“PLEASE, KIN I HAVE SOMETHIN’ TO DO?”
VALERIA D. FOOT
Suppose you were to go into a long, sunny, very white room, in
which a row of little beds was lined up against either wall, and
suppose you heard that hopeful question on all sides—from small,
eager, bandaged children—wouldn’t you wish you could do something
about it?
Most of the up-to-date, progressive hospitals have occupational
therapy to meet the requirements of certain patients, teachers to help
the older children keep up with their school work, and, of course, all
that modern science can devise to hasten the physical recovery of
their patients, but how many make special provision for the three to
six-year-old convalescents—the children of kindergarten age who are
too young for school work and whose physical condition may not be
handicapped enough to call for the attention of the occupational
therapist ?
When, throughout a country or community, a certain need begins
to make itself felt, be it cultural, educational, or physical, it generally
follows that efforts are made to fill that need—spontaneous, isolated
efforts at first, coming, not from legislation or outward authority,
but from the old law of supply and demand. When there is sufficient
demand for a thing it comes into being. Such seems to be the case
with the hospital kindergartner.
All over the country, particularly in the west and middle west,
and as far east as Pittsburgh, Cincinnati, and Buffalo, she is being
added to the personnel of the newer hospitals. No doubt many in
stitutions in the east, and even right here in New York, are awake
to this new movement, and probably are conducting experiments, as
at Presbyterian Hospital, for instance, but it has not received the
publicity it deserves, and everyone seems to be pretty much in the
dark as to what everyone else is doing about it.
The aims of this article are, therefore, threefold: in the first
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place, to make known what has been the result of one experiment,
thereby rousing interest in the work, and in the second place, to help
those who may be doing the work elsewhere, by supplying them with
suggestions and ideas. (Incidentally, others may be inspired to con
tribute their experiences in this line, and the pooling of such informa
tion will help to promote and advance the work.) In the third place
this report may enable hospitals which are thinking of establishing
similar service, to answer the questions—Is such kindergarten work
of value, and what is needed to start it?
The conclusions that are drawn here are the result of a six month
experimental service in the Post-Graduate Hospital in New York—an
experiment sponsored and backed financially by the Ladies’ Auxiliary
of the Babies’ Wards, with the permission and approval of the hos
pital authorities. The wards (which admit certain cases up to twelve
years of age, although the majority are infants and young children)
had a nicely furnished playroom, solarium (of Vita glass), and roof
playground for the convalescents, with a competent nursemaid in
charge, but there were several reasons why a kindergartner was
wanted on the wards. Due to crowded conditions, children were
sent home as soon as possible, so as to make room for new admissions.
This meant that a child well enough to “go on the roof” was usually
sent home within a few days (barring some exceptional cases). Only
two or three happy days up there after two or three weeks perhaps,
of sitting up in bed, aching for “somethin’ to do!” In the winter
months the weather was seldom good enough to risk a trip to the
playroom, and in seasons when the weather was better, even if many
children could go, it was a problem to spare the nurses to take them up.
The idea, therefore, was to fill that gap between the critically ill stage
and the ambulatory stage with pleasurable activity graded according
to the physical capabilities, personal tastes, and mental development
of the child. In the playroom, most of the regular kindergarten ac
tivities could have been carried on, except active games and rhythms
and such “messy” things as paint, clay, and carpentry, but the prob
lem was, to adapt as many kindergarten occupations as possible to
the needs of the little patients who were still confined to bed.
Some ladies of the Auxiliary approached a well known kinder
garten training school, the Langzettel School, which agreed to supply
assistant student-workers from its senior class, who could carry on
the work under the supervision of the director. They were to be
responsible to her, just as the nurses on the wards were responsible
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to the supervising nurse, while the director herself was to be
responsible to the members of the Auxiliary who had hired her. It
was hoped that at all times there would be cooperation between the
workers and nurses on the wards, and the director was to consult with
the supervising nurse as to which patients were physically fit for
amusements each day.
In the spring of 1929 the kindergartner made a series of informal
visits to the wards, during eight or ten weeks, in order to make a
survey of the field, and to ascertain what would be needed to start the
work the following autumn. In September she commenced work.
With so much stress being laid, just now, both by educators and
by child psychologists, upon the importance of the preschool years,
there is hardly a young mother or a teacher, who is unaware of the
old adage about the twig and the tree, or, as it is now put, that—
“The earliest period of development is the period of most rapid and
intense growth, mentally as well as physically, and therefore needs
the most care.” Psychologists are now of the opinion that emotions
begin early and therefore must be started right. Granting these two
statements to be true, we see how serious a setback even two or three
weeks’ mental stagnation in a hospital can be for a little child, as it is
equal to a much longer period in the life of an adult.
But there are many people, of course, who, having no special
reason to interest themselves in the modern kindergarten, think,
therefore, that it is the same formalized affair that it used to be when
the children learned to be neat and obedient in following directions
as to making little woven mats; learned to sing little songs that
grown-ups thought “just too cute” but which meant little to the
singers; and played little games about the birdies and flowers which
were usually highly symbolic and therefore incomprehensible to the
players. Anyone who thinks that kindergarten work is like that
these days has a perfect right to smile an indulgent smile at the idea
of introducing it into a hospital. For the benefit of such a person, let
me enumerate some of the benefits a child derives from the kinder
garten of today.
In general, it may be said that he becomes conscious of his “social
self,” learns to adjust himself to society in his play with others of his
own age, and forms habits of cleanliness, orderliness, punctuality,
courtesy, accuracy and obedience, that will be valuable all his life.
Specifically, it may be pointed out that in handwork he becomes
conscious of his will as a power over matter to convert it to his use
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and make it a symbol of his ideas. As he makes things he gains in
originality and the ability to plan, and develops his creative instinct.
This is especially true when he is encouraged to make dolls and toys
from common materials that are easily obtained. He becomes an
inventor by acquiring the habit of expressing through his hands, the
thoughts of his mind. Playthings thus made have added value be
cause of the satisfaction of having made them himself. All this is
particularly worthy of note, since handwork adapts itself well to
hospital conditions.
As to the plays and games of kindergarten in which the child
learns cooperation and fair play, they are more difficult to arrange in
hospitals, where the emphasis is usually on the individual instead of
the group. All active games have to be eliminated of course but the
so called “sense” games are perfectly practical for the individual
child who is in bed, and he can develop his knowledge of colors, or
powers of observation quite as well alone as in a group. It is an
axiom that “through play a child may be led to desire knowledge”
and very often in the course of a game in the wards, a few useful
health hints may be dropped, or erroneous ideas corrected, as, for
instance, the four-year-old who heard that “teacher” came in each
day from the country and exclaimed, “No wonder you have a cough
if you live in the country; it’s always cold and rainy there and you
catch cold.” Her brief experience with country life had evidently
been an unfortunate one and her ideas on the subject needed
changing!
Songs and pantomine, although not feasible except for a
thoroughly convalescent group in its own playroom, give an oppor
tunity for the child to reproduce for himself the activities and
occupations of society; stories and story telling are admirably
adapted to bedside work, for they are no tax upon even the weakest
system—in fact they are soothing and quieting, while those that the
little patient is urged to tell himself help him in vocabulary building,
self expression and imaginativeness. The only pitfall to be avoided
is the telling of too exciting tales or riotously funny stories in in
stances where much laughter would be painful (as in abdominal or
stomach wounds) or might induce fits of coughing (as in lung cases).
“But what is the special value of kindergarten occupations in a
hospital ward ?” one may ask. Well, in the first place the morale of
the little patients is increased 100 per cent. Their minds are taken
off themselves and their troubles and their attention is distracted
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from the sufferings of others. One boy used to greet me every day
with a lugubrious account of all that was being done to him. He
seemed to take a morbid pride in it—"You see that hole in my arm?
That’s where they take blood out—every day they take blood out.
I can’t hardly bend my arm, it’s so sore.” In reality the "hole” was a
small prick, and couldn’t have bothered him much, as it was merely
for a blood count. His attention was diverted by getting him to help
make a scrap book “for the babies” which he condescended to do—
grudgingly at first. In the midst of the work one day he suddenly
volunteered the information—“D’ye know, this is the first thing I
ever made in my life? Honest. In school I never made nothin’ an’
the teachers thought I couldn’t.”
It is hard to realize the degree of absorption reached by small
workers who are busy “making something.” I have seen them
apparently totally oblivious to the fact that a child was dying in
the next bed, or seemingly unaware of the shrieks of pain coming
from the nearby operating room where dressings were being done.
On the other hand, I have often come in a ward to find three or
four children sitting up in bed round-eyed, watching a newcomer get
“the needle,” having all had their own experiences with hypodermics.
Which is better for their nerves? Another thing that aids their
morale is the fact that the teacher is a familiar personage, linking
the strange environment with the accustomed one. Very often a
forlorn little newcomer in a clean night shirt, and wrapped in a
blanket, is sitting, in tears, waiting for his bed to be made ready.
After he has seen the mysterious basket with its load of interesting
objects, he nearly always forgets his fright and asks anxiously,
“Are ye goin’ to bring somethin’ again tomorrer, teacher?” No
matter how many toys they may have, the cry is always for
“somethin’ to make” or “stories” and faces light up the minute
“teacher” appears, to remain happy and absorbed till she leaves.
Then they fall again, for, as one child said, “there’s nothing to do
after you leave.” It must be remembered that these children are
ward patients, too little to read, too poor for many toys, with working
parents who can visit them only on Sundays.
As has been already noted, there can be educative value in what is
done in kindergarten work, and this is true in hospital as well as
anywhere else. Not only can there be sense games to train the
senses, and observation games to help the inattentive, but the older
children (and there were a good many in this case) can play games
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that help with arithmetic, spelling, reading and geography. But the
emphasis is not on education in this work, for, as Angelo Patri said
in a recent article on The Sick Child’s Lessons, “To ask a child to
study while he is ill is manifestly harmful. But by and by the child
begins to get well. Each day he is a bit better. He cannot get about
to play, he cannot exert himself much as yet. Now we begin to
offer him some occupation, something to make him forget his troubles.
If he has been very ill we do not mention study. We offer him
picture books, games . . . . After an illness a child’s vision may be
a bit weak. Try to preserve his eyesight; conserve it, at this time,
without saying too much about it.” In other words give him things
to do and to make which will strain his eyes less than reading.
The kindergartner should beware of venturing too far into the
realm of physical therapeutics, for that is the province of the occupa
tional therapist and the masseuse, but occasionally opportunities do
crop up to help a child’s physical condition through his play. I have
in mind two cases in particular. One was a little boy who had had
pleurisy and empyema. When he was well on the road to recovery,
the doctors wanted him to exercise his lungs, so they gave him
“blow-bottles.” These were two bottles, one filled with liquid. In
the neck of each was inserted one branch of a divided rubber tube.
When the child blew hard, the liquid from the full bottle was forced
into the empty one, and when the tubes were reversed, the liquid
could be forced back again. Santo was interested in this process for
the first few times, but later on it began to pall on him. He neglected
his “exercises” from pure boredom, and something else had to be
done. He was delighted to be given a large rubber balloon “to
keep,” and enjoyed blowing it up to its grandest proportions. He
never caught on to the fact that when it was handed over to be tied
up, the string was tied just loosely enough to allow the toy to collapse
gently but firmly after a little while, so that it had to be blown up all
over again. Another case was that of a little girl who was left half
paralyzed after a siege of encephalitis. A masseuse was treating her
almost helpless right arm, but the efforts that she made to string
some very large, colored wooden beads on a long steel bodkin and a
tape, gave her muscles exercise that was a valuable adjunct to the
massage.
Next to the improvement in morale, (since physical improvement
is not, strictly speaking, an aim) the value of the work as a means
for establishing friendly relations with parents, is of great importance.
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When they realize that the hospital is looking after the happiness as
well as the health of their children, they are very appreciative and
feel all the more kindly towards it. The ways in which they show
this appreciation range from that of the fat Italian mother who could
only stroke the “kind lady’s” arm and say, “You are so good to my
leetla Bella!”, to the mother who was herself a teacher and was
delighted to find that the small son who had just started kindergarten,
would be able to continue doing somewhat the same things. Estab
lishing this friendly feeling helps to overcome the almost universal
fear and distrust of hospitals that is prevalent among the poorer
classes. In this way the work forms a good starting point for social
service visiting, for the children nearly always beg to be visited “after
they go home” and the visits would be received by the family in a
friendly spirit.
Last, but by no means least, among the benefits of the work the
nurses seem to be helped; not only are they relieved of the task of
keeping restless children quiet, and so have more time to attend to
the really sick ones, but they also pick up ideas that may be useful to
them in caring for little convalescents. It was amusing one day to
hear an attractive young nurse telling the story of the “Three Pigs”
almost word for word as she had heard it being told the day before.
As to handwork—well, it was almost as necessary to show the inter
ested nurses how to make things as the children themselves. Of
course, occasionally, the tables on the beds and the materials too,
were in the way if a child received an unexpected visit from the
doctor or had to be removed for treatment, dressing, or X-ray, but
I never saw a nurse or doctor register annoyance at the fact, so I had
the feeling that they felt that the benefits of the scheme outweighed its
occasional defects.
“This is all very well,” one may say, “but are there no drawbacks
to this proposition— no objections?” Plenty. And the problem is, to
meet them successfully. The first objection and the one most fre
quently encountered, was the feeling—“This is all very well for
wards of cripples, cardiacs, etc., whose stay in hospital is of long
duration, but the average patient on the wards is just in and out
again—can anything be accomplished with such a floating population ?”
“The answer to that is the following table compiled from the records
of the 142 children dealt with during the six months’ experiment:
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9 cases were in for less than a week
“ 1-2 weeks
53
“
2-3
29
“
3-4
14
“ 4-5
15
“ 5-6
5
1
“ 6-7
“ 7-8
4
“ 8-9
4
“ 9-10
3
“ 10-11
2
“ 11-12
3
“ 17-18
1
From the foregoing it will be seen that the majority of cases were
in the hospital from a week to two weeks and that while only 9 cases
were in for less than a week (mostly circumcisions that would, in
future be classed with tonsillectomies as not needing to be listed) 81
were in for over two weeks, or, roughly speaking, a little over half
the total number.
In talking the problem over, the second objection seemed to be the
fear that the work would “mess up the wards,” since it was proposed
to go from bed to bed. That, naturally, depends upon how matters
are managed. If, for instance, children are given paper bags when
cutting out pictures or doing paper work, even the little ones are very
good about keeping snips and scraps off the beds. If they get their
hands a little sticky while pasting, they can always wipe them off
with a bit of damp gauze, and of course, they should always have bed
tables or flat drawing boards to do that sort of work on, so as not to
run the risk of getting paste on the bedclothes. The best plan is to
use adhesive tape whenever it can be substituted for paste. Blocks
have a way of getting left in the bed covers unless they are in the
Froebellian Gift Boxes so that the lost ones can be missed at a glance
and searched for. Crayons are also elusive, but can be kept in bundles
or boxes, so that they can be counted before and after using. In this
way none are left in the wards where their unsupervised use might
cause damage. Scissors are best tied by long strings to the bed posts
for even the blunt variety can be dangerous weapons if left around.
Nobody in his right mind would leave a child with a bodkin or
blunt needle that was not securely tied to its thread, so it seems hardly
necessary to mention that.
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A third serious objection is the danger of contagion and cross
infection. To reduce this to a minimum, nothing should ever be given
to a child who has just been admitted, until he has been in for 24
hours or until his case has been diagnosed. If there is any suspicion
of his having any disease that might be passed on through contact, or
even if he has a running nose or ear, or a cough, he must be content
to hear stories or look at pictures that are held at a distance, until
such time as it is safe to let him handle materials, tools, and toys.
Pencils, blocks, and scissors can all be rinsed in lysol solution after
using, and if milk bottle caps are used for paste cups, and tongue
depressors for paste sticks, they can all be thrown away after using,
without undue extravagance. Books and bed tables that have oil
cloth covers can be wiped off with lysol, and if Bristol boards are
used as back rests when there are no Gatch beds, they can have slip
covers of some easily rinsed material. An ideal arrangement is to
have one worker to each ward, so that no germs can be carried from
one room to the other, but even if there is only one person, the danger
is certainly no greater than that incurred when the nurses go from
one ward to another, especially as she can be very careful to wear a
fresh laundered smock that is changed every day or so, and a white
dress under it that is only worn in the hospital, not on the street.
The best proof that the kindergartner is not a menace if she is duly
careful, lies in the fact that, although chicken-pox broke out in one
ward during this experiment, it was confined to the original cases—
none of the other children in that ward catching it, much less any of
the others, although they were all engaged in making valentines the
day it was discovered.
“And why," some may ask, “can’t an occupational therapist ‘keep
the children amused’? If there is one of these valuable people
already in the hospital, why get someone else just for the chil
dren?” It is perfectly true that an occupational therapist can
“keep the children amused” and teach them to do much constructive
work, but she lacks certain training that the kindergartner has. She
can teach handwork it is true, but does she know enough of the
mental development of the small child, to know how much to expect
in the way of achievement and perfection and has she studied child
psychology enough to know what appeals the most to different aged
children? Handwork is a mainstay in this work but the kinder
gartner has many other things at her fingertips, all of them designed
to fit some need in a little child’s development and make it as broad
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as possible—the ability to tell suitable stories that stimulate the
imagination; to choose the proper books according to the ages of the
children who can read them; and to introduce games that will give
some sort of unconscious training at the same time as mere “amuse
ment.”
Another type of person who would be willing to “keep the children
amused” if that were all that was needed, is the volunteer social
service worker, but the same objections hold true of her, plus the
fact that it is a very exceptional volunteer who is as regular and
dependable as a paid worker.
The foregoing objections can be met with good arguments, but the
objections that cannot be gotten around are: the fact that it usually
requires rearranging of beds to do this work properly, so as to have a
“convalescent room” ; that adequate storage space for materials (at
least eight or ten four-foot shelves) has to be provided; that those in
charge must have a sympathetic attitude towards the experiment in
order that there may be all the cooperation possible; and that it costs
money to run such a department efficiently—$2,600 a year I should
say as a minimum, although that would naturally vary according to
the scope of the work. »
This brings us to the final consideration of this article—what
is needed to start such a project? Money, of course, is the first thing
to think about. Unless there is a definite salary assured it will be
hard to get the best trained person for the job, and unless there is a
definite amount each month for supplies, she will find her hands
tied—you can’t make bricks without straw. Two thousand dollars is
a fair average of the salaries received by kindergartners for about
nine months’ work, but since this position should be an all year job,
Saturdays as well as week days, the salary ought to be correspond
ingly higher if possible. If only the bare necessities are bought in the
way of supplies, as was the case in this experiment, another $300, or
$25 a month will cover that item, but about $150 more must be al
lowed for the purchasing of initial equipment such as folding bed
tables ($50), a small collection of picture books ($50), and educa
tional toys ($50). This brings the cost for the first year to $2,600
if just one person is paid to do the work on the wards. A large insti
tution would probably fit up a playroom, with adjoining lavatory.
The cost of this would vary with the situation. The playroom should
have a maid to look after it and the children, and should be on the
same floor as the wards. Such a room, fitted up with small chairs
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and tables, bright chintz, gold fish, canaries, and so on, is such a
happy contrast to the wards that its very atmosphere is cheering, and
if it is lighted by Vita glass, it has actual therapeutic value. One
kindergartner can look after a group of 10 or 12 children in such a
room (with the assistance of a student-worker or hospital maid) or
she can deal with as many as 15 or 20 bed convalescents in one room,
but if her charges are scattered in several different wards she cannot,
single handed, cope with more than 10 or 12 effectively in an after
noon, for much time is consumed going to and fro bringing the right
materials to the bedsides and clearing up afterwards. She can do
better work for greater numbers, however, if she has either a paid
assistant or student helpers—seniors in some kindergarten training
school who can arrange it as part of their practical work, as was done
in this case. One worker to a ward is not too many.
Another important consideration is—what sort of person should a
hospital kindergartner be ? Her physique should be strong enough to
stand the strain of ward work and to resist the various infections she
is bound to be exposed to (the more contagious diseases she has had,
the better for her!) ; her stomach should be strong enough to stand
the blood, the smells, and the sights on the wards; and her nerves
should be strong enough to stand the sounds of suffering and the
pitiful situations that arise. Death and delirium are often at hand, so
she needs to be like a good nurse—phlegmatic or self-controlled
whichever way you choose to put it. Above all, she should have a
liking for, and interest in, surgery. With that interest to help her,
she can soon catch on to the peculiarities of certain types of cases
and she can remain serene in what would otherwise be an intolerably
depressing atmosphere. Even with all these qualities there are
bound to be nights when she goes home heartsick after the death of
some beloved little person, or shaken by some painful sight. As to
her professional qualifications, a kindergartner who is specially good
at handwork and stories, a person who is resourceful and inventive,
young and enthusiastic, will fit the position especially well. Since
musical ability is the quality least needed, many a person who finds
the lack of it a handicap in ordinary kindergartens would be all right
in a hospital. The ideal thing would be for her to have taken an
occupational therapy course also; in fact it is so very important that
she should try to take it in spare mornings or afternoons, whichever
she has free.
But no matter how much money is provided or how good a person
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is found, the lack of proper space is a great stumbling block. It is
useless to buy materials without cupboards in which to keep them,
or books, without shelves for them, and if a convalescent room for
bed cases or a playroom for ambulatory ones cannot be provided the
work must be carried on in the wards, which is much more difficult.
Nevertheless—the fact that cases are scattered in the wards does not
make them need attention any the less and if the work is confined to
ambulatory cases its scope is cut down entirely too much, both as to
the number of children benefited and the length of time they enjoy
these benefits; so, if it is impossible to provide a special room for it,
the work should be and can be carried right into the wards.
Any person with kindergarten experience would know how to fit
up an attractive playroom; she could be trusted to find out in a short
while what materials she would need; but there are a few items
in the way of equipment that should be on hand at the very begin
ning. Folding bed tables, for instance, are essential—the kind that
have a top that can be raised to any slant, and iron-wire legs which
can be easily cut down by a carpenter so that the table may be
lowered to suit the children’s size. Used in the ordinary way these
tables are a firm foundation for pasting, blocks, or toys; moreover
they can be adjusted to an angle that makes the children look at
picture books or draw in an easy position—not hunched over forward
as seems to be their natural tendency. If the beds are not all the
adjustable Gatch variety, it is necessary to have large pieces of
beaver-board about 14x18 inches to slip in behind the pillows to
make back rests. When the children are doing work that requires no
table, such as sewing, weaving, or cutting out pictures, they seem to
like to have these light boards on their laps so that they can lay their
things on them instead of having them slip in among the bed covers.
Last, but by no means least, each worker on the wards should have
a light, backless camp stool to carry about with her (for it enables
her to sit close up between the beds out of the nurses’ way) and also
a basket about 12x18 inches and 9 inches deep, to hold her materials.
This is less in the way than a rolling table, and the children seem to
enjoy the mystery of a container like that filled with a miscellaneous
collection of things.
It would be possible to go on at great length with the subject of
the need for and the needs of, this work, but perhaps enough has
been said on both points. The conclusions to be drawn from this
experiment seem almost self-evident. While there was no absolutely
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scientific arrangement of experimental and control groups in order
to measure the exact difference in the convalescent periods, there
seemed to be a general feeling among doctors and nurses alike that
the diversions were beneficial to the children. Certainly when a ward
was quarantined for chickenpox for three weeks, the bedlam that
arose in it as the children began to feel better, and had nothing to do
but shout to each other, sing songs, and carry on in general because
of their super-abundant energy, was far from beneficial to their sicker
neighbors, while the wards in which the well ones had things to do,
were as quiet as one could wish. It stands to reason that if giving
crippled soldiers something to do helped them by taking their minds
off their troubles and keeping them pleasantly occupied, it helps little
people just as much if not more, for they have no philosophy to fall
back upon, no way of reasoning out the whys and wherefors of their
position. Even a week seems a long while in their little lives and
their cry is always, “Please, kin I have somethin’ to do?”
2 East 86th Street, New York City.

THE MASSACHUSETTS CANCER PROGRAM*
G. H. BIGELOW, M.D.
Commissioner of Public Health, State Department of Public Health,
Boston, Mass.
Under the title of “The Broadening Field of Preventive
Medicine” my illustrious predecessor, Dr. Eugene R. Kelley, warned
professional health officers that they could not continue to limit their
field of interest to communicable diseases which account for only
about 16 per cent, of all deaths. Besides defect detection and correc
tion, mostly in the young, he said that we must take unto ourselves
the hideous problem of chronic degenerative disease which kills over
60 per cent, of our people. This advice, of course, we ignored under
the thin rationalization of lack of knowledge.
We did not seem to realize that such portentious factors as in
creased life expectancy, restricted immigration, and growing dissatis
faction with the cost and quality of available medical service made
some organized legislative interference with things as they were as
inevitable as night following day. Whatever service is given now to
these diseases that are most prevalent in persons over fifty, much more
service will have to be given in another generation with the advancing
average age of our population. Then we were not even clear which
of the diseases we should begin on. Our ignorance of them all is
colossal. It was suggested that we might distribute insulin. But
should we not as logically corner the liver market ? Last year in
Massachusetts organic heart disease killed nearly 10,000 persons out
of a total of about 50,000 deaths. Cancer came second with slightly
over half as many deaths. Cerebral hemorrhage and apoplexy came
fourth, acute and chronic nephritis fifth, and diseases of the arteries
ninth. Arthritis does not stand high as a cause of death, but since it
incapacitates for a much longer period than cancer, it is in many
instances of greater economic significance. In the four decennial age
* Read before the National Conference of Social Work, Boston, Mass., June,
1930.
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groups over forty, cancer leads twice and organic heart disease twice.
In the important economic age group forty to sixty, cancer lagged
behind heart disease by only 82 deaths. The heart enthusiasts plead
for more hospital beds for children in Massachusetts, particularly
boys, with acute cardiac infection, and suggest that the beds for the
tuberculous which must be released by the falling death rate (but
are not in Massachusetts for various reasons) should be used for
these cases. They decry dalliance with focal infection. They urge
that reporting of cases be required. The arthritic cases are, I think,
neglected since they do not figure largely in the death returns, and
unlike heart disease and cancer, have no national organization to
plead their cause. In all this confused babble the health officer again
rationalized inactivity.
But this matter of where to begin in Massachusetts was decided
for us by the Legislature, and the decision unequivocally fell on
cancer. From what we have been forced to do in this field, it would
seem that certain conclusions can be drawn in regard to the handling
of this disease. Also, we may learn something of value toward
handling the much vaster problems of the whole degenerative group,
and possibly may draw certain inferences as to the great social medical
enigma in which we are today enveloped.
In 1925 we were directed by the Legislature to study cancer in
Massachusetts, and we found many interesting things. Our cancer
death rate had apparently increased over 50 per cent, in twenty years,
and was the highest of any state in the Union. Although still in
creasing, a division by age and sex showed a flattening of the curve
in certain of the younger age groups which we felt might possibly
portend an approach to the peak of prevalence. Dividing by sexes
and organs we found the male rate increasing more rapidly than the
female, but there was considerable variation depending on the site
of the cancer. These figures were of course all based on the only
available data, deaths. One observation which caused us much dispute
was the apparent increase in rate with density of population. Further
study by Lombard and Doering 1 showed this to be due to the con
centration in industrial centers of foreign born and those of foreign
born parents who seem to have a consistently higher cancer rate than
the native born of native parents. Work at present under way sug
gests that this increased prevalence does not appear in cancer of the
breast and uterus, but in cancer of the digestive tract. Why this is,
it might be very important to know.
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We were faced with a popular demand for state hospitalization,
so that this phase of the problem received particular attention in the
1925 study and again in 1926. The hospital problem has, of course,
two distinct phases: Service to those in whom there is hope of cure,
and service to the incurables. The former group was being cared for
in the general hospitals and in the special cancer hospital, the Collis P.
Huntington Memorial. We found that the proportion of cancer cases
admitted to hospitals was increasing more rapidly than the total cancer
deaths. Also, an increasing proportion of cancer deaths was oc
curring in hospitals. So that, however inadequate cancer hospitaliza
tion might be, this inadequacy was decreasing without state
interference. There was apparently quite uniformly available opera
tive service for hopeful cases, 230 beds being constantly used for this
purpose. Radiation was much less generally available. Rural com
munities had fewer hospital admissions per cancer death than urban
communities. The ratio of hospital admissions for cancer of the
buccal cavity, female genital organs, and breast to all hospital admis
sions is greater than is the ratio of the corresponding deaths. This is
particularly encouraging since cancers of these organs are among the
types in which early cure is most hopeful. The average stay of cases
leaving the hospital alive was two and one-half weeks.
The terminal cases were the principal factor motivating the de
mand for state hospitalization, and a study of resources for these was
more difficult. We found that about 115 beds were constantly used
for these cases. This figure should be increased to about 130 beds to
include those dying in convalescent homes, almshouses and the like.
The average stay of terminal cases (excluding those dying shortly
after operation) was six and one-half weeks. To pass on the ade
quacy of these resources two figures were vitally necessary: (a) The
proportion of cancer deaths in which terminal hospitalization was
needed, and (b) the average length of stay that adequate service to
this group would demand. These obviously varied with economic
status, organs involved, previous treatment and the like. To answer
the former question, we resorted to the ubiquitous questionnaire sent
to all doctors. One thousand, eight hundred and four (33.8 per
cent.) replied, and from these replies we concluded that 30 per cent,
of all cancer cases in the state should have terminal hospitalization.
To obtain the answer to the latter question, we asked all the competent
surgeons handling cancer that we could reach. The opinions as to the
average length of terminal hospitalization varied from three to six
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months. We were forced to be arbitrary and decided on four months.
On the basis of these figures we estimated that some 400 more beds
for terminal cases were needed.
Early in these studies it was apparent that service for cancer was
intimately linked with the whole problem of the chronic sick, and that
data or standards for adequate service, information as to available
resources and their cost were almost entirely lacking. It was also ap
parent that the most expensive way for all these unfortunate people
to die was in a hospital, and that investment in this service was purely
humanitarian and in no way contributed towards a diminution of
the load. Whatever we do for cancer in Massachusetts, for good or
ill, may well influence what we are asked or are forced to do for the
vastly larger problems of the other degenerative diseases. Therefore,
it behooves us not to be caught so utterly lacking in data regarding
their prevalence, economic distribution, the extent to which they in
capacitate, and the resources for their care and prevention, if any,
as we were in regard to cancer. With this in mind, we have been
busying ourselves with studies of sickness, similar to those made in
Hagerstown 2 and London, Ontario.3 Data from a residential 4 and
a rural community 5 have been published, while those from an indus
trial city are being assembled. Last summer, also, we collected data
from such widely scattered communities as Brockton, Greenfield,
Amherst and environs on some 50,000 persons as to chronic disease.
This is a larger study than has ever before been made and is being
reported by Dr. Lombard at this conference. Besides this, our
socially-wise Governor suggests a study by the Departments of Public
Welfare and Public Health as to dependency and chronic disease to
the end that we might know how much of the former might be re
duced if resources for the latter were more adequate. The studies
already completed show that in Winchester (the residential com
munity) men lost over twice as much time from work because of
illness as women, while in Shelburne-Buckland (rural) women lost
a third more time, though in the latter the results were not statistically
significant. However, in both communities women admit a higher
sickness rate but have a lower death rate. This is still true when
childbirth and diseases of the female genital organs are omitted. It
was quite striking how often childbirth was not mentioned in reply to
questions about sickness, particularly in the lower economic groups.
Winchester hospitalizes twice as high a proportion of its childbirth as
Shelburne-Buckland (63 and 30 per cent.). Although the figures are
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small (9,700 for Winchester and 1,200 for Shelburne-Buckland) we
found that for comparable years the urban morbidity was 320 per
1,000 and the rural was 430. There appeared to be a statistically
significant difference in the respiratory disease rate in favor of the
rural community (Winchester 159, Shelburne-Buckland 70 per
1,000). Off hand this might be attributed to the fewer rural contacts.
The crude rural degenerative disease rate, however, was higher (can
cer, nephritis, heart disease, rheumatism and nervous diseases, Win
chester 61, Shelburne-Buckland 106 per 1,000). This would be
expected since the average urban age was 31 years, and the rural was
35 years (the figure for all of Massachusetts was 29 years). In Win
chester where economic stratification was more marked, the laboring
group admitted the lowest sickness rate and the well-to-do the highest.
Perhaps minor ills are a luxury. Quacks were not a large factor in
either community. Although 85 to 90 per cent, of all communicable
disease was seen by a physician, the inadequacy of reporting, except
for scarlet fever and diphtheria, was discouraging. In both places 3
per cent, of the population was hospitalized during the year.
From the above glossary of two effortful but still superficial
studies, one is at once surprised at the almost complete lack of con
clusions that can be drawn from them. Also, they are crowded with
leads that one would follow further. Our immediate statistical
inability to show any striking advantage from hospitalization of
obstetrics is little short of shocking. It has become an established
part of our health creed to give credit for more and still more ob
stetrical hospitalization till its benefits shall be shared alike by the
living as well as the dead! But what if we can prove its value no
more effectively than can England its costly communicable disease
hospitalization? The Committee on the Cost of Medical Care, ably
headed by Dr. Ray Lyman Wilbur, is inevitably studying many
aspects of these and similar problems through their exceedingly intelli
gent field staff. The data from this study will give the seven or more
professions involved in “medical care,” as well as the public, much
solid food. If it should prove too rich for our delicate digestions,
may it be violently regurgitated rather than remain immovable in
our professional stomachs. Regurgitation means life, complete stasis
may be death.
In 1928 Dr. Haven Emerson made a study of the chronic disease
resources and needs in Boston in an effort to clear the atmosphere
of the many conflicting opinions regarding the medical, social and

G. H. Bigelow

149

political aspects of municipal hospitalization. He studied intensively
4,316 cases of chronic disease. In summary he advised an accessible
hospital of 200 beds, to be built in conjunction with the existing
general City Hospital having now some 834 beds. He advised the
extension of the already available, but not adequately used, hourly
visiting nursing service. He also pointed out that convalescent and
nursing homes were economically superior for suitable cases to the
general or special hospital, but also that they were even more open to
abuse. He recommended the establishment of minimum standards
for these homes through a license system, and suggested (Heaven
forbid) that these licenses be handled by the State Department of
Public Health. And so it goes! Something must be done and yet
anyone with courage enough to suggest anything is roundly upbraided
by the owner of the trod-on digits.
From the beginning Dr. Robert B. Greenough, now President of
the Massachusetts Medical Society, has given more time and thought
to this cancer matter than any other member of the medical profes
sion in Massachusetts. Although Sodom and Gomorrah, I believe,
would have been saved by two, any state may be saved from the
disgrace of complete indifference to the cry of cancer by one such
man! With Dr. Kelley he worked out in 1919 a cooperative arrange
ment between the State and the Huntington Memorial Hospital
whereby any pathological material suspected of being malignant might
be sent in for a competent opinion. This seems to me a remarkably
intelligent step towards improving adequacy of service for this disease.
At first this cost the state $2,500, but now that the service has
mounted to over 3,000 specimens a year $5,000 is paid.
I have said that this initial transit of the Rubicon of chronic
disease was remarkably intelligent, but this is based on the assumption
that it is sound for a health department to attempt to cross this
Rubicon at all. I feel that the inevitableness but not the soundness
of this has been demonstrated. Should not the step be taken by a
department of public disease, not public health ? This particular
service is in no way comparable to the conventional diagnostic service
which has long been accepted as the responsibility of health depart
ments. These deal largely with bacteriological and serological work.
Examination for rabies may be advanced as an argument in favor of
pathological service. But the type of service is not of fundamental
importance, it is the type of disease in connection with which this
service is given that is the weighty matter. As I understand it,

150

Cancer Program

diagnostic laboratory service for communicable disease has been
offered on the theory that accurate and prompt recognition makes
possible the institution of control measures and that since all the
people are directly interested in the control of the spread of these
diseases, since otherwise they may get them, it is proper through
taxes to ask all the people to pay for this service. But no such
shadow of excuse can be advanced for laboratory service in cancer.
So far as we know each case is a purely personal matter in which the
public is concerned only in a generally indirect economic and humani
tarian way. Perhaps the man in the street should be interested since
he will never know when a free biopsy will save him a few dollars.
But by the same token we could rationalize complete blood chemistry,
basal metabolisms, electrocardiography, diagnostic roentgenology, to
say nothing of proctoscopy, cystoscopy, bronchoscopy, and Heaven
knows what, given by a health department and paid for out of taxes.
Clinical laboratory service would then be offered to all without
economic let or hindrance. Would the quality of this service over the
length and breadth of the country be universally dependable? Is
such a service suitable for a department of health, or a department of
disease? Or is there no such distinction? Perhaps you feel that
such laboratory service is not a proper function of government
at all, or perhaps you feel it is suitable only for the pauper. If so,
pray who is a pauper, and can some less clumsy method of equitably
determining pauperism expeditiously be devised than the present
legalistic tame bear dance through which we now solemnly go and
during which the patient has a good chance of dying undiagnosed ?
Up to the time of our cancer study (1925) this pathological service
was about all that the State had done for the cancer case, except for
very infrequent spasmodic cooperation in cancer education campaigns,
and the hospitalization of a few cases along with other wretched
people in our institutions for those proven to be economically incom
petent.
But private resources had become active of late years. The
Palmer Memorial Hospital in Boston was opened for about 80 cases;
the Holy Ghost Hospital in Cambridge, already doing a splendid job
for terminal cases, has added 100 beds for chronic cases, including
cancer; the Barnstable County Infirmary found it had unoccupied
beds and by special legislation is permitted to take in chronic disease
so that for Cape Cod terminal hospitalization for cancer is solved
locally; the Lowell General Hospital has recently opened a splendid
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addition for chronic disease which will care admirably for the needs
of that part of the State. But still the popular demand for state
action grew until the dam burst in 1926.
When the urge for further state service for cancer became in
sistent in 1925 Dr. Kelley wisely advised that a study of the situation
be made and that the Departments of Public Health and Public Wel
fare cooperate in the study. Up till then any cancer case hospitalized
by the State had been handled by the Department of Public Welfare
and had been so hospitalized primarily because of pauperism and not
because of cancer. Dr. Kelley questioned whether the extension of
this service should not be the responsibility of the Welfare rather
than the Health Department.
I have already summarized the results of the study submitted to
the Legislature in 1926 showing the alarming increase in cancer as a
recognized cause of death; the superlatively unfavorable position that
Massachusetts held in this regard as compared with the other states;
the fact that the general hospitals were increasing their service to the
cancerous more rapidly than the cancer deaths were increasing; and
the fact that about 400 more beds for terminal cases were needed. The
committee from the Welfare and Health Departments was unable to
agree in regard to recommendations for a State hospital. The
cleavage was between the two professional groups, perhaps by chance,
perhaps because of fundamentally different professional points of
view. After summarizing the arguments for and against such a hos
pital and admitting its inability to reach a compromise, the committee
made the following recommendation:
“It recommends that the Department of Public Health be em
powered to direct and stimulate the extension of existing facilities
for the care of cancer patients, and the education of the public to the
necessity of proper treatment.
“This should include efforts directed toward the extension of
local district nursing service, to the end that through better care of
terminal cases at home the volume needing hospitalization may be
diminished and the comfort of the patient during his last days may be
enhanced through being able to remain in the home environment. It
should include efforts directed toward the extension of the present
diagnostic and therapeutic resources, as well as the extension of
sound education and any other preventive procedures of proved value.
“In addition, the Department should from time to time further
any project to this end, which it may deem to be promising.”
Those insistent upon definite and immediate State action were
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disappointed; they felt almost duped. So in 1926 they induced the
Legislature to take action which ordered the Department of Public
Health to do five things:
(1) To take over an unoccupied State hospital twenty-three miles
out of Boston on the road to Providence which we have called the
Pondville Hospital.
This had been built over ten years ago by the Department of
Mental Diseases for the care of alcoholics and narcotics. For reasons
never quite clear to me its original purpose was soon abandoned. The
hospital was taken over during the war by the Federal Government,
and in the post-war period was used for rehabilitation purposes and
then returned to the State. As persistent efforts to sell it to the
Federal Government failed, and as it was lying quite idle, it was
logical to use it for cancer. Our report in 1926 said that of all hos
pitals in the State this was probably the least suitable for terminal
cancer. Experience has shown what we should have known, that
however unsuitable the location and architecture of a hospital may
be, if it houses a competent personnel splendid results may be accom
plished-.
(2) To purchase $70,000 worth of radium and house it at the
Pondville Hospital.
(3) To establish cancer clinics in suitable places over the State
“with or without” the cooperation of the local medical profession.
I have been unable to find who wrote into the bill that dig at the
medical profession. This extension through clinics of early diagnostic
and therapeutic resources was grasped by us as the one prophylactic
straw in the maelstrom of terminal hospitalization. But it has become
apparent that with the obvious advantages of decentralizing this
service we are faced, in cancer, perhaps even more than in the more
conventional public health clinic activities, with the stupendous prob
lem of maintaining reasonable quality. Perhaps the future will solve
the problem for us. But any standards of medical quality, except the
crudest, are very elusive. However, unless we can maintain a reason
able minimal quality of service we will have spent much money on a
vain thing.
(4) To disseminate cancer education.
Profoundly fundamental! Unutilized resources are like the
violin played in the desert. Yet there is no more abused word today
than education. Where does propaganda end and education begin?
Is one ever a part of the other? We must have mass education!
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On a complex matter like cancer can the ear of the public be caught
by meticulous accuracy? Some say “yes.” I think not. If not, and
if you allow deviation from the strict fully qualified “facts” under the
spell of “the greatest good for the greatest number” where are you
to stop short of the bottomless pit marked “lying” ? We health
officers who prate so glibly of education in many fields should
ponder well the liabilities we assume.
(5) To make further studies.
This was the Balm of Gilead in the whole bill.
When I was protesting some features of this measure soon after
its passage to one of our more thoughtful legislators, he said: “The
medical profession and the Department of Public Health have had
over ten years while this has been discussed to present a program.
All any of you have said is ‘wait’! Now stop finding fault. We
have piped and all you have to do is dance.” This remark seems to
me profoundly significant. If we in our effort to dance intelligently
do not dance to the public satisfaction there is not the slightest doubt
that this work will be given to others whose terpsichorean ability
will find more favor.
This seems to me to illustrate in a very small field what the public
will do when, wisely or not, it is obstructed. Those who deplore any
change in medical service as it is and has been preferred should mark
it well. The physicians of the country constitute about one-seventh
of one per cent, of the population! Shall this minute group indefi
nitely tell the whole where, when, how, and at what rate medical
service shall be obtained ? Certainly not! Unless we bestir ourselves
promptly and recognize that changing conditions demand changing
methods we shall hear piping elsewhere in the country, and where
there is piping someone will always dance, though perchance badly.
As I shall try to make clear, the remarkable feature of our pro
gram in Massachusetts has been the unstinted time and thought that
have been given to the various aspects of the problem by the outstand
ing citizens, from the Governor down, both in and out of the profes
sion. There is a quaint precedent which still lingers among us that
unremunerated service may be demanded for the public good. I
doubt if any other state in the Union can surpass Massachusetts in
this regard, both as to quantity and quality. Whatever success we
have accomplished has been due in an overwhelming measure to this.
But I cannot help but contrast the magnificent response to this
program with the much more meager response to our venereal disease
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needs. Today we spend over a quarter of a million annually for
cancer, and less than a fifth as much for gonorrhea and syphilis.
Certainly the visitor to Massachusetts, unacquainted with our peculiar
brand of taboos, would advise that, in view of our present knowledge
in regard to these two groups of disease, the larger sum should be
spent for venereal disease control. Thus I am convinced that the
motive underlying the active support even of the most thoughtful of
our citizens is sentimental rather than rational. I suppose I should
have known this long ago.
(1)
The Pondville Hospital. For this hospital we have a consulta
tive staff, representing the three medical schools, who advise us as to
the general therapeutic policy of the hospital, but give no actual
service. They are not remunerated but are laying up much treasure
where moth and rust do not corrupt! There is a visiting staff of some
twelve physicians, representing the various specialties involved, from
the staffs of various Boston hospitals. A general surgeon is the
Chief. Three general surgeons and the roentgenologist give a
minimum of two half days each a week at the institution. The inter
nist, urologist and gynecologist have regular days in the month when
cases are assembled for them. Otherwise they are on call, as is the
rest of the visiting staff, for special cases as they come along. His
Excellency, Governor Allen, has just opened twenty-five new beds
and new clinic quarters as part of his astonishing Welfare Program.
With the 115 beds that we now have we average 150 hours of visiting
staff service a month. Many general hospitals do not do as well.
They are remunerated here and hereafter for their excellent interested
service, which is the bed rock on which the quality of the place is
built.
In residence there is a medical superintendent and four other
physicians. The nursing service Dr. Richard Cabot found unbe
lievably good, and some of the advanced cancers, as you know, furnish
the most difficult problem in the whole field of nursing. No
deodorants are allowed. Through excellent nursing and the extensive
use of salicylates the average daily amount of morphine has been cut
to 1/12 grain. Intelligent social service is indispensable to handling
properly the admission and discharge problems, the follow-up and end
result work and the multiple matters that are never noticed if well
done. This is handled by two resident social workers and help from
the central office. We have complete operating, X-ray (diagnostic
and therapeutic) and radium equipment. So far we have obtained
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autopsies in 50 per cent, of our deaths, and they are performed by a
visiting pathologist from the Huntington Hospital who also comes
down for our frozen section work. The work of our laboratory
technician is being expanded. There is a weekly out-patient service
attended on the average by 25 patients from whom we pick up the
few “curables” that come to us. Although anyone may come without
medical direction, we are delighted at the way more and more local
physicians are bringing in their problem cases. Last year 70 per cent,
of the 448 out-patients were sent by physicians.
Last year we served 736 patients in the beds of the institution.
With the 25 new beds we should now be able to serve nearly 1,000
patients a year. The ratio of those leaving the hospital alive to those
dying was 2.5 to 1. At our tuberculosis sanatoria if the ratio gets be
low 3 to 1 we find the institution getting an unfavorable reputation
and people hesitating to come. Early our Pondville ratio was 3 to 1
but with the return of patients formerly sent out relieved the ratio
is shrinking and will shrink further. It is important to speculate how
high a death rate we can carry without seriously impairing the hos
pital’s usefulness. The average stay of the living was 21 days and of
the dying 61 days, which is considerably less than we had anticipated.
The average cost was between six and seven dollars per bed per day.
It would seem that the Pondville Hospital has established a real
place for itself through alleviatory service to cancer cases. In the
general hospital the cases in which there is hope of cure are more in
teresting and in the name of common sense should receive first
attention. These are largely kept by the general hospitals. But the
frankly incurable cases come in large numbers to us for palliative
treatment. I am astonished at what the courage and skill of our staff
is accomplishing in delaying extension and mitigating pain and offense.
But for the more advanced case in which food and bed are all that
can be furnished I still think that a hospital near home, out of which
most of the persons come alive, and which is not stigmatized by the
name of cancer, is more suitable. When and if we have to expand
our hospital service we will be faced with a real problem of doing it
intelligently and not obstructionistically.
(2)
Radium. A visiting physicist connected with the Department
of Physiological Chemistry at Harvard prepares our radium emana
tions for us. We also offer his services to the State-aided clinics to
measure the effectiveness of their therapeutic X-ray apparatus. This
is of real value.
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(3)
Clinics. We have an Advisory Cancer Clinic Committee
composed of the somewhat expanded Cancer Committee of the Massa
chusetts Medical Society. With them we develop policies. In each
city where a State-aided cancer clinic is contemplated we gain audi
ence with the local medical club, present our program, ask a vote of
support and the appointment of a local medical cancer committee.
With this group we do business and they direct the matters of staff,
location, hours, etc., in their local clinic. All clinics have decided
that at the first visit everyone shall be admitted, and the disposition
of the case shall be determined by the medical, social and economic
findings. Some communities have been shaken by all this, so shaken
that we have not been able to start a clinic, but on the whole, things
have gone reasonably well, particularly where we can find at least
one well-established, disinterested, sincere physician who is willing
to give not only lip service but time to mother the clinic along.
Without such a man our labor is bricks without straw.
Each local medical cancer committee appoints a local cancer educa
tion committee composed of the same type of people who are used in
community chest work, tuberculosis associations, and the like. “To
them that have shall be given.” They have divided rather naturally
into groups: Those responsible for newspaper publicity, which is
immeasurably important; those that handle other types of education
and publicity; and those that meet with the local social worker on
her problems of individualizing community resources and specific
needs. Thus there is being built up in each clinic city a responsible
group of citizens facing the diversified cancer problem. Out of such
groups should come eventually a solution specific for the local need.
Each clinic has a social worker who, if incompetent, is an unend
ing encumbrance, but if qualified is, next to the sound physician, the
greatest single assurance of effective service. Through her, the
Pondville Hospital is suitably and expeditiously utilized. In some
instances the local physicians are using her to solve their institutional
problems with their private, non-clinic patients, which is admirable.
It is significant, too, that the clinic chiefs have voted that the social
worker should follow up the patients which the clinics refer back to
their private physicians as well as all other patients.
To the local clinics we give a standard history card. We have
educational material, speakers, a physician who will act as secretary of
the local educational committee, a social worker to correlate the activi
ties of the various clinics and our hospital, and funds which are given,
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usually in $2,OCX) amounts, for a year or more. These funds are
usually used for at least part of the salary of the social worker, for
extra clerical assistance and other “luxuries” required by the clinic.
They are in no sense to recompense the hospital for the ordinary
expenses that it is put to in this as in all other clinic service. This
must be given as part of the return for community support. The
money is paid to the local medical cancer committee for disbursement.
During the last year State-aided clinics were operating in seven
teen cities and towns throughout the State. Besides these there were
some excellent cancer clinics operating entirely independent of the
State. The seventeen State-aided clinics in 1929 saw 2,106 persons,
of whom 534 (25.4 per cent.) had cancer. Although this was a drop
of nearly 20 per cent, (from 2,544) in total attendance from the
year before, the total number of those with cancer was almost the
same (526 in 1928). Thus the proportion with cancer has gone up
from 20 to 25 per cent. Is this good or bad ? Those who think the
increasing proportion of cancer patients a good thing will say that it
is evidence of less hysteria, and that the early signs of chronic lump,
discharge and sore are being learned and acted upon; if a larger
proportion were coming later in the disease our percentage of “pre
cancerous” would drop, whereas it has stayed at about 6.5; that the
proportion that it was felt could be cured or relieved by operation or
radiation is about the same; that it is wholesome to have the propor
tion sent to clinics by doctors increase (29 to 33 per cent.) and those
coming because of the newspapers decrease (46 to 36 per cent.), par
ticularly since the doctors’ cases furnish half of those showing cancer
while the newspaper cases, although larger in total number, furnish
only one-sixth of the cancer cases; and that those coming because of
swelling and abnormal discharge have somewhat increased while those
coming because of pain (a fatal symptom to wait for in cancer) have
somewhat decreased.
It is certainly true that if 90 per cent, of the persons coming to
the clinic showed cancer most of them would have delayed so long
“to be sure” that nothing much could be done for them, while if only
1 per cent, had cancer, hysteria would be rampant. The optimum is
somewhere between. A bold soul has suggested 16 per cent. At our
clinics it varies from 8 per cent, in the Berkshires to 33 per cent, at
New Bedford. End results of these clinics may help answer this
question although it is complicated by many other variables. Also
it is a little ominous that the newspapers are feeding the clinics less.
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The papers are still generous with their space but somewhat less so
than when cancer was a “new” story for us, and even more important
the people are being less motivated by it in the papers. Then to
our horror we find that the average interval between first symptom
and first visit to a doctor or clinic has increased in 1929 over 1928.
There are perhaps certain modifying factors in which we try to take
comfort. But the bald fact remains that control of cancer is a long
term job and if having talked and radioed and newspapered and
movied and pamphleted ourselves blue in the face over it for three
years and yet if the average delay is increasing it looks as if we were
beaten in our effort to be heard over the cacophony of crime, cathar
tics and candy.
The end result on the “operable” cases will not be known for
some years. But here we are building up a mass of material of cases,
rather than deaths, to study. Quality is being built up by the periodic
meeting of a group of local men over cancer problems, by the occa
sional visits of consultants, by clinics at the Graduate Course in
Cancer, the New England Health Institute, and the like, and by
infrequent meetings of the clinic staffs at the Pondville Hospital or at
the local clinics.
(4)
Education. There is an Advisory Cancer Education Com
mittee for the State as a whole. We have a speakers’ bureau of some
dozen physicians, available for medical or lay audiences. There are
tons of printed matter, newspaper releases, radio speakers and moving
picture films to rejoice the heart of the most hardened publicist.
Fortunately I have forgotten how many feet of newspaper columns
we had last year, but, as I have said, it had its effect in clinic attend
ance.
Most interesting and concrete was our study of the results of a
State-wide five day campaign two years ago. Data were collected
from the clinics and some 1,500 doctors who replied to our question
naire. This represents about a third of those practicing in the State.
Eighty-five per cent, thought the campaign was worth while. Some
12,000 people were brought under immediate medical attention in
clinics and private offices during the month following. There were
more going to private offices in the cities where there were clinics
than where there were not. No widespread phobia was developed
because although the attendance at the clinics doubled the proportion
of cancerous was unchanged. Finally, for every patient attending a
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clinic there were 22 going to a private doctor’s office. Is this
State medicine in its more conservative medical sense?
Our clinic problems are many: To develop and maintain medical
quality as I have mentioned; to build up correlated and uniformly
adequate social service; to develop a method of objectively estimating
the results of this service; and in a world clamoring for the novel to
sustain public interest sufficiently to assure individual initiative in
the proper person.
(5) Studies. I have already said enough to show you our
methods of approach through hospitals, death returns, clinic records,
sickness surveys and the like. I wish only to indicate briefly some
of the findings from our study of chronic disease in 50,000 persons
last summer and which Dr. Lombard is reporting in detail to this
Conference. We wanted to know the prevalence of chronic disease,
its economic distribution, disability, the availability and adequacy of
resources for its care, familial tendencies, and the like. Our cancer
study of 1925 showed us the astonishing completeness of our ignor
ance on these matters. Last summer we found that 10 per cent, of the
people of all ages claimed to have suffered from one or more of the
major chronic diseases in 1928. Six per cent, had some form of
arthritis. When these figures are reflected in terms of state and na
tional population the magnitude of the problem is dizzying, and one
feels like throwing up one’s hands or worse. But it does indicate the
care that must be taken to avoid a false step in any aspect of a matter
so vast while at the same time not allowing such apprehension to
prevent any advance.
(6) Department Organization. Last year all this work was put
in a Division of Adult Hygiene where other degenerative diseases may
be handled if necessary, also where we may place our feeble efforts
towards extending interest in health examinations, the potentialities
of which are so great, but the results of which in the aggregate to date
are so disappointing. Dr. Lombard, who has headed up this work
from its inception, particularly the studies, is the Director. Also, we
have two physicians heading up the educational work, and what a job
they have! We have had a most competent social worker from the
beginning and have recently given her an assistant. Besides supervis
ing and guiding the social work at our Cancer Hospital and the
seventeen State-aided clinics and instituting this service for our four
tuberculosis sanatoria, she is helping us feel our way in the vast maze
of all chronic sickness. Besides this, there are some fourteen on the
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statistical and clerical staff. Growth is being directed by an astonish
ingly qualified and interested Advisory Committee on Adult Hygiene
composed of eight thoughtful physicians and a layman. Out of the
welter of it all the, assurance of reasonable soundness which this
group gives us is most heartening.
For better or worse we have launched a State cancer program in
Massachusetts. Through full consultation with quality in every field
we are attempting to guide it and estimate its value, as well as to see
ahead into other degenerative disease fields. We have much data
which would suggest the quantitative value of the work. We have
little or no data from which to conclude as to its qualitative value.
For the present, at least, we have met what we found to be an irre
sistible public demand for service in this field, and are striving des
perately to anticipate and factually to guide such a demand in other
and even larger fields.
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TUBERCULOSIS IN THE PHILIPPINES
ANGEL TRINIDAD, M.D.
Executive Secretary, Philippine Islands Antituberculosis Society,
and President, Board of Examiners for Nurses in the
Philippine Islands, Manila, P. I.
We take the Great White Plague as a matter of course. A sort
of necessary evil that must needs come to pass. So familiar have we
become with its various manifestations as to have the sense of fear
and the instinct of preservation against the treacherous disease
deadened. We leave it to Lady Luck to protect us from the evil, if
indeed we ever think at all of any such evil stalking behind us, and
forget that “everyone is a little tuberculous,” as the German bac
teriologists had amply formulated. Yet, the plague—stark and har
rowing—is with us day in and day out; ubiquitous; respecting no
age, sex, class or rank; in the cabins of the lowly and in the palatial
residences of the rich and powerful with more prevalence amongst
the former being primarily a disease of the poor.
In the year 1929, the Islands lost from pulmonary tuberculosis
30,603 citizens of all ages, but mostly adults in full manhood,—
28,625 in the provinces and 1,978 in the city of Manila. The totals
for 1926 and 1927 were respectively 28,683 and 29,188. The toll for
the last three years is, thus, equivalent to the population of the section
of Manila south of the Pasig river.
Different surveys undertaken in the past place the number of
tuberculous patients throughout the Archipelago between 500,000 and
2,000,000. It is of course impossible, in the absence of a general
survey, to give exact figures of the actual incidence. We would
compromise on one million as a reasonable estimate, or 8.33 per
centum of the population of the Phillippines (12,000,000), which
is not an exaggeration, taking into account the fact that every Filipino
family has or has had tuberculous members.
Appalling as the statistical figures of incidence are, the economic
losses resulting from tuberculosis infection are still more appalling.
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162

Tuberculosis in Philippines

Before going further into the matter, the following basic heads
for estimating values should be considered:
(a) Shortening of Life Expectation.
(b) Cost of Medical Attendance.
(c) Loss of Earnings and Wages.
(d) Economic Loss Accruing from Deaths.
Under head (d), we shall consider only the figures for the age
groups where the individual productive capacity is at best, namely,
the age groups of from 20 to 39 and from 40 to 59, which together
make up 72.9 per cent, of the deaths from pulmonary tuberculosis as
recorded by the Philippine Health Service for the year 1928, the
said percentage to be fixed in the course of this article at 73.0.
Under head (c), the same procedure will be followed on the assump
tion that the same ratio obtains in the case incidence of tuberculosis,
aside from the fact that any reference to earning capacity is perforce
linked with the productive years of life. The year 1928 has been
selected for the table given below, for the simple reason that the
age-group statistical data for 1929 are not as yet available at the
Headquarters of the Philippine Health Service.
MORTALITY FROM PULMONARY TUBERCULOSIS
in the Philippine Islands
Year 1928
(By Age Groups)
Age Groups

Total Deaths

Percentage

19
39
59
Up

2,095
10,508
10,792
5,793

7.3
35.8
37.1
19.8

Grand Total

29,188

0 to
20 to
40 to
60 to

Insurance authorities agree on the fact that tuberculosis shortens
the average life expectation of every individual by two and one-half
years. Figured on the basis of 100 pesos for every year thus lost,
or 250 pesos per capita, our commonwealth with a tuberculous popu
lation of 1,000,000 incurs a loss of 250,000,000 pesos from their
shortened life span.
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The usual length of stay of a tuberculous patient in our sana
torium is about one year at an approximate cost of 900 pesos for
that period of time. Whether the patient is hospitalized or kept at
home, the cost of medical attendance will have to be met some way or
another. On an average of just 240 pesos per patient, our 1,000,000
consumptives entail an expenditure of 240,000,000 pesos per annum.
It is estimated that a tuberculous patient remains ill and unable
to earn a living for two and one-third years. All occupations con
sidered, we can place the average earning capacity of a person at
360 pesos per annum net. 730,000 adults afflicted with tuberculosis
and, thus, prevented from earning a living lose 262,840,000 pesos in
one year’s time.
A man or a woman between the ages of 20 and 59 is easily worth
10.000 pesos at the least. The total toll from pulmonary tuberculosis
in 1929 was 30,603, of which 22,340 were adults between the ages of
20 and 59. Through their death, the nation lost the equivalent of
223.400.000 pesos.
To recapitulate our losses:
(a) 250,000,000 pesos from shortened life expectation.
(b) 240,000,000 pesos for medical attendance.
(c) 262,800,000 pesos through wages lost.
(d) 223,400,000 pesos from actual deaths in 1929.
Grand total: 976,200,000 pesos as computed for 1929.
Verily, an appalling economic waste resulting from ignorance,
social imperfections and official neglect.
The tuberculosis situation is overwhelming in terms of pesos
and cents. It is no less an overwhelming problem in that it is so
firmly embedded in fundamental social, economic and hygienic condi
tions, over most of which health authorities and tuberculosis workers
exercise no control, the same being in the hands of the public itself
alone to correct, thereby making tuberculosis control the most refrac
tory of all health problems. That tuberculosis is a constant drain on
national wealth and efficiency, and its control a hard nut to crack are
reasons why systematic and intensive efforts should be employed
to secure greater, even if gradual, results. Yet, what is being done
to control the disease?
Aside from the magnificent gesture of the few public-spirited and
charitably-inclined citizens who have made possible the existence
and the few achievements of the P. I. Antituberculosis Society,
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through generous pecuniary contributions, very little has been done
elsewhere. Admittedly, the Government has neglected the problem
so far. What little it does, is being done in a haphazard manner.
Even its contributions to the Society’s funds have been quite nig
gardly, 110,000 pesos in 1929 and 42,000 pesos for the current
year. Yet, millions of pesos have been spent and are being spent for
6,000 lepers, without visible results as yet, so far as we know, in
controlling the incidence of the disease.
What is to be done about it? We leave it to the Government to
lead. In a vast work such as is required in tuberculosis control, offi
cial and private agencies should cooperate in an efficacious manner.
There are distinct phases in tuberculosis work peculiarly and pre
eminently fitted to either one. Above all, however, we would need
an efficient organization and ample funds, for, after all tuberculosis
control is a business proposition. And like any other business propo
sition, it takes money to make money, and to save money for the
commonwealth.

PUBLIC SCHOOL HEALTH EXAMINATION*
D. S. PUFFER, B.A., M.B.
Department of Public Health, Toronto, Canada
Public School, and this also applies to the Separate School, exami
nation is just another link in a chain being forged to assure for each
and every child his or her rightful heritage, health-happiness, the
maintenance of such satisfying the State’s preservation in its demand
for useful citizens. Granting that each child is entitled to health—and
who of us would wilfully deny that blessing—and recognizing also
the economic importance of health, how does the public school exami
nation aid in the promotion of sound bodies and sane minds? Such
being our aim, what is the course adopted in primary schools to stimu
late health interest, arouse child, parent, teacher, principal and the
public at large to an intelligent participation in this most vital of school
child problems ? How do we hope to get an appreciation of Emer
son’s dictum that “The first Wealth is Health” ?
Well, it is a slow process—regrettably slow—but by dint of con
sistent effort, cautious, thoughtful approach, painstaking care and
persistent emphasis, much has been accomplished in the brief past and
we are firmly convinced the future beckons with a much more gra
cious hand. The future, I say, because the boys and girls of today
are the fathers and mothers of the morrow; the teaching and
impressions received now are bound to make an imprint and call
forth sympathetic cooperation when the health of their children be
comes their chief concern.
Health education must start with the child. Unluckily, our ex
perience with children is too recent. Only in the last few years re
ports from medical school officers have begun to give us some idea
of the real situation in respect to the school child’s health. The data
thus far would lead us to state with reasonable assurance that onethird of our school population on the first examination show physical
*Read before the Second Canadian Conference on Social Work, Toronto,
Canada, May, 1930.
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defects. This may sound alarming; alarms but call for action and
here is one of many health problems presenting a challenge, opening
new fields for conquest. Cold statistical facts, well substantiated,
must be accepted, but not in this instance with resigned complacency;
they but stimulate effort, renew vigor in our assault in the interests
of better health.
The diseases or complaints which we commonly find may sound
unimportant, quite petty to the lay public; general debility, belated
rickets, catarrhal or neuropathic tendencies, abnormalities of the eye,
ear, nose or throat, adenoid tissue, decay of temporary teeth, etc.
These, which are the most common defects of our school children,
are of a constitutional character and invite a further degenerative
process—these are the storm signals of a deeper constitutional unfit
ness, sometimes hereditary, but more often the result of environment
and loose training. These are not all defects which can be put right
once and for all time, but they give just cause for thought and grave
anxiety for the future if not remedied. Ours, we believe, is the duty
to instigate steps, directly or indirectly, whereby these menaces to
health may be removed or adequately and scientifically treated by
qualified medical men. The accomplishment of this is not done in a
day—unfortunately in some instances never. Here again we must
not be disheartened, remembering the comforting words of Sir
George Newman in one of his most memorable reports:
“Health is not an artificial accomplishment, quickly acquired and
easily maintained. It is a development of body and mind, a growth
slow in process; a habit, broad-based upon heredity and nurture; a
balance of moderation in all things, a harmony of a sound mind in a
sound body, good nutrition combined with nervous regulation.”
With this goal as our professed aim, Public Health School Exami
nation has been instituted and is, we trust, so constituted that in
conjunction with other agencies, the present generation will profit
and posterity bless the efforts put forth in their behalf. As part of
this effort, I ask your pardon for confining my further remarks to
that particular sphere of activity with which I am concerned—viz.
the work as carried out in our own Toronto schools.
Eight full-time Public Health Physicians devote the major portion
of their time to this enterprise. Two part-time physicians cover the
separate schools. It is the endeavor of each to visit once weekly
each school in their respective districts, preferably on the same day, at
the same hour and maintain that schedule throughout the term. This
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regularity enables the nurse to prepare in advance the children who
are to receive their examination, send out notifications to parents
inviting them to attend and affords teachers an opportunity for pre
senting any pupils who in their opinion may be health problems.
It is desirable that the parents be present whenever possible, at
the child’s examination. As might be anticipated, more parents pre
sent themselves upon the first—this group is comprised of those
children termed “juniors”—who are in the junior first class and
average approximately six years of age. It is found that in this
group some 70 per cent, are accompanied by parent or guardian.
If impossible for some responsible adult to attend with the child, a
special card sent out advising them of this procedure and asking
their signature of consent is returned by the child the morning or
afternoon of the doctor’s visit. On the reverse side, bearing notifica
tion of the examination are questions to be answered bearing on the
child’s previous health history—vaccination, toxoid, communicable
diseases, family physician—and a space for any remarks the parent
may see fit to make. Authority whereby the medical officer may con
duct these physical examinations is to be found in the Ontario
Educational Act and the conditions thereof laid down. The most
unsatisfactory examination is that where no parent appears nor
written consent is given, for in such cases no clothing may be removed.
As may be conceived, these, though classed as “C.P.O.,” (complete
physical, no consent) are merely hurried inspections. Fortunately the
incidence is gratifyingly small.
The time-consuming process of weighing, measuring and the test
ing of eyes is in most instances done the day previous. Owing to
the inability of junior first candidates to designate the usual test letters
by their proper names—for these little people know them only as
symbols expressed phonetically—an illiterate or E test is provided.
A test method doubtless familiar to you. This necessary work is
carried out by the school nurse—the right-hand co-worker of the
school medical officer—sometimes his left-hand too—his most loyal
friend and supporter, deserving of unstinted praise, tireless, cheerful,
tactful—well at any rate—God bless them all. The accomplishment
of this in advance permits the physician to devote a little more time
to the routine physical examination. This should be carried out in a
well-lighted, airy room the walls of which may be utilized for hang
ing well-chosen health posters, thus helping to create atmosphere—
in a temperature that will permit stripping the child to the waist, with
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the exception of the senior girls. Two routine examinations are of
necessity made to satisfy the present demands, though not our hopes
of a fuller extension of this service. One is of the junior first
classes, the other when the junior fourth is reached. The former
represents approximately the six year old, the latter an average age
of 11-12 years. Between these two age groups any new defects de
veloped or developing are largely those of hearing and vision or the
aftermath of communicable disease. Amongst the senior girls par
ticularly, thyroid disturbances must be watched for and dealt with as
circumstances permit.
There is also a group not to be lost sight of, the so-called “dullnormals.” These we are liable to overlook unless methods are insti
tuted to check up by age rather than academic standing. These
comprise a substantial number, not in the auxiliary classes designed
for the mentally retarded, but nevertheless rarely advancing beyond a
certain point in their studies, probably most commonly reaching
senior third and there they stick. This group, twelve years and up,
must be seen as senior thirds, as junior fourth appears beyond their
academic attainment. Inasmuch as the examination is carried out in
the building to which the child is accustomed to come for its learning,
amongst surroundings which are frequently familiar beforehand and
in the presence of nurse who is looked upon as a friend, it is accepted
by the child as merely a part of the educational scheme. It is the
exception to note any resentment.
The presence of the mother, her attitude, remarks and general
deportment materially aid the examiner in getting a mental picture
of the child’s background at home. In many instances additional
information is given by an interested and cooperative teacher, and
the majority are interested and cooperative, and finally, valuable side
lights are furnished by the nurse through her contact in school and
home and where other agencies are concerned through the close link
ing up of these with our department. With the child mentally at
ease, whatever the state of the mother, the examination should be
methodically and quickly carried out—first ascertaining from the
parent what diseases, communicable or otherwise, the child has had—
immunizations given and what, if any, departure from the normal
growth and activities of the average child. These are noted on the
health side of the A.D.P. card, a card which follows each scholar
from school to school, unless, as occasionally and unfortunately trans
pires, it becomes lost.
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At present no code or other prepared space appears on this card
for entering toxoid treatment. It is my practice to note this under
“notes”—the number of inoculations given—agency (family physi
cian or clinic) and date of completion, if completed. Some 20 per
cent, of the school population received toxoid during a special cam
paign some two or three years ago. Entries confirming successful or
unsuccessful completion were recorded on the A.D.P. card upon con
clusion of the series. On the other hand I feel it just as important to
enter “has not had toxoid” if this practice has not been carried out.
Throughout the examination I believe it wise to comment briefly
and pointedly as the various systems are investigated. Negative find
ings are very reassuring and comforting to the parent and the
tendency is more often than not that the mother or whoever accom
panies the child, gains greater confidence in what is being done. The
more confidence is gained, the more respect and greater heed paid to
the summation of findings, negative or positive.
Here in the quiet of the medical service room, mother, nurse,
physician—with the child as the center of interest—is an opportunity
to display health salesmanship—grapple with the problems of human
engineering—emphasize the importance of periodic health examina
tion—instill greater confidence in the family physician, protecting his
interests by staunchly defending scientific, orthodox medicine and
upholding the modern idea of health—prevention rather than cure.
Make the parent feel that she—for invariably it is the mother with
whom contact is made—is in a sympathetic atmosphere, charged with
interest in her child. If the tonsils have been well removed, be not
averse to tell her so. More confidence in and credit will accrue to the
operator—oftentimes the family physician and he in turn will invaria
bly hear of the favorable comment. This perhaps may be the means
of winning his cooperation if mayhap he might have formerly been
found in the ranks of a few who still unfortunately regard public
health endeavor a menace to their peculiar personal liberty and
action. If the tonsils are not apparently normal, and this is applicable
to any other abnormalities, point out the fact and direct her to seek
the advice of the qualified agency her circumstances warrant—the
family physician being stressed in each instance. If a parent assumes
an antagonistic attitude, do not court disaster by arousing its display.
The physician must be alert in his appraisal of the best, most tactful
approach—resourceful—courteous and cautious—lest in its very in
ception he defeat the purpose of the parent contact.
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Whatever the attitude, he must be alive to the major issues of
public health propaganda, well and informatively armed, ready to
convincingly discuss and explain in understandable terms why defects
such as impaired hearing, vision, abnormal tonsils, malnutrition,
adenoids, etc., retard a child’s progress, advance reasons for the
exhibition of immunization with particular reference to vaccination
and toxoid, disabusing the parent’s mind of any misapprehensions or
false views held with respect to these two life-saving preventive
measures. It may seem to some that the attitude element is unduly
stressed but I feel rather keenly on this subject. Is not the public
health physician’s business and chief concern health teaching? How
then can he hope to best fulfil this mission without, as it were, taking
stock of the prospective recipient’s attitude? Personalities are best
left out of general discussions but allow me to cite a recent instance
which I trust will indicate how an examination which promised to be
a dismal failure because of this very thing attitude, proved before its
termination a means whereby a mother was convinced that at least the
procedure had some merit and left us with profuse thanks.
She was the type of parent—thank heaven they are few—who
meets the appointment with Christian condescension—whose ushering
in figuratively lowers the room temperature—whose bearing and
assurance dare one to find anything wrong with her progeny—why,
just look at the child—perfect—never ailed—health examination—pooh-pooh! The type that in me arouses some devilish desire to find
something abnormal—for the finding at least gives one an opening to
attempt to change condescension to cooperation and frigidity to warmth
and a friendly hearing. It seemed as I progressed with the examina
tion that the mother was firmly entrenched until inspection of one of
the auditory canals, which one makes no difference—I beheld,—
joyfully I must confess, an impacted tooth. I almost shouted
“Eureka” but instead faced the child about and noted a space re
cently occupied presumably by the ivory-like object now snugly ensconsed deep down in the auditory canal! The child’s physical
condition was warmly praised and then the bomb—for indeed the
quiet reference made to such a finding was in this instance a bomb.
The mother immediately capitulated. The result of this I have
intimated, I do not doubt but that the family physician received a
call before the day was over.
Again let me reiterate—Health Teaching is our big job—and to
“put it over,” attitude must be reckoned with. It is not difficult for

D. S. Puffer

171

the trained medical mind to locate defects if they exist but it is diffi
cult in all instances to arouse public sentiment to an appreciation of
their import. We deem it wisest to discuss with the parent any
defects found when the child is out of earshot and en route to the
class-room. This applies particularly where cardiac lesions exist or
in the opinion of the physician the heart’s function calls for further
observation or supervision under the family physician. Certain other
abnormalities call for similar consideration.
All defects are marked up on the card, any notes or recommenda
tions in a space designated for that purpose, the aim always being to
present in brief as fully as possible a health picture of each child upon
its first examination. When seen subsequently, the examiner is in a
better position to judge the individual’s progress towards sound
youth or if retardation exists, gives him some grounds upon which to
base possible causes. If none appear he must search anew. Defects
are also entered on a special slip and kept in the nurse’s file—a dupli
cate is at the same time reserved by the nurse for follow-up work in
the home. On the reverse side of the “defect slip,” progress notes
are made.
A teacher’s form in addition is kept and such defects as hard of
hearing, defective vision, evidence of chorea, cardiac lesions or other
conditions requiring special care or disposition in or out of the class
room, recorded. The teacher often sees more of the child during its
waking hours than the parent and the influence exerted on the home
through the child often secures action that otherwise might be delayed
or entirely neglected.
A special letter form to the family physician is as well filled in,
notifying him that the parent of the child has been advised to consult
him regarding apparently abnormal conditions. These findings are
set down. The letter is taken by the nurse to the district office and
there directed and mailed to the physician addressed. We believe
that in the majority of cases they are received in the spirit sent.
A folder, containing much useful information appertaining to
health habits and diet—whereon the weight and height is written and
within which is a blank space to be utilized by the physician for
stating his findings, is given each parent or in the advent of their
non-attendance, placed in an envelope and the child charged to deliver
it to father, mother or guardian as the case may be.
The chief aim of these various slips, forms and letters, is of
course, closer cooperation from all concerned, a cooperation which if
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secured and acted upon will undoubtedly rectify many health wrongs,
save scores of children the needless burdens ill-health brings, and
prevent their going out from public school to face the world, as a large
number do, stamped as physical monuments of neglect.
Upon the medical officer there falls the responsibility for recom
mending from time to time certain children for special classes—■
sight-saving, hard of hearing, speech, open-air or forest school.
These responsibilities he must ever bear in mind.
The field of mental hygiene, a comparatively new science for
which I can give no definition, but has been defined as—“The knowl
edge and technique by which early habits may be controlled, delin
quency forestalled, abnormalities of behavior and attitude corrected
and even many forms of insanity avoided,” is admirably covered and
directed by a most excellent psychiatrist and under his capable
guidance, a staff of nurses specially trained, psychologists and social
workers are quietly doing a most noble and efficient piece of work.
Dental health is under the supervision of a director who has a staff
of surveying and operative dentists, certain of the latter acting in
their particular capacity as extraction specialists.
The findings of these specialized branches, enter into the child’s
health picture and are suitably incorporated by notation on the A.D.P.
card.
These various services are correlated in such a manner that the
child’s best interests so far as mental, dental and physical health
supervision permit, are safeguarded to a degree—a degree which we
trust will extend as experience prompts, time decrees and public senti
ment demands. The accomplishment of this correlation is made
possible by that most able, highly-trained body of school nurses who
together with district superintendents and divisional heads, comprise
an organization whose worth I have no hesitancy to extol, but no
words to express. For those of you who may have been disappointed
up to the present time in that no figures have been given or statistical
date supplied, I submit the following:—
A Brief and of Necessity, Curtailed Synopsis
In 1929 there were 25,931 complete physical examinations re
ported by the school medical officers. Of this total, parents were
shown as present at 12,648 and 8,538 children were found with
defects other than those of teeth. Fifty per cent, approximately had
at some time been successfully vaccinated against smallpox.
The detailed figures of completions for 1929 are not as yet
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available. The following, however, are the total defects found and
terminations reported in the public schools—
Junior

Total Defects Found ................................. 8,295
Total Terminations .................................... 3,694

Senior

3,577
3,135

T otal

11,872
6,829

By tabulating our terminations or completions as discovered or
reported throughout the school career of each child and with the final
check-up made each year of the senior fourth or graduating classes,
our books so to speak, are balanced—defects found, against termina
tions.
Completions are credited on each child’s A.D.P. card. At the same
time the defect slip in the nurse’s file is terminated if the action
secured is, in the physician’s opinion, final.
A code is made use of to facilitate these terminations and used by
the physician in his reports to central office—
A.
B.
C.
D.
E.

Termination of defect by medical or surgical action.
Termination of defect by natural means.
Defect known to be under adequate medical and home care.
Difference of medical opinion.
No action obtained.

The last mode of termination is also made use of when closing
cards of children leaving school for various reasons—removal, death,
etc.
That you may get an idea of how this works out, I present the
figures of 1927 and 1928.
In 1927 there were 22,848 complete physicals.
Defects found
Terminations .

8,171
7,125 A—65.5
B—13.0
C— 9.3
D— 2.6
IE— 9.6

In 1928 there were 28,512 “C. P’s”—

Defects fo u n d ...........12,861
Terminations............. 8,926 fA —63.8
B—12.2
-( C—10.4
D— 1.4
E—12.2

We are rather pleased to note that the percentage under “D” or
difference of medical opinion was practically cut in two in the 1928
terminations. A comparison with 1929 results is eagerly awaited.
For the mental hygiene report I am indebted to Dr. E. P. Lewis,
Director of the Division.
Mental surveys were made in 55 public schools and two separate
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schools. The total number of children examined individually was
1,927; of this number 405 had been seen before, that is, roughly onefifth of the children examined are kept under observation. In addi
tion to this, group tests were given to some 2,221 children. This
involved the total number of children in three entire schools and
fourteen classes at another.
According to diagnosis, the number and percentage of cases were

grouped as follows —

Number

Percentage

19.
30.
3.
26.
15.
.2
6.

Mentally defective ........................................ ................... 368
Borderline ........................................................ .................. 572
Retarded due to physical causes .............. ................. 56
Dull normal .................................................... .................. 501
Apparently normal ........................................ .................. 289
5
Superior intelligence ................................... ...............
Diagnosis deferred ....................................... ................. 120
Psychopaths .................................................... .................. 15
Totals ........................................................ ................. 1,927

.8

100.0%

During the year the Children’s Psychiatric Worker had 124 cases
referred to her, of whom 54 cases were carried as individuals. Prob
lems met with in the 54 cases consisted o f: Temper tantrums, stam
mering, lying, stealing, truancy, night terrors, school difficulties,
enuresis, soiling, sex delinquency and schizophrenic symptoms.
The Social Worker had 88 cases under her supervision in 1929.
Employment was procured for 52. A large number of visits were
necessary to homes, schools, clinics and institutions.
The Supervisor of Mental Hygiene Nursing had some 766 office
interviews about patients or with patients and over 300 conferences
over various phases of the work. She had 60 brief contact cases and
6 long cases which involved a great deal of difficult and painstaking
work, but which gave very gratifying results.
PUBLIC AN D SEPARATE SCHOOLS—1929. M EDICAL AND
DENTAL INSPECTION
Complete Physical Examinations ...................
Children found normal ........................................
Children having defects other than teeth . . . .
Parents present at Examinations .....................
Children found Vaccinated ...............................
Special Physicals ..................................................
Consultations ..........................................................
Treatments ..............................................................
Class Room Inspections .....................................
Readmissions ..........................................................
Exclusions ..............................................................
Vaccinations done ................................................
(1025 done at City

Public

22061
14997
7064
11195
11796
4891
1997
528
20849
1895
394
566
Hall)

Separate

3890
2416
1474
1453
1634
1158
509
212
2045
4
16
191

A ll

25951
17413
8538
12648
13430
6049
2506
740
22894
1899
410
757

D. S. Puffer
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V isits by D istrict M edical Officers

School Children ..........................................................................................................
For Diagnosis ..............................................................................................................
V.D....................................................................................................................................
Civic ..............................................................................................................................
Workmen’s Compensation .......................................................................................
General ..........................................................................................................................
N. B. Fire Department* ...........................................................................................
To Schools and other ................................................................................................
Total ......................................................................................................................
D ental S ervices
Public

Children Inspected ........
Children found with Notifiable Defects ___
Class Room Talks ........
Number of Cavities in Deciduous Teeth ...
Number of Cavities in Permanent Teeth ...
Cases requiring Orthodontic treatment ........
Extreme cases requiring Prophylaxis
Oral Sepsis .....................
Patients ...........................
Completions .....................
Treatments .....................
Fillings .............................
E xtractio n s—D eciduous
Permanent
Local Anaesthetics........
General Anaesthetics ..

Complete Physicals . . . .
Normal .............................
Children found defective
(other than teeth) . ..
Parents Present .............
Found Vaccinated ........

PUBLIC SCHOOLS
1928 1929
1927

. 19474 24607
. 13224 17312
. 6250 7295
. 9770 11773
. 8605 15159

1929

Junior Senior

TOTAL Defects Found . . . 6929
TOTAL Terminations . .. 3102

2317
2510

TOTAL Defects Found .
TOTAL Terminations . .

6751
4056

4001
3879

TOTAL Defects Found .
TOTAL Terminations . ..

4986
3566

2020
2857

1928

1927

70179
46930
1819
87975
75448
2911
1680
219
50869
34078
29910
57662
33673
4204

Separate

3295
1397
120
571
1260
2188
38
3635
12504
A ll

8080
5883
199
13388
10720
959
229
6
5787
2871
3467
8918
4019
641

78259
52813
2018
101363
86168
3870
1909
225
56656
36949
33377
66580
37692
4845
3711
2811

SEPARATE SCHOOLS
1927 1928 1929

22061
14997
7064
11195
11796

3374 3905 3890
2085 2368 2416
1289 1537 1474
1250 1319 1453
1022 1951 1634

T otal

Junior Senior Total

1366
592

1260 2626
625 1217

10752
7935

1045
299

1064 2109
692 991

7006
6423

585
312

9246
5612

577
390

1162
702

* N. B. Re visits to fireman.—There is a full time physician employed by the city
to look after the firemen.—The visits shown as made by district medical
officers was made during the regular physician’s holiday.

SU M M A R Y O F D E F E C T S A N D T E R M IN A T IO N S O F T O R O N T O SC H O O L C H IL D R E N
N ormal 28512 — D efective 8832

1
Defects
and
Date Terminations
G
.2
>
Defect 876
£
Term A 580
Term B 62
Term C 35
Term D 26
Term E 58
876
3 Defect
H * Term 761
1927

(Mar. 1st to Dec.

CO

2

3

bo
.5
3
K ti>■
231 154
43 46
50 20
26 12
11
7 10
231 154
126 99
—

4

5

6

7

9

10

11

CO

U

w
90
51
12
9
2
2
90
76

&

<

tio G
p H <
1599 2902 "233
1549 2114 29
119 157 91
61 104 18
38 76 2
151 317 16
1599 2902 233
1918 2768 156

bo
Q
11
5
3
2

3
13
M
179
42
84
24
25
179
175
—

—

11
10

G

3
co
37
15
7
5
1
37
28
—

12
U
**3
£
O
91
14
3
14
3
91
34
—

13
5
_G
S
908
109
217
63
8
36
908
433

14

15

16

g0"
a
*3
Ph

Ua
*3

3
£
£
132
20
24
17
3
1
132
65

u

56 243
5 14
12 19
18 5
89
2 12
56 243
37 139

17

18

'0

,G is
H O
372 36
29 8
44 5
164
11
38 1
372 36
286 14

19
pi
G
<U
14 __

13
g
Q
7

—

—

—

—

—

—
—

—

—

—

—

—

—

—

—

—

—

—

—

14

—

Ox

8

7

Total
8171
4673
929
661
182
680
8171
7125

%

65.5
13.0
9.3
2.6
9.6

$
w

px

B

|
I
B*

4 12861
Defect 1473 321 253 115 2858 4692 381 22 239 61 83 1156 86 350 187 496 76 8
5692
Term A 809 48 66 39 1819 2539 53 4 57 23 21 131 2 19 13 39 10
1088
Term B 87 44 17 10 178 260 69 4 76 4 4 222 3 42 26 37 5
1
929
16 5 16 98 19 130 24 193
Term C 59 26 11 11 129 163 28
9°
3
8
22 43 2
130
Term D 37 1 14
Ox
Term E 101 24 12 7 237 398 32 — 11 1 3 125 4 21 19 93 9 — — — 1087
4 12861
3o Defect 1473 321 253 115 2858 4692 381 22 239 61 83 1156 86 350 187 496 76 8
8926
H * Term 1093 143 120 67 2385 3403 184 8 160 33 44 576 28 215 72 370 24 1 —
* Termination of defect by medical or surgical action ....................................... A.
Termination of defect by natural means .................................................................... B.
Defect known to be under adequate medical and home care ............................. C.
Difference of medical opinion .....................................................................................D.
No action obtained by us (i.e., lost address, left school, etc.) .........................E.
.—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

%

63.8
12.2
10.4
1.4
12.2

RECIPROCAL ATTITUDES OF PARENTS AND
ADOLESCENT CHILDREN WHERE THESE
CHILDREN ARE BEING CARED FOR
AWAY FROM HOME*
JOSEPH BONAPART
Superintendent, Jewish Orphan’s Home of Southern California
Vista Del Mar, California
It has been generally accepted that in disadvantaged families the
removal of the child from his parents involves a major operation,
that the child experiences all the trauma attending surgical interfer
ence, and that the effects stay with him over a long period. The concern
for such personality defects as might result from the shock of place
ment, coupled with the belief held by many social workers that sepa
ration makes for permanent family disintegration, have provided the
drive in the search for more light on the effects of child placement.
In the interest of a more accurate appraisal of what happens when
children and parents are separated, a study of this social process was
undertaken.
It is comparatively easy to measure the material and physical
changes which follow placement, but the psychological and social
implications which attach to the uprooting of a child and his trans
planting in a strange soil are exceedingly elusive. Superintendents
of children’s institutions, directors of child placing agencies and of
family welfare societies, in addition to several psychiatrists and social
workers were solicited for the results of their observations. The
subjective reactions of those who have experienced placement were
investigated, but the study was limited to adolescents who, having
begun to think of life and its meaning and having discovered new
powers of argument and reasoning, are more competent to give free
utterance to their feelings. Surviving parents of these children were
also contacted.
* Read before the National Conference of Social Work, Boston, Mass., June,

1930.
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A number of criteria were established in an effort to fix changes
that take place which are directly chargeable to the separation. Such
factors as bear upon the resultant attitudes of parents and child,
one to the other, were inspected. Is the love or affectional relation
ship intensified or is there a tendency to estrangement following
placement? Does the separation make for a more detached objective
evaluation of one another, or does it give rise to a parent or child
idealization which prevents such objectivity? Is the frequency or in
frequency of contacts with the parents a large factor in intensifying
or weakening the bonds of affection on the part of parent or child?
How do the increasingly different cultures of parents and children
living thus apart affect the parent and child attitudes ?
Parent-child relationships were used as indices of behavior changes
following placement, and since attitudes are the key to one’s behavior,
the attitudes of parent and child were used as a basis for this study.
It was found that the attitudes of parent and child following place
ment seem to be governed in large part by:
(1) The circumstances of placement. Those who are committed
by court, whether because of their own delinquency or the impro
prieties of their parents, face a situation which is complicated by the
emotional disturbances accompanying forced placement. Their posi
tion is appreciably different from that of the children who are placed
because of abandonment, desertion, divorce, illness or the death of a
parent.
(2) The relationship that obtained prior to placement. A whole
some love relationship before placement tends to carry over during
the separation and to continue on the same level or become more
intensified because of the reciprocal idealization of parent and child.
A situation dominated by conflicts and antagonisms generally results
in estrangement following placement. Many cases were reported,
however, in which a greater attachment evolved because the children
were thus freed from exposure to the emotional disturbances of
parents, and parents were relieved of the burden of care.
(3) Age of the child at time of placement. The very young child
is more impressionable, plastic and unreasonable; the older child is
more sensitive, has better understanding and will usually accept the
need for placement at a truer value.
(4) The philosophy and program of the responsible child care
agency and the intelligence of its personnel, including foster mothers.
Modern child care agencies include in their educational program the
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interpretation of parent and child, one to the other. A serious effort
is made to give the disadvantaged parent status in the eyes of his
child.
(5) The placement experience of the child. Successful placement,
changes in foster mothers or in house mothers, affect the sense of
security of the child and have bearing on his affectional relationship
to his parent.
(6) Continuity and frequency of contacts between parent and
child during separation. The regular visits of parents to their chil
dren at weekly intervals serve to strengthen the bonds of affection
and to encourage family loyalties. Infrequent visits generally induce
parent-child estrangement.
Children’s bureaus and family welfare societies often are checked
in their treatment plans by the injection of such intriguing terms as
“emotional shock,” “emotional trauma,” “emotional scar,” which are
popularly accepted as concomitants of placement. Emotional shock
is not inherent in the placement situation. The shock is frequently
due to one of the many social upheavals in the distressed family long
before it has come to the attention of a welfare agency. The develop
ment of a first contact technique has done much to ease the child into
his first placement. Except where it has been used as a threat, many
children look upon placement as a new experience. The so-called
“parent hunger” does not appear until some time later, if at all.
Placement no longer involves that complete isolation which we
knew twenty years ago or less when children were placed out for
indenture at great distances from home to remove them from the evil
influences of their parents. Nor does the former condition exist in
institutions when visiting was restricted to three or four times a year
in order that children might not be exposed to the disease germs or
moral turpitude of their parents. Today, institutions and placing
agencies encourage frequent contacts between parents and children.
Mail and telephone communications are daily occurrences and not
only do parents visit their children weekly but they take them out on
Sundays or keep them week-ends. There are some agencies that
permit their wards to spend a week or longer with their parents dur
ing the summer vaction.
Child care experts have observed that intensification of the affec
tional relationship of parent and child followed separation and that
there was mutual idealization in a preponderance of cases. Obvi
ously, parental antagonisms are avoided by reason of the children’s
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removal from home. The daily conflicts arising out of petty annoy
ances, disobedience of orders, laziness, untruthfulness, theft, street
brawls, are thus omitted. Conflicts do take place, but the house
mothers or foster mothers become the second party to the battle and
serve as buffers for the natural parents. These “foster parents” issue
orders and demand their observance. They assign chores and request
that these be done. They utter the “don’ts,” the essence of all an
tagonisms.
Again, the natural parents look upon the visits to their children as
a special occasion. They make preparations for this event as young
sters do for a picnic. They are careful about their attire; they plan
pretty phrases and broad compliments; they bring gifts,—clothes,
money, toys, goodies; they come radiant and cheerful, with the
cumulative emotions of a whole week ready to be spent in a moment
of greeting. And the children look to their parents’ coming with a
lesser degree of emotion but with a verve and excitement that is real.
They have much to tell their parents,—of their conquests at school,
their achievements at home, their progress in music, their victories
in games. Or, they have had heartaches during the week, things did
not “break” well for them either in school or at home or both. Per
haps they believe themselves the victims of some injustice. Where
can they find more comfort and solace than with their parents ? These
latter will always give them the benefit of the doubt. Since “prac
tically all admonitory, correctional and detail work is assumed by
those who substitute for the parents, there is nothing to prevent
idealization by actual experience of inadequacy” on the part of either
parent or child.
It would be interesting to examine portions of three documents
selected from a number submitted by children who were approached
on this question. An eighteen-year-old girl who, with her brothers
and sisters, came to a far western institution at the age of fourteen,
two years after the death of her mother, writes:
“I can clearly remember the two years just previous to the time
the four of us came to the institution. A very harmonious relation
ship prevailed in our family. I had no differences whatsoever with
my father. I obeyed him implicitly because it never occurred to me
to do otherwise. His word was law. In fact, I believe that before
I came to the Home, I never thought about anything outside of my
school work unless what I thought was positively in accordance with
those things my father thought for me. Any ambitions I entertained
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enjoyed only an ephemeral existence unless they were synonomous
with those my father entertained for me and I was only too glad to
be a writer, journalist or anything else my father desired.
“I have since decided that the reason for this was the fact that I
loved him very dearly and would not disobey his slightest whim for
fear of displeasing him. In view of these facts it is surprising that
not long after I came to the institution, this relationship changed per
ceptibly. It may have been the fact that I was “thrown on my own
hook,” that I was obliged to think for myself. I could not run to
him every time I had a project in mind. This seemed to break the
bond that existed between us. I now saw him less frequently, but
even so I had little to talk about. I can not easily explain this change
itself, but when my father left for the east, I felt guilty because I
was not greatly disturbed.
“My letters to him were almost formal, containing only the neces
sary information, and I know they were a source of great disappoint
ment to him, coming from his eldest daughter. They contained very
little of the usual father and daughter language which I presume
should have been included and which I know were abundant in those
letters which my sister, Mary, wrote. Mary, I know, missed my
father as much as any normal girl with all her interests possibly could.
News of my father’s return made her supremely happy, while it
worried me because I could not respond likewise. I was speaking to
Mary lately about this matter but she says she has not thought about
it. However, I know from observation and her little confidences to
me that she has come to love my father more since the separation.
The bond existing between my father and Mary was always greater
than the bond between my father and me. For one thing, my father’s
hopes have always been pinned on Mary because of her versatility
and vivaciousness and for this reason he generally fostered her wishes.
For another thing, he loves Mary’s unchanging gayety of spirit.”
A seventeen-year-old boy who has been in an institution since he
was ten years old, writes:
“When I first entered the Home I missed my Dad a great deal.
I always looked forward with great enthusiasm for his visits. At
this time my love for him was greater than at any previous period. It
was during this time that I built up an ideal image of my father. I
saw him only once a week, and for only a few hours. I always had a
great deal to talk about and tell him on Sunday. I told him what
happened during the week.
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“When I became about fourteen or fifteen years of age, the ideal
image began to disappear. Certain little things which he did differ
ently because of the lack of training, which was no fault of his, em
barrassed me at times. My love for him has not decreased, but this
ideal image has disappeared, and I am able to see his faults, but do
not comment on them to him. I have been in the habit of kissing him
when I meet him, but feel that I have outgrown that habit and do not
like to do it any more, but I do not stop for fear of hurting his feel
ings. I seldom talk with him about any of my troubles or problems,
and he does not tell me any of his. This estranges us somewhat. We
talk of school, business, and other subjects that are not so personal. I
still cherish my Dad a great deal, and know that he has a great love for
me. I feel that he has done a great deal for me and I would like, in
some way, to repay him. I feel that the personal element is very
much lacking after a time of separation, but can not say whether it is
to any disadvantage except that it might lessen the love relation some
what. The difference in cultures tends to make the child find fault
more easily because he has greater opportunities in education and
gets a more refined training than the parents.”
Another eighteen-year-old girl who came to the institution at the
age of twelve, records her feelings as follows:
“When I first came here, my love for my father was greatly in
creased. It seemed to me that the week was ages long until I could
see him again. However, as time went on, my attitude changed. I
love him, of course, but I am not so dependent on his coming to make
my week’s waiting unbearable. If he can’t come, he can’t, and I do
not sit down and brood over it. When I first see him, I feel as if I
loved him as much as ever, but as soon as we have talked over the
events of the week, we can not seem to find anything to talk about.
That, of course, is due to the fact that his life is so different from
mine. Or perhaps my attitude can be accounted for by the fact that
I am really not very affectionate towards any one.
“I do not think that I have ever idealized my father. No matter
how much I loved him, I was always noticing the things he did that
weren’t exactly right. I have always known that while his ideals are
of the highest, in little things he fell rather short of them. By ‘always’
I mean since I was old enough to reason. I reached the conclusion
that he is doing things in the way he was brought up and if he is not
quite what he should be socially, he is someone to be proud of in other
ways. It is not all his fault, either. If things had been easier for

J. Bonapart

183

him, he might have learned to do those little things right. The con
tacts I made here were responsible for bringing to a head my ability
to view my father unemotionally. The people I met were entirely
different from any I had ever come into contact with before. They
were all successful and sure of themselves. They knew what to do
and when to do it. That started me thinking because I now had
some standard by which to measure. But I am glad to say that the
only loss my father suffered was socially and economically. In other
ways he stood out as well as anyone. His culture may not be what
theirs is but nevertheless my father is a very cultured man in his own
way.”
Time does not permit a full analysis of these statements, but one
might infer from them that children placed soon develop a detached
attitude toward their parents in contradistinction to the idealization
observed by child welfare workers. It should be noted, however,
that the children are highly protective of their parents and come to
their defense with great vigor. There is much reference to the dif
ferences in culture, education and interests between these children
and their parents. Here again, a study of families under social care
discloses a similar gap. As a group, the parents in these families
have meagre cultural backgrounds, have had scant education, and
their interests are extremely limited. On the other hand, increase in
the compulsory school age and other factors expose their children to
more formal education and bring them in contact with people whose
interests are richer and more varied. Then, too, adolescence with its
significant physical changes, its deepening of the rational powers and
its profound emotional alterations commonly manifested in a rebellion
against authority, account in large part for whatever estrangement
takes place. Neither the parent nor child fully understands these
processes.
Further, if we reduce the answers of a recently used questionnaire
to statistical terms, we find,
(a) Twenty-six leaders in the child care field believe that intensi
fication takes place following separation, while eleven are of the
opinion that parents and children are estranged.
(b) Nineteen of the children questioned stated that their feelings
towards their parents were intensified while eleven felt that they were
estranged.
(c) In the family welfare group, twenty-one social workers be
lieved that parents and children were estranged during adolescence,
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while nine were of the opinion that there was intensification of feel
ing.
(d) Twenty child care experts observed that idealization takes
place, fourteen that the children are able to view their parents objec
tively.
(e) Boys and girls who have had placement experience stand
twelve for idealization against fifteen for detached evaluation.
(f) In the family welfare group, eighteen stated that there was
idealization during the period of adolescence, eleven that the children
were capable of objectifying their parents.
While children placed divide their attention between housemother
or foster mother and natural parent, this is not unlike the attachments
that children in the average home develop for relative or teacher. One
girl of twenty, who with her brothers and sisters have reestablished
their home and are taking care of their enfeebled mother, writes,
“These housemothers with whom I came in contact, who had so much
to give and gave it, who understood my problems and were able to
help me with them, they are my friends. But mother is mother.”
A concrete test of the ultimate worth of the alteration of attitudes
following separation is one that comes only after the children have
become economically independent. A child may voice his love for
his parent or be demonstrably affectionate, but the genuineness of
this feeling may be determined more accurately by an assault upon
his exchequer. When the child is called upon to make a financial
sacrifice in order to provide for his parents, we may know how pro
found is his love. It was found that after reaching economic inde
pendence boys and girls who had lived apart from their parents gen
erally returned to their folks and contributed to their support, unless
there were unusually deterrent or repellant factors in the home. The
consensus of opinion seems to be that a larger percentage of these
children accept family responsibility than such children as are raised
in their own families when under social care.
To sum up, too little is known of the effects of placement on the
emotional life of the child. We are still groping for information. At
present arbitrary standards are set up and an effort is made to approxi
mate these standards. We assume that “home life is the highest and
finest product of civilization” and that contacts with parents should
be continued to the end that the home may be re-established. The
effects of placement therefore, are in terms of parental home condi
tion. Child welfare workers subscribe wholeheartedly to the dictum
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that under ordinary circumstances children should be kept with their
parents at home. However, when there are urgent and compelling
reasons for removing the child from his home, social workers should
not be deterred because of the fear of permanent family disintegra
tion. On the contrary, there is reason to believe that instead of
permanent and irreparable injury in such cases, separation serves to
remove a malignant growth. This ultimately results in a family re
union on a higher level.
Full consideration of parent-child attitudes can not be given in
this brief paper. A few of the major attitudinal changes which derive
from the placement situation are listed with some comments.
1. The change of emphasis on the components of the love or
affectional relationship between parent and child. There is a tendency
to stress the element of sympathy which arises on the one hand out
of the feeling of guilt on the part of the parent, and on the other out
of the over-protective attitude of the child. The parent attempts to
compensate his feeling by indulging the child; the child establishes
a defense mechanism against the real or fancied attack by foster
mothers, housemothers, and others upon his expanded personality.
2. The resentment against such parents whose children accuse
them of failing to meet their responsibility. These children believe
that had they been kept at home, they would have managed to live
somehow and would probably have grown to successful adulthood,
regardless. The fact is, they are not able to reconstruct the situation
as it existed nor do they know that in their cases the material out of
which homes are built were oft times decayed and warped and scanty.
3. The injection of the foster mother or housemother in the
relationship makes for a distorted picture of parent and child which
might result in serious misunderstanding when the family is reunited.
4. Separation interrupts the continuity of family interests, which
may or may not later be resumed.
5. The feeling of sympathy stimulated by the separation is a
casual factor in the acceptance of family responsibility by boys and
girls after they have reached economic independence.
6. In such cases where the adolescents have parent “fixations” or
“complexes” or where an aggressive parent completely dominates his
child, separation serves to bring about a liberation from these unde
sirable relationships.
7. Placement away from home makes the child the center of at
traction. Under these circumstances there does not take place the
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dwarfing of his personality due to parental self-absorption, a com
mon condition in disadvantaged families.
8. Separation, insofar as the emotional life of the child is con
cerned, is neither so complete nor so deleterious as is popularly be
lieved.
9. Since “attitudes are for the most part acquired behavior pat
terns,” and “since a parent is the kind of parent he is not solely
because of his background but also because of what his children are,”
child care agencies are in a strategic position to mutually condition
the responses of parents and children. Thus there may be built up a
relationship between parent and child which transcends that obtaining
in the average disadvantaged family.

SOCIAL PSYCHIATRIC PROBLEMS OF CLINICS*
GERALD H. J. PEARSON
Psychiatrist, Philadelphia Child Guidance Clinic
It may seem an anomaly that a psychiatrist rather than a social
worker should discuss the problems of psychiatric social work. Yet
there is no anomaly because both professional groups are practicing
the same art—social psychiatry—and the problems encountered are
the same—those of human relationships. Social psychiatry, therefore,
whether practiced by the psychiatrist, clinical psychologist or case
worker, is the art which attempts to aid an individual who seeks
help to make a more adequate adjustment to the realities of his life
as a member of the social organization in which he lives. Its method
is to enable him to develop a better understanding of the mechanisms
underlying his behavior, or to utilize those mechanisms in a more
mature and healthy manner.
This paper is an attempt to evaluate the technique employed in the
art so that we, as case workers, may have a better understanding of
our tools. In order to do this it has seemed advisable to consider:
1— the development of the present attitude toward the individual
who is poorly adjusted in his human relationships
2— the instrument through which the art of social psychiatry is
performed
3— the modifications of technique made necessary by the patient
and his problems and the inter-relations of the various profes
sional groups engaged in the art of social psychiatry which
result from this
A—the limitations and defects of the instrument used.
* Read before the National Conference of Social Work, Boston, Mass., June,

1930.
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T he D evelopment of the P resent A ttitude of the Case
W orker T oward the M aladjusted I ndividual

The attitude of the worker in social psychiatry toward the client
has passed through a number of stages in its development. These
were the same for each of the professional groups although the rate
of development was different.
The first period might be termed the Judgmental Period—that
is—the worker regarded the client as an individual who had refused
purposely to measure up to the requisite standard—that of the
worker—and must be compelled to do so. The psychotic was looked
on as a morally perverted individual worthy of punishment, the
psychoneurotic a spineless person who needed to be forced to exer
cise greater will power, the inefficient supporter of his family, the
deserter, the alcoholic and the delinquent as worthless and deserving
of censure coupled with good moral advice. The judgmental attitude
was directed negatively toward the maladjusted person.
In the next period the attitude was still judgmental but of a more
positive nature. The client was regarded more sympathetically. His
expression of his difficulties was taken at face value and an endeavor
instituted to make his environment more pleasing or to remove him
to a less difficult one. This might be called the stage of doing things
for people. The worker was pleased when the client accepted the
help and displeased and tended to revert to the negative judgmental
attitude when the client was so ungrateful as to refuse it.
At this point the worker for almost the first time was met by
reality. Some people seemed to reject all that was done for them.
The worker believed that the tangible things done for the client
should meet the latter’s needs. We know now that they did not meet
the real but intangible ones. Such adults perhaps could be regarded
as hopeless and left to their fate, but there were certain situations
where this was impossible, particularly in the case of children. Here
was a child suffering in an obviously intolerable home situation.
Nothing that the worker did made the home any more desirable. A
foster home either was not available or else the parents would not
consider it. As the child had to live in the home something had to
be done about it.
The fact that the client did not seem responsive forced the worker
away from doing things to take stock of what might lie behind his
unresponsiveness. He could not be forced to make a better adjust
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ment, he refused to react favorably to changes in his environment,
perhaps it might be possible to change his attitude. Such an attempt
was made, through persuasion and suggestion. The change was
suggested and praise or blame was used to get him to accept the sug
gestion. As positive suggestions were more constructive and usually
more efficacious than negative ones, the former were used more fre
quently, though as usual when the worker was baffled by the apparent
obstinacy of human nature, recourse was had to the latter. Again
certain individuals refused to change their attitudes and this obsti
nacy led to the realization that it was necessary to try to understand
the basis of their attitudes. Life histories told by patients revealed
early experiences that were different from what a wholesome child
hood should have been. Perhaps there had been an excess or a
deprivation of the one type of satisfaction or another. Perhaps a
man’s relationship with his mother had been an unsatisfying one,
perhaps it had been too satisfying and he seemed to be seeking in life
either a more satisfying mother person than he had, or looking for
someone to continue the satisfying relationship he seemed unable to
relinquish. It seemed then necessary for the worker to understand
the deprivations or unusual lack of deprivations suffered by the
client in his early life and to attempt to offset the results of these
experiences by playing the role of an ideal parent.
This was a far-reaching step in progress. It made practical use
of the concept that all human behavior was a reaction to the present
situation in the light of past experiences and was an attempt to adapt
the individual comfortably to an unpleasant present situation. It was
perhaps the first real attempt to view the individuals present be
havior and attitudes as an outgrowth of all his past experiences and
to treat the present situation by understanding the etiology rather
than by applying certain judgmental rules. It seems also to have
been the first real recognition of the fact that treatment of any per
sonality or social maladjustment depended more on the worker-client
relationship than on the sum of all the other factors or tools used in
the situation. Out of this concept arose the ego libido method which
attempted to chart the client’s constructive and destructive life ex
periences and by supplying his emotional needs supplant the destruc
tive ones with their opposite and so help him to grow up.
If the first period of social psychiatry might be labelled the judg
mental one, the second stage—that of doing things, the third stage
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may be characterized as the stage of personal relationship—the un
derstanding that the individual is what he is today because of the
relationships he has had with the persons with whom he has lived
throughout his early life, that he is reacting not to the present situa
tion as such, but to it in the light of his past and that it only will be
through his relationship with the worker that any change in his ha
bitual modes of reaction can be brought about.
The ego libido concept—a philosophy developed early in this
stage—takes cognizance of this, but it has certain fallacies that
must be understood. The usual history given by the client is the
story of his past as he would like it to be, not as it actually was nor
as he views it unconsciously. A woman who pours out a long
history of constant conflict with her mother whom she feels disliked
her and who preferred the other children may be and usually is de
picting her childhood as she would have preferred it. Many of the
facts of the story may be true but the reality is that she was not so
much disliked by her mother as that she hated her mother because the
latter was the father’s wife and the need to assuage the guilt she
feels about her love for her father and her hatred of her mother
makes her remember every act performed by the mother as one of
hostility toward her. If an attempt is made to supply such an indi
vidual with a good mother in place of the hypothetical rejecting one
she will feel and act as hostily toward the worker as she would like
to have done toward her mother and the more the worker tries to
be a good mother the greater will be the accentuation of the hostility
toward him. The ego libido concept presupposes that the worker in
his relationship with the client actively adopts the role the patient
seems to need. It takes little thought of the role which the patient
projects onto the worker. This is the role he really plays and per
haps may be distinctly different from the role he thinks he is
playing. The idea of deliberately playing a definite role in the
patient’s life as a treatment measure therefore, becomes untenable.
The next stage in development is the present one. The worker
instead of attempting to fill the role of an ideal parent sees himself
as the screen on which the patient can project the inner conflict that
was formed during his childhood and to which all his present be
havior that has brought him to the worker is a reaction. In turn the
client may see the worker as the good father, the bad father, the
indulgent mother, or the hostile depriving mother and will react to
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him as such. The worker, however, remains the passive but receptive
individual on whom the client can project the various attitudes he
has held toward his parents and their symbols in his later life. Be
cause of the worker’s passivity the client can change from one pro
jection to another without the worker inhibiting the alternations by
crystallizing any one aspect on himself through taking an active part.
The worker’s role is to observe the client’s reactions as exhibited in
his relationship with the worker, and to attempt to understand how
these attitudes developed by permitting the client to discuss freely
his feelings about his parents during his early life. By such discus
sion he helps the latter to attain a better understanding of the
manner in which his habitual modes of reaction developed and of the
way in which he is using every present contact to further or suppress
his childish positive and negative reactions to his parents.
Experience has shown that the problem that brings an indi
vidual to a worker—his inability to adjust to the social situation—
whether manifested by economic dependency, marital incompatibility,
problem children, psychoneuroses or psychoses—is not his real prob
lem. It is only a symptom though the most obvious one. Analogous
symptoms are being enacted in all the individual’s relationships and
soon appear in his relationship with the worker. The basic problem
is the emotional relationship the client had with his parents while he
was a very young child and which because of certain factors in the
parent-child relationship has never been resolved adequately. The
inability to adjust is an internal rather than an environmental one.
In order that the client may work through these unresolved childparent relationships—because on their successful or partially suc
cessful resolution depends the successfulness of treatment—they
must be brought from the past into the present—that is, the worker
must allow the client to project onto him the various roles that he
feels his parents once played toward him. In other words—because
the client in his every day life is attempting to work out his unre
solved relationships with his parents, the worker must become an
integral part of the situation—an emotional relationship of the childparent type must be developed between the two individuals. The
findings of the psychoanalysts amply confirmed by intensive case
studies in the various fields of social work show conclusively that
successful treatment of an individual depends on the establishment
of such an emotional relationship. This emotional relationship is
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the instrument of successful treatment no matter what the worker’s
approach or his attitude to the situation or the professional group to
which he belongs. Treatment, therefore, consists of two phases—
the development of this emotional relationship and the use of this
relationship when developed.
The first problem then is how can the worker become an integral
part of the situation without being so associated with any one phase
as to nullify the possibility of the client resolving his difficulties
through him for the practical difficulty which confronts most of us
today is that in many instances the client sees the problem as an
external one and at first does not feel the need for such a relation
ship. The parent who brings a child to a child guidance clinic feels
the need of help in managing this difficult child, but does not realize
that he has a problem that is the basic factor in the child’s difficulty.
The man who seeks a relief because he is unable to work, seldom
realizes that the difficulty lies within him. Much less does he feel
that the trouble is his if his wife seeks relief for her starving family.
The delinquent who has been placed on parole feels little urge to alter
his own internal situation and becomes a better citizen. Into all such
situations the worker is expected to intrude and make himself an
integral part that the individual may be helped to resolve his inner
conflicts which now through his behavior are being handled in a
manner satisfactory to him, even if not satisfactorily for society.
This phase must be considered from three points of view—the depth
of the client’s maladjustment, the desire he has for help, and the
types of techniques and professional skills of most value in relation
to the first two factors.
Human maladjustments may be classified roughly into psychoses,
psychoneuroses and social maladjustments. They are so classified
in direct ratio to the severity of the problem and in inverse ratio to
the possibility of response to treatment. They form probably three
levels of personality development. There may be some criticism in
separating the last two groups. Both situations probably result from
the same basic factor—some defect in the attempted resolution of
the parent-child relationship—but as far as the author is aware the
reason why one individual develops a neurotic symptom to solve his
conflict and another is unable to adjust with his wife, his children or
the social organization has not been worked out satisfactorily. It is
with the third group that the social worker is most concerned. The
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psychotic and the majority of the psychoneurotics are the province
of the psychiatrist, the socially maladjusted may fall either to the
psychiatrist, the social worker or both.
The symptoms displayed by a maladjusted individual are for him
the solution of his problem. As such they are satisfying because
they are more comfortable than reality and he does not want to give
them up. One patient who came for treatment for her feeling of
inferiority (the term is hers) said, “I don’t really want to get rid of
this feeling because only by feeling inferior can I be a wife to my
husband.” Certain patients, however, do feel sufficient inner dis
comforts to force them to seek help for themselves. If they have the
requisite intelligence and financial status they should be treated by an
analyst. If this is not possible treatment should be carried on by a
psychiatrist or social worker.
There is little immediate difficulty. The patient has come for
help and he establishes the requisite emotional relationship himself.
Of course, his real problem is not that which brings him nor because
he sees the worker as a parent, is it likely that he feels sure enough
of the latter’s attitude to him to discuss his more worrisome conscious
difficulties early in the treatment situation. Nearly every topic he
raises in the early interviews is introduced to test the worker’s atti
tude to him. Consequently any attempt to interpret or discuss these
topics at this point may stifle further confidences because the patient
interprets the worker’s statements in the light of the parental role
which he has projected onto him. An attitude of interested listening
with an occasional comment to keep the patient’s recital going, or an
inquiry as to the connection the patient sees between the sequence
of topics he has been expressing or why he feels as he does about a
certain situation is as active a part as the worker should take at this
point. This is done to develop in the patient the attitude of volun
tarily attempting to discover the reasons for his difficulties. Always
the worker must be alert to note hesitations, pauses, changes of ideas,
slips of the tongue and emotional reactions all of which indicate the
client’s attitude to the worker as colored by his past experiences. As
the emotional relationship deepens and the client feels freer to dis
cuss many things of which he is ashamed or which worry him the
worker by an occasional comment, or connection or simply tentative
interpretation may lead the client to understand better the reasons
for his reactions. Interpretation at the best must be very tentative
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because without a knowledge derived from the exploration of the
unconscious by the method of free association, of course, to be used
only by the analyst, the interpretation placed on a situation by the
worker is doubtful at best. Even with a free associational technique
the interpretation is only of lasting value when made by the patient.
At this stage, however, an occasional judicious suggestion may help
the patient toward making further interpretations for himself. If
the worker can lead the patient to see at least some of the conscious
mechanisms underlying his behavior, the latter will develop a better
understanding of himself and his ultimate use of this understanding
lies in his own hands. Any attempt to force him to use it as the
worker thinks he should will be defeating the very object of treat
ment.
The introduction of material apparently irrelevant during one or
several successive interviews—such as when a mother who has been
discussing her own difficulties devotes an entire interview to asking
for help with those of her child—should be accepted without reaction
on the part of the worker—such as an attempt to discuss the question
or give the client any assistance. Patient waiting will permit the
client to drop this form of resistance and go ahead with his own
problem, discussion of which perhaps at that moment is too painful.
Throughout the whole treatment situation the worker must remain
absolutely neutral. The patient will attempt constantly to force him to
side with him against the rest of the situation and may paint that
situation in colors so lurid that the ordinary listener would invariably
take sides. The patient does this in an effort to excuse himself for
not doing anything more about himself so that to take sides effec
tually blocks further treatment progress. Such patients require in
tensive treatment—regular interviews at least once or twice a week
and for this reason perhaps usually should be treated by a psychi
atrist. *
The client who comes to the worker for help with himself makes
the latter an integral part of his situation at once. Somewhat differ
ent is the case of the individual who comes for help against an irri
tating environmental situation that he does not recognize as a pro
jection of his inner problem. Such a person at the point of referral
dare not perceive his irritation is with himself not with another
* It is the author’s opinion that individuals presenting physical symptoms of
a functional nature should be treated by a psychiatrist.
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individual and therefore, sees no need for treatment of himself.
This is true particularly of the parent who refers a child to a child
guidance clinic. One mother referred her daughter, later ceased all
complaints about the child, but began to complain about her husband
and stopped her contact when she began to see herself as the prob
lem. The client feels irritated with an unpleasantness—a foreign
body, so to speak—in the environment and wants the worker to
remove it. To a certain degree—i.e.—as allied with himself against
the external unpleasantness—he is willing to accept the worker as an
integral part of his situation. However, the removal of this foreign
body will excuse the client from any further responsibility so that
another step must be introduced in treatment—that of shifting the
emphasis from the external to the internal situation. A somewhat
analagous situation occurs with a child who is brought for treatment
because his behavior is annoying to his parents. Perhaps one of the
technics devised by Anna Freud 1 for the introduction of such a child
to analysis—an alliance between the analyst and the child against the
environment—is applicable here.
Such an alliance with the patient does not mean an active one
such as might be made by altering the environment except in excep
tional instances. Nor does it come from the emotional reaction of
the worker to the client. The former must remain neutral if any
progress is to be made with the patient’s problem. It consists solely
in providing the client with an understanding ear into which he can
pour the story of his irritation. As the client becomes more com
fortable with the worker his irritation will gradually shift from one
to another member of his environment—the person on whom the
problem was focused originally assuming gradually less and less
importance. This is seen frequently in child guidance clinics where
after the parent begins to talk freely of his irritation with environ
mental factors other than the child the latter’s behavior seems to
improve as a result either of his seeming less of a problem to
the parent or because of the refocusing of the parent’s irritation the
child has to react against less expressed hostility. As the irritation
becomes freed from one object and begins to shift from one place to
another the worker gradually can lead the client into a discussion of
earlier sources of irritation and the latter begins to desire to do
something about himself.
A more difficult client is the one who is forced to undertake treat
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ment at the behest of someone else—the alcoholic or nonsupporter
brought by his wife, the child whose behavior is satisfying to him but
distinctly unsatisfying to his family. Such an individual is satisfied
with his situation. It is more comfortable than any other he has
developed and therefore, he sees no real need for treatment. The
worker becomes a hostile person who wishes to make him uncomfor
table by changing his situation and because of this the client cannot
accept him. Time and again one meets in children the reaction— “I
have been sent here to be changed, you want to change me and I
don’t want to be changed.” This attitude adds another and perhaps
more insuperable difficulty to the treatment situation because the
worker has to become an integral part of it, and yet refrain from
accepting any of the roles which the client wishes to project onto
him. Again an adaptation of another introductory technique in
the analysis of children—that is which the analyst uses a play
technique to mobilize the child’s modes of expression and to make
him find in the analyst a useful, interesting and powerful companion
—may be of use. The activity of a play technique may seem a wide
departure from the strict passivity of the analyst or the slightly more
active technique of casework—its activity is of a particular nature
and has a definite aim—the establishment of transfer.
Although there are certain differences between the child-psychi
atrist and adult client situations—the child is brought to the worker,
the worker must seek the adult patient and suit his time to the lat
ter’s convenience—the introductory techniques are much the same.
The worker has to make himself interesting to the client not by
doing things for him except under very exceptional circumstances,
but by being interested in talking about the person who is most in
teresting to the client—himself. His interests, his ambitions, his
accomplishments, his experiences from constant topics or conversa
tion to which the worker must adapt himself without injecting any
critical attitude or different point of view. His aim at this period is
to make himself interesting and liked and also to mobilize the in
dividual’s ability to express himself to the worker. He must accept
his language, his modes of expression, his hostilities, and his likings,
in short lead the patient to understand from experience that he is
completely accepted. There is nothing new in this technique, I am
only expressing what social workers have done always, but I want to
point out that this in itself is not treatment. It is simply a means to
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an end. Through the constant crises the hostilities and antagonisms
of the other members of the family the worker must continue to ac
cept the patient if he desires to make any progress in treatment.
During this period which may last a long time the worker tries
only to lead the client on to talk more and more about himself and
when the worker is accepted by the client it is possible by an occa
sional query to begin to direct his thinking to why he does or feels a
certain way. Perhaps through this stage the client comes to feel
some desire to work out his own problems and the situation becomes
such as it was in the first group discussed. With other individuals
when the stage of emotional dependence is reached the worker has to
evaluate the situation and decide whether the client is capable of
doing much for himself or not. Possibly he cannot achieve complete
independence but in order to please the worker he can achieve enough
to comport himself more in accordance with the social organization.
An occasional suggestion at this point will be of value.
Social psychiatry shrinks somewhat from permitting an indi
vidual to become dependent and remain so. The establishment of
emotional independence is the ideal goal of treatment but in some
cases this goal cannot be obtained. The worker himself has to recog
nize reality here and not project his own perfectionistic standard
onto the client. With some people the goal may be the establishment
of a more healthy type of dependence, but this dependence is not
dependence for material things, but the development of the client’s
ability to live happily as a member of the social organization as long as
the emotional relationship to the worker is maintained. In this case the
worker reinforces the patient’s superego so that there is less evidence
of conflict between the instinctual forces of the id and the repressing
forces.
The aim of treatment in any casework situation is the solution by
the individual patient either totally or partially of his own conflicts,
for these conflicts are projected into his relationships with other
people and are not due to the latter’s relationships to him. The reso
lution of these conflicts is dependent on the emotional relationship
developed between the client and worker. That is, the worker him
self is the instrument used in the situation and it behooves us to take
some stock of this instrument. Just as the client projects his own
conflicts onto his environment so does the worker. He may and will
interpret a client’s conflict as if it were his own—possibly making
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an entirely different connotation than would the patient himself, and
will tend to see him reacting to a situation as the worker because of
his own childhood experiences would react to it. Herein lies the
extreme danger of interpretation—even the minimum of it. The
interpretation may be the projection of the worker’s own pf'oblems
rather than an objective analysis of what has happened to the patient.
As a result of the worker’s own childhood experiences he may tend
to take sides with one member of a family—with a man, with a
woman, with a child—and so see the problem as the result of the
misbehavior of another individual. This is seen frequently in social
casework with an alcoholic. The worker may side with the wife and
see her as an abused, hard working person, and seemingly be unable
to realize that the wife constantly may be stimulating her husband to
drink. Because of his own repressions the worker may be unable to
perceive certain mechanisms in a given situation, although these
mechanisms may be startlingly obvious to someone else. The
worker’s own needs, his suppressions and his conflicts—of whose
existence he is unconscious—constitute his blind sports which prevent
his seeing the patient’s problem in its true light and often force him
as an ideal one. These blind sports are responsible for more failures
to urge the solution he has found for his own problems on the client
in casework than is the so called uncooperative attitude of the client.
The knowledge of the limitations and defects of the individual worker
makes evident the value of close association with a group with whom
from time to time he may discuss freely the progress of the case.
This discussion will make apparent to him mechanisms and treatment
situations to which his own difficulties have made him blind.
Even with the aid of group discussion there are a number of
questions each one of us must ask ourselves—Why are we engaged
in social psychiatry ? Is it to flee the responsibility for our own con
flicts by working out those of others ? This is true to some extent
for all of us but if we recognize it as a motivation we will be more
inclined to let the patient do his own work. Is it to show our au
thority toward parents or the heads of families—the authority which
we longed to exhibit as children, but dared not and which we can
satisfy vicariously through forcing other adults to do as we want?
Is it to eradicate our own unconscious infantile unmoral desires by
setting up a standard to which other people must conform because
we have had to conform to it? We must put these and similar ques
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tions to ourselves from time to time and analyze our casework with
them in mind, lest an approach to a situation remain destructive
rather than constructive to the client.
Psychiatrists, clinical psychologists and social workers are all
practicing the same art—social psychiatry. Their techniques may
differ, but the end in view is the same—the attempted rehabilitation
of a maladjusted individual. In reality there is no difference in tech
nique for whatever techniques the individual worker may think he
uses the results are obtained through the emotional relationship de
veloped between himself and the client. The three main problems
of social casework whenever or by whomever practiced are:
1— how best can the worker develop a constructive type of emo
tional relationship with the client
2— how can this relationship when developed be utilized to the
best advantage of the client
3— what are the limitation and defects of the worker and how
can they best be rendered harmless to the client.
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VACATION WORK FOR CHILDREN IN GERMANY
ALICE SALOMON, M.D.
Berlin, Germany
At the time of school entrance, the children are examined by the
school doctor. They are then graded according to condition of
health. Certain children are immediately classed as “observation
children.” These children are examined frequently by the doctor;
all the other children are examined once or twice a year and then those
children in need of recuperative treatment are selected. The teachers
assist insofar as they are able to inform the doctor of observations
made in the classroom regarding the condition o 1 certain children.
The school welfare worker assists the doctor in pointing out un
suitable or disparaging home conditions of children, whose health
condition calls for special attention. Those children who have been
definitely selected by the school doctor for healing or recuperative
treatment are listed and brought to the notice of the Child Welfare
Board, which is the official board and centre for all child welfare
work.
The Child Welfare Board is responsible for carrying out the va
cation program in the first instance.
1. This Board has to make application to the railroad for railroad
tickets at reduced rates for all vacation children, on the basis of an
agreement between the railroad authorities and the child welfare au
thorities.
2. This Board, too, serves as a distributing centre for all vacation
children according to various aspects.
(a) In each case investigations are made the foundation for
cooperation with other agencies, social insurance, employers,
child’s parents, relatives, special funds, with a view of shar
ing expenses incurred.
(b) The children are distributed amongst the various institutions
according to the type of treatment recommended by the
doctor and according to the type of children as follows:
200
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I. (a) Recuperative treatment for certain age groups
(b) Recuperative treatment for certain denominational
groups
(c) Recuperative treatment for problem children
(d) Recuperative treatment for handicapped children:
1. blind
2. deaf and dumb
3. crippled
4. enuresis cases
5. mental defectives
II. (a) Medical treatment (sanatorium) for certain diseases:
1. heart diseases
2. tuberculosis
3. rickets
4. scrofulosis
5. kidney diseases and others
(b) Medical treatment for special age groups
(c) Each Child Welfare Board is responsible for setting up a
plan that takes into consideration all the transports within the
vacation program of their local district.
The public welfare organizations maintain a great number of
homes of their own. They also, however, make use of the private
homes, when placing the children under their care. The public wel
fare organization then carrying the costs of maintenance according
to rates agreed upon between the public welfare organizations and
the private institutions. These rates are generally somewhat lower
for public welfare bureaus than for individuals, because the private
institutions are aware that if the public welfare organizations place
children regularly with them, they need not fear that their accommo
dations will not be fully utilized. Those private homes, that are
continuously used by the communities, very often receive regular
subsidies from the communities, in the interest of maintaining good
sanitary conditions and providing the required educational facilities.
Since the public welfare boards are responsible for the supervision
of all the private homes, the welfare board only places children in
homes meeting the requirements. Private welfare organiza
tions who did pioneer work in this field of work, also maintain a
great number of institutions. Certain private welfare agencies are
exclusively concerned with handling fresh air work. One of the
largest Berlin organizations of this type is the “Berliner Verein fur
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Feriankolonian.” Most family welfare organizations will include a
certain amount of vacation work. These organizations take care of
their own cases; these are generally such that have already found
rejection within the public vacation program or who represent cases
that do not fall under the public health program, since all public
welfare work is necessarily limited. These organizations, however,
also apply to the Children’s Welfare Board for the grant of reduced
railway fares. The cost to the individual in the private homes varies
from 2-3 marks, it is sometimes a little more and sometimes less.
Only those private institutions that are maintained by organizations
representing certain professional groups or by members of a society
or club will have a certain number of free beds for members.
We have in Germany, various types of vacation centres.
During the W ar the idea of sending town children into the coun
try, because of the lack of proper food in the towns was propagated,
especially by a private organization called “Landaufenthalt fur
Stadtkinder.” After the W ar the medical authorities recommended
more and more, the value of regular fresh air treatment and also
change of air and surroundings for all children (town and country
alike). In view of the different therapeutic aims, home treatment
was recommended in preference to the placement of children with
families in the country, since the institutions offered more favorable
hygienic and padagogic influences.
More recently home treatment was found to be too expensive for
children not exactly in need of medical treatment or careful super
vision of their condition. For those children, who are merely sent on
a vacation for the good effect it has on their general development,
camp life was found to be sufficiently effective and much cheaper.
Here they live in barracks or in tents. These camps are able to
accommodate a great many children at comparatively little expense.
They are often made use of by schools, authorities who send out classes
with their respective teachers for a great many weeks at a time. In this
way the vacation work can be extended beyond the school holiday
periods. In Berlin very successful work has been carried on in these
camps, in connection with blind, mute, crippled, mentally defective,
kindergarten, and school children. In the case of these children, the
effects of fresh air and the influence of Nature are obviously bene
ficial, yet it is not always possible to accommodate them in special
vacational institutions, because of the expense this would incur.
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It may be seen that we have achieved centralization with regard
to the health examinations. It lies in the nature of the general or
ganization of our welfare work and its preeminently public character
that the distribution of the children and the handling of local trans
ports is to a large extent centralized with the local child welfare
boards.
The “Reicharbeitagemeinschaft fur Jugenderholungs-und Heilfdsorge” (National union for recreation and curative activities for
children) is an association having for its members, representatives
of the main organs of public and private welfare work in the country
—national, state, provincial and local authorities and private organi
zations. This organization has just recently been formed in exten
sion of the activities of the Verein “Landaufenthalt fur Stadtkinder,” the organization that had done pioneer work in this field
of work. Its formation was very similar to that of the just recently
formed national association. The Verein “Landaufenthalt fur
Stadtkinder” has now become a branch of the “Reichaarbeitagemeschaft fur J ugenderholungs-und Heilfursorge.” The handling
of transports within the Reich, has been centralized with this organiza
tion. It has local branches all over the country that report all con
templated local transports to the central office in Berlin. These
reports are compiled for the purpose of setting up a plan of all trans
ports within the country, taking as a basis the German railroad lines.
This plan is handed in to the railway authorities for approval. The
state railway authorities demand that a certain number of escorts
accompany each transport. The escorts are provided by the local
welfare organizations.
The centralized planning of all transports within vacation time
serves to promote endeavors along the line of nationalization of
physical effort and financial resources, for it is often possible to link
up several local transports along the main lines.
This organization also deserves credit for issuing a directory of
institutions for vacation children. The directory is a classified state
ment regarding geographic situation, climatic factors, healing quali
ties of the institution listed, and at once pointing out the general
character of the home; owner, number of beds, quality of personnel
medical treatment, sanitary advantages, etc. This directory is also
valuable from a statistical point of view, and proves useful in point
ing out, where adjustments should be made. At the same time the
Verein takes it upon itself to inspect all the institutions that are to
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be included in the directory and rejects all those that do not meet the
standard requirements regarding hygienic and educational conditions.
The Verein is at present also concerned with devising a standard form
that is to be filled out by school doctors and child welfare authorities
and which shall serve as a basis for the distribution of the children
according to the various aspects.
We hope that the rough outline of the organization of vacation
work in Germany that we have herewith tried to give will be helpful
to you for the promotion of your own work in the sense that you
mentioned.
We shall in future always be very glad to put the services of our
organizations at your disposal in any way that seems desirable to you.
We are therefore sending you a report of our work which may sug
gest to you possibilities of future cooperation between our organiza
tion and yours. Also you might like to have a copy of a guide, that
we originally prepared for the international conference in Paris.

PUTTING THE FINDINGS OF CHILD WELFARE
RESEARCH INTO THE PRACTICE OF SOCIAL
AGENCIES*
MAUD MORLOCK
Director of the Course in Child Welfare, School of Applied Social
Sciences, Western Reserve University, Cleveland, Ohio.
It was Dr. Cabot, I believe, who commented a few years ago that
social workers were doers rather than thinkers. Probably the Pro
gram Committee shared some such idea in suggesting this topic and
implying a need for a closer relation between knowledge and practice.
Social work has made great progress, emerging from a conception
of a friendly interest in people and a desire to alleviate immediate
symptoms to that of a profession concerned with the treatment of
causes and with a consciousness of inter-relationships in many kindred
fields. Dr. Deardorff at the 1928 Conference remarked, “Arousing
people to rise up and do something drastic is now less needed than
getting them to sit down and think hard about ways to secure steady
upward progress.” How can child welfare workers make sure that
they are keeping up with the best in their profession, that they are in
corporating into their work the necessary material from other fields
and that they are examining and analyzing what they are doing?
In the social field we should perhaps not minimize what has been
accomplished but should rather ask ourselves how we may foster
within social agencies more of a research spirit, more of an eagerness
for knowledge on the part of the worker. Social workers are more and
more recruited from the college ranks where the student has probably
had laboratory courses, using the scientific method. He has been
taught to observe systematically under known conditions, to record ac
curately, to analyze correctly, and to deduce with care. How can this
scientific method be fostered in a child welfare agency so that the
worker will bring to the task skill and, at the same time, much of hu
* Read before the National Conference of Social Work, Boston, Mass., June
1930.
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manness. Probably from the practical standpoint we still need to be
content with small beginnings. It will be some time before we may
expect a majority of social workers to be familiar with the statistical
method and with fundamental principles of social research. It will be
a long time before any but the larger agencies can have a research
worker. Even where such a person is employed I question whether
it is not better to have the spirit of research permeate the whole staff
than to have it limited to one individual. Under existing conditions
what are some of the methods that might be tried by any agency ?
Perhaps we shall all agree that if this happens there must be
trained leadership in the executive and supervisor. In proportion
as those responsible for policies set the tone of the organization, a staff
will follow. An executive who has no interest in new books, who
does not attend professional meetings, who does not grasp oppor
tunities for supplementing his training, can hardly expect a staff
to be alert along these lines. If he is not convinced of the need
of adequate records, or if he is willing that valuable material be
buried in the files for eternity, his staff will probably not be fired
with zest to weigh and evaluate their practice. Equally important
with trained leadership in the executive is the selection of a staff
equipped with the proper knowledge and with such personality traits
as are essential for the performance of social work.
The supervisor in many agencies has become a key person. No
longer is she thought of as the individual who checks on the activities
of the younger worker. She is the field instructor, capable and trained
to do a teaching job in the field of child welfare. In medicine, Dr.
Osier found that students could learn far more on certain subjects
at the bedside than in the classroom at the medical school. In social
work many things can best be learned on the job if conditions are
conducive to the learning processes. The supervisor if she is a real
teacher can do more than any one else to stimulate a thoughtful ap
proach on the part of the visitor. She has the opportunity to make
sure that the student is not only treating immediate symptoms, but
also sees the significant underlying factors and their inter-relation
ships. Through her guidance this experience in the field may become
an educational one, building up the sum total of knowledge in child
welfare work. Not long ago a young visitor was complimenting her
supervisor because of wise teaching methods. She said that she had
been working with a problem boy whose difficulty was not being
solved. She knew she was failing and expressed her discouragement
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to her supervisor whose first question was “What do you know about
adolescence ?” The visitor was immediately challenged. She knew
there was much written on that subject but it had never occurred to
her to think of her particular boy in terms of the whole experience
and knowledge of adolescence. Step by step this supervisor is stimu
lating the thought of this visitor, giving her vision of the breadth of
social work and of its interweaving with many fields. I remember
another worker who had only a brief experience in social work yet
knew the types of cases she was handling. She knew how many
widowers were included in her case load and the number of deserters
and the health problems. While mere classification may avail little, a
beginning is made if the recurrence of significant types of problems
is recognized and if the visitor then sets for herself the task of finding
cut what is already known along these lines.
The wise supervisor is always alert to special interests on the part
of those whom she is directing. Through the project method much of
the research spirit may be stimulated. One student working in a
settlement took little interest in his course in case work until he began
to study the gangs operating in his immediate neighborhood. Through
this research his interest was immediately challenged and he became
vitally interested in the individual child and in the case method ap
proach to him. Another group of young workers was interested in vo
cational guidance. Through a study of their own methods these work
ers awakened an entire staff to this particular need. It is difficult to
measure the influence which such a ball set rolling may have. It
seems to me that every agency may have certain projects or experi
ments constantly under way. Not only will this method bring certain
valuable practical information but it will carry over as an approach
to other pieces of work. I have found among our students that if we
can capitalize the individual interest, a simple project sometimes leads
to a desire to do a more extended piece of research. We should not
forget, either, that to give credit where credit is due does much to
stimulate other workers and to inspire the worker concerned to repeat
the process in a new direction. Recently I heard a young worker
comment enthusiastically about her agency, “They never fail to ex
press appreciation when a satisfactory piece of work has been accom
plished.”
It seems to me that the evaluation study being made by the Boston
Children’s Aid Society might well be copied elsewhere. As I under
stand the plan, when the situation is ready for closing, all those inter
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ested in the particular child meet for a conference. Certain challenging
questions are then asked among themselves, such as, what were the
objectives of treatment when this child was accepted? Were the
objectives later changed? Did the agency finally arrive at the ob
jectives, if not, why not? This method, which has been followed now
for many months and on which a careful record is being kept, should
not only contribute to their own technique but it should add to our
fund of knowledge of child welfare. It illustrates, too, how experi
ments by one organization should be shared with other professional
workers.
We have all attended staff meetings that were dreary, routinised
affairs, yet they can be made vital if enough thought is given to the
program. Relationships can be established with psychologists, physi
cians, and attorneys, so that material can be brought in from other
fields. Committees can present special reports.
Not only can projects be planned within an agency but workers
of different agencies may sometimes combine on a project of wider
community interest. This year in Cleveland some of us felt that new
life should be injected into the programs of the Illegitimacy Confer
ence and that the members might be aroused to talk in terms of facts
and practice rather than theory, if an objective study could be made
of records. With busy people, nothing elaborate could be attempted,
but four committees were appointed, each to study twenty-five records
on a certain phase of the problem. On this basis a program was
then planned by each committee for a single meeting. Such an at
tempt cannot be dignified by the name of research, but certainly it
did much to stimulate thoughtfulness and objectivity on the part of
the members of the committee. The same Conference, a few years
ago, made a study of the adoption situation in Cleveland.
We have sometimes been startled by the question: “Do social work
ers read ?” I wonder whether it is the practice of child welfare workers
when confronted by a difficult behavior problem to search the litera
ture for assistance on this particular subject. I remember going into
the office of an orthopedist and seeing four books open on his desk,
all with pictures of feet. He was planning an operation where condi
tions in this instance, if the usual type of operation were performed,
would mean that the patient would always need to have shoes made
to order. So he was consulting the literature in his field to see
whether he could find a more efficient method, both skillful and yet
practical. Reading makes available the newest in research for even

M. Morlock

209

the isolated rural worker. For the larger staff, a well-stocked library
and the arrival of new books offers its own temptation. I have won
dered whether we could stimulate reading among new workers, by
assisting them to prepare bibliographies on a few of their intensive
cases. It would be interesting to build up such a reading list on even
one case to which a worker is giving intensive treatment. Sir William
Osier once said, “To study the phenomena of diseases without books
is to sail an uncharted sea, while to study books without patients is
not to go to sea at all.”
For the agency located in cities where there are schools of social
work, the problem of professional courses to meet the needs of work
ers should be a simple one. They may be a part of the regular curric
ulum or they may be definitely planned to give the worker who has
long been in the field an opportunity to brush up. These have some
times been aptly called “refresher” courses. The institute idea seems
to be popular. Agencies can arrange for sessions with a trained
leader for a day or more. For workers who possess an adequate
background, such a plan offers much in the way of inspiration and
progressive thinking. Some of the State Conferences of Social Work
offer brief courses on definite subjects a few days before the regular
sessions begin.
It is evident that professional social work needs to keep close to
the school of social work and to the university, but it is equally true
that the schools need to keep in vital touch with those who are having
actual contact with clients. Would it not be possible for some child
welfare organization, located where there are facilities, to have at
least one committee that would try to make a contribution over a
period of months, or perhaps years, along some particular line, show
ing us by a concrete demonstration just how the needed connection
may be maintained between knowledge and practice? On this com
mittee both teachers and practitioners would be represented. By free
discussion, methods could be devised and experiments tried.
The discussion thus far has presented practical, perhaps too
simple, methods of stimulating the analytical attitude. Most com
munities are not yet ready to devote a part of charitable contributions
to research. We should not forget, however, that there are founda
tions with funds available to help us with some of these problems if
we could but challenge their interest. Funds are needed not only for
research itself but also for the publication of material which might
from time to time become available. Much of what we are doing
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needs study. Unfortunately many child welfare workers are so busy
doing, that little energy is left for thinking. Then too, it is almost
impossible frequently to locate material for the study of particular
problems. A hospital which I visited not long ago had a file in which
could be located instantly all the cases, classified as to type, that were
ever known to the hospital. It was for the convenience of doctors in
terested in research. Not only are we in social work still in our
infancy as regards recording but we are unable to put our fingers on
such material as we have. It reminds me of a store kept by a certain
maiden lady where, when you asked for an article, you invariably
received the reply, “Yes, I am sure I have that somewhere.”
We agree that we are in a profession that offers a lifetime oppor
tunity for growth. We all need to be ready to abandon old concepts
and to be receptive to new ideas and methods. Such a concept of
child welfare is dynamic. We need the spirit of research, we need
in the agencies, staffs with imagination, with an exploring spirit, with
a zeal for truth and with a zest for knowledge that is never quenched.
In no single relation of life does the general practitioner show a
more illiberal spirit than in the treatment of himself. I do not refer
so much to careless habits of living, to lack of routine in work, or to
failure to pay due attention to the business side of the profession—
sins which so easily beset him—but I would speak of his failure to
realize first, the need of a lifelong progressive personal training, and
secondly, the danger lest in the stress of practice he sacrifice that most
precious of all possessions, his mental independence. Medicine is a
most difficult art to acquire. All the college can do is to teach the
student principles, based on facts in science, and give him good meth
ods of work. These simply start him in the right direction, they do
not make him a good pratitioner—that is his own affair. To master
the art requires sustained effort, like the bird’s flight which depends
on the incessant action of the wings, but this sustained effort is so
hard that many give up the struggle in despair.
OSLER ACQUANIMITAS.

THE SOCIAL VIEWPOINT AND THE LEGAL AID
CLINIC*
JOHN S. BRADWAY
Secretary, The National Association of Legal Aid Organizations
Los Angeles, California
The purpose of this paper is to discuss a certain experiment now
in operation at the Law School of the University of Southern Cali
fornia, which has as one of its objectives the development in law
students of a social viewpoint. I ask you to consider (1st) the rela
tionship between the fields of law and social work; (2ndly) the gulf
between; (3rdly) the efforts that are being made to bridge that gulf.
At the end, I shall read you some comments written by the students in
the Law School after they had taken the course for the first time.
I presume you may take for granted the fact that legal and social
machinery is set up for the purpose of solving human problems. It
follows that coordination between legal machinery and social ma
chinery will help us to solve these human problems which do not lie
exclusively in one field or the other. Of recent years there has been
a movement in this direction of coordination. From the legal side
men like Roscoe Pound and Judge Cardozo have insisted that the
law was but one form of social control, and that the law and social
agencies should work more closely together. From the social work
side men like George W. Kirchway, Robert W. Kelso and others
have made closer contacts an important study in their field of en
deavor. Finally, when it became apparent that some special attention
should be given to it, the National Association of Legal Aid Organ
ization actively engaged in promoting a better understanding between
lawyers and social workers with the thought that thereby the com
munity will benefit.
As one studies the two fields of law and social work, the first
striking characteristic of each is that it has not been related to the
* Read before the California Conference of Social Work, Santa Barbara, Cal.,
May, 1930.
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other, and that both cooperate less than is perhaps desirable for the
welfare of the community. In explanation of this divergent opinion
we may suggest that while ultimately both groups are working for
the public welfare, yet each has certain characteristics which tend to
differentiate it from the other. The lawyer thinks largely in terms
of rules. The social worker does not. The lawyer has a definite ob
jective in his search for justice which is the result the court allows
him. The social worker is more concerned with a continued treat
ment. The lawyer thinks in terms of legal compulsion; the social
worker in terms of many forms of social control of which compulsion
is probably the last. The lawyer tends to see the legal phases of his
client’s problems—the social worker tends to look upon the individual
as a whole with reference to the community as a whole. Some years
ago, when the National Association of Legal Aid Organizations real
ized that its two neighbors—the lawyers and the social workers—
were thus separated, it set on foot a program by which it was hoped
a more cordial relationship might be established. This program con
sisted first of developing certain literature on the subject; second, of
certain discussions, institutes and papers at the National Conference
of Social Work and at various state conferences. Finally, the pro
gram included definite courses in schools of social work and definite
courses in schools of law.
At the outset, the legal aid group realized that any attempt to make
a lawyer out of a social worker or a social worker out of a lawyer
was unreasonable. However, the presence of the intermediate field
of legal aid seemed to give a neutral ground on which both lawyers
and social workers might meet to discuss the problems of their clients
which do not lie exclusively in either field. Viewed from this stand
point, the field of legal aid work lies between the field of law and the
field of social work, and comprises the efforts that are being made,
first, to handle exclusively legal problems for poor persons and, sec
ond, to handle the legal phases of problems which have social, medical
and economic factors as well. In this second phase of its work, the
legal aid group is fundamentally interested in coordination and
cooperation.
As the program developed, courses in schools of social work are
now being given at the Pennsylvania School of Social and Health
Work, at Fordham University in New York City, at Western Reserve
in Cleveland, Ohio, and at Loyola University in Chicago. At the
present time institutes on the subject have been given at state confer
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ences in Pennsylvania, Illinois and Missouri, and will be given at
Minnesota and Ohio during the present year.
Our immediate concern, however, is with the work that is being
done in the legal field. Let us consider briefly the organization of a
community to handle its legal work. From the standpoint of social
work, law is a preventive agency. In other words, if the machinery
of the law functions and individuals secure justice according to law,
there will be fewer persons coming to relief agencies for food, cloth
ing and shelter. The laborer who recovers his wages with speed and
without expense or complicated legal machinery is able to maintain
his family on a self-supporting basis. The woman deserted by her
husband who can get some support from him for herself and her
children through the agency of the law is able to carry on her work.
There are a multitude of examples of this sort. It is fair to say that
the law is a preventive agency when viewed from the standpoint of
the relief agency in the field of social work.
In this field of prevention, the legal profession itself is the first
line of defense. Each lawyer handles cases, solves problems and
keeps the machinery of the law moving. Many cases are adjusted
in lawyers’ offices. In the event that special treatment is necessary,
we come to the second line of defense—the regular court system
where more difficult problems are taken care of. There are types
of problems that arise in such volume that it is unsatisfactory to care
for them in the regular courts, and consequently specialized courts
are set up and along with them, administrative tribunals to make the
law work effectively in certain particular types of cases. In this
group we find the small claims court, the domestic relations court,
the juvenile court, the industrial accident commission, the labor com
missioner, the real estate commission, and similar agencies. There
are a great many cases, however, which slip through all three of
these lines of defense, and because of the nature of the individual
applicant are likely to be overlooked by the community unless a spe
cial agency is set up to take care of them. The requirements of this
special agency are, first, that it be a law office; second, that it be de
signed primarily for persons who cannot afford to pay a fee, and,
third, that outside of these two requirements its jurisdiction be suffi
ciently flexible to enable it to handle all types of cases that are not
handed by other legal organizations and at the same time cooperate
freely with other groups in the community that are also engaged in
the general task of social control.
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In response to this necessity there arose the legal aid society. The
first definite legal aid organization that we know of came into being
in New York City in the year 1876. In that year it handled 212
cases, and it cost the community a thousand dollars to operate it.
Today, there are throughout the United States some eighty organ
izations doing legal aid work of one sort or another. These agencies
handle approximately 175,000 cases a year and the community spends
approximately $450,000 a year to maintain them. The average cost
per case is four or five dollars. It is more economical for a com
munity to set up a legal aid organization to handle cases at that figure
as a preventive measure than it is to wait until the individual and
perhaps his family are in destitute circumstances, and must come to
a relief agency for aid that costs perhaps many times four or five
dollars before the family is again readjusted.
Taking our situation one step further, we come to the point of
inquiring how we are to staff these agencies that perform such a
distinctive service in the field of social control. Obviously, there
must be places where prospective members of the staffs can be trained.
It is clear that most of the staff must be members of the legal profes
sion and consequently the law school is the organization to which we
will look for leadership in providing us with a suitable supply.
It is gratifying to realize that the law schools in the United States
have seen this need, and as a part of the general program of raising
professional standards are now gradually developing a series of
courses by which they train law students to see the social implications
of rules of law, and give them some practical experience in handling
legal aid problems. The particular type of legal aid society which
accomplishes this purpose is known as the “legal aid clinic” ; the
analogy to the medical clinic is not perfect, but it is nearly enough
correct for our purposes here.
I propose to discuss here something of the work of the Southern
California Legal Aid Clinic, which is operated in connection with
the Law School of the University of Southern California. There is
no opportunity here for an extended discussion of its history or
method of operation. Perhaps, it is sufficient to say that the Presi
dent of this Conference, who is also Dean of the Law School of the
University of Southern California, Justin Miller, developed the idea
of a clinic and arranged to have it organized on the one hand as a
law school course which is required of all men taking the law school
work during their third year. On the other hand, it was organized
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as a corporation, not for profit, so that a group of interested persons
in the community might have this vehicle for expressing their in
terest in the work, making the necessary contacts with the com
munity, developing a philosophy toward the idea, and assisting in
raising the money necessary for expenses.
This organization has been in operation since the fifteenth of
September, 1929. It handled in the eight months of the academic
year, 1019 cases, and at the present time about ninety-five students
have taken the course. A regular law office is maintained in the Law
School Building in Los Angeles, and there between 1:30 and 3 :30
every afternoon and on Wednesday evening between 6 :30 and 7 :30
clients present themselves with their problems and receive advice,
and if necessary aid in court.
This is perhaps no place for a detailed discussion of the me
chanics of the organization. Probably, it will be sufficient at this
point to discuss certain of the results of the course as shown by the
answers given by the students themselves in an examination. The
students were asked what they learned in the course, and the follow
ing collection of quotations will give you some idea of the impres
sion made in this direction.
“I have come back to law with a feeling of great pleasure in its
practical character. Having been dealing with philosophy, which
has no direct point of entry into real everyday life, it gives one a
great feeling of satisfaction that one’s efforts do have a bearing upon
practical affairs and upon community progress. Law seems to be a
field where theoretical or philosophical values can be brought down
to earth, tested and discarded, or adopted and built into practical
policy. There seems to be need for a great deal of work to be done
in bringing the field of law into a better adjustment to our ideals.
“The connection of legal clinic work with social work has opened
up a new field to my imagination. To be able to get a bird’s-eye view
of the social worker’s field will be of value.”
“In the clinic and in the course of my work in the same for the
past six months, I have learned:—
1. That the Legal Aid Clinic fulfills a definite social need; that it
is sound in its conception, and practical in its functioning; that as a
member and in conjunction with the National Association of Legal
Aid Organizations it is devoted to a high purpose and is daily accom
plishing a work of the greatest sociological significance in the field
of law and the poor.
2. That the great business of bringing justice to the poor is often
as difficult as it is noble of purpose; that it is not only worthy of,
but demands our best effort.
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3. That was the average legal aid client wants is practical justice
and not a brief on his technical legal rights, and that the former often,
nay generally, requires a practical knowledge and experience of
things not found in law books exclusively; i.e., I have learned that
legal aid work is tied up intimately with sociology, and that the law
yer in order to give the client the aid which is really needed must be
acquainted with a host of things outside of technical law.
4. That a large proportion of the persons who apply to the clinic
are not proper legal aid clients or have not meritorious cases.
5. That one must never, never take any definite legal step commiting the clinic or the case on the strength of the clients story. No
matter how truthful he seems, or how airtight the case appears from
his or her statement, always investigate and check up on the facts;
without meaning to, clients give you only their side of the case, it is
for you to find out what the other side of the picture is; and rest
assured there is another side, one that will often surprise if not dis
may you.”
“I do not think it would be amiss here to mention the very inter
esting psychological studies which several of my clients offered. It
seems to me that the Law and the field of Psychology are very closely
related, and that some mention of the latter can be made in a discus
sion of the former. One of the gentlemen whom I interviewed was
quite obviously able to pay an attorney’s fee, but very desirous of
getting ‘something for nothing.’ Another was in plain language a
‘liar’ and a rather poor one at that. One or two of the people inter
viewed wished to escape from legally contracted debts and were quite
disturbed when told that they had no legal ‘loop hole.’ ”
“That many of the cases which come into the legal clinic are
either hopeless or involves family quarrels, and therefore it is very
important that opinions regarding the outcome of these matters be
reserved until the student who has made the interview is in posses
sion of all the facts.
“That the Legal Aid Clinic affords a place wherein the student
has an opportunity to apply the substantive law which he has learned
in his other law school courses and therefore is given an opportunity
to coordinate the law in the books with the law in action.
“That there is a very marked connection between social aid
and legal aid work, and each in its respective way is of no little
importance to the community.”
“Before ever making up their minds to call at the Clinic offices,
the clients seem to have worked up quite a bit of feeling against their
intended legal foes. In addition, the clients have already justified
their own positions, and usually have fortified themselves with the
approving advice of miscellaneous persons. Such advice was con
spicuous in one case: the lady client brought along her gentleman
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friend, a man about twenty years older than the writer, and he told
the writer what the law was at every pause in the lady’s narration
of her case. In view of this state of mind, the clients are strangely
susceptible to guidance by the attorney. It is obvious that an attorney
is a little looked up to by the average client who comes to the
Clinic, and it would almost seem that the client watches the attorney
for a cue as to what line of conduct to pursue, for better or worse.
“In many cases it would be a simple matter for an attorney find
ing the client in such an unstable condition to suggest and effect a
situation wherein the client might swear to exaggerations if not
worse. No doubt a crooked lawyer can find sufficient allies among
his clients to keep himself in trouble.
“In one instance a very brief conversation effected in a young
woman hairdresser a change of plan, beginning with an idea of per
sonal bankruptcy to avoid doctor’s bills, and ending in a program of
monthly payments of five dollars.
“It is regretted that twelve clients were not enough to teach the
writer how to bridge over that appalling vacancy of mind which
seems to occur in spite of one’s best efforts just at the moment when
a lawyer should ‘do his stuff’; that moment when the client’s rapid
flow of words suddenly stops and she asks,
‘Does my husband have to sign this deed to the lot in
Arizona when I’ve supported the children in Los Angeles for
two years and better ?’
“Students listening to the client’s story have the same diffi
culty digging out facts from sweeping conclusions that the professors
encounter in extracting from law students the ratio decidendae of
old English opinions. Apparently, it is true, but of this the writer
is not at all sure, that clients will put up with rather sharp interrup
tions and blunt questions from the attorney. In one case a lady who
continually interrupted her grown son’s narration of the case was
admonished to remain silent or stay outside in the waiting room.
She kept quiet after that for a little while.
“An amusing as well as instructive case was that of an attractive
widow of about forty-five years who explained at the receiving door
of the Clinic that she desired advice concerning a pre-nuptial contract
to guarantee to her that the children of her husband-to-be should not
inherit more property than said husband-to-be had promised her
would be the fact. She half way apologized for coming to a free
clinic, but explained that she understood the students were after
experience and she thought experience along the lines developed in
her situation might be valuable.”
“From the time I first made up my mind to study law, to my
senior year in law school, I had absolutely no idea of just what the
problems and difficulties were of an attorney at law. Of course, I
had read in text and case books what attorneys had done in particular
situations; but never had I the opportunity to acquaint myself with
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the practical problems that confront the practicing attorney. Since
the installation of a clinic in this university, I have been brought face
to face with the problems, difficulties, and entanglements that are
encountered by both attorneys and clients in their everyday life.
“Passing from the generalities to the more specific things that I
have learned in the clinic, I am cognizant of the position the attorney
at law holds in the present day life of every layman. I have learned
that an attorney’s office is a fort where people either come for protec
tion or aid in order to gain a judicial objective; that an attorney is
not a personage who people come to chat with in order to pass the
time away; but that people who do visit an attorney come with a fixed
purpose in mind. The purpose may be of trivial significance or of
great importance; but no matter what the degree of purpose may be,
the attorney is looked upon as a benefactor.”
“The second thing I learned is that there is a special class of
persons who patronize a legal clinic. They are peculiar only to the
Legal Clinic and were it not for this work, I might never know such
a class existed. People might be ashamed to go to a private attorney
even though they might be able to afford it, but they will express
strange desires, often hidden and sinister, to a free legal aid clinic.
Being composed of a class that the average attorney seldom, if ever,
meets, I welcomed the opportunity to do so.
“The third thing I learned is perhaps the most important. Most
of the applicants really need and ought to be given free legal aid.
The average attorney never has this in mind except in a very vague
way. Never having close contact with such people day after day as
is the case in the Legal Clinic, the attorney does not appreciate it. I
have learned through this course to appreciate that there is an un
desirable social condition and that through the Legal Clinic a prac
tical remedy is afforded.”
“This leads me to say, however, that probably the most important
asset to my training that the Legal Clinic contributed was the close
touch with human nature of a certain kind I would never have re
ceived elsewhere. To hear those terrible stories to visit those clients
in the sick room, and to try to minister law, diplomacy, and above all
the milk of human kindness, was an experience I have never had be
fore and shall never forget. Not being at all of the social welfare
worker type, I nevertheless saw, heeded, and formed ideas entirely
new concerning the good accomplished by the Legal Aid Clinic. Espe
cially was this apparent in my last case, and one which I intend to
carry on into the next semester, wherein an employee of the American
Railway Express in Los Angeles has had his wages garnished by
virtue of two civil suits in a Kansas City, Missouri court. The ques
tion of the jurisdiction of those courts over his wages in California
is still an open one and one with which the Legal Aid Clinic in Kan
sas City is working at the present time. But aside from the substan
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tive law involved, the thing which impressed me most was the fact
that the results obtained by wiring the Clinic in Kansas City for aid
in the case were far more successful and immediate than if we had
employed any other means. By a short trip to the Southern Cali
fornia Legal Aid Clinic our client has received quicker results and
we hope more pleasing results, than if he had walked into one of
the firms down-town and put five hundred dollars on the table and
told them to go to it.”
“From interviewing the client I have learned: Not to let my sym
pathy for the client run away with my better judgment, and either
by word or manner indicate to such client that we can solve his prob
lem for him when from the facts the situation seems rather hopeless.
By this I mean that when a client comes in with a story which appeals
to my sympathy and yet I realize that it is a case in which there is no
legal remedy, in kindness to the client I think it is best and fairest to
him to tell him that there is nothing I can do for him by way of legal
aid, and not to hold out any hope of relief which I know he cannot
get. That a great many of the clients want to tell their troubles to
some one and be assured that what they have done is all right.”
“I must confess that I gave little thought to the ever-present
problem of legal aid for the poor. I did not realize that court costs
and attorney’s fees constituted a barrier between justice and the poor,
and that the problem was real and not merely imaginative. One
semester in the clinic, in fact my first interview with a client, gave me
to understand that people having real troubles were in need of legal
aid, and could not get it because they could not afford to pay an
attorney.
“As the client poured out her heart to me, I realized for the first
time the position the lawyer has in the life of society; that he is a
receptacle for the confidences of his clients, and that he is one who is
sought to help people out of difficulties. It was with real pleasure
and with a spirit of helpfulness, that I undertook to aid the clients
who interviewed me.”
“My last case requiring outside work made necessary the de
termination of whether or not an affidavit giving consent to the ap
pointment of a guardian was necessary, when the child’s father was
still alive. I went to see Miss Bishoff in Dept. 1 of the Superior
Court and there was informed that all the court was in the habit of
requiring was a written consent, and that acknowledgment was not
necessary.”
“Experience in meeting two parties desiring a divorce and making
an effort to effect a reconciliation.”
“Three outstanding bits of practical information were acquired.
One of these was that ambulance chasers do operate within the law.

220

Social Viewpoint

The chaser himself may or may not be law trained; he is never a
member of the bar. The business transacted with him is evidenced
by a carefully drawn, written contract. He employs an attorney who
would not ambulance chase for the world, but who takes a case pre
sented to him and prosecutes it. Maybe swinging doors alone sepa
rate the two offices, but the law cannot seem to pass even the swinging
door.
“The operation of easy credit stores also came under the writer’s
attention. It was an agreeable surprise to learn that, as a rule the
practices of these establishments, although sharp, are legitimate.
Many banks are no more exacting than the easy credit store. If the
purchaser and guarantor are made to understand, before the contract
is signed, what liability each assumes, no great criticism can be made
of them.
“The law pertaining to annulment of marriages, both substantive
and procedural, together with the technique of interviewing witnesses
and gathering prospective evidence, was a problem met. This paper
is not meant to contain a dangerously short statement of the law of
annulments, but it is interesting to note that Dunphy v. Dunphy is,
apparently, the only California case in which mental unsoundness was
made the basis of a complaint to annul a marriage.”
“That a large number of the applicants will fabricate. Possibly,
there is even a presumption that applicants will either lie or at least
indulge in extreme exaggerations.
“That it is often a time and money saving step if the ‘other’ party,
or his or her attorney is interviewed.
“That a compromise is usually more successful than litigation;
the courts should be a last resort.
“Clients want immediate relief (usually within the hour). They
just don’t seem interested in listening to a theoretical treatise on the
nature and history of the judicial process (with all apologies to Judge
Cardozo).
“For every wrong there is not a legal remedy. This should be
clearly impressed upon the wide-eyed applicant. However, it should
be remembered that often the best relief is a suit of clothes, a cup of
coffee and a doughnut. The Salvation Army is still operating and so
are a hundred kindred organizations. Their telephone numbers are
within arm’s length of your desk, and it involves no questions of
pleading, court fees, or ‘res ipsa loquitor’ to obtain the desired relief.
“Sometimes the client doesn’t actually expect relief. He or she
wants someone to confide on. A long story, short ‘boo hoo’ to the
accompaniment of a few tear drops and it’s all over. It costs the
clinic no money, causes you little trouble, and someone is made
happy.
“If you learn no other portion of the substantive law but Domes
tic Relations, you are equipped for a majority of the cases, for the
clinic is a quiet harbor to many a weary ship of matrimony, and lifepreserver to its ‘Captain’ or ‘First Mate’ as the case may be.”
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“As an example of this, let me cite to you my experience in the
case I am now handling, which is a contested divorce action, involv
ing the custody of children. From my experience with the case (and
it is by no means over) I have learned many of the little ‘quirks’ re
ferred to above. I have had to prepare an answer and cross com
plaint, make out an affidavit for custody of the children, and make
out an affidavit showing the necessity for an early trial. I con
template that this trial in all probability will not occur for several
months, and in such a case, I shall have to again ask for custody of
the children based on an affidavit of new facts found. I am going
to have to take a deposition of an important witness residing in
Arizona, and also interview a dozen or more witnesses living here
in the city. Then will come the trial brief and the actual trial (bar
ring unforeseen difficulties presented by the other side.) I feel sure
that I will be thoroughly cognizant of the procedural methods relating
to these various steps, and the little things that I am learning now
will undoubtedly be of great benefit to me when I am out on my
own in actual practice.”
“Experience in the course has also taught me that it pays to fol
low up a case immediately. Not only did I find this more advan
tageous to myself, but also that the client seemed to be the more
pleased, and though in the end I was unable to render him or her any
actual assistance, many thanks were lavished upon me for the interest
I had taken, principally through tackling the problem immediately,
and not letting up until I had gone as far as I could, considering the
nature of the case.
“To cite an example: A case which I received in my first day in
the clinic seemed to me to require immediate attention. A young
lady was having her trunk held under a lien for rent. The adverse
party was within his rights, but at the same time he was taking ad
vantage of the young lady, morally speaking. I did not wait until
even the next day, but held the young lady in the clinic office until
clinic hours were over, and then took her in my car to see her land
lord. There, I succeeded in getting her trunk released under a com
promise payment. (The rent claimed was rent in advance.) She
thanked me kindly. I then drove her home where I met her brother
who was a reporter for the Examiner, and he too thanked me, and
asked me all sorts of questions regarding the clinic, in order that, as
he said, he might write up a story on the good work being done by
the clinic.
“I found it to my own advantage to follow up the case and get it
closed, and so relieve my mind from wondering or worrying about it.”
I submit that these answers mean something definite.
The technique of this sort of training has not been developed as
fully as it will be later on. However, it is clear that the students have
been thinking of law as a form of social control. The human aspect
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of the problem is apparent to them. They are beginning to think
about themselves as a means whereby justic according to law may be
made available to the man in the street.
The other courses in the law school are designed to make them
good lawyers, expert in the scholarly departments of the profession,
able in argument with a tough mental fibre capable of coping with
the most profound and complex of human difficulties. This course
trains them to see the problems of legal ethics in a practical sense.
It encourages them to seek a social viewpoint. It gives them a chance
to become better citizens. As they go out from a course of this kind
into general practice, they have a fair chance of being interested in
the field of legal aid work and the joint field of legal-social problems.
Some of them morally, some financially, and others by personal serv
ice will advance the field of legal aid, and through it will improve the
administration of justice.
The students are learning that legal aid work is the vehicle through
which the natural altruistic desire for public service on the part of
the legal profession may be made manifest to the community.

EDITORIAL
Mental Hygiene
The fact that almost 4,000 persons registered at the First Inter
national Congress on Mental Hygiene, which was held in Washington,
D. C., last May, indicates the widespread interest in this subject
which might be defined as an effort to discipline and strengthen the
mind, and to cultivate its constructive potentialities, so that they may
be developed into helpful realities and an understanding personality.
Its objective is the greater happiness and efficiency of the individual
and its larger and ultimate goal, the mental betterment and evolution
of the race, which is the admitted or unadmitted ideal of us all.
When it is realized that there are more patients in mental hospitals
than there are in all the general hospitals, at any one time, in the
country, and that most mental hospitals are at all times so over
crowded that many new cases are denied admission, and the rightful
chance to recover, it will be readily seen the extent and importance
of this problem which faces Mental Hygiene. This fact is even more
obvious when it is realized that approximately one person out of
every twenty-two in the population becomes a patient in a mental
hospital at some time during his or her life time. The problems
involved in the proper care of the mentally-ill and the feeble-minded
consume so much of the time of the Mental Hygienist, that it is
important to note that even convincing statistics and the study of
records shows the fallacy of attempting to solve these urgent needs
by simply building more institutions and being content with satisfac
tory custodial care. Even more important than institutional treat
ment are the possibilities of prevention of both disease and defect of
the mind or its related organs.
Mental Hygiene has found its most promising field in childhood,
for it has been concluded without dispute that many and in fact the
majority of these mentally unbalanced conditions are the result of
mishandling in childhood and, therefore, the specialist who under
stands the workings of the mind is becoming more and more an
intrinsic part of every hospital set-up, for it is realized that there are
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possibly no physical complaints which do not have definite mental
bearings, and it is further realized that there is hardly a case which
comes under the scrutiny of a social worker which does not involve
an emotional situation which has to be solved, if the problem on hand
is to be adequately handled. Thus, Mental Hygiene finds as its most
helpful agent the social worker who is the liaison officer between the
specialist and the family.
J ames L. M cCartney, M.D.

Light in Shadowed Lives—The Sight-Saving Class
ALICE F. LOOMIS
American Child Health Association, New York, N.Y.
Among the millions of children attending our public schools there
are some tens of thousands who have such poor eyesight that even
with properly fitted glasses they cannot see and cannot hope to see
well enough to go through school in the usual way. There are others
suffering from progressive eye diseases who could only do so at the
expense of ruined eyes or eyes seriously impaired. What are such
children to do to secure an education ?
In recent years, in a few places, special sight-saving classes have
been organized. The number is growing rapidly and at the end of
1929, 350, distributed in 95 cities and 21 states, could be counted.
But this number seems a mere drop in the bucket when we learn that
approximately 3,650 such classes are needed to accommodate the
children who should have this special care.
This crying need is being made the chief concern of the Sub
Committee on the Blind and Visually Handicapped of the White
House Conference on Child Health and Protection, on which the
National Society for the Prevention of Blindness is actively repre
sented, and we may expect a stimulus to the movement through their
studies and reports.
What are sight-saving classes and why are they so few?
The fundamental problems in sight-saving classes are to save the
residue of sight in each child in the class, and to keep him on the
same educational level as other children of his age in the regular
classes.
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There are two types of sight-saving class.
In the first, the children remain through their school life as a
segregated group. In the other, they are thrown as much as possible
with the normal children of their age. They go to the regular grades
for oral work, physical education, or rote singing, returning to the
special class for any work requiring concentrated use of the eyes.
The latter type of class is growing in favor since it tends to throw
the children more nearly into normal life.
Since each child is an individual problem the classes must neces
sarily be small and as one class usually serves a whole school or
perhaps a whole neighborhood the pupils are of all ages.
Though the methods of conducting sight-saving classes are con
stantly being revised and improved there are certain conditions and
certain equipment which are fundamental: sufficient light for every
child; absence of glare from blackboards, desk tops, walls, or books;
adjustable seats and desks; typewriters with large size type, and
books printed in 24 point or larger type.
The children are given enough “book knowledge” to supply them
with an educational foundation, but no effort is made to encourage in
them a love of reading, which in later life could never be safely
indulged. Throughout their school career they are being taught how
to adapt themselves to their limitations, and how to care for their
sight after they leave school. To a certain extent the schools are
pre-vocational, and experiments are being tried in making a truly
vocational junior high school for children handicapped through poor
vision. In Detroit and Cleveland vocations for girls and boys re
spectively are being analyzed to determine the opportunities they
offer. It is sometimes harder for these boys and girls to fit them
selves into life than for the blind, since for the latter there is no
question of eyestrain, whereas for the partially sighted this is a
constant menace.
Sight-saving classes are too few, both because the movement is
yet young and the need for them not universally recognized, and
because there is a scarcity of teachers qualified to teach them. Courses
for the training of supervisors and teachers in this work are being
offered in a few but in an increasing number of educational institu
tions. Columbia University, New York University, the Universities
of Southern California, Cincinnati, Chicago and Detroit, and the
State Normal Colleges at Buffalo, New York and Ypsilianti, Michi
gan, are among those offering courses.

226

Editorial

A few state departments of education have formulated training
requirements. Where the need is urgent, teachers are sometimes
prepared for this work by special reading followed by examination,
or by training given to the teacher in service by the supervisor. What
ever the training, the prime objects are a knowledge of eye condi
tions and a flexibility of method that will insure day by day the
maximum protection for each individual child.

NEWS NOTES
The Milbank Memorial Fund has granted the sum of $30,000 to
Syracuse University, Syracuse, N. Y., to start a course in public
health nursing.
A Department of “Questions and Answers” is to be added to
“Venereal Disease Information,” a publication of the U. S. Public
Health Service, Washington, D. C.
The Michael Reese Hospital, Chicago, has installed 2 oxygen
chambers to be used in the treatment of pneumonia and other cases
requiring oxygen.
The Banting Research Institute, Toronto, Canada, a memorial to
Dr. Banting, is now open. Dr. Banting, unlike most famous men
who have had memorials built in their names, is still living and con
ducting further medical research.
The new Osier Clinic at the Johns Hopkins Hospital, Baltimore,
has been opened.
Chicago’s Health reports a marked decrease in infant mortality.
In 1916 in Chicago 122 out of every 1,000 babies born died before the
end of their first year. Whereas, in 1929 in Chicago, only 60 babies
out of every 1,000 failed to reach their first birthday.
Miss Shipps has joined the social service staff at St. Luke’s Inter
national Hospital, Tokyo, Japan.
The Bureau of Census reports that 30,000 people in this country
lost their lives in 1929 as a result of automobile accidents.
The Statistical Bulletin of the Metropolitan Life Insurance Com
pany reports that 1930 bids fair to be not only the best year on record
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in regard to low mortality rate for all causes combined, but for
several diseases which are of major importance—either numerically
or in point of public health interest. The outstanding examples are
tuberculosis, diphtheria, diarrheal complaints and puerperal condi
tions. The tuberculosis death rate for the January-September period
was 82.9 per 100,000 as compared with 89.9 (the previous minimum)
for 1929. The cumulative death rate for diphtheria, during JanuarySeptember period was only 5.8 per 100,000 as compared with 8.3
last year. The year-to-date death rate for diarrhea and enteritis is
also lower. Puerperal diseases have declined continuously since 1920.
The improvement during 1930 has been marked. The death rate
from influenza and pneumonia for the first 9 months of 1930 (15.6
per 100,000) is less than one-third the rate of the previous year.
The death rates for heart disease and Bright’s disease are lower than
in 1929. The death rate from cancer and diabetes also shows a slight
improvement.
As “Friends of the Mountain Children” the Golden Rule Founda
tion of New York has started modern dental clinics in certain moun
tain districts of Virginia, Kentucky, Tennessee, Alabama and Mis
souri—one in each State. These clinics have been established in
school or community centres where there was no dentist, and the
mountain families are too poor to pay for a dentist’s services. For
Virginia a traveling clinic, which will serve a group of mission cen
tres, is planned.—World's Children.
Knoxville, Tenn., does not own enough playground sites for its
children, so its bureau of recreation has evolved the plan of sending a
traveling staff of workers to conduct playground activities 2 days a
week on vacant lots loaned for the purpose by the owners. The
workers carry their equipment with them.—World's Children.
A medical teaching centre for treatment of patients and research
work, patterned after the Columbia-Presbyterian Medical Centre,
New York, is to be erected in Montevideo, Uruguay. The proposed
centre will cost in the neighborhood of $15,000,000.
The health of the families of the English gardeners at the British
war cemeteries in France is now being cared for by Dr. Muriel
Rippin, who was recently appointed by the Imperial War Graves
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Commission of Great Britain to do welfare work among them. In
these families are 700 children, most of them born in France, and
half of them of French or Belgian mothers. Some of the cemeteries
are remote from centres of population. The doctor’s field of work
covers an area 120 miles long by 80 miles wide, and she travels
approximately 500 miles every week, bringing to isolated women and
children the maternity and child-welfare service they would receive
if they were at home in England. She also acts as school medical
director at the school for English children at Ypres, that famous
battleground of the War.—World's Children.
Thirty tubercular children from Montreal have been sent at the
expense of the bureau of health of the Province of Quebec to ap
proved homes about 45 miles from the city in the Laurention moun
tains. The results of this experiment have been so encouraging that
the provincial legislature has provided funds for the continuance of
the work under a “child family-placement service,” controlled by the
provincial bureau of health. The scheme is an adaptation of the
Grancher plan, which has been followed in France for 27 years.
According to the Bureau of Public Health, Mexico, 500,000
children received treatment in the 8 child welfare centres of Mexico
City during the 6-months period January 1 to June 30, 1930.
Miss Katharine G. Rogers has been appointed field secretary of
the Association of Junior Leagues of America.
The Heckscher Foundation, New York City, has established a
vocational guidance department.
Father Alphonse Schwitalla, Dean of the St. Louis University
Medical School, has announced that St. Mary’s Infirmary, the univer
sity hospital of St. Louis University, will be converted into a private
hospital for Negroes. In addition to providing the Negro population
of St. Louis with an hospital exclusively their own, the new plan
offers a wider opportunity for Negro physicians and surgeons. A
training school for nurses will be established in connection with the
hospital.
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No crossing accidents have occurred to children of Duluth, Minn.,
since the establishment of the schoolboy traffic police system 2 years
ago.
Congress has authorized the establishment of a division of mental
hygiene in the United States Public Health Service. The objective
of the new division is to give medical and psychiatric service to penal
and correctional institutions of the Federal Government; to enquire
into the causes and prevalence of mental and nervous diseases and
study means for their prevention and treatment.
The State of Rio Grande do Morte, Brazil, has completed a 2-year
intensive campaign against leprosy.
As a result of the relief fund contributed by the American Relief
Association Children’s Fund and the Golden Rule Foundation, milk
stations and lunch rooms are being operated in Porto Rico for babies
and children.
The Massachusetts Society for Mental Hygiene announces the
publication of a new bulletin, “Understanding the Child: A Monthly
Magazine for Teachers.” This bulletin will be free to every teacher
in the public schools of Massachusetts.
A nursery school has been established in the Michigan Boulevard
Garden Apartment of Chicago, which was built by Julius Rosenwald
for Negro families. The children are cared for and taught habits of
neatness and industry among home surroundings.
The New York School of Social Work announces 2 Kennedy
Field Fellowships of $600 each to be awarded to practicing social
workers who are eligible for admission to the school, for a period of
study covering not less than 2 consecutive quarters, or 6 months.
These fellowships may be used during the Summer Quarter if satis
factory field work arrangements can be made. From these fellow
ships, $85 tuition must be paid to the school at the beginning of each
quarter. Applications should be filed before April 9, 1931. For
further information address the Registrar of the School, 105 East
22nd Street, New York City.
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In its efforts to assist private physicians as much as possible in
caring for tuberculous patients, the Department of Health has re
cently established a Tuberculosis Information Service at its head
quarters, 505 Pearl Street, Manhattan.
This office is prepared to assist physicians in placing their patients
in sanatoria, and will supply detailed information regarding the loca
tion of sanatoria, both public and private, their capacity, rates, pro
cedures for admission, etc. The office also has on hand a list of
nursing cottages where patients may be placed pending admission to
sanatoria.
We trust that physicians desiring assistance of any kind for their
tuberculous patients will call on the Tuberculosis Information Service.
Through its connections with a host of health and welfare organiza
tions of all kinds, it is very probable that it can help physicians in the
many difficult problems arising in the care of the tuberculous.
Requests for information may be made in writing or by telephone,
addressing Miss Kenny, Tuberculosis Information Service, 505 Pearl
Street, New York.— Weekly Bui., N. Y. City Dept, of Health.
The Bloomingdale Hospital, White Plains, New York, received
$1,250,000 from the estate of the late Payne Whitney.
The New York Post-Graduate Medical School and Hospital has
established a clinic for speech disorders. The clinic is open Saturday
mornings in order that school children may take advantage of the
opportunity for instruction and treatment.
The Porto Rico Child Health Committee, organized as a result of
the investigation made by the American Child Health Association at
the request of President Hoover, has undertaken a 5-year program
of child welfare work.
The Mental Hygiene Institute of Montreal has been established
through the joint efforts of the Canadian National Committee for
Mental Hygiene, the Montreal Council of Social Agencies, and McGill
University. This new organization will offer clinical services to
parents, teachers, social workers, physicians and others who are con
cerned with behavior problems. The Institute will also serve as a
centre for instruction in mental hygiene and research work.
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Iowa is taking a State-wide census of its physically and mentally
handicapped children.
The Department of Public Health and Welfare of Cuba has insti
tuted a campaign to be carried on throughout the Republic for the
prevention of blindness and defective vision.
H. A. Waldkoenig, formerly Secretary of the Welfare Fund,
Battle Creek, Michigan, has been appointed Western Pennsylvania
Representative of the Public Charities Association of Pennsylvania,
in which capacity he also serves as Secretary of the Pennsylvania
Conference on Social Welfare. Mr. Waldkoenig succeeds Con
rad Van Hyning who has gone to Winston-Salem, N. C.
The December issue of the “Canada Lancet and Practitioner”
contains a photograph of the stained glass window memorial to Dr.
William Osier, which recently was unveiled in Trinity Church, Bond
Head, Ontario. Dr. Osier was born in Bond Head where his father
was the first rector of that parish. The window was presented by the
Simcoe County Medical Association. The subject was taken from
Hoffman’s “Christ Healing the Sick.” .
A Mental Hygiene Institute in connection with McGill Univer
sity has been opened in Montreal, Canada.
New York City is to have a new $9,000,000 Y. W. C. A. building,
exclusively for Negroes in Harlem.
The Visiting Nurse Association of Cleveland, Ohio, has added
mental hygiene to its health program.
The Mental Hygiene Clinic of the Psychiatric Institute at Grass
lands is now fully organized and functioning to capacity.
“Illinois Health Messenger” reports that the State physician and
dentist who examined the freshman class of 357 girls and 67 boys at
the Dekalb State Teachers College report high degree of physical and
dental fitness. Good dental conditions were particularly noticeable.
The most frequent defect was malocclusion. The findings suggest
that health programs which have been in vogue among children and
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in public schools for the last 10 or 15 years are beginning to show
marked satisfactory results in those who are now on the threshold of
adult life. The examinations at Dekalb were made with a view of
eliminating from the training school pupils whose physical conditions
did not justify preparation for teaching. This was the first of the
State normal colleges to undertake the project.
ARE YOU IN BUSINESS FOR YOUR HEALTH?
If so, observe the following rules:
Self-control in passions and appetites instead of self-indulgence.
Simplicity in variety and amount, and in the scientific combination
and preparation of wholesome and nourishing foods.
Proper clothing of the body as it relates to warmth, protection
and comfort.
Sufficient and appropriate exercise, particularly for those whose
work is sedentary.
Strict habits of cleanliness of person and environment.
Proper and sufficient hours of sleep and relaxation without noise.
Proper and sufficient ventilation of offices, churches, schools, and
dwelling houses, particularly sleeping rooms.
— Chicago Health.

BOOK REVIEW
Seventy Birth Control Clinics. By Caroline Hadley Robinson.
Foreword by Robert Latou Dickinson. Baltimore: The Williams and
Wilkins Company, 1930. 351 p. Price $4.00.
This volume, despite certain defects one wishes were absent, is
more than a summary of contemporary knowledge on the subject of
birth control. It may not inaptly be described, at least in comparison
with most books on birth control that have previously appeared, a
substantial contribution to knowledge. It is the most comprehensive,
information, up-to-date treaties on the subject yet published.
The work is divided into two parts, the first surveying the clinics
in all countries—a purpose so broad as necessarily to result in sketchy
treatment—to discuss their organization, staff, case procedure, the
problems of founding and financing; it also presents analyses of

234

Book Reviews

clinic record data. Part two discusses the social implications of birth
control, paying special attention to the effect of birth control on the
quantity and quality of population. There are three appendices and
an extensive bibliography.
The survey deals in detail with seventy organized centres, and
lists two hundred and fifty others. The book “is intended as a
guide to the nature, extent, and status of this world-wide movement,
insofar as these can be determined by descriptions of leaders and
workers, their policies, procedures and experiences, the numbers of
people reached, the expenses entailed and the character and trend of
public and professional opinion as reflected in laws and letters.”
More than half of the clinics have come into existence in the period
1926-1929. Sixty thousand patients have been treated—enough to
lead one to suspect that the subject is worthy of more attention by
schools of social work and by case workers than it has heretofore
received.
Medical men or women examine all patients except at three clinics.
A striking uniformity of treatment was found. Failures appear in
about four to eleven per cent, of all patients, including the careless
and stupid. This study ought to set at rest much of the nonsense
floating about on the unreliability of modern contraceptive devices.
Religious groups whose leaders object to contraception are repre
sented among the patients in about the same proportion as in the
general population—fitting evidence that good judgment is well dis
tributed. The author declares that at least two nations and five
local governments in the United States and six in Europe officially
promote birth control directly or indirectly. Twenty-three nations
maintain what she calls a “neutral” attitude.
N orman E. H imes .
Recording and Reporting for Child Guidance Clinics. By Mary
Augusta Clark. New York: The Commonwealth Fund Division of
Publications, 1930. 151 p.
This excellent handbook should be warmly received not only by
child guidance clinics, newly organized or otherwise, but by all similar
organizations. It is designed “to make available to all child guidance
clinics a system of service bookkeeping . . . ” and is based on the
plan which was initiated in the demonstration clinics of the five-year
Commonwealth Fund child-guidance program and developed in the
resulting community clinics.
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Among social and educational organizations, the child guidance
clinics are found to have raised their service bookkeeping to a
superior level and it is significant that a contribution of this nature
comes from one who is so well versed in the statistical methods em
ployed in these clinics. A system modeled after the one defined in
Miss Clark’s book might well make records “tools to aid us in our
service rather than an extra burden which we must carry.” These
essential tools are described and uniform procedure in their use is
emphasized. Full discussion of record cards with ample illustrations,
careful definition of terms, specific directions so that the recording
of facts will be uniform,—these points, together with the fact that
the book is written in clear simple language, will make this volume
particularly helpful to administrators of clinics inexperienced in the
field of statistics. The detailed directions are perhaps the main
feature of the book. The system set up is designed to show the type
of recording done and due allowance is made for the individual needs
of clinics. The integration of the system is shown in the “Diagram
of Service Booking” (Fig. 3), a classified list of forms recommended
and a schematic representation of their interrelationships. The ap
pendices, “Historical Statement,” “Suggestions for Obtaining Forms
and Other Supplies and Equipment,” and “Selected Bibliography”
are valuable inclusions.
The author has made no attempt to develop a central reporting
scheme. It might well be urged that such a scheme be given considera
tion in the next edition of her book.
J ohn C. T hurrott, M.D.
Institute for Child Guidance.
Hygiene for Nurses. By John Guy and G. J. I. Linklater, New
York: William Wood and Company, 1930. 212 p.
When one remembers present-day emphasis on positive health for
the individual, and the importance of the nurse’s role in public health,
it is with considerable curiosity that one approaches the study of a
text which purports to give, in two hundred pages, a summary of the
requisite knowledge of Hygiene and carries out “what appears to be
the modern idea in the teaching of Hygiene to the Nurse.” Perusal
of the book justifies the opinion that the short chapter entitled “Per
sonal Hygiene” could not possibly give the nurse information enough
to be applied in the protection of her own health, which is so funda
mental for her, who must herself have health in order to teach others.
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The strongest feature of the text is the chapter on “Food and
Metabolism,” in which the treatment of the subject matter is fairly
adequate and up-to-date. It is to be regretted that a discussion of
equal length and thoroughness has not been given to such subjects
as exercise, recreation, mental hygiene, elimination, and others equally
important. In the chapter on “Communicable Disease” the authors
omit reference to immunization by use of sera and vaccines against
typhoid fever and diphtheria, measures which are now generally
adopted.
<
The treatment of matters included under community hygiene and
the chapter entitled “The Nurse in Relation to Public Health” are too
brief and superficial to be of any practical value in teaching public
health nursing.
One finds in the text reference to problems which are peculiar to
economic and social conditions prevailing in Great Britain. Perhaps
the scope of the subject is applicable to and sufficient for the standards
of nursing education in that country, but as a text for use in the
United States the book scarcely deserves recommendation.
E dna S. N ewman .
Practical Applications of Heredity. By Paul Popenoe. Baltimore:
The Williams and Wilkins Company, 1930. 128 p. Price $1.00.
This is a series of essays which have appeared in various maga
zines, but their collection for the benefit of the general reader is to be
commended. Unfortunately Mr. Popenoe at times evidences the
pessimism of the dyed-in-the-wool eugenist, as in his suggestion that
“conditions appear to be getting worse rather than better in respect
to man’s biological habits.” “The Constitutional makeup of the
race is undoubtedly changing for the worse.” After all it is doubtful
whether these statements can be proven scientifically. His allegations
that the decline in the infant mortality rate is always largely offset by
a rise in the child mortality rate is not borne out by the statistics of
this country.
The book discusses seven topics of which the most interesting to
social workers would be the last one “Selecting a Child for Adoption,”
in which the warnings given are, of course, those needed and under
stood, but too frequently neglected.
Here is an interesting and stimulating little book for those who
want an insight into practical applications of genetic principles to
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problems of every-day living. The environmentalist would criticize
some of the author’s dogmatic certainty concerning biologic evolu
tion and his tendency to over-enthusiasm concerning racial biology.
This is immaterial, however, if the reader of the book is aided to see
some of the problems of life in new form and is moved slightly out
of old grooves. This brief presentation should do this much for
those unfamiliar with the broad principles accepted and defended by
staunch believers in the overwhelming domination of heredity in
human development.
I ra S. W il e , M.D.
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“Delinquency: A Possible New Approach.” R. A. Reynolds.
Pac. Coast Jour. Nursing, 1930; XXVI, 798.
The author of this interesting article believes that the time will
come when delinquency and problems of human behavior will be ap
proached on the chemico-physical basis. The fact that a definite
relationship does exist between glandular dysfunction and behavior
istic tendencies in certain cases seems to indicate the feasibility of
this new approach to all problems of human behavior. One of the
most successful programs of the prevention of delinquency and one
which apparently approaches the problem from every logical angle is
enforced by the City of Vienna through its Child Welfare Bureau.
This Bureau takes in charge every case of incipient child delinquency.
Each child brought into the central receiving station is given a thor
ough physical examination and defects wherever possible are cor
rected. Special attention is given to the functioning of the endocrine
glands, since these, though their control of body chemistry, are be
lieved to exercise an influence on the emotions and consequently on
the behavior. Medical science has established the fact that certain
mental and emotional qualities characteristically accompany pro
nounced conditions of hyper or hypo-secretion of certain glands. It
has also been proven that with a return to physical health the mental
and emotional characteristics undergo a corresponding change. The
young cretin receiving glandular therapy shows marked physical and
mental improvement. The irresponsible child of pronounced hypopituitary type becomes characteristically more alert and responsive
when under proper medical treatment. With this much proven the
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author considers the theory of glandular dysfunction should be con
sidered in all cases of delinquency and problems of behavior. The
results of a study of a group of 60 prisoners in San Quentin prison
bears out the theory that dysfunction of certain glands has a marked
effect on personality and behavior.
“Proposed Consultative Work by the Child Welfare Board,
Stockholm.” Birger Loefving. Revue Internat. de VEnfant, 1930;
X, 356.
This interesting article describes the development and progress
made in child welfare in Sweden during the past few decades. The
development and progress have taken place chiefly in three directions:
(1) an endeavor to centralize the social aspects of child welfare work
under a single authority; (2) a demand for the unification of the
various legal provisions and regulations relating to children; and
(3) a movement to extend legislation to those classes of children who
have not previously been protected by the community. The Child
Welfare Act which came into force January 1, 1926, provides for all
phases of child and adolescent welfare. Under the above mentioned
Act the public child welfare organizations which were largely en
trusted to three different parish or communal authorities, have been
centralized under the Child Welfare Board. The duty of the Board
is to care for all ill-treated or morally neglected children, in short any
child under 16 years who needs care and supervision. In some
specific instances the Board takes action up to the age of 18 years.
The judicial side of the Board’s work is less prominent than the ex
tensive preventive measures employed to meet the health and educa
tional needs of all children and adolescents. There is a consensus of
opinion that the Child Welfare Board should extend its activities and
take up consultant and advisory work for young people who have left
school. This phase of the work would include sex hygiene instruction
and consultation and advice to parents and guardians who through con
sultation would gain a better understanding of the problems of ado
lescence and the tremendously enhanced difficulties that young people
must face now-a-days. The person selected for this advisory and
consultative work must be of the highest type. There also will be
need of medical advice. Men and women doctors who are interested
in the work will probably be enlisted. The proposed consultative
program by the Child Welfare Board, if adopted, will finish out an
exceedingly constructive child welfare program.
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“Ophthalmia Neonalorium.” B. Franklin Royer. Proc. 1929
Conf. Nat. Soc. Prevention Blindness, 1930; 102.
It is now generally accepted that approximately 60 per cent, of
birth infections of the eyes occurring the first week after birth are
due to the gonococcus, and the remaining 40 per cent, are due to
other infections. In the light of present-day knowledge every new
born baby should have the benefit of the generally recognized preven
tive measure—a cleansing of the eyes and a weak solution of silver
nitrate dropped in each eye. Blindness is not a reportable affliction
therefore there is a lack of exact statistics. The figures of schools
for the blind afford accurate data on the cause of blindness of pupils
admitted. Many years’ statistics from a few such schools were
quoted as one-third of those admitted were blinded from infections
acquired at birth. Statistics based on admissions to schools for train
ing the blind in a large sectioin of the United States, in 1908 showed
more than 28 per cent, had lost their vision from birth infections.
The American Medical Association, ophthalmological groups, public
health workers and social workers have been urging for many years
that a prophylactic measure be enforced. Since 1908 reliable statistics
show that the percentage of children, blinded through birth infections,
admitted to the schools for the blind has decreased from 28 per cent,
to about 9 per cent. Truly a remarkable achievement.
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