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Care in a convalescent institution is recognized as one of the most 
effective forms both of medical and social treatment which has been 
devised to restore the patient to normal efficiency after an illness. 
Surveys 1 of the health facilities of several cities emphasize this and 
point out the insufficient number of convalescent beds in proportion 
to the number of acute hospital beds. Hospital social workers in 
cities where no survey has been made are already conscious of this 
lack. Yet it is common to hear from superintendents of the homes 
and others including members of boards of directors that the existing 
convalescent homes are practically never full.

The reasons for the continuance of this in the face of an awaken
ing interest in convalescent care are more difficult to discover than the 
bare fact which is common knowledge among social workers. A 
review therefore of the detailed experience of one hospital social 
Worker in obtaining convalescent care for a group of fifty toxic goiter 
patients treated surgically by Dr. Charles H. Frazier, professor of 
surgery, and his assistant, Dr. W. Blair Mosser, at the Hospital of 
the University of Pennsylvania, gives evidence which is worth con
sidering.

Although this experience was limited to toxic goiter patients the 
value of the evidence goes far beyond this one type of patient. The 
whole range of problems common to recovery from any serious ill
ness with the exception of special medical treatment problems such 
as dietotherapy and physiotherapy were represented among this group 
of patients. Conditions which proved suitable for toxic goiter 
patients who required limited activity and a three months’ period of 
mental and physical rest would be equally suited to the needs of many
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special types of patients, for instance, the cardiac, the amputation- 
crutch and the cast cases as well as many women recovering from 
gynecological operations. The only way in which the convalescent 
requirements of toxic goiter patients differ from others is due to the 
fact that the disease itself makes them extraordinarily sensitive to all 
stimuli. These symptomatic personality changes vary in their mani
festation according to the training in self-control which the patient 
may have received in early life and the mores of the group to which 
he belongs. Increased tension, sensitivity, irritability and anxiety are 
commonly shown by exaggerated response to ordinary stimuli. The 
convalescent needs of the toxic goiter patient differ from those of 
other patients in the length of time rather than in the kind of care 
required.

The value of the evidence in this experience with toxic goiter 
patients is increased by the fact that the city of Philadelphia, in which 
the University Hospital is situated, has a deservedly good reputation 
for its standard of care of the sick, and is better equipped with con
valescent institutions than are most cities. Many large cities have 
some kind of provision for women convalescents but very few cities 
have any facilities for the care of convalescent men. Philadelphia’s 
advanced state of public consciousness of convalescent care as a prob
lem is well illustrated by the presence of two men’s homes, one of 
which will occasionally admit adolescent boys. Children and boys 
from 13 to 18 are outside of the group of patients on which this 
paper is based, but should be included in any really comprehensive 
discussion of the convalescent needs of a community.

In the years 1926 to 1928 when these goiter patients were under 
treatment, eight private charitable institutions for convalescent adults 
were accessible from Philadelphia. Of these eight homes seven 
homes with a total capacity of 180 beds were used for the care of 
this group of seriously ill toxic goiter patients. The eighth was a 
men’s convalescent home. It was not used because it was not suitably 
equipped, and was less accessible than the other home for men. All 
the homes available for women recovering from general illnesses were 
used. There are in addition a few high priced or specialized sanatoria 
which were not included in this review. The question of payment 
for convalescent care will not be discussed because it is like payment 
for any other form of treatment such as glasses, orthopedic apparatus 
and so on, an economic problem to be solved on an individual basis.

This completes the list of resources for the care of people recov-
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ering from illness. Other kinds of institutions for people in normal 
health must not be confused with those for the sick. There were 
several summer vacation cottages and rest homes which fulfill a useful 
purpose but these are not considered here because they are not con
valescent homes and are unsuited to the care of persons recovering 
from serious illness.

Although case work with these patients was not undertaken for 
the purpose of finding out why convalescent institutions are not used 
to capacity, the attempt to find places where the actual needs of the 
patients could be met soon revealed the fact that the existing homes 
were only partially able to furnish these necessities. The needs of 
the convalescent are illuminated by a description of the patient given 
by Brochin in 1877. He considers convalescence a definite stage in 
illness and says— :■>

“The convalescent is no longer ill; but one may not yet say that he 
is well. He is feeble, lanquid, unable as yet to resume completely the 
use of those functions and actions indicative of normal health. The 
study of this state of convalescence is beyond contradiction one of the 
most interesting which presents itself for the consideration of the 
physiologist, the physician and the philosopher.

“It is a state in which feebleness is at its maximum and resistance 
at its minimum; in which the muscular system including the heart, is 
in a state of debility, in which the skin functions not at all or badly. 
In short, with nervous energy diminished, all the organs are below 
their normal degree of functional activity; and with this diminution 
of general tone, comes not only an increased sensitivity but a degree 
of nervous hyperirritability which seems to vary almost in inverse 
proportionjto the degree of weakness and exhaustion of the convales
cent patient.”.2

An institution for the care of patients in the condition described 
has a definite purpose to achieve. The aims in medical-social treat
ment in convalescent care are to make permanent the gains from 
hospital care, to promote the mental hygiene of the patient and to 
shorten the time of physical inefficiency. In order to do this it is 
obviously necessary for the home (1) to provide conditions which 
reduce the demands on the patient’s vitality during the period of 
disability and (2) to build up the vitality of the patient as rapidly as 
possible. In addition the home and the hospital social worker must 
combine to (1) relieve the patient of the habit of responsibility at 
home, (2) protect the patient from all emotional disturbance, and



546 Convalescent Care

(3) create conditions favorable to the restoration of emotional con
trol. The hospital social worker functions outside of the convalescent 
home often trying to find a suitable person to carry the patient’s 
habitual responsibilities, interpreting to various members of the 
family the value of regular, calm, and pleasant visits, contrasted to 
the deliterious effect of too frequent, stormy, or complaining visits 
and telephone calls, and inviting the family to be partners in the 
attempt to carry out the aims of convalescent care. What conditions 
within a convalescent home further and what conditions hinder the 
attainment of these aims ?

Some of the points to be discussed seem too obvious to be set 
down. Some of them moreover have already been included in a set 
of Minimum Standards for convalescent care published by the 
New York Welfare Council.3 Nevertheless a few may be re
emphasized because the standards have not been widely enough dis
cussed and the reasons back of them, which are nowhere fully stated, 
may not be apparent. Furthermore the presence of undesirable con
ditions and the failure to recognize them as such in Philadelphia in
stitutions in 1926-28 suggests that similar conditions are likely to be 
found elsewhere today and the conditions which promote good con
valescent care therefore need to be discussed.

A point of major importance is the location of the home because 
it affects the plan of the building and the life of the patient within it. 
Psychological and social reactions follow the physical fact of the site 
and its location. Sometimes both are the result of accident rather 
than expert thought. For example, a convalescent home may be 
created out of an old private house bequeathed for the purpose. In 
selecting a site it must be remembered that sunshine and fresh air are 
a vital part of treatment; therefore, a misty marsh or smoky industrial 
plant are equally undesirable neighbors. Also because city-bred pa
tients are afraid of trespassing, ample grounds are a valuable means 
of encouraging short walks which are often necessary.

Accessibility was found to be especially important in persuading 
a reluctant patient to go to a convalescent home. Nor is this primarily 
a question of distance; habit and fear of the unknown affect the 
question of accessibility. Philadelphians, for example, who are all 
familiar with the journey to Atlantic City think it is an easy trip. 
This accounts for a patient thinking herself strong enough to go an 
hour and a quarter by train besides having a taxi drive at each end of 
the journey, whereas she is doubtful about being driven in a limou
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sine for three-quarters of an hour to an unknown place in the coun
try. An obvious advantage of nearness is minimizing of the fatigue in
volved in moving the patient. No matter how good the transportation 
system is, toxic goiter patients, since they are easily overtaxed, need 
to go in a comfortable automobile from the ambulance entrance of 
the hospital to the door of the convalescent home.

Accessibility must also be considered in its effect on the relation
ships of the patient. Many administrators like distance and poor 
transportation as a means of preventing too frequent visiting. A 
better and equally effective way of safeguarding the necessary 
regimen of the patient is to regulate the visiting days and hours. 
In many cases it is very important to have the families keep in touch 
with the patient as a part of the social treatment for both family and 
patient. Also many patients refuse to go to a convalescent home 
unless they know family and friends can get to see them easily.

In using the convalescent homes many were found to be difficult 
for a sick person to reach. Only two of the seven homes were easily 
accessible. Two were so placed that anyone arriving by public con
veyance had to walk one-fourth to one-half a mile up hill, while two 
others were so far away that they ran buses to meet trains twice a 
week. The Atlantic City home could be reached by taking a taxi to 
the station, a train and then another taxi.

The treatment value of a well selected site can be almost nullified 
unless the building itself is carefully planned to further the aims of 
convalescent care. The relationship of various types of rooms to 
each other affects the kind of care the convalescent home can offer 
and therefore, its usefulness to the sick. The minimum standards 
already mentioned give much detail on the plan which need not be 
repeated here. It must be recalled, that these standards were put forth 
as a minimum not an ideal standard.

The three necessities of a plant which are most often neglected 
are (1) single rooms, (2) elevators and (3) interior decoration. 
Single rooms suitably located are especially important for toxic goiter 
patients because they almost always have difficulty in sleeping and even 
slight noises arouse them. The value of separate rooms is often 
unrecognized because few patients will complain of other patients in
their rooms, preferring to leave the home against advice. Mrs. E------.
was one of many patients of this kind. She gave several excuses for 
wanting to leave the convalescent home but on close questioning they
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all boiled down to the fact that she found it very difficult to sleep in a 
room with several other patients who were more or less noisy.

Nor is it only the women patients who require single rooms, al
though the lay public, frequently make the mistake of saying men do 
not need privacy. One of the cases in which a double room caused
most distress was that of a Polish Roman Catholic man, Mr. P------.,
who always knelt by his bed to say his prayers On rising in the morn
ing, and on retiring at night. The Jewish patient who shared the 
room when he was well enough to be moved into a second floor room
in the convalescent home “made fun” of Mr. P------.’s habit of prayer.
The fact that Mr. P------. had a toxic goiter and consequently was
extremely sensitive and tended to over-react to all stimuli makes it 
quite possible that the Jewish patient’s comments were really mild 
and would not have disturbed the average person. Mr. P------., how
ever, expressed profuse thanks for the care he had received and left 
the convalescent home against advice. He was reluctant to let the 
social worker discuss the difficulty with the superintendent of the 
home.

On the other hand, this case work with goiter patients showed 
that single rooms could not meet the requirements of every patient.
Such people as timid Mrs. J------., who, before her marriage, slept
with her sister, do not want single rooms. Never having slept alone 
in a bed until her admission to the hospital, she would have been 
frightened and unable to sleep if placed alone in a room in the con
valescent home. It is important therefore to have a variety of sleep
ing accommodations and to assign them to patients in accordance with 
the mental and physical peculiarities of the patient not the accident of 
what she can pay.

In considering the building to be used as a convalescent home 
another urgent question is how best to help the patient to avoid stair 
climbing, which is always taxing in the early stages of recovery, and 
sometimes is prohibited for many weeks. Two possibilities present 
themselves, each with certain advantages and disadvantages to the 
individual, (1) a ground-floor unit of bed and bath rooms, or (2) an 
elevator run by an attendant.

A ground-floor room gives the patient the advantage of mingling 
freely in the life of the patients by going to meals, joining in the 
games, listening to the radio in the living rooms, going out on the 
porch, and still being able to lie down on her bed at rest hour without 
any physical effort. The disadvantage of a ground-floor room is that
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many people are afraid that burglars will enter the window and are, 
therefore, unable to sleep soundly in a downstairs room. This disad
vantage may be minimized by putting such a patient in a cubicle in a 
ground-floor room.

The element of fear which works differently in different people 
enters into this question of ground floor bedrooms versus an elevator 
for patients who are ordered by the doctor to avoid the stairs. The 
elevator, while it carries out the orders, also has a serious disadvan
tage. Many patients prefer to sleep in a single room on the ground 
floor for they fear elevators more than burglars. When there is no 
ground-floor room such people will remain isolated in their bedrooms 
rather than face the difficulty of running an elevator. If an attend
ant runs the elevator and the service is available during all waking 
hours of the patients, the ill effects of upstairs sleeping quarters are 
greatly reduced. In fact fear of elevators is so common that in it is a 
question how much an elevator would be used unless operated by an 
attendant.

One home which did not have ground-floor rooms or elevators 
tried to overcome the difficulty of getting to the dining room by serv
ing meals on trays in the patients’ bedrooms. Though this obviates 
stair climbing for the patient, the effect on patient’s body and mind 
is not the same as a ground-floor unit or an elevator. A person eating 
alone not only eats less than when among people but eats with less 
relish at the very time the body needs to be built up. To patients meal 
times are the psychological high points of the day to which they look 
forward as a social event. Tray service makes the patient feel differ
ent from the others. She may form the habit of thinking of herself 
as more important than anybody else. Even if others sleep in her 
room, she is bound to be alone much of the day. For a patient with a 
tendency to self-pity, such an opportunity for brooding will deepen 
the habit. Also cutting the patient off from association with other 
patients on terms of equality means the loss of a valuable means of 
restoring a sense of proportion. Furthermore an important part of 
the art of running a convalescent home lies in helping the patient to 
overcome any invalid or other anti-social attitude which may have 
developed during the acute illness, and to form a new habit of mental 
hygiene. To the staff of the convalescent home meal times furnish a 
valuable opportunity to observe the reactions of the patients to each 
other in a normal social situation. For mental hygiene treatment 
these behavior symptoms are, of course, deeply significant.
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Among the seven homes used only two had single rooms properly 
located. One of these had an elevator which made all its single and 
double rooms useful. The other, a home for men, had single bed
rooms, baths and toilets on the floor with the dining room, library, 
porches and so on. Of the rest, two homes had downstairs bedrooms 
each of which was furnished with ten or twelve beds and was there
fore noisy. One of these homes had a downstairs toilet and upstairs 
bath only, while the other had only an upstairs toilet and bath. The 
other three homes had no ground-floor sleeping rooms. Each had one 
single bedroom but as all three were located on the second and third 
floors the rooms were useless for toxic goiter patients recovering 
from serious illness and various other types as well. One of these 
homes later arranged a temporary ground-floor bedroom but the 
absence of a toilet and bath downstairs was an equally great draw
back. The location of toilet facilities in relation to bedrooms, 
porches, living rooms and so on is a major factor in allowing a handi
capped patient to obtain the desirable amount of fresh air and to 
mingle freely in the social life of the group, or in cutting them off 
from these elements o,f treatment. This need of the ground-floor 
unit or an elevator is not indicated in the minimum standards for 
convalescent homes published by the New York Welfare Council but 
it is a vital need in the recovery of many kinds of patients.

Among other arrangements for the care of the patient which a 
hospital social worker must know about before sending a patient to a 
convalescent home is what clothing the patient needs and how it is to 
be kept clean. Several of the homes used expected the relatives to 
attend to supplying the patient with clean clothes. In the case of the
55 year old Miss L------. whose only niece lived in California, this
method did not work any more than in the case of Mrs. D------.
whose only relatives were two brothers and a ten year old son. One 
home which had a two weeks’ time limit requested patients to bring 
enough clothes to last through their stay. As the toxic goiter patients 
stayed several months this plan was obviously impractical. One of 
the seven homes provided a special laundry equipped with tubs, iron
ing board and so on. This room was an invitation to over-exertion
to many patients of limited strength. Such patients as Mrs. T------.
whose heart fibrillated for months after she reached the convalescent 
home, are an example of one type for whom some other provision 
must be made even in this day of scanty underclothing. The two 
homes which had the work done for the patients obviated the possi
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bilities of over exertion for the seriously handicapped and at the 
same time kept the patient comfortably clean. This solution of the 
problem was the only satisfactory one for patients needing long time 
post-hospital care.

Another neglected element in the convalescent homes is interior 
decoration. It is well known that mild depression often accompanies 
the physical weakness which follows serious illness. Anything which 
adds to the depression may be a factor in delaying recovery, and 
conversely anything which arouses patients may be a stimulus to 
recovery. The experience with the Philadelphia goiter patients yields 
no concrete evidence on this point but left a definite impression of the 
need of thought on whole subject. Little consideration has been 
given to the effect of color on the convalescent patient or walls of a 
dull mustard shade would not still be found. Perhaps this is because 
few patients can tell what effect color has on them. Nevertheless, 
many patients unconsciously testified to its effect by a change of facial 
expression at the mention of colored bed spreads in a convalescent 
home. The white spreads seemed to typify illness, the colored ones 
to typify the return to health and normal life. One of the convales
cent homes used was genuinely attractive because it was decorated in 
a variety of harmonious light tones. Patients spoke of the cheerful
ness of the house. Ranging down from this high standard were all 
degrees of cheer shading into gloom. At the bottom of the scale was 
the dull mustard-colored wall with dark green-brown paint.

Still another neglected element of convalescent care is the provi
sion within the institution for giving minor treatments. To reach 
their fullest usefulness convalescent homes need sterilizers, dressings, 
certain instruments, scales and such other accessories as may be 
essential for those minor treatments still necessary when a patient 
is ready to leave the hospital. Everyone who is familiar with sick 
people knows it is impossible to foretell exactly when a wound will 
close completely or a running ear will dry up. The actual day of 
discharge is decided on two unpredictable variables, the general 
condition of the patient and the condition of the wound. The neces
sity for minor treatment arises because the local healing processes 
do not synchronize perfectly with the general recovery which permits 
discharge.

The type of minor treatment most often required among this 
group of surgical patients was simple sterile dressings. One example 
is enough to show the difficulty. Mrs. B------., a goiter patient who
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had been seriously ill and whose wound had not healed in the usual 
time, had to go to her own home at discharge which was contrary to 
the recommendations of both the doctor and the social worker. She 
went home because no bed was available in a home where dressings 
could be done and the home where a bed had been reserved was not 
equipped to do dressings. The effect upon the patient was bad, for 
the habit of responsibility was so strong she could not resist doing 
the forbidden “little things round the house.” The visiting nurse 
went in to do the dressings every second day and the hospital social 
worker went in to supervise the regimen on the other days. It was 
a costly and inefficient substitute for institutional convalescent care. 
The effect on the convalescent home was equally bad. Because Mrs.
B------.’s wound was likely to heal in a few days the home was asked
to reserve the bed. The wound, however, did not close for two 
weeks. Therefore, the convalescent home had an empty bed for two 
weeks because it did not provide minor treatments.

Only three of the seven homes used were both able and willing to 
accept patients needing minor treatments. The advantage of their 
giving treatments was evident in the case of another goiter patient;
Mrs. G------ ., who developed an abscessed ear the day she was to leave
the hospital, was able to go to the convalescent home as soon as the ear 
opened, because that institution was equipped to give the necessary 
irrigations.

The management of the convalescent toxic goiter patient is not 
unlike that of other patients except that the length of time involved 
and the sensitivity of the patient emphasize the importance of the 
usual routine. The Minimum Standards and all other authorities 
agree on the value of supervised routine. What Dr. Richard Cabot 
says in speaking of normal life is even more true of the debiliated 
person. He maintains that a certain amount of monotonous routine 
is necessary for everybody because the effort of deciding what to do 
next is exhausting. He goes on to say, “Moreover the rhythmic and 
habitual elements in us (ancient labor-saving devices) demand their 
representation. To do something again and again . . .  is a funda
mental need which demands and receives satisfaction in work as well 
as in play.” 4 Routine also aids the mental hygiene of the patient by 
increasing the sense of security.

To be fully effective routine must contain the contrasting elements 
of rest and activity. Rest is undoubtedly the most time consuming 
and important. It cannot be secured unless all the activities of the
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house are planned and carried out on a schedule. During the first 
weeks a patient may need in addition to ten hours in bed at night, to 
lie down on her bed and relax completely both in the morning and
again after the mid-day meal. Mrs. A------. whose heart was fibrillat-
ing remained on this schedule for many weeks. At this same time she 
was allowed to take short walks in the garden and sit on the porch. 
Under careful supervision her activity was increased and her rest 
decreased. Only one of the homes was willing and able to give the 
close and thoughtful supervision necessary to devise and carry 
through a regimen of this kind.

Although the housework of the institution may be the best kind 
of occupational therapy for a certain kind of patient, for most 
patients it has no therapeutic value and may be even detrimental.
Though housework was excellent treatment for Sarah A------. who
had only a mild neurosis, it was the worst kind of treatment for an
emaciated toxic goiter patient like Mrs. S------. Also housework was
no new stimulus to Mrs. S------. who peeled vegetables, cooked,
cleaned, washed and made beds for a family of seven at home. If a 
convalescent home is to be fully useful it must not depend on the 
patients but must provide other ways of having the housework done.
In fact, Mrs. O’T------. refused to return to the convalescent home
where the routine included so much housework that as she said “It 
takes a strong woman to live there.”

Occupational therapy and recreational therapy are the two active 
constructive elements which must be included in the regimen. Occu
pational therapy which makes discriminating use of various colorful 
handicrafts is planned on the basis of individual study of the patient’s 
physical limitations, tastes, skills and ambitions. In contrast recrea
tional therapy which requires just as much planning as occupational 
therapy can be carried out largely in group activities both indoors and 
out. Of course there should be no compulsion on any patient to join 
in any form of recreation which does not appeal to him or her but 
definite leadership and drawing the patients in is necessary. Many 
people who are ordinarily fairly well-adjusted to their fellows become 
recessive when ill. In the community as a whole and even among 
groups interested in the care of the sick there is little understanding 
of the therapeutic value of recreation. In part this is a survival of the 
Puritanical attitude that play is wrong and in part of the Victorian 
attitude that play is a luxury of the rich. Wider thoughtful study
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of the effect of directed play activity is therefore, the first step toward 
the use of this valuable constructive agent.

Unfortunately the experience with toxic goiter patients throws no 
light on the work of expert occupational and recreational therapy 
aids because none of the homes used employed personnel trained in 
these lines. The experience does, however, show the need of per
sonnel skilled in these therapies. No one person has time to learn 
and to practice all the varied forms of treatment the patients need. 
Just as the superintendent is no longer expected to cook because ad
ministration and cooking are both time-consuming specialties so 
nurses can not also be skilled occupational and recreational therapists. 
Nevertheless some of the nurses tried to encourage the patients to 
keep busy at housework or needlework. The homes provided con
venient forms of amusement such as radios and victrolas, books and 
table games and occasional shows. Although occupational and recrea
tional therapy are known to be the best means of, (1) preventing 
discussion of symptoms, (2) breaking up invalid attitudes, and 
(3) of preventing useless worry by holding the attention of the pa
tient away from the responsibilities she is not yet strong enough to 
shoulder, they often appeared to fail because they had not been really 
tried. Out of the numerous illustrations of the need of a planned
program of leadership one will suffice. Mr. P------. was in a home
with opportunity for recreation but no planned program of recrea
tional or occupational therapy. He found reading English was pretty 
hard work and he was not well enough to help in the garden which he 
loved. He had never learned to play table games. “And so I 
have nothing to think about except my wife and children and how 
much they need me.”

A very different but in its effect on the patient, equally important 
consideration is the policy governing the days of admission to conva
lescent homes. On the theory that more frequent admissions inter
rupt the routine of the patients many homes admit only twice a week. 
This policy creates for the convalescent patient even more serious 
difficulties than it solves for the home. It forces the patient to stay 
in the ward longer than necessary. There are at least three urgent 
reasons why a patient should leave a ward as soon as possible. 
(1) The freshly operated and seriously ill patients disturb the rest 
of the patient who is now comfortable enough to begin to make up 
lost sleep. (2) The sight of the suffering of others has unfortu
nately lasting effects, such as Mrs. G------.’s fear of getting brain
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tumor of which she had never heard until her sojourn in the surgical 
ward. (3) There is usually a list of patients waiting for admission 
to the wards so that there is continual pressure to empty the hospital 
beds as soon as possible. Even if there are plenty of beds the first 
and second reasons are so urgent that the patient needs a change of 
atmosphere. The alternative of having the patient go home usually
results in the patient overdoing, as it did with Mrs. K------. The habit
of keeping her home nice was too strong for her and she overdid at 
the very moment she most needed the rest. Four of the homes 
admitted patients only twice a week. Three of the homes admitted 
patients every day of the week but asked that they arrive after the 
rest hour thus obviating any such problems.

Closely related to the policy of admissions is that of length of 
stay. The practice of limiting the patient’s stay to a fixed period 
arose at a time when the communities were asking the convalescent 
homes to admit chronic cases who really should have gone to a very 
different type of institution, the chronic hospital. A careful selection 
of patients for admission to the convalescent home is an effective 
way of preventing the convalescent institution from becoming clogged 
with patients whom it cannot serve.

The value of fitting the length of stay to the requirements of the 
individual patient has been emphasized by medical authorities. Dr. 
Adrian Lambert’s subcommittee on Surgical Convalescence says “the 
time limit should be elastic.” 5 Another authority, Dr. Levinski- 
Corwin,6 mentions a minimum stay of two weeks but studiously 
avoids fixing an average or a maximum. To all who are familiar with 
the unpredictable variations in individual recuperative power the 
reason is obvious. Yet in 1926-28 when this experience was going on 
five of the seven homes used still had fixed time limits of two or four 
weeks and thereby greatly reduced their usefulness.

As previously stated Dr. Charles H. Frazier, the chief of the 
surgical service as well as of the goiter service of the Hospital of the 
University of Pennsylvania, recommends three months of physical 
and mental rest for every toxic goiter patient on whom he operates. 
In view of this recommendation some of the homes agreed to extend 
the time limit for such patients if the home was not full. This dis
pensation was not always effective, however, because the homes are 
likely to be full in summer. The dangers of a fixed time limit are 
illustrated by the case of Mrs. P------. who was operated on in mid
summer when all the homes were most popular. For this reason Mrs.
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P------., a seriously ill woman of forty-five, who needed three months
of carefully regulated rest, was discharged from the convalescent 
home to return to her home at the end of two weeks. Her six chil
dren did not mean to be unreasonably demanding but they overtaxed 
her meager strength and she had to be sent to another home where 
there was no elevator but where the pressure for beds was somewhat 
less. A special arrangement with the superintendent of this home 
approved by the board allowed an extension of the two weeks’ time 
limit. The surgeons believed that the break in the convalescent care 
of this patient was at least partly responsible for her slow recovery. 
No toxic goiter patient is ready to resume the habits of home respon
sibility two weeks after leaving the hospital. The same is true of 
most patients who have had a serious operation or illness.

The seasonal fluctuation in the requests for beds at convalescent 
homes makes most Boards of Managers hesitate to enlarge the 
capacity of their institutions, but the variation is in the demand not in 
the need for convalescent care. Although the hospitals are more 
crowded with the seriously ill in winter and the doctors recommend 
convalescent care for them just as often it is much harder to per
suade the patients to go out of town for their recovery period in 
winter. On the contrary in summer every patient wants to go away 
whether they need convalescent institutional care or not.

Clear thinking on the part of the social agencies, the hospital 
social workers and the admitting authorities of the convalescent homes 
is the only remedy for the usual summer situation. From June to 
September convalescent homes are choked with people who need a 
summer vacation but do not require convalescent care. Some patients 
are sent by social workers and some are last year’s patients who 
apply for readmission because they know no other quiet place where 
they can get good food at reasonable prices. People of this type who 
need no medical supervision are in the long run much better off in a 
vacation camp or rest cottage. There are several places of this kind 
near Philadelphia. They serve a useful purpose in providing the 
people in normal health with what they need but the vacation cottages 
are not suitable for patients recovering from illness. Nevertheless 
because the convalescent homes are filled in summer the social workers 
have at times tried sending patients to these non-medical agencies. 
The result of the double mistake of filling the convalescent homes 
with well people and putting convalescent patients in vacation cottages 
is confusion as to what are the real needs of each group, the sick and
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well. When the medical needs of the patients are fully met by the 
convalescent homes the confusion of function will be lessened.

This distinction of function is fortunately emphasized by the 
newer phrase “convalescent hospital” which is being used for institu
tions fully equipped to care for patients recovering from serious ill
ness. All of the elements of convalescent care which have been dis
cussed were found to be so vital to the patients recovery that they 
may be considered essentials of a convalescent hospital. In addition 
to all these factors the institutions can not meet its opportunity unless 
it also has the best type of staff. The most perfect physical plan will 
in no way compensate for weakness in personnel. On the contrary 
really well-trained personnel may in a small measure compensate for 
some faults in the plant. Until it is possible to have both a suitable 
building and an expert staff the latter is the more important.

The mere statement of the aims of convalescent hospitals shows 
clearly that the staff of such institutions need a real understanding 
of physical and mental hygiene and how to help the patient to apply 
them. The resident graduate nurse who has had either mental hy
giene training or psychiatric nursing experience is an indispensable 
member of the team of necessary experts. Such a person is of course 
able to give minor treatments and is fertile in devising and carrying 
out a desirable routine. Though a doctor does not need to be a resident 
of the institution, the services of a doctor must be readily available. 
Trained occupational and recreational therapists are more recently 
recognized members of the team of experts and are integral parts of 
it in the more advanced convalescent hospitals where it is recognized 
that one person cannot be skilled in all forms of therapy or find time 
to practice them.

It was not possible to use the title “Convalescent Hospital” in its 
complete meaning in speaking of any of the convalescent institutions 
near Philadelphia in 1926-28. Since that time, however, several im
provements in the existing institutions are reported so that at least 
one of them and possibly more might now be classed as convalescent 
hospitals because they are able to give patients the essentials of good 
convalescent care. This means careful medical and mental hygiene 
supervision, simple treatments and a well-planned regimen in a build
ing planned to further treatment rather than hinder it by lack of 
ground-floor units or elevators.

The weaknesses of the Philadelphia homes have been pointed out 
at some length. The encouraging aspect of the situation, however,
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and one of the most significent facts about this experience in using 
the homes was the responsiveness of the Boards of Managers. They 
were ready and willing to make changes when they understood the 
needs of the patients. This illustrates anew the strategic position of 
the hospital social worker as the person who sees the patient at differ
ent stages of illness and always sees the patient as the center of focus. 
For this reason the responsibility for gathering concrete facts and 
interpreting them to the people most concerned rests on the hospital 
social worker. In this instance the requirements, case by case, were 
first laid before the superintendents of the institutions. As evidence 
accumulated it was submitted to the board members who were both 
surprised and interested. Everybody concerned was conscious of the 
fact that the convalescent homes and the acute hospital have funda
mentally the same objective, the restoration of the sick to normal life. 
What the superintendents and board members had not realized was 
the concrete detail of the patients’ requirements. On the other hand, 
the hospital social worker had not realized that what was so obvious 
to her was hidden from others who were equally interested in the 
patients.

Beside her responsibility for making the needs of the patients 
known to the superintendent and board members the hospital social 
worker found it important to familiarize the doctors with the facili
ties for convalescent care which the community offered. Again this 
was done case by case as the need of the patient aroused the clinician’s 
sympathetic interest. Soon the results of the excellent care given to 
the first few patients who had been seriously ill was to stimulate the 
interest of the doctors in institutional convalescence as a method of 
shortening the period of physical and mental inefficiency. When the 
patients came back to the follow-up clinic the surgeon’s approving 
comment was “she is much further along than she would have been 
had she not gone to the convalescent home.” The doctors began to 
refer more patients and patients with more complicated physical and 
social problems.

The threefold responsibility of the hospital social worker in 
regard to convalescent care is similar to her responsibility in other 
problems. The first is to interpret to the patient and his family the 
particular needs of this individual patient. The second is to interpret 
to the doctor what the community offers which may further the treat
ment of the patient. And third to interpret the needs of the patients 
to boards and groups like the Councils of Social Agencies. It is in
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mined by the theoretical normal weight charts was in such good health 
that he did not need an examination. In fact, when such children 
were brought to private practitioners and clinics for examination, they 
were not even examined because they appeared so well. Body weight 
was used as a basis of selection for examination of school children. 
Only those ten or fifteen per cent, underweight were said to need 
such examinations. The work of Chadwick on approximately one 
hundred thousand school children has shown the folly of any such 
basis of selection. The work of Rathbun has shown that the most 
healthy appearing and even the best athletes in schools may have 
definite tuberculosis. Therefore, we have learned that the criteria 
which we formerly used in the selection of children for examination 
do not suffice.

In the light of these facts we must make as many opportunities as 
possible to examine children and when they have been made we must 
take advantage of every opportunity. If we wait for symptoms to 
appear before making examinations, we shall fail to detect the vast 
majority of cases of tuberculosis among children, and those who do 
have their disease detected will have lost their best chances for re
covery. Moreover, they will have spread tubercle bacilli to others.

At one time we placed considerable emphasis upon the laboratory 
examination, particularly the study of the sputum. Most children 
with the childhood type of tuberculosis do not have tubercle bacilli in 
the sputum. We believe that it is only the occasional child. There
fore, if we depend upon positive laboratory findings we shall again 
fail to detect the vast majority of children with the childhood type of 
tuberculosis, and shall discover only the occasional child whose lesions 
break down sufficiently to discharge tubercle bacilli.

What have we left upon which a diagnosis of tuberculosis in 
children can be made? There are three phases of the examination 
which give us tremendous aid: the history, the tuberculin test, and 
the X-ray examination. The history of exposure to tuberculosis is of 
great importance, for we believe that if a child is exposed over a 
sufficiently long period of time he will become infected with tubercle 
bacilli. In good-sized groups of cases with the childhood type of 
tuberculosis one may find more than fifty per cent, giving no history 
of exposure. A negative history is of no significance, largely because 
of the fact that so many unsuspected cases of tuberculosis exist. A 
careful search among the associates of children with the childhood 
type of tuberculosis will reveal spreaders of bacilli that have never
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been suspected. One must also take into consideration the possibilities 
through the dairy herds. We are dealing with a communicable 
disease; therefore, every child who has the childhood type of tuber
culosis has had direct or indirect contact with a person or animal 
suffering from tuberculosis or acting as a carrier of tubercle bacilli.

The tuberculin test has become of tremendous importance. The 
incidence of tuberculous infection is decreasing and as it continues to 
decrease the tuberculin test will become of greater value. Since 1907 
various tests have been empolyed for the detection of tuberculosis 
infection, such as the Pirquet, the Mantoux, the Moro and Calmette 
tests. There have appeared numerous modifications of them. Suffi
cient time has elapsed and enough studies have been made by way of 
comparison so that we have been able to determine which is best. 
The intracutaneous or Mantoux test has been found to be most 
accurate.

At one time the following objections were made to this test: 
(1) a needle must be employed; (2) something is injected into the 
child’s body; (3) it is difficult to prepare and keep in stock the proper 
dilutions of tuberculin; and (4) it is too time-consuming.

When the test was put into actual practice these objections began 
to fall by the wayside. It has been found that most children do not 
object to the use of a needle any more than to the blunt instrument 
used in applying the Pirquet test. Indeed, in our experience the 
children prefer the intracutaneous to the Pirquet test. Since the 
physician can state that the tuberculin injected into the skin when in 
proper dosage is entirely harmless, very few persons object to this 
method who would not object to placing the same material on an 
abraded area of the skin. The preparation of the proper dilutions 
is extremely simple. The physician who does not care to make these 
dilutions himself can very easily write a prescription to his druggist 
who is equipped to make them accurately. Moreover, if the test is 
being applied to large numbers of children the expense is slight and 
1,000 cc., consisting of 999 cc. of physiological salt solution and 1 cc. 
of old tuberculin, can very quickly be prepared. The time element 
objection does not hold. In several instances when two people were 
working with the same group of children, one applying the Pirquet 
test and the other the Mantoux, it has been shown that the Pirquet 
requires more time. When the platinum needle is used, so that only 
flaming is necessary to sterilize it, large numbers of Mantoux tests 
may be given in a short period of time.
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When we feared anything except the extremely high dilution of 
tuberculin usually beginning with a dilution of 1 :10,000 or 1 :5,000 it 
was necessary to apply the test several times in a good many cases. 
This was an objection to the test, but experience has shown that 
usually it is safe to begin with 0.1 mg. of tuberculin, which amount 
is contained in 0.1 cc. of a dilution of 1:1,000.

Thus, by comparative work of more than twenty years of the 
tuberculin test we are able to crystallize the fact that the intra
cutaneous is the most accurate of all. Therefore, this should become 
the standard tuberculin test, so that for all future work the results of 
tuberculin testing of one community can be safely compared with 
those of another.

It is hoped that through the work of Long and Seibert with the 
Committee on Medical Research of the National Tuberculosis Asso
ciation a better tuberculin than any we already have will soon be 
available for general use. When this has been accomplished, and the 
same tuberculin with the same potency is used everywhere, it will be 
possible for us to make better comparative studies than ever before.

If we start with 0.1 mg. of tuberculin and in the negative cases 
repeat the test with 1 mg., and in those still negative repeat the test 
with 2 mg. of tuberculin, we rule out tuberculosis of any significance 
in a large group of the children of most communities. Krause has 
pointed out the fact that the tuberculin test has its greatest value in a 
negative way. In many communities the number of children reacting 
positively will be small, and if we reduce the number of opportunities 
for children to be exposed in those communities we should expect the 
number of infected children to become smaller, until finally tuber
culous infection will be reduced to a minimum. It is a well-known 
fact that an occasional person with frank tuberculosis will react 
negatively to the tuberculin test. This is true both of children and 
adults, but this condition is so rare that it may be almost ignored.

The X-ray has proved to be of great value in the diagnosis of 
tuberculosis in children. Films should be made of the chests of every 
child reacting positively to the tuberculin test. If these films reveal 
no evidence of disease, others should be made of the cervical and 
abdominal regions in an attempt to detect calcification in the cervical 
and mesenteric lymph nodes. If evidence of disease is found in the 
chest, or in the cervical, or the abdominal region, in the presence of a 
positive tuberculin reaction, one is reasonably safe in making a diag
nosis of tuberculosis, but if the X-ray examination is negative, one
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cannot say that tuberculosis does not exist any more than one can 
say that tuberculosis is absent when the sputum is negative to tubercle 
bacilli. There are lesions so new and so slight as to escape detection 
by X-ray. Again, there are lesions even in the chest in such obscure 
positions that the X-ray does not reveal them. Again, one must 
bear in mind that the first infection type of tuberculosis is not always 
in the cervical, thoracic or abdominal regions, but that they may exist 
elsewhere and thus entirely escape the examiner. Thus we have 
learned in the diagnosis of tuberculosis among children to almost 
ignore certain phases of the examination, but to trust with great 
confidence in the history of exposure, tuberculin reaction and the 
X-ray examination.

Numerous studies on tuberculous infection in infancy have proved 
that, contrary to our former opinions, the infant tolerates tuberculous 
infection well. Among 172 infants, reacting positively to the tuber
culin test when two years old or younger, whom we have examined 
at the Lymanhurst School for Tuberculous Children, and many of 
whom have been observed over a good many years, we have found 
that only six have died of tuberculosis. The majority of them have 
remained well and many are now: apparently normal school children. 
Likewise, the infant usually tolerates tuberculous disease well even 
when the lung parenchyma is involved. This is especially true when 
the disease is of the first infection or childhood type.

The formation of tubercle wherever it is located is a pathological 
process which results in hypersensitiveness to tuberculin. It is possi
ble that so many foci of first infection may develop simultaneously in 
the body of an infant as to be overwhelming. Indeed, Ghon has 
described seventeen primary foci in the lungs of one person. If the 
infant and child tolerate infection and primary tuberculous disease so 
well, why is tuberculosis so destructive during the first two years of 
life? In our experience, almost without exception, deaths at this 
age period were in homes where the exposure had been excessive and 
prolonged. It seems reasonable to believe that primary lesions first 
develop in many such infants, but that through reinfection from 
exogenous and endogenous sources, the adult, and more destructive 
type of tuberculosis follows.

We are hard pressed for evidence to prove that under the same 
conditions, the infant is more susceptible to tuberculosis than the 
adult. The literature abounds with personal opinions to the effect 
that the infant is highly susceptible. Because of these opinions, the
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public has come to believe that only the infant is in danger of ex
posure to tuberculosis. Krause definitely proved that baby animals 
were no more susceptible than adults of the same species.

Some good evidence has been brought forth to show that tuber
culous meningitis is often produced in an entirely different way than 
we formerly believed. Rich and McCordock introduced into the 
subarachnoid spaces tubercle bacilli and produced tuberculous 
meningitis in immune and non-immune animals. It seems logical that 
enough tubercle bacilli may reach the infant’s tissues to result in over
whelming and fatal primary tuberculosis. But how1 can we explain 
the high incidence of tuberculous meningitis among children under 
two years of age in the light of the recent work of Rich and Mc
Cordock? They found that by introducing tubercle bacilli into the 
blood stream (even into the carotid artery) of immune and non
immune dogs, they were unable to produce tuberculous meningitis, 
and it was only when bacilli were introduced into the subarachnoid 
spaces that this condition developed. They also carefully examined 
the brains of forty human victims of tuberculous meningitis. In 
thirty-eight, they found demonstrable tuberculous foci which had 
contributed tubercle bacilli directly to the ventricles or the sub
arachnoid spaces. Thus, considerable doubt is cast on our former 
belief that tuberculous meningitis is always of direct hematogenous 
origin.

Since we know that tubercle bacilli appear in the blood stream of 
tuberculous patients from time to time, is it not possible that in many 
infants the meningitis is preceded by a focus in the brain or meninges 
and results from bacilli of this focus finding their way into the spinal 
fluid through the ventricles or the subarachnoid spaces, just as tube- 
culous pleurisy may be caused by bacilli from the lungs or lymph 
nodes rupturing directly into the pleural space, or tuberculous peri
tonitis from bacilli of the mesenteric lymph nodes rupturing into the 
peritoneal space?

Tuberculous pleurisy and peritonitis may occur quite as frequently 
in infants as meningitis but being of far less serious importance are 
not so often detected and usually do not come to postmortem exami
nation. Moreover, generalized miliary tuberculosis does not always 
accompany tuberculous meningitis. One may exist quite independ
ently of the other.

With the foregoing facts in mind, it seems clearly our duty to 
protect infants from first infection which may be so excessive as to be
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overwhelming, and from foci which may be brought under control 
but later liberate tubercle bacilli into the meningeal spaces, the pleural 
space, the peritoneal space, the lung prenchyma, etc. Again, they may 
rupture into the blood stream causing generalized miliary tuberculosis 
or localizations in such places as bones and joints. Once the infant 
has been infected, it is our duty to prevent further infection.

After the age of two or three years, examinations of large num
bers of children show that they tolerate tuberculous infection well. 
Moreover, they have good tolerance for the childhood type of tuber
culous disease even in its acute inflammatory stage. Witness the 
large number infected and those who even by our very crude methods 
of examination have demonstrable lesions in various stages of devel
opment or healing.

Until recently, we believed that true calcium deposits in the lung 
parenchyma (Ghon tubercle) or in the mediastinum or hilum lymph 
nodes indicated old tuberculous foci no longer of any significance. 
They were thought to be closed chapters. We even believed that 
children who possessed them were the safest children in a community 
as far as subsequent development of tuberculosis is concerned. But 
woe unto the child who escaped tuberculous infection until adult life 
and then came in contact with tubercle bacilli. He will die of gal
loping consumption, we said. Most of what we said in this connection, 
however, was based upon personal opinion rather than scientific ob
servations that followed the children into adult life.

With more accurate and precise methods of examination, it has 
been possible to make observations which have been quite enlighten
ing. There are two main methods of approach in attempting to deter
mine the relationship between the childhood type and the adult type 
of tuberculosis. The first consists of making careful studies of the 
X-ray films of girls and boys of teen ages and the early twenties who 
have developed the adult type of tuberculosis to determine how many 
show unmistakable evidence of the previous existing childhood type 
as manifested by definite calcium deposits.

Rathbun found these conditions to co-exist in approximately fifty 
per cent, of the cases examined in a group of young adults. We have 
found definite evidence of childhood tuberculosis in sixty per cent, 
of those with the adult type of disease in the same chest.

We must constantly keep in mind that the first infection type of 
disease which we have designated childhood tuberculosis when it 
exists in the chest may develop elsewhere in the body. It may be in
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the upper respiratory tract, in the nose, the mouth or the throat. 
From the primary lesion tubercle bacilli are quickly swept to the 
regional lymph nodes which in this case would be the cervical chain. 
Such nodes become involved and later receive their calcium deposits 
just as the hilum and tracheobronchial lymph nodes do under similar 
conditions. X-ray examination of the cervical region will often 
reveal calcium deposits in such nodes. Again, the primary lesion may 
be in the abdomen with almost simultaneous development of tuber
culosis of the regional lymph nodes. The splendid work of Dunham 
and Smythe and later Soper and Dunham has shown this to be the 
case in a far higher percentage of children than we had ever believed.

Thus, some of the discrepancy which has appeared to exist in the 
past between positive tuberculin reactions and demonstrable tuber
culous foci is disappearing. We have good reason to believe that with 
more refined methods of examination of the living body we shall be 
able to find a much higher percentage of our cases with adult type of 
tuberculosis with pre-existing childhood type. Indeed, Opie has 
shown that at postmortem examination there are old calcified tuber
culous foci in approximately all the bodies that have developed the 
chronic adult type of tuberculosis.

If we accept only wdiat we can demonstrate by our present crude 
methods of examination of the living body, we are forced to draw 
some very definite conclusions. Through tuberculin testing and X-ray 
examination of the chests of the children who react positively to 
tuberculin, it has been shown that one to four per cent, of the children 
of certain communities have demonstrable childhood type of tuber
culosis. Since this type is demonstrable in fifty to sixty per cent, of 
the girls and boys in the teen ages and early twenties who develop 
the adult and killing type of disease, it would appear that the one to 
four per cent, contribute fifty to sixty per cent, of those who develop 
the adult type.

The second method of approach to the relationship between the 
childhood type and the adult type of tuberculosis consists of follow
ing cases who have developed the childhood type through the age 
period when the adult type appears. In the Lymanhurst School for 
Tuberculous Children, we have had opportunities to see a number of 
children in whom originally we could demonstrate only the childhood 
type but who in later years developed the adult type. In most of 
these cases there has been definite exposure in the home persisting
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over a number of years. This leads us to believe that reinfection 
from exogenous sources is of considerable significance.

We have also learned that in early adult life tuberculosis of the 
adult type may exist for a long time without symptoms. Indeed, 
young adults may be considerably above the theoretical normal weight, 
may be extremely active, even engaged in major athletics, have no 
sense of unusual fatigue, and in general have the appearance of 
persons in perfect health, yet by serial X-ray examinations it is possi
ble to detect a tuberculous lesion and see it progress from month to 
month and from year to year until finally it is well advanced before 
symptoms and often before physical signs appear. This fact has 
proved that we must change our procedure so far as the detection of 
tuberculosis among young adults is concerned; we must not wait until 
they come in complaining of symptoms, but we must go to them 
during this period of life and not be satisfied with general appearance 
or with physical signs, but we must apply tuberculin tests and X-ray 
those who react positively. Moreover, we must not be satisfied with a 
single examination, but must insist upon periodic examinations, never 
omitting the X-ray film of the chest.

Thus, there has been much crystallization of our knowledge of 
childhood tuberculosis, but what can be done? When tuberculous 
infection was universal among children, there was little to do. But 
now with the markedly reduced incidence of infection in many parts 
of the country, we can do area testing of children regularly. We can 
X-ray those who react positively and thus discover a fairly high per
centage with the childhood type of disease. By going into their 
homes and to their close associates one often uncovers unsuspected 
cases of tuberculosis. The Department of Health of the City of 
Minneapolis in the first three months of 1930 brought to light eighteen 
cases of adult type and thirty-two cases of childhood type of 
tuberculosis through such epidemiological work. This is the most 
excellent kind of tuberculosis work that can be done in the light of 
the best knowledge of our day.

But, what about the children themselves who are found to have 
the childhood type of tuberculosis? If we accept the statement that 
they contribute greatly to the group of teen age girls and boys who 
develop the adult type of tuberculosis, and if we accept the statement 
that these girls and boys constitute a very small percentage (one to 
four per cent.) of the school child population of a community, it is 
obvious that our work is within the range of physical possibility.
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This group of children should be sought out everywhere. We should 
take necessary steps to prevent them from further exposure, and we 
should take every step possible to help them bring their childhood 
type of tuberculosis so completely under control that when their 
bodies later meet with stress and strain, tubercle bacilli from the old 
childhood lesions will not be liberated to produce the fatal type of 
tuberculosis.
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In considering the aim of medical social service, it is necessary to 
recognize the medical social service department as one of the units of 
a hospital, an institution whose chief function is the restoration 
of patients to as nearly normal health as possible. The social service 
department as well as the medical, nursing, and dietetic departments 
is concerned with the fulfilling of this function.

Once it might have been thought that the hospital was meeting its 
full responsibility by concentrating on the patient’s disease, its signs 
or symptoms and by doling out the appropriate medicine. Not so, 
today. The illiterate deaf mute who recently came to a hospital for 
care could not be diagnosed or treated until someone was able to 
secure information about the patient himself. Dean Winternitz of 
the Yale School of Medicine was quoted in the Survey as saying that 
the new Institute of Human Relations would put the emphasis of 
medical education on the study of the individual rather than on 
specific disease. Dr. Francis Peabody, late professor of medicine at 
Harvard Medical School in a lecture to medical students said, “The 
clinical picture is not just a photograph of a man sick in bed; it is 
an impressionistic painting of the patient surrounded by his home, 
his work, his relations, his friends, his joys, sorrows, hopes, and 
fears.” This change in the point of view of medical education seems 
to be the natural result of the changes already generally, though 
somewhat empirically, made in medical treatment. The modern hos
pital, therefore, is concerned with the whole man, recognizing the 
part which the individual plays both in acquiring and treating his 
own disease.

* Read before the Michigan State Conference of Social Work, November 1930.
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Into this conception of the interrelationship of medical and social 
factors, steps the social worker as she takes her place in the medical 
institution. Naturally, her special concern is for these social ele
ments, whereas the doctor’s chief interest is the medical side, although 
each set of factors must be studied, related and treated in the light 
of the relationship of one to the other.

The method of the generic social case worker is very similar to 
that of the physician, consisting of examination, diagnosis and treat
ment. The uniqueness of medical social work lies, then, not in the 
difference in the method in general, but in the relationships between 
the processes of the physician and the medical social worker.

The examination of the ill person is and should be, both physi
cal and social. While the significant physical findings are being dis
covered by the physician, the social worker should be searching for 
social findings which may or may not bear any relationship to the 
physical. Such illustrations as the following will perhaps show the 
significance of certain social facts. Mrs. K., an anxious appearing 
woman of thirty-seven, was sent into the hospital with symptoms of 
thyrotoxicosis and cancer. She had a basal metabolism rate of 56. 
Soon after her admission, the medical social worker filed this history 
on her medical chart:

Present Social Condition
For the past two or three years, Mrs. K. has been living 

alone in a lodging house and working from 8 to 5 as a 
shirt finisher in a laundry. She has to stand constantly at an 
ironing board, putting on the finishing touches and folding the 
shirts. For several years, she has supported herself on her 
wages of $10 to $12 per week. At present, she has about $25 
in cash. She has no relatives in the city, but sees something of 
her husband’s sister. Together, they have gone occasionally 
to a club house in an effort to make friends. Her only living 
relative is a sister from whom she has not heard in two years 
and whose address is unknown to her.

Patient’s “Worries”
Patient has not seen her husband since the summer of 1929 

and does not know where he is at present. About three years 
ago he went to Oklahoma to work on a farm. Although he 
later came to St. Louis to see her, the patient has not heard 
from him since he went back to Oklahoma to gather his crops
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preparatory to returning to St. Louis for hospital care. 
Through the Veterans’ Bureau, she has learned that he is still 
alive and drawing compensation, but the Bureau has not given 
her his exact address. Patient has recently been harassed by 
an insurance salesman whom she met at the club house. For 
the last six months, he has been urging marriage or, failing 
that, that she live with him. Patient has refused his offers, 
but has continued to accept small attentions. Since her admis
sion to the hospital, he has sent her two telegrams urging her 
not to have an operation as it would be dangerous and saying 
that her mother (who is dead) and other friends also advised 
against it.

Patient's Attitude
Mrs. K. has entered the hospital, apparently determined to 

follow all medical recommendations in spite of outside influ
ence to the contrary. She is upset over her marital difficulties.

Even though Mrs. K. was getting physical rest, she could not be 
at peace with life, beset as she was by doubts as a result of the advice 
contrary to medical opinion given her by her friends, and distressed 
by the apparent desertion of her husband whom she still loved. Such 
troubles were definitely a part of the clinical picture of a woman 
whose disease might also make her appear emotionally upset, irritable, 
over-anxious, and hyperactive.

Though social histories tend to reveal the individual in all his 
relationships, it is probably the unusual one which actually contributes 
to the medical diagnosis. Ting Chang, the vender of watercress, 
came to the hospital with a dermatitis which, in his very broken 
English, he explained was the result of a “soaking” he got as he 
sought shelter under a nearby tree from a downpour of rain while 
he was digging his cress from the Cherokee Creek. He had been 
studied in a hospital on a previous occasion and it had been found 
that his dermatitis was due to his sensitiveness to inhalants, orris 
root, horse dander, cattle hair, and feathers. Hence, upon his dis
charge, he had been advised to avoid these things, especially to do 
away with his feather pillows. This time, when questioned by the 
physician, he explained that he had substituted a green tile head rest 
for his soft feather pillows and had not come in contact with any of 
the other proteins. The social worker who visited the home was able 
to corroborate the patient’s story about the head rest and the lack of 
animals, but she discovered the feather pillows piled in the corner,
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and also yellow powder sprinkled profusely over the grass matting 
upon which patient slept. When this report was given to the physi
cian, the patient was tested for pyrethrum, a substance used as a 
basis in insect powders. To this, the patient had a strong positive 
reaction and the doctor believed that this was the chief cause of the 
patient’s dermatitis.

Many of the social histories have their greatest value as treatment 
guides. Medical recommendations must vary within limits determined 
largely by the social situations of the patients. For instance, a physi
cian might hesitate about sending a child with active chorea and 
rheumatic heart disease to such a home as is described in the follow
ing history:

L------ T------, Born August 2, 1917.
Home Conditions

The father, who has asthma, worked only irregularly at his 
job as a baker’s helper from 1917 to 1923. He attended the 
clinic for a short time, but not long enough to be helped. For 
the last six years, he has made no attempt to work. He re
mains constantly at home and has become more dictatorial as 
his financial dependence has increased. The mother is an in
efficient type who constantly worries about “making both ends 
meet,” nags all the children, and is quite ineffectual in creating 
a real home, although she is very particular about physical 
cleanliness, both of the home and the children.

There are five children older than L------. All of them are
employed, the girls as maids, the boys at fruit and vegetable 
stands, and contribute regularly to the income of the home. 
Patient is the youngest and has been badly spoiled by constant 
humoring by every member of the family. The father, es
pecially, grants her every wish, and makes no attempt to 
enforce any discipline, even when he understands that her 
health is endangered.

The three rooms of the home are crowded but clean. They 
afford no opportunity for quiet or seclusion.

Financial Situation
The present income is $34 a week, and the minimum budget 

allowance for a family of this size is $34.17; so that they are 
barely able to maintain the very modest standard of living to 
which they are accustomed.
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The medical social worker thus fulfills her function of discovering 
the social components of the patient’s clinical picture, and of inter
preting these to the physician by interviewing each patient within 
forty-eight or seventy-two hours after admission and filing the history 
on the medical chart. This may be a routine on certain services, 
whereas on others, it may be wiser to interview only patients entering 
with selected tentative diagnoses.

The discovery of social problems carries with it some measure of 
responsibility for their solution. As social factors in the lives of 
patients affect their health, it is quite fitting that the hospital through 
one of its departments should be concerned with them. There is the 
question, however, of whether or not the hospital should attempt to 
solve all the problems revealed to it. These problems may be some
what loosely classified as those which bear some relationship to the 
patient’s disease or treatment and those which are purely collateral to 
it and would exist independently of it. The social situations in this first 
group may be the cause or result of illness, may aggravate disease, or 
be obstacles to medical treatment or to the restoration to health. 
It is within this group, therefore, that medical social service finds the 
problems which are its proper and special concern. Neither all causes 
nor results of illness can be dealt with by medical social service. As 
brought out in the Functions Study made by a committee of the 
American Association of Hospital Social Workers, many of the 
causes come within the field of public departments, and many others 
within that of other community agencies. The medical social service 
department cannot attempt to remove all possible foci of disease 
found in the housing and sanitary conditions of its patients. Neither 
can it provide for all of the families left destitute by the death of its 
patients. It is necessary, therefore, for the medical social worker to 
analyze carefully the extent to which the medical and social phases of 
her problem are, and will continue to be, interwoven, the relative 
importance or seriousness of the medical elements as compared to the 
social, the probable duration of necessary social treatment in relation 
to the prescribed and expected period of medical care under the 
supervision of the given medical institution, and also the possible
need of the special techniques of another field of social work. L------
S------, an eleven year old child, in an unironed dress and with her
hair not combed, was found always alone on the clinic bench as she 
came regularly for treatment of gonorrheal vaginitis. Her mother 
was dead, she said, and her father worked; so there was no one but
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S------, her nine year old sister, to come with her. She and S------
kept house for their father in a shack out in the country. No wonder 
that the patient did not show the expected improvement from her 
treatment as there was no one to see that the doctor’s instructions 
were carried out at home or that she observed the necessary hygienic 
precautions. In such a situation, it might rightly be the responsibility 
of the medical social worker to see that the social situation hindering 
the child’s recovery was corrected. If the assistance of relatives were 
available, the special techniques of a child placement agency would 
probably not be needed and the medical social worker would carry 
the adjustment to completion. On the other hand, the medical social 
service department might refer to a family agency the case of a man 
with hypertrophic arthritis of the spine, for which the doctors had 
said they could do nothing more and hence that there was no need 
of his returning to the clinic. His social problem, to be sure, was 
complicated by his physical condition as he was unable to earn his 
long-accustomed wage on account of it, but his debts were of long 
standing, and his threatened eviction possibly the result of unwise 
expenditures.

Although the hospital social worker usually participates in the 
study and care of patients as a result of an agreement with the 
medical staff, many patients, the clients of non-medical agencies, are 
called to her attention by these agencies outside the medical institu
tion. In many cities, representatives of the family, children’s, 
and other fields have met with the medical social workers and formu
lated definite written policies regarding the division of labor in behalf 
of clients of these other fields. In accordance with these agreements, 
the agency regularly sends to the medical social service department, 
a social history sufficiently detailed to enable it to understand the 
patient in his various relationships and to appreciate the plans and 
problems of the agency. In order that this history may serve its real 
purpose, the information, of course, is passed on to the physician. 
Following the patient’s examination, the medical social worker at
tempts to see that he understands the medical recommendations and 
the way to carry them out. Probably the most important part which 
the social worker within the hospital plays in this so-called “steering 
relationship” is the sending of reports to the other agency. It is the 
part, too, which may become the most routine, and hence less effec
tive, in furthering the restoration of patients to health. Such letters 
should include not only the diagnoses and the medical recommenda-
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tions, but also an interpretation, in simple terms, of the patient’s 
condition and suggestions of ways in which the medical plan may 
become integrated into the patient’s scheme of life.

The following report to a family agency gives a statement of the 
diagnosis and treatment, but one which leaves a doubt about how 
understanding^ and intelligently the family case worker would have 
been able to meet the fears and questions of her client if she had been 
entirely dependent upon it.

“Mr. A------W-------of Broadway, whom you referred to us, was
examined in our Diabetic Clinic this morning and a diagnosis of 
diabetes mellitus was made. He was given a diet and is to return to 
the clinic next Tuesday, November 8th. His wife is to come to see 
our dietitian on Thursday, November 3rd, to be instructed as to his 
diet. His prognosis is fair.”

This other letter may show some of the possibilities of interpreta
tion.

“The day your steering blank reached us, May 16th, Mrs. J------
brought C------to our out-patient department. He was seen both in
the pediatric and eye clinics and was found to have phlyctenular 
keratitis, which is an inflammation of the cornea accompanied by 
blisters. This condition must be taken seriously, for if it is not 
properly treated, the blisters leave scars and so impair sight.

“Nutrition plays a very important part in the treatment of this
disease and, therefore, Mrs. J------ was referred to our nutrition
specialist for instruction. We are enclosing a diet slip indicating the
proper food for a child of C------’s age, with some notations by hand
on the reverse side, indicating that C------has not been getting milk,
eggs, fruit, fresh vegetables, and butter in sufficient quantity. The 
doctor in the eye clinic advised adding cod liver oil to the diet and 
stressed the avoidance of candy, cake, and pastries. We realize that 
the diet will necessitate adding to the family budget, but as they are 
under your care, we know that the necessary food will be provided.

“Drops for the eyes, which were given, are to be used twice daily.
C------ is to be seen in the eye clinic three times weekly, Monday,
Wednesday and Friday between 1 and 2 o’clock until the condition 
improves. Then the intervals between visits will become longer.

“His prognosis is good; that is, there will be little or no impairment 
of vision provided recommendations for care are carried out con
scientiously and intelligently.
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“In looking over C------’s medical chart, I noticed in the family
history that one of the other children has a contagious eye condition. 
Is he under treatment elsewhere ? May we know what his diagnosis 
is and whether or not the other contacts have been examined ? If he 
is not under care elsewhere and has such a condition, would it not be 
well to have his mother bring him to our clinic when she comes again 
with C------? We shall gladly join forces with you in trying to im
prove the health of this family.”

As the hospital recognizes the part which the client plays in his 
own disease, it is making more and more effort to educate the patient 
regarding health. In this, too, the medical social worker can make 
her contribution, but how much larger will this be, if through the 
cooperative relationships with other fields of social case work, she 
is able to share the medical information and her knowledge of its 
social implications which her location in the hospital profiteth her?



HOSPITAL CARE FOR THE MIDDLE-CLASS 
PATIENT

HAROLD HAYS, M.D., F.A.C.S.

N e w  Y o rk , N . Y .

Within the past few years, two private hospitals, the Park West 
Hospital and the Park East Hospital were built. The original pur
pose was to erect a standardized institution which would be perfect 
in every detail and give service to a class of men who otherwise would 
have to depend upon makeshift institutions. Naturally, service in 
these hospitals has been rather costly.

About a year ago it was determined that these institutions should 
formulate some plan for taking care of patients of moderate means. 
The first question that arose was whether it would be possible to 
establish a staff of reputable physicians and surgeons who would be 
altruistic enough to accept fees for service far below those which 
they ordinarily obtained in their private practice. The second ques
tion that came up was whether it would be possible to establish a set 
standardized fee which would include the physician’s service as well 
as hospital maintenance.

The physicians who had been using these hospitals more or less 
regularly comprised a class of men who have established practices in 
every line of medical service. Out of these eight hundred odd doc
tors, about sixty were appointed attending physicians and surgeons in 
each institution. After a conference with them, an executive com
mittee of the staff was selected and numerous conferences were held 
with this committee and with the staff in general to determine a fair 
fee for middle-class patients.

However, the hospitals were not content with establishing a new 
procedure without having such procedure indorsed by the main social 
and medical agencies. We are happy to say that the plan has met 
with the approval of the Board of Health, Bureau of Hospitals and 
various prominent medical societies.
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The average wage earner is at a loss when it comes to receiving 
medical aid. Not only is the hospital expense far beyond what he 
thinks he can afford but the fee of the physician or surgeon has to be 
added to that with the result that these people frequently mortgage 
their futures and find medical care a burden to them for a number of 
years. Such a condition of affairs has been studied rather carefully 
during the past few years but nothing of a constructive nature has 
been offered by the medical profession. For example, an individual 
making forty dollars a week and having a family to support, suddenly 
develops an acute appendicitis. He is confronted with the alternative 
of either going to a public ward (where he does not belong) or else 
going into a semi-private room of a hospital where his bill will no 
doubt be around one hundred and fifty dollars. He must add to this 
the fee of the surgeon which is always in excess of the amount paid 
the hospital. It is seldom that such a person has a bank account 
sufficiently large to meet such an emergency with the result that he 
possibly can pay his hospital bill, with the aid of relatives, and then 
finds himself confronted with a large bill from the surgeon which he 
has to meet in monthly installments or he has to borrow money which 
has to be repaid in the future. It is manifestly unfair to have a de
serving patient such as this placed in such a position but unfortunately 
up to the present time there was no way of obviating the trouble.

The majority of patients of moderate means desire to know three 
facts:—First, that they are being taken care of by a competent doc
tor ; second, that they will be taken care of in a well-run institution; 
and third, that they will be able to know exactly how much their care 
will cost both as far as the hospital is concerned and as far as the 
doctor is concerned.

In working out a suitable rate for such patients two factors had 
to be taken into consideration. First, the hospital had to work out a 
scale of prices which would allow them to break even on the proposi
tion and second, the doctors on the staff had to be willing to do what
ever work was necessary for extremely moderate fees. As far as the 
hospital is concerned, it was felt that it would be best to work out a 
price on a day basis. For example, tonsil and adenoid cases may be 
considered over night cases. Appendix and hernia operations had to 
be worked out on a definite stay which in most instances would be 
around the ten-day period. By taking this matter into consideration 
and admitting such patients as staff cases, not as private cases, we
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have been able to work out a scale of fees which is well within the 
means of the average wage earner.

To get down to specific examples:—A wage earner may be ad
mitted to the Park West or the Park East hospitals for a tonsil and 
adenoid operation for the sum of fifty dollars which includes room 
and general nursing, operating room, anaesthetic and surgeon’s fee. 
Of this the hospital receives twenty-five dollars and the surgeon 
twenty-five dollars. Again, a patient needing the removal of his 
appendix (interval case) may arrange for such an operation for the 
sum of one hundred and seventy-five dollars, one hundred and twenty- 
five of which is for the hospital care and fifty is the surgeon’s fee. 
In the event that the patient requests a private room and the family 
are willing to come to his aid to pay for such a room, we feel that the 
surgeon should be proportionately reimbursed and the fee is set as 
follows:—Seventy-five dollars for a tonsil and adenoid operation, of 
which the surgeon receives forty dollars and the hospital the re
mainder. In major operations the fee in private rooms is two hun
dred and fifty dollars, the surgeon receiving one hundred dollars in 
such cases. One can well realize that reputable busy men are not 
interested in a proposition like this for financial reasons.

Two factors are of a great deal of importance. In the first place, 
even with the moderate fee suggested above, it will be impossible for 
certain individuals to raise the ready cash. In such cases arrange
ments can be made with one of the larger banking institutions whereby 
the entire amount of money needed may be borrowed at six per cent, 
interest provided the hospital is willing to act as one of the endorsers 
and an employer or other reputable person act as the other. The 
National City Bank in New York City has a very agreeable arrange
ment by which the sum borrowed is repaid into a savings account in 
the same bank, the savings drawing four per cent, interest during the 
year and repayment made from such savings at the end of the year. 
In this way the amount of interest paid on the loan is very nominal. 
The second problem which is encountered is the possibility of unde
serving people applying for treatment. In order to overcome this 
factor, particularly in the beginning, we have determined to open 
such a service to employees of large corporations who have a medical 
or nursing department. Such corporations employ many deserving 
people and can always inform us accurately and honestly as to the 
financial status of any patient that they send to us.

As both of these hospitals are financial corporations operating for
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profit rather than semi-charitable institutions, it is impossible for 
them to enter into the practice of medicine and therefore no patient 
applying for our aid may be received by the hospital directly. The 
matter is taken care of in a very satisfactory way as folows:— 
Physicians on the staff are divided into services of two months each. 
A patient applying at the hospital is given the name, address and 
telephone number of the one or two doctors with whom he may get 
in touch for examination. The doctors have agreed to make such 
examinations free of charge. If the patient is a worthy one and needs 
hospital care he is referred back to the hospital as a staff case and is 
taken care of by the physician to whom he was referred. In this way 
he forms a contact as a private patient and the physician knows the 
individual with whom he is going to deal. There are many advan
tages in such a plan both for the doctor and for the patient. The 
patient has the feeling that he is being treated as an individual and 
not as a case. He knows the doctor who is going to take care of him. 
The physician, on the other hand, forms a contact which may mean a  
great deal to him because such a patient may, in the course of time, 
refer other patients to him who are in a better financial condition.

We do not feel for a moment that this plan is infallible but it is 
certainly a step in the right direction and we sincerely hope that it 
will be copied by other reputable organizations throughout the coun
try. One of the Assistant Commissioners of Health, when compli
menting us on the plan remarked, “This is the first constructive plan 
that any group of reputable doctors has offered to the public to take 
care of people of moderate means that seems to be at all feasible.”
64  E a s t 5 8 th  S tre e t,
N e w  Y o rk , N . Y .



PSYCHIATRIC SERVICE AS A  PART OF EVERY 
GENERAL HOSPITAL
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General hospitals and schools for nurses are still insufficiently 
impressed with the importance of a knowledge of psychiatry and 
their responsibility in mental cases. There is still a tendency to 
regard the ordinary patient as a case. The patient, as a personality, 
is only too often neglected. There is too little study and appreciation 
of the individual’s reaction to the infection or illness from which he is 
suffering.

General hospitals seldom make adequate provisions for mental 
patients, although they have a rather definite responsibility in such 
cases. There is little doubt that more and better facilities are needed 
for emergency mental cases, for the temporary care of cases pending 
commitment, and for intensive, diagnostic study and treatment of 
selected neuro-psychiatric cases. Until such accommodations are 
made available in general hospitals, the very unscientific practice of 
holding mental patients innocent of crime in jails and police stations, 
will continue to unfavorably reflect on our so-called enlightened civili
zation.

The prevalence of mental disorders undoubtedly impress persons 
working in general hospitals with the importance of a more extensive 
acquaintance with such conditions. It is an undisputed fact that there 
are as many beds in hospitals for mental patients in the United States 
as there are for all other types of physical illnesses, and this figure 
does not take into consideration the many so-called medical or physi
cal cases with mental complications that are so often seen. In fact, 
there is little likelihood that any sick person, no matter how clear cut 
his physical illness may be, does not suffer from a definite emotional 
shock as the result of his incapacity. Unrecognized mental complica
tions may seriously retard recovery, and it is now a well-known fact
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that certain neurotic symptoms may radically alter the picture of an 
otherwise common illness.

Early recognition of mental abnormalities or disorders is as im
portant in their treatment as is the early recognition of symptoms in 
physical disorders, if successful treatment and restoration to nor
mality is to be expected. Early recognition is also important to 
guard against acts due to lack of self-control, leading to serious com
plications and possibly to suicide. Many patients might be promptly 
restored to health, and their families saved from embarrassing situa
tions and a life of concern, if the symptoms of the mental disorder 
had been recognized sooner, and appropriate action taken. Every 
nurse and worker in a general hospital should be prepared to under
stand, at least superficially, the mental attitude of her patient and be 
ready for any emotional emergency that might arise.

Mental factors, as already indicated, often account for retarded 
recovery or unusual complications in ordinary illness. Whether the 
patient is depressed or anxious over financial or family trouble; 
whether his illness is more or less psycho-neurotic, and a method of 
escape from unpleasant situations in the world outside; whether he 
is developing ideas of persecution or delusions of other types; 
whether there are symptoms showing a speech defect, possibly point
ing to an organic brain condition; no matter what the symptoms of 
emotional upset, every general hospital should have facilities for the 
diagnoses and care of such conditions. Trained physicians are realiz
ing that no complete examination can be made of a patient unless it 
includes a mental examination which takes into careful consideration 
the emotional background and development of the patient. Unfortu
nately, most of our general hospitals today giving training courses 
do not give an adequate training in psychiatry and the understanding 
of human behavior. Throughout the country it is being urged that 
more training along this line should be given to medical students and 
nurses than have been given in the past.

It is, of course, understood that the nurse should not be made a 
psychiatric diagnostician, just as she is not made a diagnostician for 
general physical illness, but she should be qualified to detect any 
suspicious signs and report them to the medical attendant for his 
consideration. Certainly, the nurse should be qualified to care for at 
least, temporarily, the ordinary mental case. Such patients, as we 
have stated before, are so prevalent in the community that they are 
apt to come more and more to the notice of the general nurse, due
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to the increasing tendency to treat border-line cases in general hos
pitals, and to receive in such hospitals patients pending commitment. 
As nurses become better prepared and mental patients become more 
thoroughly understood, border-line types may, for a time, at least, be 
cared for at home.

Any person who has done work in this field realizes the necessity 
of careful study of the patient’s background before reaching a diag
nosis of his case. This, of course, necessitates a social examination, 
which can only be carried out by a person who can go into the com
munity from which the patient comes, in order to obtain such facts. 
This, of course, necessitates a definite social service department con
nected with the general hospital. It is being accepted throughout the 
country that social work is a necessary part of every general hospital 
so that should a psychiatric service become a part of every general 
hospital, more than ever would the social service department be of 
importance.

There is another very definite argument in favor of including a 
psychiatric service as a part of a general hospital program. As most 
hospitals are training places for the vocation of nursing, with the 
objective of turning out finished professional workers well grounded 
in all fields, a psychiatric service in the hospital would undoubtedly 
assist the nurse in adjusting her own emotional problems. Associa
tion with and the study of mental patients, under the guidance of a 
psychiatric consultant, would aid the nurse in character growth and 
in finding a solution to her own conflicts. A person well informed 
as to the uselessness and results of persistent worry, self-indulgence 
and neglect of hygienic principles; who knows the cause and signifi
cance of the so-called and erroneously named “shell shock” or the 
psychoneuroses of ordinary life, is not nearly so apt to succumb to 
such conditions. Observation and understanding of the inability of 
mental patients to adjust themselves to ordinary human relationships, 
and some of the unusual life situations, will assist the nurse in bring
ing about a satisfactory, personal adaptation.

The welfare of the ordinary patient is certainly much better safe
guarded by a person with some knowledge of psychiatry. A nurse 
who knows something of the various types of human behavior and 
personality will appreciate the possible significance of over-activity, 
inability to cooperate, undue depression, bizarre ideas, and outstand
ing gross neurological symptoms, and will certainly be able to report 
more fully and more intelligently on a patient, as a whole.
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Unfortunately, affiliation between general hospitals and mental 
hospital training schools has been almost impossible as a general 
thing, primarily, because of the lack of facilities for housing affiliating 
nurses. Not until general hospitals offer definite psychiatric service 
can psychiatric training be required for all nurses. This is the ideal 
toward which all enlightened mental hygienists are working.



GROWING HEALTHY CHILDREN*

RICHARD A. BOLT, M.D., D r . P.H.

D ire c to r , C leve la n d  C h ild  H e a lth  A sso c ia tio n , C levelan d , O hio

Healthy children grow1 from sound stock. There is no more 
reason to believe that vigorous children can be reared from defective 
and depleted germ plasm than that grapes can be produced from 
thorns, or figs from thistles. As a matter of fact, the whole experi
ence of man in the production of useful varieties of animals and 
plants emphasizes the need of careful selection in breeding, and 
preservation of the good “seed.” It is a commentary on the 
peculiarity of human nature that man has used more intelligence and 
exercised more moral courage in the breeding of domestic animals 
than he has in planning for his own progeny. He has largely left to 
chance the miscegenation of his own races with the pious hope that 
everything would come out all right, and that environment, shaped to 
his will, would somehow supply what inheritance lacked.

While my personal interest up to this time has been largely in 
the normal growth and development of the child as conditioned by 
favorable environment, I am convinced that inheritance sets the stage 
and plays the leading role. This is no place for a documented paper 
or a display of vital statistics, but I believe it can be shown readily 
from recent studies in heredity and genetics, that the character of the 
streams of heredity determines largely the constitution of the indi
vidual, his pattern of development, his reactions to favorable or un
favorable forces, and many other conditions for which we are ac
customed to credit environment.

No amount of sophistry can minimize the importance of the 
hereditary factors in the ceaseless struggle of individuals to survive 
and make for themselves a place in the social order. From the mo
ment of conception until birth, and from birth throughout childhood, 
heredity undoubtedly places its stamp upon the individual, a stamp

* Read before the Ohio Welfare Conference, Tolgdo, Ohio, October 1930.
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which environment may enhance, modify, or neutralize, but cannot 
efface entirely. It is futile to discuss whether hereditary or environ
mental forces play the larger part in the welfare of the child. Both 
are potent and their varying roles depend upon the unit characters 
involved, their inter-relations, and the period of development and 
growth that, for the time, is under consideration.

Naturally we have looked with greater hopes of control to the 
environmental factors because they are more tangible and have thus 
far yielded more readily to our manipulations. Some striking results 
have been obtained in the field of public health and social welfare. 
But in our enthusiasm for the reduction of infant mortality have we 
not overlooked more subtle forces which will eventually challenge us 
in our battle to establish a better and more vigorous race? We are 
beginning to wonder if, after all, the infant mortality rate is the 
main criterion we should accept in judging the effectiveness of child 
welfare work.

What about the quality and stamina of the children who survive? 
It has been urged that where the infant mortality rates have been 
reduced the mortality rates at upper ages also have been lowered. 
The statistical studies on this point are not altogether conclusive 
inasmuch as different children are considered in different age groups. 
It is true, nevertheless, that the infant mortality rates as a whole, and 
the mortality rates in all age groups up to thirty-to-forty-years, have 
shown a decided downward trend in the last ten or fifteen years, but 
the mortality rates over forty years of age have moved upward. 
We are certainly saving young life and thus advancing the average 
age at death, but are we conserving the experience, the skill and 
mature judgment attained after middle life? It is interesting to 
speculate that in our efforts for intensive infant welfare work we 
may be carrying through their earlier years many who will not have 
the intelligence, vigorous constitution, resistance, or stability to with
stand the physical and mental strains to which middle-aged men and 
women are now1 subjected. This situation is the more alarming as the 
differential birth rates indicate that a considerable number of poten
tially vigorous and healthy individuals are thwarted at the very 
threshold of life, while the defective, the diseased, and the debilitated 
propagate their kind a d  lib itu m . Are we actually> or only apparently, 
raising up a vigorous new generation, one more capable of with
standing the strain and stress of modern civilization and of grappling 
with its intricate problems ?
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While the subject assigned me indicates the practical consideration 
of what we can do to grow healthy children, I must at the outset 
express concern regarding the haphazard fashion with which we 
continue to breed our human stock, the racial poisons to which we 
subject our germ plasm, and the unbounded confidence we place in 
chance to produce the most suitable matings. Such methods applied 
to our domestic animals and agricultural products would work dis
aster in a few generations. It is by no means certain that they are not 
having a deteriorating effect upon the human stock. I leave now to 
the eugenist and geneticist these perplexing problems of racial 
hygiene, however, and content myself with the presentation of a few 
of the factors which I feel contribute most to the growing of healthy 
children who are endowed with reasonably good heredity.

In considering healthy children it is understood first that health 
implies physical, mental, and emotional balance with the ability on the 
part of the child to adapt itself satisfactorily to the ever-increasing 
complexities of its environment. This means that both intrinsic and 
extrinsic factors determine healthy growth. The growth of healthy 
children begins in  u tero  and is modified by all the factors, favorable 
or unfavorable, which affect the expectant mother. We know defi
nitely the effect of some of these to which but brief consideration 
need be given here.

Nutrition is of supreme importance from the moment of concep
tion, and continues to hold this place throughout the child’s entire life. 
An ample, balanced dietary, with essential vitamins and adequate 
quantities of mineral salts (particularly calcium, phosphorus, iron, 
and iodin), must be furnished during pregnancy if healthy babyhood 
is to be built upon a sound foundation. Not only general bodily 
growth, but also such special structures as bones, teeth, and the 
endocrine organs are dependent upon good nutrition. Dental hygiene 
really begins in embryo, at which time it is dependent upon proper 
nutrition and freedom from maternal infections. Any interference 
with normal nutrition, therefore, affects both growth and normal 
development and should be carefully avoided.

We know that many infectious diseases, as they affect the mother, 
will injure the foetus. The most outstanding of these are syphilis 
and tuberculosis. Well-planned community measures for the control 
of tuberculosis and venereal diseases assist both directly and indi
rectly in growing healthy children. It is poor economy to attempt to 
save by reducing these important public health measures. Let it be
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emphasized that early detection and thorough treatment of syphilis 
during pregnancy benefits both mother and unborn child. Syphilis, 
as is well known, is not only one of the most frequent causes of 
abortion or stillbirths, but predisposes to premature birth.

Another danger which adds to the loss of life in  u tero  is mechani
cal injury such as falls, blows on abdomen, straining, fatiguing 
journeys, et cetera.

One of the greatest problems we face today is abortion. It is 
unquestionably on the increase. It not only destroys the unborn child, 
but is a direct or indirect cause of many maternal deaths. In Cleve
land during 1929 thirty-nine per cent, of the maternal deaths followed 
abortion, which was, in most cases, induced. Studies in a number 
of states reveal thirty-five to forty per cent, of the maternal deaths 
are from this cause. It is estimated that for every thousand live 
births there have occurred from three to five hundred deaths of 
embryo or foetus, a number of these being caused by induced abor
tion.

It has been stated confidently that ninety per cent, and more of 
the children born alive are normal and will grow up healthy, if only 
the proper environmental conditions are furnished. This statement, 
as we have seen, must be interpreted carefully. True as it may be, we 
must remember that a large number of prenatal deaths occur, and 
the intra-natal and neonatal death rates continue unduly high.

It is certain that a number of babies, apparently sound at birth, 
have concealed defects or injuries which may prove serious later in 
life. Furthermore, feeble-minded children and those with some types 
of constitutional deficiencies may seem to be just as physically sound 
at birth as those who are wholly normal.

Many of the deaths formerly attributed to asphyxia, congenital 
debility and prematurity, et cetera, it is now known, are in reality 
due to some birth injury. This has become evident from the intra
cranial hemorrhages found at autopsy. The outstanding causes of 
neonatal mortality are related either to difficulty at time of birth, or 
to prematurity which may be due to a variety of causes, including 
syphilis, malnutrition, constitutional weakness or infectious disease of 
the mother. In addition, toxaemias of pregnancy continue to take 
a heavy toll of both mothers and babies.

By means of infant hygiene we have been able to reduce the 
general infant mortality rate to a considerable extent, and have lost 
sight, perhaps, of the fact that neonatal mortality remains high.
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While excellent prenatal care may do much to protect the mother 
and to render childbirth safer, it cannot take the place of skillful and 
judicious obstetrics at the time of birth. The technical procedures 
of skilled obstetrics and nursing must be made available to every 
prospective mother before we can expect any marked reduction in 
neonatal mortality. This involves professional, social and economic 
adjustments, demanding our most serious thought. Neonatal mor
tality due to infectious diseases, malnutrition, or unskilled obstetrics 
cannot be looked upon in any sense as a favorable selective process. 
Furthermore, the welfare of the mother goes arm in arm with that of 
her baby, and its healthy growth depends upon her intelligence, care, 
and ability to provide necessities.

After the threshold hazards to life are passed, the growth of 
healthy children depends largely upon the following factors:

1. Proper nutrition, beginning with breast feeding.
2. Protection from infectious diseases.
3. Proper exposure to sunlight and fresh air.
4. Plenty of rest and free opportunity for play.
5. Training in good health habits.
6. Protection against accidents.
7. Freedom from undue fatigue.
8. Guidance to stable emotional balance.

Growing healthy children is, therefore, the resultant of many 
inter-related factors, but it must ever be borne in mind that the pat
tern for growth and development is in the main determined by 
heredity. Given a reasonably good heredity, with no serious unit 
defects of body or mind, and growth usually proceeds in an orderly 
manner provided suitable protection is afforded before, during, and 
after birth, and the growing individual is supplied with the optimum 
quantity and quality of food.

Of course there are numerous hazards to growth all along the 
way, some of which are readily recognized, while others are obscure 
and insidious. We should remember that mental health may be a 
decided factor in conditioning normal growth, especially in the ado
lescent period. Not only do we need good prenatal care for expectant 
mothers, but every girl should be thoroughly instructed in the sec
ondary schools as to the fundamental principles of sex hygiene and 
the duties and responsibilities which face motherhood. The idea of 
mothercraft needs to be revived in this generation.
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In this brief presentation I have purposely refrained from dis
cussing in detail any of the current methods proposed for growing 
healthy children. These can be obtained readily by consulting the 
standard texts on race hygiene, nutrition, infection, immunity, et 
cetera. It is desired to emphasize the fact that healthy growth is the 
product of many factors derived from both heredity and environment, 
that it is beset with dangers, both seen and unseen, and that only 
intelligent guidance based upon human experience and scientific ex
periment can determine that our coming generation of children shall 
be healthier and more vigorous than their parents.



PHILOSOPHY IN THE SOCIAL WORK  
CURRICULUM

M. A N TO IN ETTE CANNON

T h e N e w  Y o r k  S ch oo l o f  S o c ia l W o rk  

N e w  Y o rk , N .  Y .

The subject of philosophy in relation to social work is so vast 
and spherical that it is almost impossible to grasp it. What do we 
mean by philosophy? The wisdom of the ages? Ideas as to the 
nature of reality? The nature of knowledge? Ideas as to what is 
good?

Has social work any special use for general ideas as to being, 
knowledge, goodness? Does social work have any special place in 
the old or new philosophies? Is there a philosophy of social work?

Is philosophy a respectable ally, even, for social work? Is not 
science rather the true method and goal of social work? Are we 
not concerned with h o w  things work in our field rather than with 
w h y  and h o w  they sh o u ld ?  Physics was once “natural philosophy,” 
surely it has progressed since then, from philosophy to science. 
Psychology was not so long ago a part of “philosophy.” It too has 
made strides toward becoming a science. Sociology is in like case. 
May we not hope that social work also is developing from vague 
ideas toward definite knowledge and from a will to improve toward 
experimental record? This point of view is held by (I believe) 
many social workers.

Now suppose we say that social work is not research only but 
also the application of knowledge, and as such it is different from 
the science of psychology and sociology and related rather to the 
professions such as medicine and law. The same social worker who 
sees progress in the fields of knowledge away from philosophy and 
toward science may say (as one did recently to me), medicine and 
law have no philosophy special to themselves, no profession has, 
except possibly the church, and the church does not count in this
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connection. Why then should we seek a special philosophy for social 
work? Philosophies are of life, not of professions, and persons hold 
ideas as individuals, not as professionals or practitioners.

This point of view, however, can hardly be maintained. Every 
profession is partly science and partly an art of practice; each one 
is a way of dealing with some aspect of life, and each one has its 
purposes, its goals, and its own particular human interrelationships, 
and out of its own conflicts evolves its system of values.

In each profession it is possible for the practitioner to become 
so preoccupied with the technique that all questions of purpose or 
value are taken for granted or ignored. To do so, however, is the 
mark of the immature practitioner or the technician and not of the 
seasoned professional person. In the performance of a surgical 
operation, for example, there may be a number of assistants whose 
sole duty and interest is in the detail of local anatomy, retraction, 
ligation, anaesthesia, etc. But they do not constitute the practice 
of surgery. In any difficult or questionable case there must be some
one who makes decisions which are based upon the weighing of 
certain values, such as the risk and disability of operative procedure 
against the risk and disability of the disease in the particular case, 
considering general health, age, temperament, occupation, attitude 
of the patient. Sometimes the hardest of the doctor’s tasks is to say 
which is worse, the cure or the disease.

Nothing brings out more clearly the fact of accepted professional 
philosophies than such a situation as that of a condemned criminal 
who is sick. How easily we acknowledge that no doctor who was 
a doctor would hesitate to ply his art to save this man from dying 
a natural death, although according to another accepted code of 
ethics his days are arbitrarily numbered. A recent newspaper photo
graph had this legend: “The Aftermath of the Tragedy at Columbus: 
Doctors Working Among the Convicts Brought from the Blazing 
Buildings in Desperate Efforts to Revive Any of Them Who Could 
be Saved.” Saved, for what? It does not enter into medical philoso
phy to inquire. The values for medicine are, in this order, life, 
function, comfort, beauty (or in medical parlance, cosmetics). Com
fort may outweigh function, according to relative degree. I am not 
sure what the professional values are for the practising lawyer, 
perhaps order, and the client’s legal rights. Certainly “life” and
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“legal rights” are concepts which have different values in the pro
fessional thinking of doctor and lawyer.

Both medical and legal values relate to general social ethics in 
ways interesting in this connection. M e n ta l H y g ie n e  B u lle tin  of 
March 1930 had a leading article entitled “Battle of the Experts, 
The Real Function of the Psychiatrist in Criminal Trials,” which 
well illustrates these relations. In this article the psychiatrist, at
tempting to maintain a psychiatric interpretation of re sp o n sib ility ,  
is made to defend the public welfare, while the lawyer is made to 
stand for the client’s individual interest, buttressed by an arbitrary 
legal defintion of re sp o n s ib ility .

“What I want you to do, doctor, is to testify in court for my 
client. With all those things wrong with him nervously and mental
ly, he certainly is not responsible for this robbery, and I want to get 
him off.”

“Well, you have picked a very dangerous man to get off. His 
record shows that he is forty-five years old and has been in court 
eight times before this for stealing offences, and that he has never 
worked at a legitimate occupation for longer than a three months’ 
period at a time, and that he has been involved in a lot of unsavory 
occupations such as bootlegging, gambling and pandering, etc., so 
you see he is not a harmless person when at large.”

“I know that, but I don’t care anything about that. It has 
nothing to do with the legal question. This court has to determine 
whether he is guilty of the offense of robbery of this particular 
grocery store, and it doesn’t make any difference what he has done 
before that. Now if he is mentally sick and not responsible he can’t 
be found guilty of that robbery.” 1

What is responsibility ? On what theory of free will or determin
ism are courts and experts to give judgment? What is justice? 
What is good for the culprit ? What for society ?

I mean here only to indicate a few questions of truly ethical 
nature, not of etiquette only, with which professions as such must 
in practice concern themselves. Such questions, if not metaphysical 
or epistemological, are, to my mind, none the less profoundly phil
osophical. They may not have much to do with the nature of time 
and space, but they have to do with purposes and cross purposes.

1 Arnold L. Jacoby, M.D. “Battle of the Experts,” M e n ta l  H y g ie n e  B u l
le t in , Vol. VIII, No. 3, March 1930.
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In meeting them we may discuss the good in relative and not in 
absolute terms, but then so did Socrates. They are of the very 
essence of the matter with which our later “pragmatic” philosophers 
deal. (I  was about to say “more modern” philosophers, but I do 
not know that there are any more modern than Socrates.)

In order not to attempt more of an argument than our time and 
capacities allow, let us set ourselves a definition of a term at this 
point and say that in speaking of a philosophy of social work we 
mean a system of ideas first as to what is good for the human group 
and second as to what is good for the individual in his social ex
perience and third as to the meaning for social work of certain 
hypotheses and abstractions. In other words, we mean a rationale 
of ethical values relating to a certain limited area of our thinking 
which is determined by the purpose of a particular expertness—- 
social work.

The existence of questions of ethical value within this field 
hardly needs demonstration. I can show the kind of question I 
have in mind, and at the same time get at once into its place in the 
teaching of social work, by quoting some subjects brought up by 
students in the course of their classroom and field work. I am sure 
that any teacher of social work can duplicate such experience many 
times over. I leave it to my hearers whether such questions are 
academic or of actual practice as well as of the school.

Let us relate ourselves to law and medicine by taking first a 
social work version of the question of responsibility. In a social 
case work course the discussion is of a man who suffers a change 
of behavior after a head injury. He becomes irritable and unreason
able, especially with his many children, who live with him in small 
quarters, and he drives his two young daughters out of the house. 
One goes to a relative, and one, though old enough and wise enough 
to know better, runs away with a drunken sailor and contracts a 
gonococcus infection. The class asks, is the man responsible for his 
unkindness? Is the girl responsible for her infection? What is 
responsibility? It makes a difference as to what a social worker 
will say and do in the situation. We are about to use an idea in 
attempt to accomplish a certain purpose, not punishment, not health, 
not the imposition of an order of procedure, but a b e tte r  socia l e x 
per ien ce  for these individuals. Social workers find it constructive 
to act as i f  there were such a thing as responsibility, the discussion
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runs. We g iv e  re sp o n s ib ility  to a person and get certain responses. 
Even the poor man who was hit on the head can probably take part 
in control of his experience, and will do better if we stimulate him 
to do so. Yet, says the class, isn’t there such a thing as truth, ir
respective of what works for our purposes? What is the relation 
of these as i f s  of social work to the findings of sciences, what to the 
teachings of religion, what to the philosophies, ancient and modern ?

The discussion runs further, responsibility and irresponsibility 
are not, in any practical analysis or for any practical purpose, two 
contradictory terms in the Aristotelian sense. In life and in social 
work when one asks, is this “A” or “not-A,” the answer is, both. 
For the social worker, a situation is to be understood as a combination 
of terms, and the practical success of the understanding depends upon 
correct analysis of the quantity of each, how they combine with 
each other, and what factors determine them. This brings the dis
cussion back to the technique of social work, analysis for purpose 
of treatment. So closely is h o w  related to zvhy in study of method.

This question of responsibility happened to come up in a course 
in social case work, but it is equally applicable in group work and 
community organization, and I believe that most of our questions of 
ethics and meaning are of interest throughout the whole profession 
of social work.

In technical social work courses the teacher is sometimes at a loss 
to know how to meet adequately the students’ questions as to values 
and meaning and at the same time do full justice to the technique 
as such. The same problem arises in field work, where we are in 
even greater danger of hanging on one or other horn of the dilemma 
as we try to avoid the cultivation on the one hand of the narrow
minded technician and on the other of the unskilful dreamer.

Several students have brought to me this year, as every year 
some do, their questionings as to the justification for the interference 
in the lives of clients which orthodox social work technique seems to 
require. This is a conflict as old, it must be, as organized charity, 
and perennially new to all recruits. There must be something wrong 
with the young worker who is not troubled by it. It is a problem 
of social ethics peculiar to social work because of the manner of its 
support, unlike that of any other expert service. Paid by the rich 
to practise on the poor. Surely no “profession” born and fostered
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in such a predicament can ignore the ethical problem of its own right 
to be.

The alliances of social work with medicine, psychiatry, teaching, 
and law enforcement offer some practical opportunity for economical
ly self-supported social practice. Private practice, however, must 
always play a minor role in social work so long as the factor of 
economic insufficiency looms large in the problems the social worker 
attacks. Group-supported social work for the group itself seems 
in theory the only road to security. But how big a group, how select
ed, how organized? What do we think of the public agency as 
against the private as to its value to society?

Whichever we shall have, public social work or private,—and 
no doubt the answer is, both,—there will be a worker-client relation
ship the ethical quality of which will depend upon certain concepts, 
held by worker and client, of the meaning and value to individual and 
to group of self-dependence, initiative, variation on the one hand 
and on the other social conformity, adaptation, group protection, 
group responsibility, group life. How can we save the individual 
virtues, so precious in themselves as well as for the group, and also 
further the growth of the social organism ? Some biologist in a 
recent paper to which I cannot refer exactly speaks of the surprising 
subordination in the living organic unit of the individual cells to the 
whole, “some even having no life of their own, but with their dead 
bodies forming a protective covering for the organism.” Analogies 
as such prove nothing, but may there be more than analogy in the 
tendency of the life forces to organize now on one scale, now on an
other? Did the uni-cellular being fight for its individuality and give 
way in face of that tendency in plant and animal life? W hat is the 
meaning of the tendencies we see in social life to the formation of 
larger and yet more complex and compact units ? What is to be the 
value of the individual in the society of the future ?

In a “social work seminar” the question comes up, in a perfect 
community, is there any place for social work? Let us by p e r fe c t  
mean, not static, but free from all pathology as of a certain point 
of development. Has social work anything to say as to what is 
normal in social life, now or at any time? How does any expert 
arrive at any idea of a norm ? Perhaps the method can always be 
reduced to a statistical determination of averages, from many meas
urements of deviations. But does the quickened mind sometimes
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overleap the long counting process and form an ideal which, though 
it may be mathematically erratic, yet may work, and by its effect 
upon thinking create itself in concrete form?

In a book on drawing called D yn a m ic  S y m m e tr y  the author (Jay 
Hambidge) says “They (the Greeks) saw that nature was tending 
toward an ideal, that the principles at work underneath the surface 
of natural phenomena were perfect, but that natural manifestations 
of the operation of these principles, as exemplified by animal and 
vegetable growth, owing to vicissitudes of circumstances and the 
length of time necessary for development, were seldom or never per
fect.” Art, science, philosophy are not contradictories, they are 
different workings of ideas and ideals. “There are no ghosts” says 
Watson the arch-scientist. But there is counting, and the condition
ing of reflexes does telescope, and the upshot is that though ex
perience gives us only deviations, yet it is norms which seem to us 
positive.

Is medicine to think of sickness and never of health? Is education 
to focus its attention upon ignorance? Is law and penology forever 
to put its whole force into repressing crime and contribute nothing 
to good behavior? Sometimes it seems so, and it seems as if social 
work likewise could be concerned with nothing but misery and its 
causes. Yet in every case the negative implies the positive; the more 
the practice seeks causes, and becomes scientific, the more emerges 
the purpose of prevention, of realization of the ideal, of working for 
a positive good.

I am an advocate of pure science or idle curiosity as a motive 
in social work and social life. Knowledge as well as beauty is its 
own excuse for being. But the purest science runs into philosophy. 
Social work in keeping itself philosophically oriented need not lose 
any of its impulse toward exactitude. Indeed the more scientific 
it can become, the better, philosophically and ethically speaking.

In thinking of the relationship of science of philosophy it is 
helpful to refer to Mr. Whitehead’s description of the “rhythm of 
education” ( T h e  A im s  o f  E d u ca tio n , p. 27). He says “I think 
Hegel was right when he analyzed progress into three stages which 
he called Thesis, Antithesis and Synthesis; . . .  In relation to in
tellectual progress I would term them, the stage of romance, the 
stage of precision, and the stage of generalization.” A little later 
he asks his hearer “not to exaggerate into sharpness the distinction
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a code, but I believe that students need to be given some insight 
into the nature of the ethical problems of social work and some 
exercises in thinking in general as well as in particular terms. 
Whether we get our best possible results by bringing the ethical 
point of view into all courses and having no philosophical course 
as such, I do not know. Certainly to have a philosophical course 
is not thereby to decrease the interest in the ethical subjects which 
come up in other courses, nor can I say that it necessarily is to 
increase the students’ facility in handling general ideas in discussion, 
one reason being that students may not take the philosophical course 
until after they have struggled through a good many whys and 
wherefores.

The advanced seminar for students in their final period of pro
fessional education seems to offer a good opportunity for the philo
sophical exercise needed. The late seminar will not contribute, how
ever, any more than the late lecture course, to the students’ attack 
upon problems that arise early in the course as a whole.

Pre-professional courses in general philosophy and ethics are I 
believe helpful. Undergraduate courses, however, even if they could 
be always required, do not meet the need for a discussion of the 
particular ethical problems of social work.

The hardest question for the schools seems to be that of putting 
ethics and generalization in their place in the technical courses. They 
will not be left out; they must not swamp technique. I think some 
formulation of the question of values in relation to social work, and 
some discussion of teaching methods in these courses would help 
us. I offer this as a project for the Association of Training Schools.



THE MEDICAL SOCIAL WORKER IN A  PUBLIC 
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PA U LIN E PARR

D ire c to r , S o c ia l S e rv ic e  D e p a r tm en t, L o u isv ille  C ity  H o sp ita l,  
L o u isv il le , K y .

The statement has been made authoritatively that in all countries, 
in all ages, it is to sickness that the greatest bulk of destitution is 
immediately due.1 The prevention of sickness, therefore, constitutes 
a positive influence toward the abolition of poverty and no group has 
been a greater friend to the poor, the distressed and the unfortunate, 
than the medical one; none has given of its services more generously.

Historically a few facts are of interest in this connection. In 
1769 Dr. Benjamin Rush became identified with the faculty of the 
College of Philadelphia, where the earliest medical school in the 
country was established.2 From the very beginning of his medical 
career, he gave his services generously to the destitute and as it has 
been well expressed “The same charitable and just disposition that 
governed his actions in life, manifested itself in his will,” as he left 
a sum to the Pennsylvania Hospital for the relief of poor patients.3

Already in 1751 the Pennsylvania Hospital had been established 
by an Act of the Provincial Legislature with Benjamin Franklin as 
one of the members of the first Board of Managers.4 In the rules 
agreed to by this first board, for the admission and discharge of 
patients, we find that some of their problems were the same as ours 
today. For example, regulations were passed that women having 
young children were not to be admitted unless their children could be 
cared for elsewhere. Similarly, non-residents when applying for ad
mission were requested to present a certificate from the overseer of the 
poor in the community of their legal residence stating their inability 
to pay. Reference is hardly necessary to the persistence of these

♦Read before the American Hospital Association Convention, New Orleans, La.,
October 1930.
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problems in the administration of our present-day municipal hospitals. 
The field which they offer to the social worker is obvious.

Every Kentuckian is proud of the fact that the second medical 
college in the United States was established in his state.5 Transyl
vania Seminary which later became the University of Louisville 
School of Medicine, has not been excelled in the production of out
standing medical men including teachers, writers, physicians and 
surgeons.

It is impossible to outline the history of medical care in Kentucky 
without reference to the early provision for education. In 1780 the 
State of Virginia put aside 8,000 acres of land in Central Kentucky 
“for the purpose of a public school or seminary of learning.” 6 In 
1783 when Kentucky became a District of Virginia and had its own 
general assembly, a tract of 12,000 acres were set aside for the main
tenance of a college to be called “Transylvania Seminary.” This 
college was first permanently located in Lexington in 1793. In 1799, 
the first attempt was made to establish a medical department and two 
salaried members of the university faculty were employed. After 
five years this school was abandoned and no further medical classes 
were held until in 1809 when an unsuccessful attempt at reorganiza
tion was made.7

In 1817 the school was reopened and there were twenty students 
and five on the faculty. Transylvania reached the zenith of its 
success in 1825 when there were 282 students in the school. Probably 
because of the fact that the city of Louisville was growing so rapidly 
while the population of Lexington was declining, attendance at the 
Seminary declined from this date.8

In 1836 the faculty voted unanimously that the school should be 
moved to Louisville and in 1837 the “Medical Institute of Louisville” 
was endowed by the Mayor and Council of that city.9 A grant of 
land, a medical building to cost $30,000, and an additional $20,000 
for the purpose of a library and supplies were voted. The clinical 
teaching of the institute at this time was done on the wlards of the 
City Hospital, which was then called the Louisville Marine Hospital.10 
In 1837 the Medical Board of the U. S. Army selected a new site 
upon which was to be built a hospital “for the benefit of boatmen on 
western rivers.” 11 The ground was purchased and the building 
started in 1843 but it was not occupied until 1852.12

In 1873, the old Louisville Marine Hospital became known as the 
City Hospital and in the hospital marine patients were treated at the
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expense of the Federal Government until the U. S. Marine Hospital 
was built in Louisville and all Federal patients were transferred.13 
This is the story so far as it may be confirmed, of the present munici
pal hospital of Louisville.

A detailed analysis of the administration of the institution would 
be of major value. Originally it was under the Board of Trustees. 
It was later placed under the supervision of a Board of Public Chari
ties created by the city, and remained under this authority until the 
Board of Safety was established under a new charter.14 In January, 
1930, the hospital was placed under the City Director of Health who 
is an appointee of the Mayor.15

This is a very brief history of the foundation of the second medi
cal school in the country, a school which became a part of the first 
municipal university in the United States. It is a brief history of the 
early establishment by a city of a hospital to care for its destitute 
sick. The affiliation of this hospital with the School of Medicine is of 
course, a significant factor in the situation.

At the time of the establishment of the City Hospital in Louisville, 
the population was 4,012. Some facts regarding the development of 
the city are of interest. In 1780 before there was a State of Ken
tucky an enactment passed the Assembly of Virginia which created 
the town of Louisville.16 It is now 151 years since the first settlers 
arrived in Louisville. The city is so located on the Ohio River that 
it soon became a very important river point and attracted new 
settlers. Particularly after steamboat navigation do we find this city 
growing. According to the United States Census, in 1790 there were 
200 people17 in the town. In a century this number had multiplied 
1,000 times, in 1900 the population was 204,731 18 and now in 1930, it 
is approximately 350,000.

A few statistics suggest the corresponding development of the 
hospital work. Prior to 1873, the hospital established in 1817 19 had 
cost $98,452.47.20 During the year ending June 30, 1881, 1,190 
patients were treated in the hospital and the total days spent in the 
hospital were 13,399.21 Out-patient care was given to 790 boatmen,22 
and $2,386.08 was collected from city taxes for the hospital. In 1870, 
the average daily cost per patient was 44 cents.23

For the year ending August 31, 1930, there were 49,307 visits 
made to clinic by 13,942 individuals; in addition to this, 3,769 indi
viduals visited our Social Hygiene Clinic, 38,929 times; there were 
also 5,941 patient visits in the Tuberculosis Clinic. The total patient
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visits to all clinics was 94,077 ; 9,028 individuals were treated in the 
Emergency Room; 140,647 hospital days were provided for 10,666 
patients.

As above stated, the hospital is now under the direction of the 
City Director of Health. The Superintendent of the hospital is an 
appointee of the City Director and is responsible for the non-medical 
affairs of the institution. The Dean of the University of Louisville 
Medical School is the Staff Executive, and responsible to the City 
Director of Health for the medical affairs of the hospital. The 
hospital is still used by the School of Medicine for clinical teachings.

It is in this administrative set-up that the Social Service Depart
ment operates with a staff which includes a director, five social work
ers, and two clerical workers. In addition there is a social worker in 
each of the extra-mural clinics. The members of the staff are appointed 
by the Staff Executive and all members are appointed on the basis 
of education and experience without reference to politics.

In meeting the practical situation, the Social Service Department 
of the Louisville City Hospital performs many duties in addition to 
those which are outlined by the National Function’s Committee. A 
most time-consuming task, for example, is that of directing patients 
within the building and giving general information. Ambulance calls 
are placed and supervision is exercised over volunteers giving their 
service in various capacities, e.g., friendly visiting or distributing 
books and magazines or holding religious services or doing clerical 
work. Special Christmas and Easter activities are planned and super
vised by the social workers who also assist on other special occasions.

The hospital has no special department to take care of financial 
investigations. As a result, the Social Service Department attempts 
to do this work, though, the investigation consists of a short inter
view only. Generally between 900 and 1,000 patients are interviewed 
each month regarding some financial problem. All X-rays for clinic 
patients are cleared through the Social Service Department, and when 
possible $3.00 is collected for each picture. If a patient cannot pay 
the 25 cents clinic admission fee, a free card is issued to him. 
An attempt is made to reach a decision as to the length of time for 
free treatment after the physical as well as the social conditions are 
learned. A special effort is made to collect $4.00 a day for the 
emergently ill, non-resident, hospital patient. One worker is at 
present attempting to do all of the interviewing regarding finances.

The diagnostic files kept in the clinic and the clinic management
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in many of the clinics is done by social workers. During the last 
year, 48 individuals worked as clerical volunteers in the clinic and 
some gave as much as three half days a week. These volunteers do 
much of the detail work but they are supervised by a social worker.

Between 35 and 50 patients are daily treated in the Emergency 
Room of the hospital and the Social Service Department is called on 
an average of five times daily. Because of the small hospital capacity, 
only patients who must have hospital care are admitted. Frequently, 
a patient comes to the Emergency Room for whom we arrange care 
in the home by the public health nurse. Sometimes it is the non
resident whom we send to the Traveler’s Aid Society, or it may be if 
the problem is a relief one, the family is referred to the Family 
Agency.

The work done within the hospital is chiefly with patients 
referred for discharge. The most persistent problem is the homeless 
chronically ill. No convalescent care is provided in the city and there 
are few beds available for the chronic patients. Last year, 515 indi
viduals were referred to the Social Service Department for whom 
special care was arranged. Non-residents were returned to their 
legal residence; 25 applications were filed at the City Home for Aged 
and Infirm. For many, relatives were found who were able to care 
for the patient and in a few instances it was necessary to refer to the 
State Law which requires adult children to care for their parents. 
In the cases of deserted children, the Juvenile Court w*as called and 
in all of the 515 cases, some special effort was made to provide care 
after discharge. The majority of the hospital patients come into the 
hospital and return to their own homes without any special plan after 
discharge other than referral for follow-up to the Public Health 
Nurse and instructions as to returning for clinic care.

The Kentucky Crippled Children’s Commission purchased braces 
and special orthopedic appliances for the 50 children referred to them. 
The social service worker purchased 28 braces with funds provided 
by the patients, the cost being $633.00. The city, through the social 
service worker, purchased 16 braces at a cost of $343.00. The Com
munity Chest provided special medical supplies for 35 individuals at 
a cost of $108.67. Sixty-nine pair of crutches were purchased by 
the city, five pair by the Community Chest and forty pair with the 
patients’ funds. The social worker, therefore, was able to secure 
medical relief for 50 children through the Kentucky Crippled Chil
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dren’s Commission, 193 adults were provided with special appliances 
at a total cost of $1,453.67.

Other types of cases for which special provision is made includes 
the patient for whom an operation is advised. Each of these patients 
is interviewed by a social worker and if the patient does not return 
to the hospital, he or she is visited and every effort made to carry out 
the order of the doctor. Frequently a whole family readjustment is 
necessary in order that the patient may receive the necessary care.

Each diabetic patient attending clinic is visited in the home and 
every effort is made to encourage regular clinic attendance. The 
necessity of the diet is explained and the patient and relatives are 
asked to come to the hospital to a special class held for the diabetics 
who are patients in the hospital. The work done in the hospital to 
help the diabetic understand his condition and the close follow-up in 
the home has made a noticeable decrease in the number of diabetics 
entering the hospital as patients. The clinic has grown and the at
tendance has steadily increased. At a recent meeting of the class of 
special instruction 14 patients and four relatives were present. These 
classes meet weekly.

Kentucky is among the states having the lowest maternal death 
rate in the United States and this is undoubtedly due in part to the 
excellent prenatal care provided in Louisville. A social worker in the 
prenatal clinic takes cases referred for attention and the chief prob
lems are arranging care for the unmarried mother and her baby. 
This often involves the establishment of paternity and in rare in
stances, reference to the Juvenile Court for the placement of the child. 
Assisting in making plans for the children in the family during the 
illness of the mother is one of the tasks of the social worker. Mothers 
for whom no temporary plan can be made are referred to a children’s 
agency in the city.

In 1920, according to the United States Census, Kentucky had a 
ratio of 679 blind per million of the general population.24 Only five 
states had a larger ratio. Trachoma is one of the major causes of 
blindness in Kentucky.25 Cases of trachoma have more economic 
significance to the taxpayers than those of glaucoma, cataract and 
optic atrophy, because a larger number of these individuals who 
contract the disease become dependent. It is a disease which if treated 
in time, is curable.26

The City Hospital had 1,445 individuals in its Eye Clinic last 
year and the social worker makes every effort to follow cases of
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trachoma. Often the child with defective vision must be given 
special attention at school because in the city there are no sight con
servation classes in the public schools. Kentucky has a blind pension 
administered through the County Court and the social worker files 
applications for all eligible patients attending clinic.

Every morning a social worker is on duty in the Pediatric Clinic. 
For the year ending September 1, 1930, 1,816 individuals were pa
tients in this clinic so the social worker is particularly busy in inter
preting the social conditions to the doctor and the doctor to the family. 
All feeding cases are followed in the home by a nurse from the Public 
Health Nursing Association. This agency also has a small fund 
which is used to purchase milk for babies when the family is unable 
to provide it.

The City Hospital has two Psychopathic Wards and it is particu
larly necessary to inquire into the social situation of the psychopathic 
patient and to report upon it to the staff physician. After a confer
ence a definite plan is made and the social worker knows the part she 
is to take in helping the patient to regain his mental health.

In 1924, Dr. Haven Emerson made a study of the hospital and 
health agencies of Louisville in which he made recommendations 
many of which have been carried out. Dr. Emerson objected to the 
Social Service Department being used for administrative other than 
social service functions. The department still places ambulance calls, 
serves as a general information bureau, and cares for what is done in 
the way of financial inquiry; however, the staff has been increased, 
more follow-up work is done in the home, and more cases handled 
socially. The department has become an integral part of the hospital 
and is supported by hospital funds, the Community Chest contribut
ing for medical relief. Dr. Emerson returns to Louisville next 
month to bring the survey up to date.

While the subject of this paper is “The Medical Social Worker in 
a Public Institution,” the facts available have reference chiefly to the 
City Hospital of Louisville. However, we cannot be far astray in 
judging that Louisville is typical of municipal hospitals caring for 
their sick poor throughout the country. The City Hospital of Louis
ville, moreover, has a history long enough to give a good background 
against which to trace the development of public care for its indigent 
sick.

In a recent appraisal of health work in Louisville, the American 
Public Health Association gave it a rating of about 60 per cent. The
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health department of the city receives only 37 cents from each $28.18 
in taxes and a larger appropriation is necessary if more is to be 
accomplished. At the same time a foundation for the future is being 
laid, and the aim of the Social Service Department of the City Hos
pital is to make a genuine contribution to the welfare of the citizens 
of Louisville.
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DIAGNOSIS BETWEEN TUBERCULOSIS AND 
HEART DISEASES*

THOM PSON FRAZER, M.D.

N e w a rk , N e w  J er sey

Just as tuberculosis has been classified according to the extent and 
character of involvement as revealed by physical and X-ray examina
tions, by the presence of symptoms and of complications, so we have 
in a somewhat similar manner attempted to classify diseases of the 
heart. The classification adopted by the American Heart Association 
is a comprehensive one and includes the three features of etiology, 
structural changes, and derangement of function. Thus, among 
etiological factors, to mention some of the more common ones, are 
the infections—rheumatic, syphilitic, streptococcic—the hyperthyroid 
heart, the arteriosclerotic and hypertensive types, coronary occlusion, 
and the neurosis of cardiac type. Structural changes include those of 
the heart muscle, of the endo- and pericardium, as well as changes 
occurring in the great vessels and in the coronary arteries; while 
under disturbance of function are to be considered the congestive and 
anginal types of heart failure, and the various arhythmias that are 
met with.

To attempt to lay down differentia for the diagnosis between 
“early tuberculosis” (clinically speaking) and these various types of 
heart disease would be an unnecessary task, for most cardiac 
disorders, though they may present symptoms associated with tuber
culosis, are usually characterized by features in the history and 
symptomatology, and by signs elicited by examination, which should 
enable one to arrive at a diagnosis. As McKenzie says: “Perhaps no 
organ of the body gives better evidence of its functional integrity and 
impairment than the heart. It exhibits its evidences in so many ways, 
directly by its own activity, and indirectly by its influencing the

* Read before the Twenty-Sixth Annual Meeting of the National Tuberculosis
Association, Memphis, Tenn., May 1930.
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functions of other organs and tissues,” and it seems to me that ordi
narily there should be little difficulty in distinguishing between 
tuberculosis and heart disease. In view of the intimate relationship 
existing between the respiratory and circulatory systems it is perhaps 
not remarkable, however, that tuberculosis of the lungs and heart 
disease should, at times, be confused, as both may be accompanied by 
symptoms, or rather a combination of symptoms, which present a 
striking similarity. I have in mind such symptoms as the presence 
of pain or discomfort in the chest, cough, expectoration, hemoptysis, 
and, in addition, symptoms of a more general nature, such as loss of 
weight, lack of endurance, digestive disturbances, complaint of palpi
tation, the presence of fever and of varying degrees of dyspnoea; 
neurasthenic and psychic symptoms, headache, irritability, disturbed 
sleep, anxiety; and symptoms of autonomic instability, flushing of the 
skin, excessive perspiration.

Although there are many cardiac disorders which may present 
several of the symptoms referred to, I shall limit my discussion to a 
consideration of four types whose symptomatology most closely 
resembles tuberculosis. These a re : subacute bacterial endocarditis, 
mitral stenosis, hyperthyroidism without goitre, and neurocirculatory 
asthenia—a bacteremia, a valvular lesion, a toxic heart, and a cardiac 
neurosis.

I shall first speak of subacute bacterial endocarditis, a disease 
which is probably more common than we realize. It simulates tuber
culosis in many respects. It is, usually, a disease of the relatively 
young, it has an insidious onset. The symptoms are, at first, not 
striking. The patient, somewhat pale and undernourished, complains 
of malaise, moderate loss of weight, a poor appetite, slight cough, but 
for some time scarcely realizes that he is sick, or at least, sick enough 
to be in bed. These symptoms, by no means spectacular, are steadily 
progressive, and during the course of a few weeks or months, the 
loss of weight is more marked, extreme pallor develops, what was 
mere fatigue becomes exhaustion; and, with a temperature of 100 or 
over, acceleration of the pulse, some oppression in the chest, the ex
pectoration of blood-tinged sputum, the picture may suggest tubercu
losis rather than heart disease. Although a valvular lesion (usually 
mitral) is present in the majority of cases, often the patient has not 
known of its existence; and, likewise, examination of the heart may 
reveal little that is significant. Symptoms of heart failure are, at 
first, not prominent, and when they do develop may well be due to
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the toxemia and the extreme anemia as much as to the heart lesion. 
The disease runs its course in three or four months to a year and a 
half, with death due to exhaustion, anemia, circulatory failure or to 
complications. Diagnostic points to be borne in mind are the embolic 
phenomena, the secondary anemia, and the positive blood culture. 
Emboli may produce petechial hemorrhages in the conjunctiva, over 
the skin of chest and abdomen, nodes along the tendons of the fingers 
and toes, and similar lesions on the palms and soles. There may be 
infarction of the kidney with hematuria, or of the spleen with sudden 
severe pain in the abdomen. The anemia may be profound and is 
often associated with a polymorphonuclear leucocytesis. The diag
nosis is made by the blood culture, a non-hemolytic streptococcus 
being the usual offender (90 per cent.). As the organisms are not 
constantly in the blood-stream, but are thrown off intermittently, 
negative cultures may be obtained even though infection of the 
endocardium is present; repeated cultures, therefore, may be neces
sary before streptococcus viridans is found.

C ase R e p o r t. March 6, 1928. Patient, male, white, aged 35, 
sought advice because of spitting blood and progressive loss of 
weight and strength. Has had several hemoptyses since last 
October, and streaked sputum between hemorrhages. Present 
weight 158^2, usual weight 186. Loss of strength gradual, 
but for the past two months has been in bed most of the time. 
No history of pain in abdomen. Patient is extremely pale. 
Temperature, 100.4. Pulse 100, recumbent. Blood pressure 
110/60. Examination of lungs negative except for some 
crepitations at the bases. Heart not enlarged. Soft blowing 
murmur at apex. No enlargement of spleen. Sputum exami
nation negative for tubercle bacilli. Urine examination nega
tive.

X - r a y  o f  C h est. Trunks throughout both lungs somewhat 
thickened, especially lower lobe trunks.

X - r a y  o f  H e a r t. MR 5.2 cm. ML 8.5 cm. Trans. 13.7. 
Longitud. 15 cm. Intrathoracic 29 cm. The measurements 
are within normal limits. The left auricular curve appears to 
be slightly exaggerated and the left ventricular somewhat 
flattened.

B lo o d  E x a m in a tio n : R. B. C. 3.550,000. W. B. C. 8,800.
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P. N. 57. Hem. 42. May 22. R. B. C. 1.980,000. W. B. C. 
7,800. P. N. 87. Hem. 30.

B lo o d  C u ltu re , April 1. Both aerobic and anaerobic inocula
tion remained without growth at the end of two weeks.

B lo o d  C u ltu re , May 11. Shows the presence of strepto
coccus mucosus capsulatus (confirmed at postmortem).

April 4. A diastolic murmur detected when patient lies on 
the left side. During next few weeks patient became pro
gressively weaker, with rapid heart rate, marked dyspnoea, 
oedema of the ankles. Death occurred June 2.

A bstr act  o f  A u t o p s y  ( D r . B l u m b e r g )

Lungs: No evidence of tuberculosis.
Heart: Muscular wall of all chambers enlarged. Heart

muscle markedly pale, also the endocardium and epicardium. 
The mitral valve has lost its ability to coapt, the valve being 
thickened; it is pale in color, the edges are rounded; there is 
organized deposit present and ulceration is marked. The mitral 
opening is diminished in size, but because of absence of 
coaptation, patency is constant.

Culture from blood in heart positive for streptocuccus 
mucosus capsulatus.

Of the valvular lesions, it is mitral stenosis of rheumatic origin 
that is most commonly diagnosed as tuberculosis. While a stenosis 
may remain stationary, in the greater number of cases the lesion is a 
progressive one, and ultimately, symptoms of congestive heart failure 
make their appearance. These symptoms may be intermittent in 
character, the outstanding features being repeated attacks of fever 
associated with expectoration of streaked sputum or small 
hemoptyses; or they may be continuous and characterized by increas
ing fatigue, loss of weight, digestive disturbances, a persistent cough 
and expectoration. While hemoptysis may occur in other heart 
lesion, it is very common in mitral stenosis; it is a relatively early 
symptom and one often attributed to tuberculosis. The pulse rate is 
increased, there is complaint of palpitation and shortness of breath, 
of pain over left chest. In addition, there may be hoarseness or 
aphonia.

Although the diagnosis of mitral stenosis is at times difficult, it 
should usually be made if one bears in mind the important points,
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which a re : a rheumatic history (obtainable perhaps in about half the 
cases), prominence of the left auricular curve as determined by per
cussion and X-ray examination, a diastolic rumble at or near the apex 
of the heart, and electro-cardiographic evidence of auricular hyper
trophy and right ventricular preponderance.

There are two conditions which resemble each other and which 
present symptoms suggestive of tuberculosis. These are the hyper
thyroid heart and the cardiac neurosis. I have included the thyroid 
heart in this discussion for although a full-blown case of hyperthy
roidism with enlarged neck and crab-eyes should occasion no diffi
culty, in its inception it is less readily recognized. A loss of weight— 
sometimes rather rapid—increasing fatigue, undue sweating, some 
palpitation, are the symptoms that bring the patient to the physician. 
The heart rate is found to be increased, there may be a slight eleva
tion of temperature. A dry cough is common. Pain over the lower 
part of the left chest may be complained of. There are symptoms 
referable to the digestive apparatus; belching is frequent. The appe
tite is not always excessive; it may be poor. Diarrhea I have not 
found common. Headache, sleeplessness, apprehension are frequently 
present.

We find a somewhat similar clinical picture in the disorder 
formerly known as effort syndrome, or neurocirculatory asthenia, but 
now more aptly termed cardiac neurosis. This is a very common 
disease and, in its worst forms, a very serious one, being almost as 
crippling in its effects as the tuberculosis or the organic heart disease 
with which the patient believes he is suffering. The most prominent 
symptom is fatigue which is induced by slight effort, physical or 
mental, and is accompanied with a rapid pulse and shortness of breath. 
Pain in the chest is a most frequent complaint. It may be a dull ache 
or a lancinating pain. It may be referred to the precordium but quite 
often it is not well localized; it may extend transversely to the right 
side. There may be slight fever.

Although there is often considerable resemblance in the symptoms 
of tuberculosis, hyperthyroidism, and cardiac neurosis, a proper diag
nosis should be arrived at if the patient is studied from all possible 
angles. Assuming that we have a negative sputum on repeated exami
nations, lack of physical findings and of X-ray evidence sufficient to 
warrant a diagnosis of tuberculosis, we may summarize the points on 
which to base the diagnosis of thyrotoxic heart as follows: estimation 
of the metabolic ra te ; the presence of tachycardia which is more con
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stant than in tuberculosis; some elevation of the systolic pressure with 
resultant high pulse-pressure; slight visible pulsation of the super
ficial vessels; a forcible heartbeat; the presence of a fine tremor when 
the fingers are separated. A subjective symptom which I have found 
very common is a dry throat, which the patient seeks to relieve by 
clearing the throat, coughing, or frequent swallowing.

The features which distinguish the cardiac neurosis a re : tachy
cardia, an inconstant tachycardia. Thus, a pulse of normal rate may 
be accelerated to 100 or 120 after slight mental or physical effort or 
as the result of the excitement incident to the examination. A wavy 
cardiac impulse is often seen; hyperesthesia of the precordium is fre
quent. A sinus arhythmia is a common finding when the heart rate is 
not rapid. Elevation of the systolic pressure is likewise readily 
brought about by exercise or emotion, and extreme shortness of 
breath results from the same causes. There is great disturbance of 
the nervous mechanism: anxiety is marked, fatigue is readily induced, 
there is often a coarse tremor of the hands. Vasomotor symptoms 
are prominent: faintness, chilliness, cyanosis of hands and feet, ex
cessive sweating of the axillae, the palms and soles. Kilgore calls 
attention to the symptom, “position aversion” ; the patients usually 
object to lying on the left side. White lays stress on the frequent 
desire to take deep sighing respirations, the over-active knee-jerks, 
and the extreme sensitiveness to coffee.

It seems to me that tuberculosis and cardiac neurosis should 
seldom be confused if we bear in mind the outstanding features of the 
latter, namely, the exaggerated response to all stimuli, the intensity of 
the subjective symptoms, and the absence of physical findings.

In discussing these four types of heart disorder I have purposely 
omitted all reference to the diagnosis of tuberculosis, a subject with 
which you are all familiar; suffice it to say that the usual methods 
should enable one to distinguish between tuberculosis and heart 
disease. For while the latter may closely simulate tuberculosis in its 
symptomatology, objective signs are lacking to substantiate such a 
diagnosis, and, in addition, there are usually certain characteristic 
features in each of the diseases referred to which will permit one to 
arrive at a proper diagnosis.



AN INTERPRETATION OF KINDERGARTEN 
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Preschool teachers are perhaps to be considered in the lead of the 
elementary group because of their recognition of the vital importance 
of the age with which they deal. This recognition is shown in the 
organization of the more progressive types of nursery schools and 
kindergartens, which (1) allow for consideration of each child as an 
individual who is developing physically, mentally, emotionally, and 
socially, (2) recognize that all these phases of development are closely 
interwoven and dependent on each other, and (3) lead the teacher to 
make a study of each child in these various aspects of development.

The kindergarten whose activities I am going to describe provides 
an environment which stimulates and encourages the children to do 
constructive work of educational value for them, and a flexible daily 
program which is wisely guided by the teacher but allows for the 
interests which are uppermost in the children’s minds.

The environment is richest in raw materials: lumber, tools, nails, 
paper, paints, fish, turtles, plants, garden space, a chicken yard, and a 
playground on which may appear from time to time a piano box, 
boards, excelsior, sand, hose pipe, ladders, a cylindrical tank, and a 
variety of materials of interest to children because of what they can 
do with them.

Every day there are such things going on as building, cleaning or 
re-arranging the doll’s house, feeding the fish and giving them fresh 
water, taking a walk, exploring what the playground may hold or 
going on with the fascinating enterprises of the day before, planting 
or weeding the garden, talking over questions that have come up 
during the morning, or conversations about interesting happenings at

* Read before the Twenty-Sixth Annual Meeting of the National Tuberculosis 
Association, Memphis, Tenn., May 1930.
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home or at school, serving lunch, resting, singing, skipping or listen
ing quietly to music, telling stories and poems, and getting ready to 
go home.

The teacher of this kindergarten, having found that a special 
period for health teaching proved to be ineffectual, started out to see 
whether the every-day happenings in the kindergarten would provide 
ample opportunities for the improvement of the child’s physical con
dition, for encouraging the practice of healthful activities, and for 
building an understanding of these activities.

The teacher commenced a diary of all situations that offered a 
natural opportunity for health teaching. Before the close of a month, 
the diary showed an increasing number of records of the use of these 
opportunities, and the teacher recognized that the increase was due 
to the fact that she was developing an awareness of significance of 
situations, and an ability to utilize these effectually.

Some of the activities in which the children were interested in the 
morning were, caring for the doll’s house, dressing and redressing the 
doll, washing and ironing her clothes, cleaning the house, dusting the 
furniture, and putting the doll to sleep after opening the windows. 
Basic principles of sanitation and cleanliness were practiced in the 
care of this miniature home. Then there was the aquarium which 
the children helped to build. The fish were fed and the water was 
renewed by the children daily. One day a baby alligator was given 
to the children and was put into the aquarium. The children were 
very much occupied for several days in bringing contributions from 
the home tables to provide it some breakfast. Much to their disap
pointment they found that the alligator did not care for these foods 
at all but very much preferred flies. This episode stimulated many 
questions from the children as to why the alligator could eat certain 
things that children could not. It also necessitated emphasis upon 
washing hands thoroughly after flies had been handled.

In the fall months windows were open at top and bottom while the 
children worked in the kindergarten. On a cold day a window board 
was inserted under the lower sash, which immediately brought forth 
the question as to whether air could come in that way. Later the 
children contrived various ways of finding this out. Chicken feathers 
were hung by threads between the two sashes. To their delight, they 
saw the feathers whirling about, and were convinced that air really 
was coming in.

Every day that the weather was fine the children took a walk. It
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might be to enjoy the birds or to watch the squirrels, or it might be to 
the playground, to the garden, or down the street to the grocery store. 
Almost any place that the children went on these walks they en
countered the problem of crossing the street. This was a real problem 
at the beginning of the year, but after many discussions the children 
decided to have a leader who would go ahead, watch for any ap
proaching cars, wait until the coast was clear, and then lead the 
children safely over.

The playground provided all kinds of stimulation for healthful 
exercise and fu n : barrels could be rolled on and walked over, lumber 
and boxes could be used for the building of houses and furniture. 
One day a piece of a garden hose was found on the playground, which 
provided the suggestion of a make-believe fire. On the children’s 
return from the playground, the discussion period brought in the 
question of what causes fires. The children volunteered the informa
tion that playing with matches was dangerous, that turning on the 
gas, or leaving an electric iron connected may result in fires. One 
day, going to and from their walks, the children saw a real fire engine 
going down the street to save a real house, and they learned that when 
the fire engine goes by, everybody leaves the street and gives it the 
right of way.

The vegetable garden provided an opportunity for the children to 
work in the sunshine many days during the spring months. Vegeta
bles were planted, weeded, hoed and watered, and before school 
closed some of them were gathered, and the children prepared and 
ate a lunch made from these vegetables. Interest in this project 
solved some problems of attitude in regard to certain vegetables, the 
mothers found. Conference periods during this time brought in such 
discussions as what other things are good to eat, cereals that are best 
to help children grow, fruits that we all like.

The conference period, again, might bring out favorable comment 
about the clean handkerchiefs that some children had in their pockets. 
As a result, several new pockets appeared in children’s dresses, and 
an increasing number of children brought and used handkerchiefs 
daily. After considerable work had been done in encouraging the 
practice of covering coughs and sneezes, a new child was in the con
ference. Not having any handkerchief, the child sneezed broadcast 
over the others. Almost the entire group rose to their feet to remon
strate, and one child said to the teacher, “Why you could even see it 
coming though the air.” An announcement by one of the children
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that she was going to the dentist brought a discussion of teeth and 
then toothbrushes—who had them, when they used them, and where 
they were kept. A comment on the fact that May and Joe came to 
the school nice and clean brought a statement from John that he had 
his bath just before he had his breakfast. This resulted in stories by 
the children of their bathrooms, what they had in them, how they 
used all the nice things mother provided to help them keep clean. A 
comment to the effect that Mary, who was so wide-awake and worked 
so hard, must go to bed early, brought in a discussion of the time for 
sleep, how the children knew when it was time to go to bed, and of 
the fact that children grow while they are sleeping.

The visits to the health room were enjoyed by the children. They 
liked to show, by their hands to one side or up or down, how the little 
E ’s  looked on the chart. They liked to know how well they could 
hear, and to squeeze the little muscle tester to see how strong they 
were, and to watch the tape measure move while they breathe deeply. 
The doctor’s visits to the health room became anticipated occasions 
for many of the children. Throughout, there were opportune times 
to talk with the children about their food, sleep and other desirable 
factors that might help them go on growing strong.

The children were encouraged to take water often during the day. 
A small fountain was just outside the door. Though the teacher 
found the children needed help in learning to use it successfully, and 
needed reminding and approval in increasing their water drinking, 
perhaps nothing gave such impetus to the work on this habit as an 
incident of wilted flowers reviving after the children watered a garden 
which had been neglected.

Before lunch the children washed their hands, using their own 
small basins and liquid soap from an oil can, or “squirter,” as they 
called it. Preparation for lunch was a cooperative occasion, the 
children setting the tables, and placing the cups and pitchers. Inci
dentally, they learned how one should handle food and dishes, and 
usually gained favorable attitudes toward milk-drinking which carried 
over into the homes.

Rest time came after putting the room in order when lunch was 
over and was an opportunity to learn the rhythm of relaxation fol
lowing activity—each child stretching out on his rug in a quiet and 
ventilated room.

As the result of this study of activities, the teacher of the kinder



garten reached certain conclusions in regard to health education with 
this age group.

1. That opportunities in the kindergarten for teaching children 
fundamental principles of health were much more numerous than one 
would suppose.

2. That actual life situations resulted in such a clear understand
ing on the part of the children that the lesson was in many instances 
carried accurately into the home.

3. That through these natural situations it was possible to make 
valuable contribution to the chief health objectives in the kindergarten 
level:
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a. To promote the health of each child.
b. To provide opportunity for the practice of health habits.
c. To build good attitudes toward these practices.
d . To add to the children’s intelligence in regard to their ex

periences.

4 . Finally that similar opportunities are present daily in every 
kindergarten, but an awareness on the part of the teacher is the key 
to making these situations valuable in the health program.



HOME W AS NEVER LIKE THIS

STELLA RANDOLPH

A s s is ta n t to  D ire c to r , C leve lan d  C h ild  H e a lth  A sso c ia tio n ,  
C levelan d , O hio

Once on a time there was a home, where the family gathered 
about the dining table three times a day and ate leisurely meals, and 
conversed with each other. Today there is a place where most of 
the family sleep—some, and a dining room into which each member 
straggles for his bit of toast and coffee or fruit, and perhaps is seen 
therein no more until the next morning at the same time, or later.

Mother takes her luncheon at the club, together with other mem
bers of some committee or other. Father goes to the Chamber of 
Commerce with some of his business acquaintances. Sonny gets his 
lunch in the school lunch room. Daughter runs out from her office 
for a sandwich and soda at the drugstore counter. And when night 
comes the family is further scattered to the four corners of the city.

Of this group the boy at school probably fares best, for at this 
stage of our national development the school has assumed so many 
functions of the home that our teachers should really be required 
first to take a degree in home-making before applying for teaching 
certificates. A person with some real knowledge of preparation of 
foods and the requirements of young bodies is usually responsible 
for the luncheons prepared in the school cafeterias. But the adult is 
turned out into the cold world with all the appetizing eating places in 
the city wide open, and no knowledge of what, why, or when to eat 
except as the urge of his contracting stomach or his eye for interest
ing variety may direct.

In his youth he ate what was prepared and placed upon the table. 
Sometimes it was just what he needed and wanted most, sometimes 
it was what he needed, but cared for least, but usually it was well- 
prepared, for the mothers of those days learned from sheer necessity 
to be at least fair cooks. By this let it not be considered that the
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cooks of our commercial eating places do not know their business. 
By no means. But they are, after all, serving commercial eating 
places, organized for the purpose of making money, and what goes 
into the food they prepare is not like that mother used to keep in her 
pantry.

But be the food offered of the very best quality and the finest 
variety possible, how is one to know what he needs? He knows 
what he wants, yes. And he orders accordingly. Or if he cannot 
afford to do that, the order fits the purse. Moreover, there is a 
certain kind of adventure in being free to select from a varied list. 
It is nothing like the old days when parents sternly advised the young 
of the family to “clean up” their plates and eat what was given them.

No one can contend that the meals of the home were better 
balanced than they might be today. In all probability they were not, 
for there has been much experimentation and research done since 
those days, and today more than ever before is known about the 
nutrition needs of the body. More is in process of being determined, 
and no one knows whether there will ever be found all there is to 
learn upon the subject. But the average person of today is not 
interested in the subject. Think of it! He practically tells you he 
cares not one whit whether his own well-being is properly looked 
after. Leave all that to those queer fellows the scientists, who find 
joy in curbing one’s appetite!

Very well. Suppose we do even that, and suppose further that 
we grant man’s selection of food today is, after all, quite as wise as 
that his mother made for the entire family in his youth, has he still 
lost nothing by these changed living conditions? It is difficult to 
picture that family group in the old dining room at home, and believe 
that he has not. In those days people had time to eat. The food was 
plainer, but it was spiced with chatter of people who were interested 
in each other, and who could relax sufficiently to laugh over the trifles 
of every day life. Bread and butter and business, all swallowed at 
once, as it is these days can hardly be equally good for both business 
and the bread and butter. How well we were taught that good old 
maxim, “No one can serve two masters,” and now we meet, eat, and 
carry on business deals at one and the same time. Or, if we do not 
do that, we quickly down a sandwich and a glass of soda and dash 
back to the office, expecting the stomach to do its work quite as 
efficiently when part of the blood needed to help it is going to the aid 
of an also busy brain.
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At last night comes. What do we eat and where do we go? 
Anything. Anywhere. Everywhere. And in the small hours or near
small hours we retire, never giving a thought to the hour or two of 
out-door exercise that might have helped bring back some of that 
vim we all had when in the good old days at home we tumbled into 
bed after a hard day spent rollicking out of doors. If we sleep it is 
the heavy sleep of exhaustion; if we do not sleep we light a cigarette 
and read, and blame all our troubles on “nerves” and promise our
selves to see a doctor if this doesn’t improve, and have him give us 
some medicine.

Where does it all end? It might be possible to go further and 
relate lurid details of what happens to son and daughter in such an 
atmosphere, mentally, morally, and physically, but is it necessary? 
The enormous increase of nervous and mental cases in our country 
in recent years should tell that story. And it will tell an increasingly 
unhappy one it is feared unless some interest is again taken in the 
home as a place for families. Not a place for families to sleep, but a 
place for living, where peace and contentment will be found, and 
sufficient interest to compete successfully with the brassy attractions 
of the commercial world will exist. When the home is again a place 
where the best possible opportunity is offered for the child to grow to 
manhood or womanhood, healthy in body, mind, and interests, we can 
look for a diminishing of many elements of crime and mental dis
turbance now on the increase in our present form of civilization.



EDITORIAL

An Interesting Case

We are accustomed to accept with awe the pearls of wisdom of 
the visiting physician, who, on his ward rounds, proclaims before his 
staff with scientific authority, “This is an interesting case.” To say 
the least, it is a rustic description of a sick person, who, for the mo
ment, is a source of interest rather than a sufferer requiring relief. 
This approach to disease and patients has precarious consequences. 
The intern, even before his newly-stitched uniform gets to the laundry 
for the first time, begins to reject patients applying for hospital ad
mission, who, in his opinion, are not “interesting.” The newcomers 
into the field of medicine who have much to learn, should not, at this 
time of their lives, be impressed with immense interest in rare symp
toms or diseases, but rather in the recognition of symptoms and 
diseases which they are apt to meet in practice. It is no source of 
delight to observe the word “patient” which owes its origin to the 
Greek word “pathos” meaning suffering, transformed into “case.” 
The social worker sinks to no lesser depth under the weight of her 
“case load.”

And so humans are passed before us in review, packed, wrapped 
and tied into cases or arranged according to the pattern of beer 
bottles, and by some such arrangement reach our senses of sight, 
touch, hearing, smell and taste, and arouse our scientific centers to a 
consciousness of unique medical curiosity and rare-disease interest. 
The unusual symptoms or the infrequent combination of symptoms 
draw and hold the physician’s attention, often at the risk of inatten
tion to the average patient. The orderly pattern of disease becomes 
commonplace. The patient, however, is little concerned whether his 
P. H. is or is not eventful, or his P. I. is or is not filled with rare 
phenomena, or his P. E. does or does not present complex signs or 
symptoms. To him, the unremarkable and undramatic valvular 
disease of the heart following rheumatic fever means sickness or 
health, life or death. Around his life may be centered a wife and
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children. Not only because of personal comfort, but perhaps more 
so because of the need of providing a livelihood for his family, such 
a patient desires to get well and get well quickly.

Shall we not then, to begin with, attempt to appreciate the finer 
shadings of word meaning? The word “patient” should bring to our 
five senses another sense—a general sense—that of a sick person 
most anxiously in search and in need of relief; not another number, 
not another admission, not another bed occupied, and above all, not 
another case.

As it is given to us, medical ethics may not include the require
ments of proper usage of words concerning the sick and the impro
priety of discussing disease at the patient’s bedside. But it is being 
done. Following years of error, even good hospital doctors lose 
sight and feeling of the essential fact that what brings any person to 
a hospital is his illness, which requires diagnosis and treatment. 
And what is more deplorable, as a teacher and exemplar of good 
practice and desirable bedside manner to the younger men, a doctor 
with an uneven and inconsiderate interest in his patients is forever 
misdirecting his young staff members toward a path always narrow 
but rarely straight. Finer instincts of young professionals become 
roughened by the carelessness and inconsideration of their elders.

Among the penalties of free discussion is one which brings forth 
misconception and often misinterpretation of written or spoken 
thought. If opinions on reform should remain silent on troubled 
problems, critics attribute such silence to cowardice. If spoken, they 
may regard them as being against the order of things.

Comes one, however, without fear of condemnation and gently 
says that a patient is not a case and that the indiscriminate discussion 
of disease within the patient’s hearing gives the patient unnecessary 
mental anguish, and also that the older practitioners of medicine must 
assume the obligation of moulding the minds of their young colleagues 
by the good example of a balanced and scientific interest in all pa
tients, with conditions mild or severe, common or rare—he may find 
his reward in the knowledge that to do so will better train doctors 
and give more satisfying medical care to patients.

J. J. G o l u b , M.D.



NEWS NOTES

Walter Clarke, M.D., Director, Division of Medical Measures, 
American Social Hygiene Association, questions the application of 
the term “venereal diseases” to those infected with syphilis and other 
forms of the so-called social diseases. The following significant 
article appeared under Dr. Clarke’s signature in a recent issue of the 
Public Health N urse:

“Venereal diseases (from ‘venery/ i.e., the pursuit of Venus, the 
goddess of love), a general term for the diseases resulting from im
pure sexual intercourse. Three distinct affections are included under 
this term—gonorrhea, local contagious ulcers, known as chancres, and 
syphilis. At one time these were regarded as different forms of the 
same disease. They are, however, three distinct diseases, due to sepa
rate causes, and have nothing in common except their habitat.”— 
Encyclopaedia Britannica, 14th Edition, page 42.

The name “venereal disease” is employed as an inclusive term for 
(1) a simple local infection—chancroid; (2) an infection that usually 
remains local and which is rarely fatal—gonorrhea; and (3) a grave 
systemic disease which is one of the principal causes of death— 
syphilis. The causal organisms, the clinical manifestations and com
plications and the gravity of these diseases are entirely dissimilar, 
yet we lump them together as “venereal diseases.”

Scarlet fever acquired from a prostitute is not called a “venereal 
disease,” but gonorrhea acquired by a woman from her lawful hus
band is called a “venereal disease.” The inclusive term “venereal 
disease” is based on the fact that one of the common sources of infec
tion is venial sexual contact. The medical profession, public health 
workers and nurses understand that syphilis and gonorrhea are not 
always “venereal” ; the layman does not. To him syphilis and 
gonorrhea are the “diseases of vice,” the “wages of sin.” If syphilis 
and gonorrhea are the wages of sin, many women and children and 
some men are collecting wages which do not belong to them. A large 
percentage of cases of syphilis and gonorrhea are quite unassociated

626



News Notes 627

with sexual immorality, on the part of the sufferers as shown by the 
following:

I. Non-“venereal” syphilis.
1. Congenital syphilis (all).
2. Familial syphilis, whether of children or of either

spouse (a large part). ,
3. Extra-genital syphilis (a large part).

II. Non-“venereal” gonorrhea.
1. Ophthalmia neonatorum (all).
2. Infantile cervico-vaginitis (all).
3. Familial gonorrhea, whether of children or either 

spouse (a large part).
4. Eye infections in adults (a large part).

Is it sound in medical and public health work, to refer to syphilis 
and gonorrhea under the blanket term “venereal diseases” ? Does the 
stigma of the word “venereal” help us to combat these infections? 
Would we not be more accurate, as well as more just and considerate, 
if we called these diseases by their proper scientific names, syphilis, 
gonorrhea, chancroid, in our writings, publications and speeches ?

Ten car loads of evaporated milk, comprising over 316,000 cans, 
were shipped in April to centres in Kentucky, West Virginia, 
Tennessee, and Oklahoma, for distribution in the drought area by 
local chapters of the American Red Cross. This milk was donated to 
the Red Cross for relief work by more than 13,000 employees of The 
Borden Company of New York and its affiliated concerns. These 
employees voluntarily raised a fund to purchase at cost price from 
their own company evaporated milk valued at approximately $25,000.

The 58th Annual Meeting of the National Conference of Social 
Work will be held in Minneapolis, Minn., June 14-20.

The Presbyterian Hospital, New York City, has adopted a pension 
and group life insurance system for the employees. The plan permits 
retirement at the age of 65, the amount of pension to be based on 
length of service and previous salary.

Tulane University School of Social Work, New Orleans, La., is 
offering a new course for students who desire to do rural social work.
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The Cleveland Health Council and the local Anti-Tuberculosis 
League have issued jointly a list of balanced menus for people of 
moderate income. The list was prepared under the direction of the 
Household Administration Department of the Western Reserve Uni
versity.

A study of the age distribution of deaths from diabetes in the 
U. S. Registration Area in 1920 and in 1927 shows deaths from 
diabetes at younger ages are declining, actually as well as propor
tionately, while at older ages, past 45, such deaths are increasing. 
— T h e S p ec ta to r .

The late Egbert C. Fuller provided in his will for the creation of a 
$1,500,000 trust fund for the alleviation of suffering from disease 
and for the control of cancer.

Old age care in Canada cost approximately $11,000,000 during the 
year 1929. The Dominion Government paid half of this sum.

Camp Maqua, a camp conducted by the National Board of the 
Y. W. C. A. for business girls at Poland Springs, Maine, will be 
opened during July and August. Rates are from $15.50 to $20.00 
per week.

The Llay-Llay section of the Chilian Red Cross is devoting par
ticular attention to social service.

George Eastman of Rochester, New York, has given $1,000,000 
for the establishment of a dental and throat clinic for school children 
in Paris, France. Mr. Eastman also has given a like sum to establish 
clinics in London, Rome and Stockholm.

The World’s Children (England) quotes Lord Noel-Buxton as 
saying that eye disease among the Arabs in Palestine is due largely to 
ignorance of hygiene, to lack of water, the practice of squeezing onion 
juice into the child’s eyes and to the superstition that cleanliness will 
bring praise of the child and therefore attract the “Evil Eye.”

The 24th Annual Meeting of the American Home Economics 
Association will be held in Detroit, Michigan, June 22-27, 1931.
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The clergy of the Catholic Church in French Canada have been 
keeping careful registers of baptisms, marriages and burials since 
colonization began there three centuries ago. No country in the 
world can offer as long a continuous series of birth records, says a 
report of the study of Canada’s birth statistics in the course of which 
this fact was discovered.— U . S . C h ildren ’s  B u reau , Washington, D. C.

An International Conference of Holiday Camps and Open Air 
Institutions will be held in Geneva, August 26-29, 1931.

The prevalence of tuberculosis in Peking, China, is causing the 
local health authorities grave concern. It has been estimated that 
tuberculosis is responsible for 50 per cent, of the total mortality of the 
city.

The North Carolina Orthopedic Hospital, Gastenia, N. C., has 
opened a new hospital building for the care of Negro crippled 
children.

The practice of self-control affects not only one’s own health but 
may affect the health of one’s friends and neighbors. The person 
with a cold who fails to smother the sneeze and cough, or who spits 
promiscuously, is an active spreader of sickness and disease among 
his fellow-men. The individual who wilfully or carelessly breaks 
quarantine, and a family who sends its children to school while they 
are suffering from an acute communicable disease, thus exposing other 
children, are examples of those who fail to exercise proper self
control.

Failure to make use of recognized scientific methods of prevention 
of disease, such as smallpox vaccination and diphtheria prevention 
with toxin-antitoxin, is evidence of failure to develop self-control 
along preventive lines.

Regular periodic examinations for oneself and for each member 
of one’s family is another phase of self-control that pays handsome 
dividends. The story of “A stitch in time” is applicable here.

In the larger sense when illness comes one is paying for his in
ability to practice proper self-control and in matters of health it may 
well be said that each individual is “His brother’s keeper.”—C hicago’s  
H ealth .
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New York University in cooperation with the New York State 
Department of Health is offering an extension course in public health 
for nurses.

Chicago Health gives a few of the results of the eternal vigilance 
of the Department of H ealth: During the last four years, not one ill
ness in the City of Chicago was traced to the milk or water supply; 
every threatened epidemic was kept under control; the typhoid rate, 
by which a city’s advance in sanitation is measured, was reduced to 
the lowest point in the history of Chicago; only 19 deaths occurred 
annually from this cause. Chicago had the lowest death rate in its 
history, 10.4 per 1,000 population in the year 1930.

The American Social Hygiene Association offers for distribution 
the four reel film “Deferred Payment” recently produced by the 
British Social Hygiene Council. This film, which deals with syphilis, 
is in drama form and has the unanimous endorsement of both lay and 
professional groups as an effective means of informing the public re
garding this important health problem. It may be purchased or rented 
from the A. S. H. A. The film may be seen at the Association offices.

The new Los Angeles County General Hospital is now open to 
receive patients. The hospital cost approximately $12,000,000 and 
will accommodate 3,300 patients.

The Pennsylvania Department of Health, for six successive years, 
has sent to rural sections of the State, motor cars fully equipped for 
the health examination of infants and young children. Last summer, 
reports the State’s bureau of child health, it sent two cars to certain 
counties in the eastern part of the State, each car having a staff of two 
physicians, two dental hygienists, and two nurses. The cars were 
driven by medical students specially trained to give vision tests to five 
and six year old children. Over 8,000 children were examined, and 
3,426 were referred for treatment to the family physician. Between 
6,000 and 7,000 children had their teeth cleaned, and over 4,000 were 
recommended for treatment to local dentists.— U . S . C h ild ren ’s  B u 
reau , Washington, D. C.
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The Family Doctor .
“Many changes have taken place. Medicine is now as much pre

ventive as curative. The hospital, a place that was once dreaded as 
a last refuge for the sick, is now looked upon as almost a necessity 
by those but slightly ill.

“But there is one thought that makes me look back with gratitude 
and love to the old-fashioned doctor. He treated people; the doctor 
of today treats a disease. The old family doctor, though he had a 
long beard where germs abounded, and even a spotty vest, knew his 
patient and in many cases the patient’s family and his physical 
peculiarities. He did not have to jot down the antecedents or the 
history of a case on a card; he knew it in his head and in his heart.

“If medicine were an exact science I would say: ‘Yes, the family 
doctor has outlived his generation.’ But it is not. There is some
thing to mental healing, and the ounce of confidence which he instils 
often proves to be a pound of cure.”—William Henry Welch, 
America’s Dean of Medicine.—III. M e d . Jou r.

At the last annual meeting of the Ontario Division of the Canadian 
Red Cross, it was stated that $100,000,000 was expended in the 
Province each year for the cure of disease while only $2,700,000 
was spent on prevention, some counties devoting as little as seven 
cents per head to this latter item. In view of the progress achieved 
in the prevention of typhoid fever, it was deemed that the local health 
authorities should be urged to extend their campaign to the control 
of other preventable diseases.

Nearly 2,500,000 persons in 22 states came under the care of the 
American Red Cross as a result of the drought. Only 340 profes
sional workers were employed, the rest being volunteers. More than 
500 carloads of food stuffs were contributed, hauled free by the rail
roads as their contribution to the cause.— T h e  K a b leg ra m .

Milwaukee-Downer College offers training in Occupational 
Therapy. The courses are arranged to meet the needs of two groups 
of students; those desiring to obtain the degree of Bachelor of Science 
with a maj or in Occupational Therapy; and those who have had pre
vious college or professional training and desire the three-year course
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leading to the diploma in Occupational Therapy. For information 
address Director, Department of Occupational Therapy, Milwaukee- 
Downer College, Milwaukee, Wisconsin.

“If we could have one generation of properly born, trained, edu
cated and healthy children, a thousand other problems of government 
would vanish.”—President Hoover.

The Indian Red Cross Society is offering a prize of 500 Rupees 
for the complete scenario, in English, of a health film suitable for 
exhibition to children in Indian schools. It is stipulated that the 
length of the film should not exceed 2,000 feet and should depict the 
principles of healthy living in an interesting and readily-comprehensi- 
ble fashion. No technical medical information is to be introduced. 
—I n f .  B u i. L ea g u e  R e d  C ro ss S oc .

Seven thousand health chests are being prepared by the Mexico 
Child Welfare Committee to send to as many villages in Mexico for 
use in the rural schools which have recently been established in that 
country. The contents of each chest consists of a manual of instruc
tion, a first-aid kit, an antivenom kit, six layettes, playground material, 
story books in Spanish, pictures for the adobe school walls, a Mexican 
and an American flag, a friendly letter to the teacher, and useful gifts 
for the children. The enterprise is being carried out by the Golden 
Rule Foundation of New York in direct cooperation with the Mexican 
Department of Education.

The Director of the Boys’ Club of Worcester, Mass., has recom
mended the addition to the club’s staff of a worker to give special 
attention to troublesome youngsters who, without help in curbing 
their mischievous or law-breaking tendencies, are likely to attract the 
attention of the police and the courts. The Boys’ Club News Bulletin 
states that in 1930 only 41 of the 5,000 boys in the membership of 
this club were brought before the juvenile court. Though this was 
considered a small proportion, the Director felt that it offered a chal
lenge for more effective work with the individual boy.— U . S . C h il
d ren ’s  B u reau , Washington, D. C.

A vigorous anti-tuberculosis campaign has been launched in India.
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Health—The Anglo-Saxon word “haelth” from which this word 
comes, means “whole.” When a man is in h ealth  the “whole” 
mechanism of his physical machinery is there. When he is sick or in 
poor health, there is something lacking—the “whole” machinery is 
not there. H ea lth , therefore if we may coin a word, means “wholth.” 
— T h e K  able g ram .

BOOK REVIEW

Case Studies of Unemployment. Compiled by the Unemployment 
Committee of the National Federation of Settlements. Philadelphia: 
University of Pennsylvania Press, 1931. 413 pp. Price $3.00.

Today everyone in America is talking about unemployment be
cause it is estimated that we have an army of seven million unem
ployed. Two years ago it was impossible to get anyone to talk about 
unemployment or even to think about it because at that time there 
were probably not over three million unemployed. Yet the discour
agement of being out of a job; of being unable to find a job ; of 
seeing children go hungry; of having to move into a smaller house 
and a poorer part of the city; of going threadbare; of using up the 
little bank savings; then letting insurance lapse; then running in debt 
with the prospect of never getting out seem to be the standard equip
ment of this tragic industrial contrivance we call unemployment 
whether a man happens to be marching in an army of seven million 
or of three million.

It is precisely this point which this study of “ 150 preventible mis
fortunes” attempts to impress on the public mind. These cases, 
numbered, tabulated and analyzed, were compiled under the Unem
ployment Committee of the National Federation of Settlements and 
edited by Marion Elderton of the University of Pennsylvania.

Paul Kellogg calls this volume “the makeshift payroll of the 
unemployed—intimate loose-leaf records of what families turn in, 
humanly speaking, to take the place of their lost wages.” Anyone 
interested in human interest stories or in detective stories or in sta
tistics or in education, health or social welfare will do himself a favor 
by getting this book and reading it through. One is inclined to wish 
it were made a compulsory reading for every public official in America.

This is not a story of the breakdown of our industrial machinery
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during the past 18 months, nor has it anything to do with the 
“Wreck of the Prosperous” as the recent Wall Street crash has been 
termed. The material was gathered during a period of normal pros
perity when unemployment was at a low ebb. Helen Hall in intro
ducing the reports to speak for themselves says, “Experience has 
taught us to recognize broken work not merely as a symptom of 
financial crises, but as a recurring fault of modern production.” If 
the mind of the American public could be kept on this serious problem 
for a few hours there might be hope of solution because we must 
recognize the fact that conditions which preceded the world-wide un
employment will be repeated and millions of American wage earners 
will be faced by the same tragedy when business is brought back to 
its normal level.

Those who condone the present situation and would prefer to have 
it continue rather than expose the American people to what they call 
the humiliating relief by a “dole” are put on the defensive to show in 
what way our present methods differ.

It is impossible to give even a sketch of this well-organized study 
but thinking readers of Hospital Social Service will be particularly 
interested in the effects of unemployment on the health of the family 
and particularly of children. These effects are seen when families 
are driven to smaller and poorer living quarters; are short on coal and 
gas; when food is cut down in quantity, quality, or both; when the 
mother must go to work and leave the children unattended; and when 
emotional discord and sometimes complete family breakdown result 
from the futile attempt to get work. In the closing chapter of the 
book one youth of nineteen seems to us to have summarized the in
dictment against chronic unemployment in the following sentence:

“It demoralizes the family, weakens the body and mind, destroys 
our faith in human beings, brings about chaos and controversies and 
worriment and arguments and quarrels and fights within the family, 
causes impoverished conditions in the home, and makes discontented, 
dejected and disheartened people.”

A few years ago it was a rather wide-spread feeling that the settle
ment movement in America was on the wane. The present volume 
furnishes substantial proof of its vitality.

O w e n  R. L o v e j o y .
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A Manual of Normal Physical Signs. By Wyndham B. Blan
ton, B.A., M.A., M.D. St. Louis: C. V. Mosby Co., 1930. 246 pp.

For the beginner in the difficult art of physical diagnosis this small 
volume describing normal physical signs has a definite place. Nor
mality, particularly when dealing with biological material, is an ex
ceedingly difficult thing to define, and the author has, for the most 
part, been content merely to enumerate and list the things one should 
look for. This difficulty is seen, for instance, in the picture on page 
75 wherein a description of percussion sounds, dullness is depicted in 
areas where we are accustomed to find resonance. In a particularly 
mascular individual this dullness might at times be found.

In attempting, in such a small volume, to cover not only the physi
cal signs to be perceived by the senses but also to describe the findings 
dependent upon mechanical instruments, the author has necessarily 
made his treatment brief and sketchy. Supplemented, as all these 
books must be, by clinical material and class room work, its greatest 
value will be in inculcating methodical habits of examination and 
making the student aware of the multitudinous variations which may 
occur and which may help lead to a correct diagnosis, for most errors 
in diagnosis are made not because of lack of knowledge but because 
of carelessness and omission during examination.

I sidore  S . S h a p ir o , M.D.

Through Early Childhood. By Arthur Whitefield Spalding and 
Belle Wood-Comstock, M.D. Mountain View, Cal.: Pacific Press 
Pub. Assoc., 1930. 320 pp.

“Through Early Childhood’' is the third of a series of five books 
on Christian home making and child training. This volume is written 
primarily for parents with children between the ages of three to nine 
years, and is fairly thorough in its discussion of activities pertaining 
to the child’s mind and body. The subject matter is well and inter
estingly written and is presented in a unique way. Home life and 
home training are particularly emphasized as the ideal methods of 
approach to teach or train the child for later life.

The book is arranged in twelve sections, and also has an appendix 
with a small but satisfactory bibliography. Each section lends itself 
to systematic study for groups or organizations. The underlying 
thought in each chapter is to furnish the parent with some knowledge
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of the whys and wherefores of the common every-day thoughts and 
actions of the child.

The reviewer thinks that the book would be improved if much of 
the medical treatment were omitted. This is particularly so of the 
chapter which is devoted to So-called “simple things” or household 
remedies which are suggested to combat acute illnesses such as ton
sillitis or croup, and the treatment of such common but significant 
symptoms as vomiting or loss of appetite. Unless the child is far 
away from medical attention, and these instances are fortunately 
rare in this country, the book would be more in keeping with real 
progress if much more encouragement were given to parents to have 
the physician advise them on all matters pertaining to child health.

S a m u e l  A d a m s  C o h e n , M.D.

ABSTRACTS
“Advantages of Social Service to the Small Hospital.” J. M. 

Beeler. B u i. A m e r . H o sp . A sso c ., 1931; V, 53.
The author not only has a deep appreciation of the importance of 

medical social service but he understands the opportunity that the 
hospital has to exert an influence for health in the community. The 
hospital, or health centre as the author prefers to call it, of which the 
writer is Superintendent, differs in organization from most hospitals. 
It is owned by the county and operated on the state plan. The pre
ventive and curative branches of medicine are under one head. The 
hospital assumes the entire responsibility of the country’s physical 
and mental welfare, its medical education, prevention of disease pro
gram, school health program, and sanitation. The county health de
partment has two health centres where health programs can be put on 
at a distance from the institution. Every effort has been made to 
make the hospital a medical centre for the prevention of disease, the 
cure of disease, the education of the community and the education of 
the medical profession. The hospital maintains a library open to 
county physicians, and all physicians are welcome at staff conferences. 
The laboratory is open to all county physicians for examination of 
infectious and contagious diseases. The social service department 
functions in direct contact with the heads of all departments, acting 
as a link between the hospital staff, the health department, the out- 
clinic department and all outside agencies. All patients applying to
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the out-clinics, or applying for free or part-pay service are inter
viewed by the social worker. If there are any charges, the amount is 
fixed by the social service department and forwarded to the finance 
department. When cases admitted to the clinic or hospital are under 
the care of some agency or nurse the social service department as
sume no responsibility outside of giving the agency or nurse a com
plete diagnosis and recommendations for treatment. On account of a 
limited social service staff only certain types of cases are selected for 
follow-up, such as tuberculosis, syphilis, pellagra, orthopedic defects, 
certain cancer and heart cases. The social service department in this 
hospital is called upon by the administration in handling any com
munity social problem and is at all times in constant connection with 
the business office. The author stresses the fact that the social service 
department renders distinct service to the patients, the hospital, the 
medical staff and the community. The hospital benefits by sys
tematically handling the admission of cases and giving accurate social 
data in regard to patient’s financial condition, lessening complaints 
and establishing community confidence in the hospital. The social 
service department renders service to the medical staff by supplying a 
complete social background for the patient, his environment and 
capacity for cooperation. Knowing the social background of the pa
tient the staff loses, to a certain extent, its feeling of being imposed 
upon by would-be charity cases. Their cases are followed through 
and recommendations carried out. Special appliances, diet, medicine, 
etc., are provided if the patients cannot afford to pay for it themselves. 
The advantage to the county is that the community has someone to 
relieve the various agencies of their medical problems. The needs of 
the community are interpreted to the hospital officials and in return 
the institution’s organization program is presented in an under
standable way to the community, relieving friction caused by ignor
ance. The author relates that often he has had a superintendent 
remark, after going over his hospital, that he could not understand 
how so small an institution could afford such a department. In 
answer to this remark the author explains that his institution feels 
that it could not afford to do without a social service department.

“The Family Physician and His Hard-of-Hearing Patient.” 
Harold Hays. M e d . T im e s  &  L . I . M e d . Jou r., 1931; LIX, 113.

Deafness in the past meant that sooner or later the men, women 
and children thus afflicted would have to fall into the class of social
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and economic outcasts. Not so today. There is no reason why deaf
ness, no matter at what age it presents itself, should not be consid
ered a definite physical entity to be treated and carefully studied in 
the hope that the patient may lead a more comfortable, happier and 
a more useful life. Cases of deafness invariably seek medical advice. 
The younger ones can be treated medically, sometimes with startling 
results; the older ones often have to be treated psychologically. The 
doctor first consulted, usually the family doctor, has the grave re
sponsibility of seeing that the patient receives the benefit of the years 
of research which have made it possible to differentiate between the 
different types of deafness. Hard-of-hearing patients are not inter
ested in diagnosis—they want to be cured. They wander from one 
specialist to another and when not helped they resort to seeking aid 
from quacks who promise cures. The best that can be said about the 
methods of treatment administered by the quacks is that they raise the 
morale of the patient and he thinks he hears better. Serious studies 
as to the causation of deafness undertaken mainly through the efforts 
of the American Federation of Organizations for the Hard-of-Hear
ing have made it possible to arrive at fairly definite conclusions, not 
only as to the causation of deafness but as to prevention and treat
ment. As a result of these studies it is estimated that in this country 
there are over three million children of school age who suffer from 
deafness or impaired hearing. A large percentage of these children can 
be cured or their hearing permanently improved by early and efficient 
treatment. Truly the prevalence of deafness and impaired hearing 
is a challenge to practicing physicians who through their wise guidance 
can help in the splendid work of prevention.

“The Bantu Conception of Illness.” J. K. Larson. In tern a l.
N u rs in g  R ev iezv , 1930; V, 552.

The author who is working among the Wanyamwezi people, a 
well-known Central African tribe, gives an interesting picture of a 
primitive race and describes the difficulties encountered in trying to 
teach health to a people who believe implicitly in magic. They be
lieve in duality and bi-presence of every individual. A person can be 
one place while at the sametime his kinini, i.e., his shadow can be at 
work in another place and that witches and wizards can assume any 
form they choose. The Bantu conception of all illness is expressed 
in one word—witchcraft. The Wanyamwezi distinguish very clearly
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between black and white magic. “Vologi,” i.e., black magic is used 
in a wide sense; it includes supernatural power which sorcerers 
possess and also the evil doings of people who want to hurt others. 
White magic is called “Vufuma.” The “Vufuma” or medicine men 
use this magic art to combat evil influence and to exercise the bad 
spell which the “Vulogi” has cast. The slightest physical disorder 
and the gravest illness are alike attributed to witchcraft. The author 
cites instances of cases treated in the clinic. The person administer
ing medicine or treatment must touch the patient as the hands of 
doctor and nurse are supposed to have some magical power. Thus 
the great and difficult task of educating and bringing health to a 
primitive and uncivilized people.

Relation of Diet to General Health and Particularly to Inflamma
tion of the Oral Tissues and Dental Caries. M. T. Hanke. Jou r. 
A m e r . D en ta l A sso c ., 1930; XVII, 957.

The author gives an account of a study of 191 cases studied over a 
period of time sufficient to enable the research workers to arrive at 
definite conclusions regarding the relationship of diet to dental caries 
and other disorders of the mouth, teeth and gums. For the sake of 
convenience, the dental disorders were dividied into four groups: 
1. no dental disorders now; 2. caries; 3. gingivitis or pyorrhea and 
caries; 4. no caries; other conditions as in group 3. Seventeen of the 
191 were free from dental disorders and of these 11 were eating a 
diet that contained ample vitamines. One 17-year old boy who was 
eating food deficient in vitamine C had not developed any dental 
disease but his general health was poor. The dietary deficiency was 
slight in the remainder of these cases. The uncomplicated caries 
group (group 2) comprised 61 cases. The diets were invariably 
deficient in vitamine C. In 39 of these cases there was no other 
demonstrable dietary deficiency. It is possible, therefore, to have 
active caries in persons whose blood calcium and phosphorous are 
normal and whose diet is apparently not deficient in vitamine D. 
Caries associated with gingivitis (group 3) was encountered in 65 
cases. The diets were deficient in vitamine C and in 27 cases there 
was no other demonstrable dietary deficiency. A deficiency in both 
vitamines C and D was prevalent in this group (38 cases). Of the 
48 persons represented in group 4, 34 had pyorrhea. Caries was ab
sent in all cases. With one exception the diets were deficient in
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vitamine C, and in 28 of these cases there was no other demonstrable 
deficiency. The conclusion drawn is that vitamine C may be an im
portant factor in the initiation of dental disease. The Chicago Dental 
Research Club supplied the subjects. These patients were examined, 
X-rayed and questioned in regard to their general health with special 
reference to gastro-intestinal disturbances, nervous tendencies and 
possible endocrine deficiencies. A study of their previous diet was 
made. Their blood was examined for calcium and phosphorus and 
other constituents, blood pressure was taken, weight and height and 
quality of muscular tissue were noted; urinalysis was also made. 
The findings of these examinations made it possible to draw fairly 
accurate conclusions as to state of health, the dental condition and 
the vitamine intake. The food advised for those showing the effect 
of a deficient diet consisted of from 1 to 2 pints of milk a day, 
meat, fresh vegetables and from Y \ to y 2 head of lettuce a day, the 
juice of y 2 lemon and ^  pint of orange juice once or twice a day 
depending on the age of the patient and on the susceptibility of the 
individual to a vitamine C deficiency, 1 or 2 eggs a day and any 
desired amount of fresh fruit. The most important factor in this 
diet is, unquestionably, the orange and lemon juice and this is effec
tive only when given in larger amounts than have heretofore been 
advocated. The results of this dietary treatment were gratifying. 
Gingivitis decreased rapidly and disappeared completely in may cases, 
dental caries was checked. The author gives a concrete illustration 
of the effects of diet on dental disorders. Two young men in the 
laboratory are very susceptible to a vitamine C deficiency. One 
of these men does not clean his teeth well. In his case it is possible 
to produce an excellent, firm gingival tissue in two weeks by feeding 
him an abundance of orange and lemon juice in spite of the bacteria, 
or, conversely, his gums will become spongy and bleed easily if the 
citrous food is withheld for two weeks. The other young man went 
for 30 days without cleaning his mouth at all, but his diet contained 
all the necessary vitamines. At the end of this time his teeth were 
heavily coated with plaques and the gums were coated with bacterial 
film, but the gingival tissue was firm and of excellent quality and 
there was no irritation at the gingival margin. The study appears to 
prove that a diet containing the necessary vitamines is essential to 
dental health as well as general health. The author convinced that
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dietary treatment is effective as a mode of treatment advocates its 
use as a preventive measure especially in the case of the expectant 
mother. Tables and a colored chart showing normal and abnormal 
conditions of the mouth, teeth and gums add interest to the text.
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