 
courses in tuberculosis nursing.

Harvard University in cooperation with the Massachusetts De
partment of Education is conducting 2 Extension Courses. One in 
Practical Application of Mental Hygiene, the other in Child 
Psychology; Every Day Problems of the Every Day Child.

The Turtle Bay Music School, Inc., 317 East 53rd Street, New 
York City, offers the best musical training to children and young 
people at minimum rates.

Over 700 public health nurses have enrolled for the Extension 
Course and the Continuation Study Conferences of the New York 
State Department of Health.

The Second International Hospital Congress will be held in 
Vienna in June, 1931.

Miss Reineke, a graduate nurse holding the diploma of the Inter
national Course for Nurse Administrators and Teachers in Schools of 
Nursing has been appointed by the Netherlands Red Cross Adviser 
to the Nursing Division of Red Cross Societies and will represent 
that Society on the special commission which, at the 14th International 
Red Cross Conference will examine questions relating to nursing. 
—Bui. o f League Red Cross Societies.

The Massachusetts Department of Education in cooperation with 
the Massachusetts Society for Mental Hygiene gave an excellent
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course in Child Psychology at the Boston Teachers College, October 
27, 1930, to January 5, 1931.

The Society of Mental Hygiene of Turkey was recently estab
lished, with headquarters at Stamboul. In common with other na
tional societies devoted to the development of mental well-being, the 
Turkish Society recognizes the paramount importance of advancing 
measures to foster the mental development and health of childhood 
and youth. Besides specialists in psychology and in mental and 
nervous diseases, the membership will include sociologists, educators, 
and school and prison physicians. The establishment of working 
relations with mental-hygiene societies in other countries is a definite 
part of the program.— World’s Children.

On November 1st, the Bellevue-Yorkville Health Demonstration 
in cooperation with the New York City Health Department, the New 
York Tuberculosis and Health Association and the American Social 
Hygiene Association opened an intensive social hygiene campaign. 
The objects of this campaign are to inform every resident of the 
Bellevue-Yorkville District on the risks of the so-called “social 
diseases,” syphilis and gonorrhea, and to get as many infected indi
viduals as possible under good medical care. The District extends 
between 14th and 64th Streets on the east side of Manhattan, with 
Fourth Avenue as the western boundary below 42nd Street and Sixth 
Avenue above.

Physicians, clinics, hospitals, nurses, religious, civic, industrial 
and social work organizations are working with the health agencies in 
the effort. The campaign has received the endorsement of the 
Medical Society of the County of New York. In its thoroughness 
and comprehensiveness, it is the first of its kind in the United States. 
The diseases fought against are two of the major public health 
problems now confronting this country.

A preliminary report concerning the results of the special investi
gation at the Bellevue-Yorkville Health Demonstration to determine 
the prevalence of childhood tuberculosis shows that, of 1,000 boys 
and girls, 520 gave a positive reaction to an injection of 0.1 mgm. 
old tuberculin, on a reading 48 hours later; 153 who were negative to 
this dose reacted to an injection of 1.0 mgm.; 327 were negative to 
both doses. By means of X-ray examination, 81 cases of clinically
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important tuberculosis were discovered, none of which could be de
tected by physical examination. The urine examinations showed 
albumin in 95 cases (nearly 10 per cent.) and sugar in 12 cases.

The proportion of children giving a positive tuberculin reaction 
is much larger than in the similar investigations reported by other 
observers. The study throws considerable light on the source of 
tuberculosis in this city and will undoubtedly strongly influence the 
character of the anti-tuberculosis measures to be undertaken against 
this disease.

For a discussion of the significance of childhood tuberculosis the 
reader is referred to the article in the New York City Department of 
Health Weekly Bulletin.

A “Children’s Hour” to be set aside every week for the examina
tion of well children, their immunization from contagious diseases, 
and the giving of advice to parents on how to keep them well, has been 
suggested to the medical profession of greater New York by that 
city’s commissioner of health. If this type of service were offered by 
private physicians for a stated reasonable fee the commissioner believes 
that many parents who now wait until their children are definitely ill 
before consulting the doctor, would avail themselves of it. He sug
gests also that many parents who now take their children for such 
service to free clinics are able and would be willing to pay a reasonable 
fee if the service were offered by physicians in private practice. 
—World’s Children.

BOOK REVIEW
Local Immunization. By Professor A. Besredka. Edited and 

translated by Harry Platz, M.D. Baltimore: The Williams and 
Wilkins Company, 1927. 181 p. Price $3.50.

In this volume the author presents a new point of view namely the 
idea of local immunity, that is, immunity without the obligatory par
ticipation of antibodies.

The conception of local immunity is based already upon a consid
erable number of facts which are explained later. The author believes 
in the light of this new concept than by the old accepted theories.

Separate chapters are devoted to several types of infection which 
concern the skin and the intestinal mucus membrane, namely, anthrax
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staphlococcus and streptococcus infection, dysentary and the typhoid 
fevers. In these conditions laboratory experiments, epidemiological 
and clinical observations bearing on the question of local immunity 
are presented.

The author’s work is of the utmost importance particularly in view 
of the clinical and practical application of the method.

The book is carefully written and interesting; the printing and 
binding are excellently done.

Joseph C. Regan, M.D.

All About the Baby. By Belle Wood-Comstock, M.D. Mountain 
View, Cal.: Pacific Press Publishing Association. 364 p.

With baby feeding and care as standardized as it now is, any 
reasonable work on the subject must be essentially correct and so the 
reviewer’s differences of opinion are mostly on minor matters and the 
question is one of manner.

The manner is motherly, that of the New England mother to the 
good old fashioned girl and somewhat in the running conversational 
tone.

The early part of the book is particularly in the Sunday School 
book manner, advice to fathers and so on and it is doubtful whether it 
will reach or would appeal to the people for whom intended.

The advice is reliable.
W. D. L.

A World Panorama of Health Education. New York: American 
Child Health Association and Metropolitan Life Insurance Company, 
1930. 256 p. Price 50 cents.

School hygiene is now a matter of international significance. Like 
public health generally, which has never been impeded by political 
boundaries, the activities of the school hygienists of the world are of 
interest and value to each other, as well as to the sanitarians and 
sociologists who are their collegues.

On four occasions the Health Section of the World Federation of 
Education Associations has held meetings of international scope. 
This book is a report of the proceedings of the last conference of this 
nature, which was conducted at Geneva, Switzerland, from July 27 
to August 2, 1929, under the direction of C. E. Turner, Dr. P.H.

Not only does the book contain papers outlining health education 
procedures in various countries, but it has a valuable compilation of
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data on the different phases of school hygiene, as exemplified by 
definite activities in each nation. A set of useful resolutions pointing 
out the essential features of school health activities, and a list of 
participants in the work of the Health Section, conclude the volume.

This well printed report should be of interest and inspiration to 
all who are concerned with the important subject of school health, 
whether in Boston or Irkutsk, Dublin or Tokio, Prague or Mysore, 
or for that matter, anywhere else in the world.

James A. Tobey, Dr. P.H.

Obstetrics for Nurses. By Charles B. Reed, M.D., F.A.C.S, and 
Charlotte L. Gregory, R.N., B.S., M.D. St. Louis: The C. V. Mosby 
Company, 1930. 399 p. Price $3.00.

In 25 chapters and 146 illustrations Dr. Reed and his associate 
have presented in a well-arranged and well-written manner a valuable 
addition to the nurse’s armamentatium.

Whether she practices her art in a modern city hospital or in the 
wilds of undeveloped settlements, she will find this book a help. The 
phraseology is simple and direct and the important items are stressed.

The modern, present-day nurse is not content to assist the physi
cian and earn a living, but she should be alert to attain an intellectual 
maturity, and then she will have a better conception of the obstacles 
to be overcome and how to assist the physician intelligently in over
coming them.

Dr. Reed’s book is a valuable contribution to the obstetric teaching 
of nurses and a reliable guide to the nurse either in private or hospital 
practice.

S. J. McN.

NEW PUBLICATIONS
Mental Hygiene Resources in New York City, 1930. The Direc

tory of Mental Hygiene Resources in New York City has been com
piled by the Information Service of the New York City Committee 
on Mental Hygiene, and is available immediately as a preprint from 
the 1930 Directory of Social Agencies.

This 24 page booklet contains sections on—
a. Mental and Behavior Clinics
b. Hospitals for Mental and Nervous Diseases
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c. Institutions for Mental Defectives and Epileptics
d. Other Mental Hygiene Services.

Information concerning 30 mental hygiene clinical services has 
been added to this edition, making this the most comprehensive listing 
of resources to date. Altogether there are 98 mental and behavior 
clinics open to New York City patients, in different areas, and offer
ing divergent services.

When ordering, please make cheques payable to the State Charities 
Aid Association, 105 East 22nd Street, New York City. Price 
15 cents.

526 New Publications

The Maternity Centre Association of New York City has issued a 
brief report, in folder form, of the work of the Association for the 
year 1929. This report gives very little account of the work but the 
explanatory note on the front page stating that the report is printed 
in this form because every available dollar is being spent on giving 
care to mothers in these hard times of unemployment, speaks volumes 
for the work and for the earnest women who forego the pleasure of 
seeing the report of their wonderful work duly set forth in attractive 
form.

Complete and up-to-date information on clinics and health stations 
in New York City is now available in convenient form in the Direc
tory of Clinics and Health Stations, a preprint from the 1930-31 
Directory of Social Agencies. Clinics of all types, baby health sta
tions, pre-school and nutrition clinics, and mental and behavior clinics 
are listed. For each is given the location, services provided, time of 
session, admission fees, limitations of clientele, district boundaries, 
etc. The information was collected by the Associated Out-Patient 
Clinics Committee of the New York Tuberculosis and Health Associa
tion, The Children’s Welfare Federation of New York, Inc., and the 
Mental Hygiene Committee of the State Charities Aid Association.

Copies may be secured at 40 cents the copy, including postage, from 
the Associated Out-Patient Clinics Committee of the New York 
Tuberculosis and Health Association, 244 Madison Avenue, New 
York City.
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The October issue of World’s Children (England) marks the 
11th annual volume.

This publication is devoted to child welfare. It gives news, views 
and book reviews relating to the life, education, and physical and 
cultural development of children and constantly keeps before its 
readers the ideals of the Declaration of Geneva.

Miss Sybil Thorndike in a congratulatory message expresses the 
fundamental purpose of the World’s Children. “I f” she says 
“through a common interest in children, we can get the people of the 
world to understand each other and to care to know about each other, 
we shall have gone a long way towards the making of a world of true 
peace—a positive, enduring peace.”

Standards for Maternity Care. Published by the Children’s 
Welfare Federation, New York City.

The Standards for Maternity Care which have been prepared by 
the Committee on Maternity Care of the Children’s Welfare Federa
tion in conjunction with a committee appointed by the New York 
Obstetrical Society, represent group thinking along lines of adequate 
care for maternity patients.

Careful observation of procedures and problems in a selected 
group of hospitals and agencies giving maternity care was made by 
Marion H. Douglas, R.N., Secretary of the Committee on Maternity 
Care and tentative outlines were prepared. These outlines were 
submitted to and discussed with representative groups and individual 
members of the 51 hospitals and agencies represented on the Com
mittee on Maternity Care. They were also submitted to the Com
mittee of Medical Men appointed by the New York Obstetrical 
Society. Continuity of service to the patient is the keynote emphasized 
in the Standards. Content of service, qualification and responsibility 
of personnel are equally stressed.

The report includes Prenatal Care, Adequate Delivery Service, 
After-Care, Qualifications and Responsibilities of Personnel; Space, 
Equipment and Facilities, and Suggested Record Forms.

Copies of the Standards may be secured from the Children’s 
Welfare Federation, 244 Madison Avenue, New York City.
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“Mouth Hygiene as a Factor in Child Health/’ E. R. Sausser. 

Annals Amer. Acad. Pol. and Soc. Sci., 1930; CLI, 70.
Modern living conditions which include pronounced changes in diet, 

environment and habits have led to numerous public health problems, 
not the least of which is the astonishing prevalence of dental diseases. 
As a problem in public health the situation is both perplexing and 
serious, because: (1) the incidence of the disease is practically uni
versal; (2) the causes are complex; (3) the facilities for combating 
the disease are totally inadequate; (4) the sequelae of the disease are 
recognized as dangerous to health and even to life. Innumerable 
surveys of local dental problems are being made all over the world. 
As a general rule 95 per cent, of the school children are afflicted 
with neglected dental caries, oral sepsis, and mouth malformation. 
The author takes facts and figures from surveys and reports, 
and also quotes from leading dental authorities and public health 
workers to emphasize the fact that the neglect of the teeth is an 
extremely serious health problem. Not only in America is this 
problem serious. From Japan, Mukai reports that of 57,364 children 
examined in Osaka 49,763, or 86 per cent, had decayed teeth; in 
Nagoya schools 77.95 per cent, of the 87,819 children had decayed 
teeth. In Hawaii the recent appearance of a most destructive type 
of dental caries is affecting a high percentage of children before they 
reach the age of three. This type of decay is in all probabilities due 
to a modern diet deficient in vitamines and minerals. The causes of 
dental decay are complex but medical men and dental experts now 
mainly look to the diet as a means of combating dental caries. The 
effects of unbalanced or deficient diet and nutrition on animals and 
human beings have made clear their relationship to the production, 
the control, the arrest, and the prevention of dental lesions and caries, 
and certain types of pyorrhea. The author states that there is a 
decided shortage of dental personnel and gives a report of the number 
of dentists practicing in 14 important countries and the population 
of each country. For example in the United States, with a population 
of 129,680,000 there are 68,000 dentists, or in other words 1 dentist 
to 1,760 persons. In France with a population of 40,000,000 there 
are 7,250 dentists or 1 dentist to 5,517 people. In India with a popu
lation of 350,000,000 there are 5,000 dentists or 1 dentist to 70,000 
people. The difference in dental laws in countries abroad makes it
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impossible to define who is and who is not qualified to practice den
tistry. America although having the best showing of dentists accord
ing to the population nevertheless has a very serious public health 
problem to solve. In addition to a lack of appreciation of the im
portance of oral hygiene on the part of the people in general is the 
high cost of dental care. One of the most important recent develop
ments is the advent of the dental hygienist who cares for the chil
dren’s teeth in many of our public schools. To prevent a repetition of 
the dental situation in the present adult population intensive education 
and dental care of school children is essential. Medical men now 
recognize the dangerous systemic effect of dental caries and advise 
removal of diseased or devitalized teeth as treatment in many diseases 
in which focal infection is suspected. Every public health project 
should include dental care as part of its program. As in all public 
health work the time to educate and remedy conditions is in early 
childhood. The dental clinics established in various parts of this 
country are doing excellent work, but more are needed. When every 
child has a clean mouth we can look for a tremendous reduction in the 
various diseases, which if they do not kill at least make life miserable 
for many people.

“On Rheumatic Fever.” I. R. Roth. Amer. Jour. Nursing, 1930; 
XXX, 131.

The medical profession is chary of using the term rheumatism. 
This much abused word is now relegated to the laity and to quacks, 
who cherish it because of its ready applicability as a name for a large 
group of little understood human ailments. To the scientific mind the 
name has become somewhat of an annoyance and there is therefore 
a tendency to discard it. Medical men now recognize two large 
groups of joint affections; one acute and the other chronic. Of the 
chronic group there is one designated as metabolic arthritis, caused by 
gout, diabetes, and at times by the menopause. Another group is 
termed chronic infectious arthritis, caused by tuberculosis, syphilis 
and other low-grade infections. There is still another group of 
chronic joint involvement caused by certain diseases of the nervous 
system, or by malignancy. Of the acute types there are the several 
acute septic arthritides, caused by the pyogenic (pus-forming or
ganisms, such as staphylococcus, streptococcus, pneumoccoccus and 
others. Finally there is one known as acute inflammatory rheumatism. 
This term is not quite satisfactory since it implies principally an acute
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inflammatory joint disease, while the disease may affect any organ or 
set of tissues in the body. As a matter of fact the joints are involved 
in only about 60 per cent, of the cases. The designation rheumatic 
fever appears satisfactory because this disease like other acute febrile 
diseases may, and generally does, produce an extensive involvement of 
the tissues and vital organs. Clinically, for instance, one is impressed 
with the frequency with which this disease involves the heart, joints, 
lungs and even the brain. Pathological investigation has disclosed 
the fact that hardly any tissue within the body escapes the ravages of 
this disease. Rheumatic fever is an acute, infectious, febrile disease, 
of unknown etiology. The course of the disease is very variable. 
Three general forms are recognized: (1) the monocyclic which con
sists of a single attack, mild or severe, lasting from 3 to 6 weeks; 
(2) the polycyclic form which consists of recurrent attacks with 
intervening periods of apparent well-being; or repeated attacks super
imposed upon one another; and (3) the so-called continuous form 
which may go on for months, in a somewhat mild or smoldering 
form—perhaps with an occasional flare. This is usually accompanied 
by a gradual marked impairment of the heart. It may lead to a pro
found anemia. Rheumatic fever may be compared to syphilis and 
tuberculosis. Each of these diseases may manifest itself in short 
form—mild or severe and may cause death during the first attack. 
Each may occur in recurrent stages or each may have a protracted 
course, leading to marked deep-seated injury to the organs which it 
affects. In all three diseases even when active infection has appar
ently subsided, when the disease has been “arrested” or “cured” they 
leave disastrous sequelae in their path. Syphilis tends to cripple the 
nervous system; tuberculosis, the lungs; and rheumatic fever, the 
heart. From the point of view of the sociologist and the economist, 
these diseases are of tremendous importance. In the case of syphilis 
we know the etiological factor; we have an efficient remedy; and we 
have adopted adequate preventive measures. In tuberculosis the 
etiological agent is known; we have fairly satisfactory means of com
bating the disease and preventing its spread. In the case of rheumatic 
fever the cause is unknown; there is no efficient remedy to cure or 
even arrest the disease; and we do not know how to prevent its onset 
or recurrence. The early manifestations of rheumatic fever in chil
dren may be very bizarre and resemble the typical textbook forms, 
seen in adults, in a very small way, or not at all. In children appar
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ently innocent conditions such as mild joint or muscle pains, wry 
neck, nose bleeds, skin rashes, chorea, frequent tonsillitis or frequent 
sore throats may be the forerunners of a severe attack of acute 
rheumatic fever. Anyone of these conditions or a combination of 
these apparently mild conditions may be the only outward manifesta
tions of rheumatic fever, while the heart itself may be undergoing 
progressive, serious damage. This knowledge regarding the bizarre 
nature and protean manifestations of rheumatic fever in childhood is 
of tremendous value to the clinician. The early institution of rest, 
proper diet, nursing care and medication to relieve symptoms helps the 
child to direct all his power to fighting the infection. Rheumatic 
fever is essentially a disease of childhood and adolescence. There 
are several cases of rheumatic fever in children under two years of 
age on record. The height of the age incidence is between five and 
seven years. The incidence falls sharply after puberty and 
rather low during adolescence. The disease is relatively rare, as a 
first attack, in adult life. Adults who suffer from attacks have 
probably had it in childhood. Girls are more prone to the disease 
than boys. In certain families there seems to be a distinct predisposi
tion to this type of infection. Some 30 years ago an English 
physician reported that 70 per cent, of his private patients with 
rheumatic fever had more than one case in the same family. About 
8 years ago, a study at one of the New York hospitals revealed the 
fact that the frequency of familial incidence in rheumatic fever is as 
great as the familial incidence in tuberculosis. In 1930 there 
were 5 distinct epidemics among Italian troops, suggestion that a 
direct infection from one person to another may take place. Rheu
matic fever is a disease of the temperate zone. It is very common in 
England and along the North Atlantic coast of our own country. The 
South and Middlewest are almost free from it. In Arizona the disease 
is almost unknown. The theory that rheumatic fever is caused by 
dampness and humidity does not hold good as humidity is far greater 
in the tropics than in the temperate zone, yet the disease is almost 
unknown in the tropics. It seems safe to ascribe it to poverty, dirt, 
overcrowding and insanitary conditions either in the home or in the 
community. As a means of prevention it is important that every 
child, living in cities where rheumatic fever is prevalent, should 
when ill be treated as a potential case of rheumatic fever until a defi
nite diagnosis is made.
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“Teaching Health to 10,000 Children.” M. C. Allis. Hygeia, 
1930; V III, 1929.

In 1925 the Pulaski County Tuberculosis Association of Arkansas 
arranged with the Board of Education to carry on a health education 
demonstration in the public schools of Little Rock. The task which 
confronted the director of the demonstration was not an easy one. 
There was no definite, organized health program, no school doctor, no 
school dentist and very limited clinic facilities. Principals and teachers 
were enlisted, doctors were consulted and a program was launched. 
Health was made an attractive goal and the interest of the children 
was caught and held. The health program was carried out in 23 
schools from the first to the sixth grades reaching approximately
10,000 children. The following comparative figures leaves no doubt 
as to the value of health education in the public schools and as an im
portant factor in developing community health consciousness:

S e p t . ,  1 9 2 5 A p r i l ,  1930
P e r  C e n t. P e r  C e n t.

Having medical examinations .......... . .  8 88
Having dental defects .......................... . .  98 12
Having tonsil and adenoid operations. . .  7 36
Getting 10 hours’ sleep—windows open . .  61 96
Getting 1 quart of milk daily .......... . .  21 91
Eating green vegetables ...................... . .  46 96
Eating fruit .......................................... . .  89 96
Up to weight ........................................... . .  13 95
Drinking tea or c o ffee .......................... . .  82 1
Eating candy or trash between meals. . .  92 2
Attending movies on school nights. . . .. 87 4
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