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FOUR HOPES FOR THE FUTURE OF HOSPITAL 
SOCIAL WORK*

RICHARD C. CABOT, M.D.
Cambridge, Mass.

If I were in social work myself I could try to state a number of 
pledges to which I would bind myself for such years as I have left to 
live. As I am no longer in social work I wish today to express four 
hopes for hospital social work,—that is the directions that I hope it 
will go in, and in which so far as I have any force or influence I 
shall try to have it go more in the next twenty-five years than in the 
last.

(1) The first of those four hopes that I want to express now is 
th is:—that as a section of the total body of social work, as one type 
of social work among others, that we should keep in closer touch than 
we have in the last twenty-five yeaVs with the whole job of which we 
are part. We have been concentrating on trying to do good work in 
our own place, and about our own tasks. That was right. I would 
not have it otherwise. But I think we have tried less than we should 
have to estimate what is this whole endeavor, what is this total need 
in our community, and in view of that, what portion particularly be
longs to us.

Boston has been opposed, I hope always will be opposed, to the 
idea of a community chest. Boston has not been opposed to the idea 
of a community council, that is, to a unity in organization of all the 
social work that takes place in it. That council, I think, is more effec
tive today than it has been before. I hope as it grows into greater 
effectiveness that we shall see better our place in the whole plan for 
this community. If we do we shall see more distinctly not only the 
whole but those parts more adjacent to us. We have only just become
* Address delivered before the New England District of the Association of Hospital Social Workers, at the Twenty-fifth Anniversary of the Establishment of Social Service, Massachusetts General Hospital, Boston, Mass., October, 1930.
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66 Four Hopes for the Future
clearly aware what ought to be our relation to the Community Health 
Association, formerly the District Nursing Association. I have been 
convinced that we can interweave our efforts with theirs more closely 
for the good of all those we wish to serve. Whenever I see that 
magnificent public servant, Dr. Bigelow, the finest head of a state 
board of health that I have ever known, I want more cooperation with 
him. He knows exactly what we are doing, as he sees all the parts 
of the community that touch medicine and health. He has thought 
out what our place is in the public health program. I have to confess 
that I have never given hard thinking to that. I know, of course, that 
Miss Cannon and the workers here have, but I hope that now, with 
such a man and such an organization of public health, we can seize 
our opportunity and take our part in public health work better than 
we have.

We have at Harvard this year for the first time in the history of 
the university installed a Professor of Sociology. I do not know how 
many of you realize what a significant step that is in the history of 
Harvard University. The Harvard policy in the matter has been so 
far, not officially but practically and in action, to consider that 
sociology does not really exist. President Lowell has said in private, 
and I think in public, “Sociology is a science that was christened 
before it was born.” We have the name but we have not yet got the 
creature. Well, so we have thought, so we have acted, thereby mak
ing ourselves different from any other college of importance that I 
know in this country. We have had no department of sociology. 
We have had a Department of Social Ethics, but we have made it as 
clear as we could that our emphasis was on ethics, that is, on right 
and wrong, and not on the study of society as such, which is the task 
of sociology. We have appointed this year Professor Sorokin, com
ing to us from the University of Minnesota, and before that from 
Russia, perhaps one of the most learned sociologists in the world. It 
seems natural, therefore, that our work in this hospital should now 
relate itself more intelligently to the researches and to the programs 
of sociology. A new step at Harvard might well be followed by a 
new step here.

(2) My second hope is that in the years to come we shall deter
mine more closely and more effectively what is the focus and center 
of this thing which we love and call “hospital social work.” You 
know how difficult it is to say what it is, what its boundaries are. It 
seems to be doing a little of everything. It seems, or has in the past
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seemed, to get in almost everybody’s way. It is important, therefore, 
to try to be clearer in the coming years as to what it is that we are 
training our workers to be expert in.

That is not a new question. I put that question twenty-six years 
ago, before we started this work, at a meeting of the Associated 
Charities: In what is the social worker expert ? I tried then to an
swer it. But it has never seemed to me very satisfactorily answered. 
Now I want to ask again in what is the medical social worker expert ? 
Granting that none of us can be especially expert all the time. A 
great deal of our life is not intended to be expert. Granted; but 
none of us is happy unless for some part of our time each week 
we are doing that which we are especially trained for and put into 
the world to do. It is very easy for us, trying to make ourselves 
useful in hospitals, to have our time used up with that which is not 
the center of our work but the framework, the machinery, the 
muscles, with items which go to help other people in their jobs; this 
inexpert work we should never cease to do. But when we are doing 
that it is all too easy to forget what is the special work, our work, 
that we are waiting to do, provided we get our chance. We shall get 
our chance. But unless we are looking for the opportunity when the 
opportunity comes, we can very easily become medical assistants 
rather than social workers, as social workers have become, I think, 
in some parts of the country and still more in Europe. The social 
part of our job often seems to be gradually fading out because the 
tasks of medicine are so intensely interesting and because there is 
always work to be done by anyone who can lend an intelligent hand 
in that direction.

The focus or core of our work, it seems to me, should be the 
attempt to interpret to patients ihe meaning of illness. People are 
sick in this hospital. There are plenty to try to find out how they are 
sick, a few to try to find out why they are sick, plenty to apply to 
them modern resources in therapeutics. But I think that those of us 
who have been busy with sickness so long do not realize what a fearful 
thing it is for an individual suddenly to find that he is sick. People 
often say, “Oh, why should this come to me?” They are ready enough 
to see that somebody else’s child should be run over by an automobile, 
ready enough to see that someone else’s sister should go insane, some
one else’s father have cancer. But the world turns over, the world 
has to be remade, when this familiar fate that we have seen strike 
here and there finally strikes home. Then we need help. What does
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it mean that an illness is going to have a fatal termination ? What 
does it mean to be disabled ? I think that is partly the minister’s job. 
One of the things I hope for is the proper extension of the minister’s 
work in this hospital, in the hospitals for the insane, in the alms
houses.

I want to give another example of what I mean by interpreting 
to the sick what it means to be sick. You and I are so familiar with 
these wards that it seems almost as natural to see people there as it is 
to see them on Tremont Street or on the Common. We don’t realize 
that the impression of a person sick for the first time in a hospital is 
th is : “Why, the whole world is sick!” That is, the only sample of 
the world that I get is of sick people. It needs to be explained to 
almost all sick people, even when they do not give any indication that 
they are being tortured by this nightmare, that this is not a fair sam
ple. There is perhaps the only person in your town who is sick, per
haps only one in a district has this dreadful disease. But here when 
they are all congregated together we have a perfectly artificial and 
unreal appearance of a sick, hopeless world. That needs to be ex
plained over and over again to these patients, not losing sight of the 
fact that what is familiar to us, what is not at all terrible to us, what 
we are glad to think of as a hospital’s opportunity to bring together 
people who can be cared for, is a terrible thing to each newcomer. 
In the old days when I used to be here in the Out-Patient Depart
ment, when I guess more operations used to be done in the Out
Patient Department than are done now and when probably etheriza
tion was not so well done as now, I would hear blood-curdling yells 
coming from some of the rooms where some one was receiving his 
ether and struggling under the first stage, and I would see what 
those shrieks mean to the other patients waiting their turn there on 
the benches. You and I know perfectly well that those sounds did 
not mean great suffering, but all the waiting row on the bench could 
think w as: “Is that what is coming to me next ?” They are thinking 
what will happen when it comes their turn to go through that door 
that is now closed. I have explained again and again, “There is no 
suffering going on in there, nothing terrible is happening. Somebody 
is having a little trouble giving somebody ether, but those are not the 
shrieks of pain.” That seems to me typical of our central job to 
interpret to sick people what sickness is. You can call it teaching. 
All good teaching is interpretation. And when we teach we learn.

Secondly, I think it is central in our job to give encouragement.
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We do not always realize, I think, the bitter need of courage to those 
who are not so familiar with hospitals as we are. Encouragement is a 
commonplace word. We take it on our tongues easily. I wonder if 
we stop to think what it means to have courage, and whether it is 
easy to hand out courage. Did you ever try to rouse courage in any 
one? I don’t know any more difficult task. I don’t know any more 
essential task, for that profession which we have seen established here 
in twenty-five years.

These things we can learn to do. I do not know who will do 
them if we do not. I give them as samples, not of course in any at
tempt to describe the whole of the essential task on which I hope we 
shall more accurately focus, while we also lend a hand in all sorts of 
tasks that are not ours and not expert.

(3) The third hope that I want to express has come to me very 
largely since talking recently with that extraordinarily inspiring man, 
Dr. Bigelow. We social workers have talked often about maintaining 
high standards of case work. I believe that these ideals were right 
and true. But Dr. Bigelow made me feel more vividly in a recent 
talk with him that we have to do two things at once: keep up the high 
quality of individual care work, and also do mass work on a large 
scale. I do not think we have yet intelligently faced the problem of 
combining high quality in a small fraction of our work, with large 
quantity of superficial work spread out so intelligently that it does 
some good. We are inclined to think that every piece of social work 
should be done up to the hundred per cent, level, and that we should 
try for that ideal. I do not now think we should even strive for that. 
I will try to suggest why not through illustrations from other fields, 
because the structure of a good day’s work is not fundamentally dif
ferent in social tasks from what it is elsewhere.

My job at the present time is to teach at Harvard College. Part 
of the time there we do a piece of teaching work which we would 
like to compare to the best case work. That comes in the tutorial 
work or in relation to a few appreciative and receptive men whom we 
can help to see study, and so the life that study is a means to, in a 
different light. But most of the time we are speaking to large groups 
of students, and we know perfectly well that if anything we say hits 
exactly any one of the fifty men before us, it will not hit the other 
forty-nine. It will be over the heads of some, too complicated for 
some, too elementary for others. We realize that this is not the best 
work, but the best under the circumstances, that it has some value and
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yet is second-class. Then we go a step further and we have the 
reading period when we teachers do not do any teaching at all. Dur
ing this period we glory in the possibility of self-help and self-educa
tion by each student. It is glorious. Only, if it is so glorious, 
why don’t we do it all through the year? If, as President Lowell 
says, the best education is self-education, where do we as teachers 
come in? Of course we have to realize that in the reading period we 
do still less than in the lecture period, and in the lecture period less 
than when we are facing individual students and trying really to 
teach.

When children are physically examined in the public schools Dr. 
Bigelow told me the other day he liked to call the process not so 
much diagnosis as “screening,” as you screen gravel. The first set 
of examinations separate out, by a process which is hasty and inexpert 
hut good enough for the end, those w'ho need more careful or more 
minute examination by experts on heart disease. In that way work 
which is not first class can nevertheless prepare for expert work by 
screening out those who particularly need it and steering them to the 
expert. Corresponding with that, if we succeed in working it out, 
will be the discovery of special capacities in special social workers, 
then through this screening process we shall steer to them the par
ticular people who have that special need.

If this process of trying to combine mass work and high quality 
individual work is to be worked out, it will tend to solve that problem 
which has been on my mind for years, the “limitation of intake.” 
You know, of course, that we have always had a limit of intake in the 
wards. When the beds are full we do not go on putting pallets on 
the floor; and we have just begun to limit intake in some of the out
patient clinics. But we have not satisfactorily solved the problem of 
limitation in social work. If we had a proper system of screening, of 
particular types of expertness, I think in time that particular problem 
could be solved.

(4) My fourth and last hope is one that I do not know that I 
shall succeed in conveying to you, even as well as I may have conveyed 
the other three, and yet because I care for it more than for all the 
other three I insist on making the attempt. I hope in the next years 
that we shall succeed in improving our manners. Now manners is 
not at all an inspiring word. I mean it with all its possible implica
tions. It is those implications I want to try to suggest.

I think it was President Eliot himself who told my wife the
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story of how in his later years when he was no longer in active work, 
he used to get communications from persons thanking him for what 
he had done for them in the past, even though he had no recollection 
of even having met them. One man said that his life had been wholly 
changed by meeting him and Mrs. Eliot together, somewhere in the 
course of their travels. When Mr. Eliot tried to follow up what he 
had done that had made such a difference to this man, it came down 
to the way he said “Grace” to his wife—just the way he pronounced 
his wife’s first name. Manners—the way of speaking even the name 
of somebody dear to you—why are manners such that I can put them 
as I do, as the most important thing in the whole of social work? 
Take a parallel with medicine. When in many fields of medicine we 
look back to the work of our grandfathers in diagnosis and treat
ment—especially treatment—we look with horror on what they did; 
we wonder that the patients survived it. The world moves. Well, 
isn’t it possible that our grandsons will look with equal horror on our 
diagnosis and treatment? But we dcm’t look with horror on the 
manners of our grandfathers. They stand though their diagnosis and 
treatment may be outworn. Cannot we hope, then, that out of the 
wreck of our antiquated technique something may be saved which 
won’t look jejune and wretched to the next generation and the genera
tions to come ? And if there is anything I think it will be th is: the 
beauty and beneficence of the human relation.

President Eliot and his wife saw that individual but once. How 
many times in hospitals we know this is the only time we shall pass 
this way, and that if all the worth of what we do is depending on a 
plan that will take months and years to work out and may be wrong 
in the end, we are very shadowy beings. But if we can focus our en
deavors so as to express what we think one human being should ex
press to another when they meet, we can feel that something worth 
while is achieved, that despite our ignorance there is something to be 
depended on in the work that we do. I was in St. Thomas’s Hospital 
in England a year and a half ago and was allowed to sit beside one of 
their workers there in the process of what they call “casualty.” 
“Casualty” means the new admissions just as they come to the Out
Patient Department. These workers are making the most elusive, 
fugitive, momentary contacts with the patients. Most of them were 
not to be taken in charge; no record is made of most of them. But it 
was a perfect marvel to me to see the graciousness and wealth of



affection that these women put into their momentary contact with 
people they had never seen before and probably would never see again.

Through most of the hours of our working days we look busy, 
serious, care ridden, and not at all joyful about the world we live in. 
But if a friend breaks in on us, we warm up, we smile, we try to look 
and really to be delighted. We say: “I’m glad to see you.” In the 
moment of welcome we rise above our ordinary emotional level. 
Now a hospital is meant to be a place for hospitality, for welcome, 
for human contacts raised above the business level. People come 
there in low spirits, with low vitality, with shrinking and apprehen
sion, facing perhaps the crisis of their lives—and very lonely. Purely 
as a matter of rational therapeutics they need warmth, cheer, sympa
thy and above all affection. They will eat better, sleep better, repair 
their tissues better if they can be made to feel somewhat “at home” 
even in these bare, grim wards. Little enough of home there! If 
there is to be anything left of “home” for the patient, it will be in 
the face and the voice of someone who sincerely feels warmth towards 
him.

Thus pure science, pure rational therapeutics demands this if it 
is at all possible. But is it possible ? Can any sincere person expect 
to have his friendly emotions suddenly rise at will every time that he 
greets a “new patient” ? Yes, certainly, it is possible. The musician 
is a person who can count not only on his technique but on a sudden 
outpouring of perfectly genuine feeling, even intense and passionate 
feeling whenever the occasion—the performance—calls for it.

Can a social worker with all her technique, with all her burdens 
of memory and difficult planning, can she be one in whom nature and 
training have stored up a fund of welcoming affection for any 
stranger in our wards or clinics, for anyone met on the hard road of 
sickness, for anyone who is lonely, bewildered, scared by the sights, 
sounds and smells of a hospital? Therapeutics demands it. Chris
tianity has long demanded it. We are here to interpret illness to our 
patients. We are to show them that along with its losses, there are 
gains, because illness opens hearts to them as they could not be 
opened in everyday life. Whose heart ? Probably not the heart of 
the doorkeeper, the clerk, the admitting officer, the ward tender. 
Possibly not even from the doctor or the nurse. All the more, then, 
after the depression of all these contacts, our patient needs the re
assurance of a welcoming face.

But how shall we avoid the professional smile, the “glad hand,”
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the mechanical and insincere pretence to feel what we do not feel? 
By individualization. If we do not see people in the mass, we shall 
not greet them all alike. If  we are keen to catch every flicker of in
dividuality as we see it on face, hands, clothes, movements, position, 
as we hear it in the voice and as we may look out for it on the basis 
of what we have gleaned from the history—then we are not apt to 
be stereotyped.

But we must be certain in advance that there is something likeable, 
worth while, capable of bravery, of friendship in every human being, 
just as the scientific man of science is certain that in his specimen— 
whatever it is—however worthless or disgusting it seems, there is 
something knowable. He is there to know things. We are here to 
like individuals and so to fit ourselves for helping them.

This is the show down. In such moments we show whether or 
not we believe in God, whether or not we believe in Jesus Christ. We 
say we do. He told us that if we care for Him we must feed His sheep. 
Nothing less than the attempt to act as one who believes that the 
world is as beautiful, as glorious as Christ saw it to be, can give us 
manners that will make our work last, will make us sure that in 
spite of all the mistakes we may make in our social diagnosis and our 
social treatment, something worth while will survive.



THE SOCIAL COMPONENT IN MEDICINE*
J. H. MEANS, M.D.

Jackson Professor of Clinical Medicine, Harvard University, 
Chief of Medical Services, Massachusetts General Hospital
The word social in its broadest sense refers to all the ways in 

which the behavior of an individual affects his fellow beings, and all 
the ways in which theirs affects him. The coming of illness invariably 
changes the relations of the person afflicted to those immediately 
about him and often his relations to the community as well. These 
changes may be said to constitute the social component in medicine. 
The only case of illness, then, in which a social component is lacking 
is that of a Robinson Crusoe on his island.

You are celebrating the twenty-fifth anniversary of hospital social 
work, and at this time particularly you are searching for the right 
way to increase your sphere of usefulness. It seems to me that one 
obvious extension is that which would be implied by changing this 
term to medical social work. Just as the practice of medicine is by 
no means confined to hospital patients, so I believe social service 
should be available also for patients of the private class.

The experiment which Miss Barbour has been making in the 
Baker Memorial1 seems to justify this belief. Problems amenable 
to treatment by the trained social worker seem to present themselves 
in that group of private patients of moderate means as in the general 
hospital. It is not unreasonable to expect that one fine day we shall 
see a social service in the Phillips House 2 and workers who, at the call 
of the doctor, will go into the homes of the well-to-do charging fees 
for such service as does the nurse. The extension of the work to 
these new fields not only broadens its scope but increases its com
plexity. A survey which Miss Barbour has made of the experience 
of the first three months in the Baker Memorial gives some signifi
* Read before the New England District of the Association of Hospital Social Workers, at the Twenty-fifth Anniversary of the Establishment of Social Service, Massachusetts General Hospital, Boston, Mass., October, 1930.
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cant hints. For one thing it is important that the largest group 
(27 per cent.) of patients referred are of the professional class, 
which shows, therefore, to quote the report, that “there are then 
problems arising because of medical social complications in the lives 
of educated and highly trained people.” To deal with such persons 
of superior intelligence, and, by working with the doctor, help them 
find solutions to the difficulties which their illness has imposed, is 
bound to enhance the interest and fascination of medical social work, 
as at the same time it demands from the worker an ever-increasing 
skill.

Because of the existence of the large social factor in practically 
every case of illness, the hospital social worker has proved invaluable 
not only in the treatment but in the diagnosis of disease. In the sur
vey of evidence upon which diagnosis rests, the facts which she alone 
can get sometimes give the solution of the patient’s trouble. Miss 
Cannon has aptly called this phase of the work “the social laboratory.”

Of course it is the therapeutic phase of the social worker’s work 
that is more familiar. Here it becomes her duty to readjust those 
family and community relations which the patient’s illness has thrown 
out of gear. In performing this duty she has the difficult task of 
avoiding becoming hard boiled on the one hand and sentimental on the 
other.

In one way her effort in such case work is better directed than is 
that of the modern physician. A generation or two ago the practitioner 
cared for entire families. He had the welfare of the family in mind. 
Nowadays, in cities at least, each member of the family very likely 
has his or her own doctor, perhaps several, or goes as an individual to 
one or more out-patient clinics. The light of medical wisdom is thus 
focussed on the individual. Everything possible must be done to get 
the patient well. This is right and proper of course, as far as it 
goes, but it does not go far enough. The rights of other persons have 
to be considered. In the case of communicable disease this is usually 
done. So too in that of the asocial behavior of persons with major 
psychoses, but in other cases it often gets forgotten. Certainly this 
would be the case if hospital patients were left solely to the doctors. 
The social worker, however, through her contact in the homes often 
prevents this shortcoming. The proper focus on the patient as an 
individual in intimate relation to other individuals who have rights as 
well as he, which medicine lost with the passing of the general practi
tioner, through her is regained.
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My own association with the Massachusetts General Hospital So

cial Service Department goes back to 1910, namely twenty of the 
twenty-five years of your existence. I can recall very vividly how 
during that summer, while working in the medical out-patient depart
ment as a fourth year student, I often escorted patients to the social 
worker’s desk, and sought aid in their behalf that the doctors alone 
were powerless to give. I think I formed the habit then, and have 
retained it more or less ever since, of conferring directly with the 
worker herself. In all my subsequent bits of duty in the out-patient 
department, first as interne, then as out-patient department physician, 
I always preferred leading the patient by the arm to the worker’s 
desk to sending him there by a messenger with one of those pink slips 
you used to use.

This brings to mind a wider matter, namely the dangers involved 
in too much organization and too much efficiency in hospital work. 
I am going to enter a plea for more individual initiative on the part 
of all concerned, doctor, social worker, nurse, dietitian and student, 
in promoting direct personal conferences regarding the problems of 
the sick.

A good illustration of the inefficiency of efficiency is in our system 
of house consultations. Fancy a consultation in which the consult
ants never confer! They don’t consult in the true sense, for con
sultation to my mind means discussion. A surgical opinion is asked 
by the physician. It is received in writing; no discussion takes place. 
At least this is usually the case. Sometimes physician and surgeon 
collide in the ward by chance and then a true consultation ensues. 
More rarely one is especially staged by an interne who sees the need. 
I t is only fair to say that a good deal of genuine consultation goes on 
among medical and surgical and other internes often in the dining 
room and flat. This is all right and proper and should be done by the 
older men as well at all times and in all places.

In the case of the social worker the detachment is even greater 
and it is but rarely that the visiting physician knows very much of the 
social aspects of a case. He often does not know even in which cases 
the social service has been called upon. Of course the internes and 
social workers do confer directly so the organization works fairly 
effectively as it is, and in the medical department for almost a year 
the social worker has sat in at a weekly diagnosis conference which 
each visiting physician holds.

Nevertheless there is need for more intimate association still.
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We talk much these days of cooperation. The word gets tiresome at 
times. I think we should perhaps use it less and practice it more.

The hospital as a doctor is by no means ideal. The old general 
practitioner attended to everything himself, the social and every other 
component of medicine fell to him. He did it all because he was 
responsible for it all and was the only one who could do it. Neglect 
of any part was bound to be blamed on him. With the division of 
duty among many persons errors creep in. That too many cooks 
may spoil the broth can occasionally be illustrated in hospital work. 
Nevertheless, the hospital is necessary and it is the primary duty of 
its chiefs of service to see that the teams caring for their patients are 
integrated sufficiently to equal in responsibility the individual practi
tioner of old. When we consider that in the care of a single patient 
there are involved visiting physician or surgeon, residents, house offi
cers, consultants, nurses and social worker, it is obvious that very 
earnest and thorough team work is required. In this hospital the 
chief integrater is the senior house officer. We place a very heavy 
responsibility on him. When the patient is discharged the duty of 
seeing that he gets the further care he needs may fall mainly upon the 
social worker. Moreover, while he is still in the ward she very likely 
has been so arranging his affairs that his family suffers a minimum in 
consequence of his plight.

The extension of social service from the out-patient department 
where it started in 1905 to the wards, that is to say, house social 
service, occurred in 1914. Since then one by one the special clinics 
have acquired workers. Although, as I have indicated, a social 
problem exists in every case of illness, it is with patients suffering 
from certain outstanding groups of diseases that the need for social 
service particularly is felt. Chief of these are the ones with mental 
ill-health. So great is the need here that we have seen the develop
ment and separation of the psychiatric as a major specialty of general 
medical social work.

There are other fields in which the need is very great, to mention 
one, that of heart disease. The cardiac cripple may lead an invalid 
life for years. The doctor can regulate his digitalis and say what he 
may do, the social worker may have to teach him how to regulate his 
life.

One of my major interests in all this, of which I should like to 
speak in the minute that remains, is the instruction of medical students 
in this social component of medicine. Five years ago at your twen
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tieth anniversary Dr. George Minot traced this teaching up to then. 
In more recent years Miss Cannon and I have been experimenting to 
find the best method to employ. It seems clear that case teaching to 
small groups of students should be the chief effort, but I think the 
addition of a few lectures on the nature of the social factor in disease 
and the basic principles of social work would be a distinct advance.

The new third year curriculum at Harvard has given a fine oppor
tunity for our attack. In the whole instruction in the clinical sub
jects of the third year the practical method has been extended, the 
didactic reduced. The students for a trimester are given case work 
in the out-patient department in the morning and two afternoons a 
week at the bedside. The attempt is made to bring to their attention 
every agency which may bear upon the case. In diagnosis all evidence 
procurable, including social when pertinent, is arrayed before them, 
and in discussing treatment in selected cases, when the doctor has 
finished telling what he can do, the social worker may take up the 
tale. In this way we try to put before the students early in their 
career an illustration of the kind of team work that is necessary in 
caring adequately for the sick person of today.

We are living in an age when men’s minds are peculiarly awake, 
when the desire to face facts honestly and thereby learn from them 
the ways to better living is peculiarly intense. As we look upon our 
medical work either in the hospital or outside we must bear in mind 
that it is but a small fragment of human endeavor. We are really 
but repairing or patching injured human lives. As long as injury is 
possible through maladjustment or disease, such repair work will have 
to be done. But already mankind is learning to seek prevention 
more than cure and as the doctor of medicine of the future will be 
more the hygienist (mental and physical) and less the physician than 
his forbear of today, so, it seems to me, the future of medical social 
service will lie in an ever more direct approach to the causes of illness 
as they can be discovered in the home, and the achievements of the 
profession will be determined by the ability of its servants to master 
the science and philosophy upon which their art depends and to per
ceive in an ever widening way wherein their peculiar work joins other 
efforts also directed toward the welfare of the race.

REFERENCES
1. The new unit “Hospital for People of Moderate Means” at the Massachusetts General Hospital.
2. The Private Ward of the Massachusetts General Hospital.
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MEDICAL SOCIAL SERVICE^-AN ART*
KATH A RIN E D. HARDW ICK 

Director, Simmons College, School of Social Work, Boston, Mass.
Anniversaries are happy ideas.
Thoughtfully taken they bring us more than congratulatory joy.
Anniversaries are milestones on the path of progress.
Milestones with a quality all their own.
They deal with how far we have come—rather than exactly how 

far we have to go.
Geographical milestones state a goal with exactness, as 25 miles to 

Peoria.
Anniversary milestones can only state with exactness how many 

years we have come, as 25 years from  the beginning.
“The best means of guessing whither we go is to examine whence 

we come—to see life in the making—the thoughts which bred our 
own—the manners—the needs—the dreams brooded over so as to 
hatch them into realities, the long painstaking patience which attended 
our infancy and the throes of our birth.”

Ever since Miss Cannon asked me to speak tonight I have been 
turning over in my mind at odd moments the associations of over 
twenty years with medical social work—and medical social workers.

Constantly in relation to this or that experience with you has come 
the conviction that medical social work has achieved a harmony of 
science and art. More than any other group of case workers you 
have brought to the rest of us the facts of life—but you have brought 
each truth not with the chill of brutal facts, but with its social and 
spiritual interpretation. That is a great thing to say of any profession.

Perhaps it was because medical social work as an art was running 
through my mind that from a haphazard collection of books I picked
* Read before the New England District of the Association of Hospital Social Workers, at the Twenty-fifth Anniversary of the Establishment of Social Service, Massachusetts General Hospital, Boston, Mass., October, 1930.
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up “Medieval Manners, illustrated at the Cluny Museum.” As I 
absently riffled the pages my eyes fell on the words about the past 
which I have just quoted and as I read on with awakened attention I 
came on th is:

“A work of art, therefore, is a document of social psychology. The sequence of these works represents the successive states of the 
mind of those who lived before us, struggling, laboring, and bleeding, in order to make us what we are. In its respective works of art, every human group in every age, every district of every country, has 
given in turn the formula of its own passions and sufferings, of its creed and aspirations. Art is a nation’s confession; it is the perma
nent witness of man’s hopes and of the ensuing disappointment.

“All ages alike have similarly aimed at a state of happiness whereof they seemed to catch a glimpse, but which presently vanished from their sight. All, feeling equally certain of having secured the 
final truth, have testified to their faith by building on the ground the monument which they mean to bequeath to the ages to come. Thus the chronology of the works still shows us the stages of that inveterate 
mysticism which withstands all disillusions and ever worships with like enthusiasm an ideal for ever changing.”

Surely if such a conception of art be accepted we can at least con
sider social work as an artistic expression and I should like to run 
over tonight some of the attributes of art in their relation to medical 
social work.

“Art,” says John Erskine, “is not something to look at, to decorate your life with in lighter moments.
“Art is something to do.
“It is creation.
“Your life as you live it—is the practice of an art.
“When it is over it will remain in the race memory—if at all—as an accomplished masterpiece.
“An artist is one who craves to communicate with his fellows.
“Not through words.
“Nor through deeds.
“So much as through that stirring and lifting of the soul which any presence of beauty compels.”
Beauty then is the first attribute and following the charming and 

thought-provoking analysis of Walter Pater these other attributes :
Freedom.
Omission as well as expression.
Exactness.
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Mental challenge.Unity.
Sureness of result.
Is there beauty in medical social work ?
“All beauty is in the long run only fineness of truth—a finer 

accommodation of expression to the truth within.”
Fineness of truth—out of the richness of your experience you can 

bring illustrations far better than mine. But as I look back over my 
years with you I know you can lay claim to beauty in human relation
ships through two expressions: one the individualization of the pa
tient; the other, a natural corollary, the recognition of equality with 
the patient.

I should like to talk all the evening—piling up story after story in 
proof—speculating on the sources of your strength. Were you bom 
that way or did you acquire the art? Why more than any other 
branch of case work have you withstood the pit of human—or in
human—classification, the militant attempt to mould the patient to 
your will?

It is impossible in thinking of you to regard you apart from the 
medical profession—and very difficult to tell what originated in the 
minds of doctors and what in yours. Perhaps the great significance of 
medical social work lies in the fact that you are welded to another 
profession. Certainly you were born in the mind of a great leader of 
that profession out of the necessity of the patient to be considered as 
a whole human being. Perhaps it was easier to keep that faith 
because you had to defend the patient against scientific zeal with its 
consequent temptation to view him as a heart or a broken leg. Per
haps it was because you didn’t know too much about his heart or his 
leg that you cared more about the whole of him. Or it may be that 
because you had the doctor’s investigation to supplement your own, 
you obtained even in those early days a deeper and finer picture of 
the personality involved. Or perhaps your alliance with the doctor 
was disarming to the patient and made him more willing to reveal all 
of himself to you. In any event the genius of the medical social 
worker certainly centers about her ability to see the whole person— 
not only to see him but to enjoy him—for in you we find in no small 
degree what Mr. Bardwell calls, “the delighted recognition of the 
individual.”

It must have been a hard struggle—this making an art out of 
individualization. I cannot imagine that hectored administration
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ever did—or perhaps ever will—welcome the pangs of socialization 
with rejoicing. Not every administrative officer would see the point 
of the story about the Frenchman with whom the American was de
bating Wilson’s fourteen points. “No need of fourteen points,” said 
the Frenchman, “one was enough.” “What is the point, then,” asked 
the American. “Well,” said the Frenchman, “no one has mentioned 
it yet but the Germans still have my farm.” But any medical social 
worker appreciates that.

Certainly beauty is not too fanciful a name to apply to the work 
which brings a patient the security and the happiness of being a person 
instead of a lump in a suffering mass. Such an art I stumbled on in 
the contact with an old lady who over twenty years ago was a patient 
at the Massachusetts General Hospital. She was a regular—and she 
says a disappointing patient in the nerve clinic in the days of Miss 
Burleigh and Doctor Putnam. They live in her memory today not 
only as beauty in human contacts but as scientific guides to present 
conduct. Such serenity as she has been able to achieve in life comes 
out of their understanding of her. She is able to put her finger on 
their value to her—the art of seeing her not as a case but a person— 
of individualizing her from all the others on the bench. This is not 
only art—it is immortality.

Your group, too, brought us new ideas of equality and the dignity 
of the patient. Again there are undoubtedly reasons why you attained 
this art. It may be that dealing with a group on a higher economic 
level quickened your sensibilities. It may be that professional con
duct demanded it or that the viewpoint of the scientist helped you to 
think less of moral judgment and more of moral values. O r perhaps 
you were born at a fortunate time. Other social agencies had fought 
some of your battles for you. Viewed historically, how few branches 
of case work have had your opportunity to start free of repressive 
and negative policies—the necessity for keeping people, willy nilly, 
from being paupers—or preventing duplication of relief—or rescuing 
children from the jail. But actually I believe your ability to see the 
patient comes from something more positive. Someone said that 
the United States is the only nation founded on a creed. In a measure 
that seems to me true of medical social work. If you read Social 
Service and the Art of Healing or Social Work in Hospitals, you will 
find it written there—“firm in the conviction that a fundamental truth 
is being carried forward.” 1
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Doctor Cabot speaks of the endless chain which the team of doctor, 

social workers, and patient constitute. “Without exaggeration we 
may say that such a linkage and brotherhood of helpfulness has no 
end—and that as far and as fast as we can really achieve it—we speed 
the Kingdom of Heaven upon Earth.”

Has medical social work 
Freedom 
Naturalness 
Simplicity ?

I see two drawbacks—or obstacles to this side of artistic expression. 
One is terminology, the other, the complications of institutional life.

On the first point, terminology, you certainly have victories to 
record. Some of you perhaps remember the early days when you 
learned the doctor’s lingo and practiced it on us in the family field. 
Nowadays it is the mark of the very young or the inexperienced 
worker to let terminology stand in the way of freedom and simplicity. 
But really before the psychiatric workers came along and beat you at 
your own game, we used to think you were pretty awful—in spots.

As to the hampering of the institution, I am in no position to 
comment. Certainly it would not be hard to give many illustrations 
of administrative difficulties untangled by the medical social worker. 
On the other hand, we sometimes do wonder why you haven’t made 
more of a dent on your institutions and whether you spend more time 
wrangling tactfully than you do in fighting fearlessly for principles. 
After all a hospital does belong to the patient and not to the staff.

Omission—an artist is known by what he omits. I suppose there 
is no point on which you would find less agreement as to the artistic 
ability of a medical social worker than this—both within and without 
the profession. Sometimes, for example, when you are in a family 
agency you feel that the medical social worker omits almost every
thing that is difficult in family case work. Sometimes within the 
medical social field you question whether she is allowed to omit any
thing. The selection of cases as they go in and out of our medical 
institutions is a tremendous test of the artistic ability of the worker. 
There are two points on which I feel you can spend a great deal more 
thought. One is the relation to cases geographically distant—the 
other, the relation to relief.

I  have not time to more than touch on these two points but I 
think they would bear thought. Social problems have no geographical 
limitation. You can be as miserable in Chelsea as you are in the
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South End and if home visiting is demanded you need it as much in 
Chelsea as you do in the South End. I full well know there are 
limitations of time and transportation facilities but I look upon this 
problem of far-flung borders as one which ought to be studied in 
terms of community life. In the same way, I believe that we have 
allowed psychiatric attitudes and other modern shibboleths to blind us 
to the fact that the poor are poor because they have no money and all 
the good advice in the world may not solve their problem. Time was 
when you could count on a medical social worker to help you solve your 
relief problems if you were in the family welfare society. Now both 
sides seem impatient whenever economic difficulties enter in. There 
are two reasons why I believe this is your fight. One, that the stand
ard of health is perhaps the best criterion in planning relief; the 
other, that just because you deal with people above the economic level 
or on the border line, you ought to have much to give in the under
standing of the relief problem. It is a grave mistake to think that 
families in this country have achieved economic security. The need 
for actual care and for a sane psychology in the giving and receiving 
of relief was never more acute than it is today. Poverty is still a 
tremendously real fact. It is perhaps less picturesque than it used to 
be, but in its mental aspects and radiations it is as bad as it ever was. 
Your best brains and our best brains ought to be pooled in an effort 
to get the money necessary for poor families to live on. All branches 
of social work ought to assume their part in facing this difficult 
winter, in shouldering the family case load.

Exactness—the bugbear of all social agencies. Exactness in human 
relations is a very difficult matter. Yet such exactness as social case 
work has achieved finds its high-water mark in your field—I mean the 
terminology and classification study and formulation which if it could 
be put into practice with mental integrity might revolutionize case 
work practice.

But now it has been nicely written out in a book, what will you do 
with it ?

Those of us from other fields are watching you to see how this 
dream will be hatched into reality.

Mental Challenge.
Art challenges—it has mind as well as soul. “One reward of un

derstanding or of creating a work of art is the delightful sense of 
difficulty overcome.”
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These days, as you view again the past twenty-five years, must be 

filled with that delightful sense. One aspect I want to touch on. No 
field has meant to those interested in education for social work what 
your field has meant. Wherever your national organization moves, 
there there is mental challenge. Your functions study marks an epoch. 
One gets from you a sense that this is only the beginning and that 
you intend to continue this application of mind to the objectives and 
processes of medical social work. Of all this you know so much 
more than I that I feel as if all I could—or should do—is to voice as 
a member of a training school my sincere gratitude for the mental 
challenge your educational program gives to us.

Unity.
“That architectural conception of work which foresees the end in 

the beginning and never loses sight of it—in which every part is con
scious of the rest until the last sentence does but with undiminished 
vigor unfold and justify the first.”

Insight—Retrospect—Foresight.
In terms of your own relations to clients, to the hospital, to the 

medical profession, certainly you are working toward unified under
standing. In terms of the larger community—well, you know best. 
It sometimes seems to me that you mean less than you used to other 
social workers as interpreters of health, that you are less interested 
than in early days in general social program building. Are you 
facing outward toward the community itself and its social needs, for 
all that you can give, or are you growing inward and facing only your 
own little set of problems ? There are always dangers of self-absorp
tion in the building up of a profession but I should count it a tre
mendous loss if medical social workers became institutionalized—if 
medical social workers cared for their own branch of work to the 
exclusion of others.

Sureness of Result.
“What constitutes the artist is not slowness or quickness of the 

process—but sureness of result.”
Where would you look for proof ? Will you say with Carver— 

“the utility or desirability of the service to those who require it is the 
only possible test” ?

I know of no social agency that has ever really applied that test, 
though it was suggested at one of your recent gatherings.
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Yet we need a clearer conception of what we mean by success in 

social work, by sureness of our results and proof of them. I listened 
once to a discussion of the Gluecks’ book on 500 Criminal Careers and 
even as we heard the general expression of horror at there being only 
20 per cent, of success, we asked ourselves, “Well, who knows ever 
what per cent, of success we ought to expect—certainly not one hun
dred—but what ?” There is much here that ought to be worked out 
and that we need your help in working out. What are the proofs we 
need to give to ourselves and others that we are of use, that we are 
really helping those that need us ?

I feel a certainty that some day you will answer this for yourself, 
first, because you have builded yourselves into a national organization 
which is constantly testing and evaluating; second, because you have 
never lost sight of your traditions and because you dare to question 
these.

“.Unknown the goal may be; yet the steps remain unweary. No 
age has ever caught sight of the end which those that follow shall possibly reach. The best means for guessing whither we go is to 
examine whence we come. For the line is a steady one, and the race is homogeneous. The generations come and go, ousting each other, unlike in appearance, yet identical at bottom, and all instinct with the 
one and the same power, to w it: their hereditary soul.”

To receive an inheritance is a great thing. It is a greater thing to 
pass that inheritance on stronger and finer because you have touched 
it.

REFERENCE
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SOME CURRENT DIFFICULTIES THAT BESET MEDICAL SOCIAL WORK*
ELSA BUTLER GROVE

Lecturer in Social Science, Teachers College, Columbia University,
New York, N. Y.

Once upon a time there was a person in society called the 
FjAMILY PHYSICIAN who lived in a small town, or better yet in 
the open country, or perhaps in a city, not too large. He treated his 
patients from birth to death, following their families through health 
and social crises and knew their peccadilloes, their housekeeping, their 
financial resources.

But the world changed and big cities grew up over night. The 
sociologist has terms for these changes . . . the old face-to-face rela
tionships gave way to impersonal contacts; primary groups disap
peared and were replaced by secondary groupings.

The physician changed also, partly because of this change in the 
spatial and economic relationships of people and partly because of 
new methods of medical treatment; i.e., instead of one man being 
able to arrive at a diagnosis, we now have a flotilla of specialists for 
“the skin and its contents” and have, in addition, highly equipped 
hospitals with laboratories to call on for technical findings. Now the 
physician is not a sociologist and so reasons that changes have been 
brought about entirely by medical progress, whereas actually it is 
largely this urbanization of populations which has upset the medical 
apple cart of the Gay Nineties.

In the Nineteen Hundreds, two physicians, Dr. Richard Cabot and 
Dr. Charles P. Emerson, felt the impersonalization of dispensary 
care; they saw that a doctor could no longer visualize a patient in his 
home or at his work; that treatment involved divorcing body from 
mind and estate, a process which was not profitable to the patient or, 
ipso facto, to the doctor.
* Read before the New Jersey Conference of Social Work, Elizabeth, N. J.,December, 1930.
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So in 1905 we find the first appointment of a social worker, as 

such, in the Massachusetts General Hospital to sit in a drafty dispen
sary corridor to await the unknown future, now called Medical Social 
Work. Like most beginnings of important movements, it had an 
humble origin. . . .  A surgeon dumped a baby upon that worker’s 
desk and said, “Take it. We’re doing an emergency operation upon 
the mother.”

And so for a while, wherever she was working, the medical social 
worker was a sort of social handy m an; taking any emergency that 
hindered the doctor from carrying out his medical plans; or else 
relieving the doctor of tedious listening to ignorant patients or of 
explaining necessary steps to be taken for treatment. . . . And then 
T H E  GREAT TRIBE OF T H E  FOREIGN BORN arrived. They 
came in huge numbers, as many as one million and a quarter in the 
year 1909 alone; yes, one in ten of the total population of 
these United States entered our portals that year. . . .  We were a 
cheerful lot, trusting to our virile American culture to make English 
speaking, law abiding, economically successful, healthy inhabitants out 
of these millions whom we shamefully housed, underpaid and misun
derstood. . . . And so to the dispensaries the stream came and the 
doctors labored long and hard and most generously and often ineffect
ually because they could not speak to the harassed parents of the poor 
little sick babies. . . .  In despair the doctors developed the habit of 
appointing social workers who were to begin where the doctors left 
off.

In a way this very helplessness of the medical profession gave the 
social workers their opportunity and their challenge; but it also 
helped to augment that pernicious masculine habit which we see oper
ate too often in family life today. “I just leave all those things to 
my wife; I can’t be bothered” . . .  be it schooling of the children, 
interest in their religious instruction, use of leisure time, or the 
family’s community responsibilities.

But women are beginning to be different these days. They leave 
home early too and expect to share the joys of work outside the home 
and the cares within, shoulder to shoulder with their husbands. And 
so friend husband is learning to take courses on Parent-Child Rela
tionships, to take part in deciding upon Johnny’s education, to share 
in the wielding of the floor or dish mop. And on the whole this 
change in attitude, from that of relegating all responsibility for diffi-
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cult or disagreeable tasks to women, to a sharing thereof has worked 
out for the betterment of the entire family.

While argument from analogy is never sound, still perhaps I may 
be forgiven for comparing medical social work to home life. . . . 
We, the medical social workers, do not want to be just noiseless little 
workers with social oil cans in our hands, listening to all the creaking 
of the social machinery in hospitals that belong to the doctors; no, we 
too have grown with the years. We want to do team work with the 
doctors.

We have studied Case Work Principles, Community Organization, 
Care of Dependent Children, Immigration, Race Relations, Rural and 
Urban Sociology; we have had some exposure to Economics, Labor 
Problems, Housing, Psychology and so we think that perhaps we can 
help you doctors by contributing to a fuller understanding of the very 
patients whom you are treating. We would like to confer with you 
at the patient’s bedside or at a conference table . . .  as you will . . . 
and let us round out together the total picture of the patient. And we 
would like to work out together with you, the responsibility which the 
hospital as a social institution has to the other social institutions of the 
community.

Part of the difficulty in trying to relate the social treatment to the 
medical treatment of a patient lies in the difference of these two fields 
of approach. Social therapy seems so nebulous, so elusive to one 
trained scientifically. Medical science, when it is functioning on its 
highest level, is accurate to a high degree; laboratory tests, X-ray 
pictures, cardiographs are instruments of precision; they can be used 
quickly; hence diagnosis, when the disease is not too baffling, can be 
arrived at promptly and a plan of treatment launched upon. Besides, 
as Dr. Cabot has sagely remarked, “Human nature has a tendency to 
recover.” But social ills are not so quickly diagnosed; nor so simple; 
the patient’s social difficulties too often involve a whole family or kin 
group or even a community; and they are largely not self-corrective.

One needs only to refer to Gordon Hamilton’s “Medical Social 
Terminology” to see how varied are the social complications which 
accompany a patient’s diagnosis. (There was of course the hero in 
“Three Men in a Boat” who had every known disease except house
maid’s knee; but most patients are not like that. They have one 
major disease with a few minor complications). But a chain of 
social entanglements enmesh many of our patients . . . bad housing,



90 Current Difficulties
inadequate income, family disharmony, foreignness may accompany 
disease but do not necessarily cause it.

Indeed if the social worker were to be 100 per cent, successful in 
her social treatment, she would have to recast the entire social order. 
Actually she cannot unscramble the social omelette alone.

Perhaps a physician might find the same surprise awaiting him as 
public health nurses do if he were to take field work in some social 
agency. My experience has shown me that nurses find the social 
approach to patients very different from their more familiar nursing 
approach. May I quote from their comments handed in as a part of 
class room routine?

“In a community a new nurse cannot hope to gain the confidence of the people about their social maladjustments in a week or two. It 
takes time to trust an absolute stranger with their difficulties.”

“It seems that the more information I receive, the more compli
cated the families become.”

“On an initial visit to a home you cannot plan any definite course of action. If the confidence of one person in the family is gained on 
this visit you have done well.”

“You cannot limit yourself to any certain amount of time for a visit. It may take two or three hours before you can get one of the 
things you are after.”

“I have realized that it takes time and much thought to do really 
constructive work. One cannot enter a home, ‘size up a situation’ and off-hand give advice to a family as to what is best for them. Upon 
investigation, many unseen factors appear.”

“A nurse trained to see only the health problem, might, unless she 
is very careful, neglect the more fundamental aspects of family unity. It takes a long time to appreciate the fact that a preventorium or a sanatorium or the placing of children in homes away from their parents and each other can do anything but solve the problem. It 
takes also time to realize that the mere giving of food and clothing and paying people’s rent, far from being a help, may demoralize and 
pauperize some families.”

“In trying to get something accomplished never command people 
what to do but explain to them why you think it is best to do certain things.”

Shades of my bedridden past! How often have I washed my face 
at 5 A. M. because the nurse so ordered . . .  or stayed in bed another 
dull day because the doctor said so. This is what Thomas calls the 
“Ordering and Forbidding Technique” in Sociology. It seems to 
work in medicine but in social work it fails.
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The time element and the persuasive skills needed to bring about 

social change are not always clearly understood by physicians. Nor 
indeed do they always consider the effect of proposed social treatment 
upon patients.

May I quote once more ?
“One doctor is interested in medical work and so is interested in follow-up work; he likes a big turnover, since it brings him more varieties of cases. If a patient says he is in need, the doctor wants 

me to give money at once. (Why doesn’t he give it instead of always expecting me to?) It never occurs to him that the patient may be 
begging. Then when I refer the patient to a social agency, the doctor 
is impatient; he wants immediate action. Often I go to see a patient after hours, not because the patient is in such a critical condition but 
because the doctor expects it. He does not know what I ’m doing or 
why I ’m doing it.’’

“The doctors often say to me ‘Before we refer this case to Social Service we want to work it up thoroughly.’ It makes me so mad. . . . 
An instance ? Certainly. There is Olga who should weigh 80 pounds 
but just tips the scales at 60 pounds. She came to the clinic on my day off. (This may in part explain the difficulty.) But the child was given a diet, or rather her father was for her, and told to return in 
two weeks, for further study and treatment. Her home? Just a bedridden mother with an 8 months old baby; three other children; 
the father at home cooking and minding the children and nursing his w ife; no income and a dispossess notice from the landlord. And the 
diet ? Oh, why ask ? The usual one . . . you know. And no food in 
the house either.”

Miss X leads a complicated life ; she must smooth down the ruffled 
feathers of a nurse who has owned the hospital clinics for some 25 
years; it would seem that this nurse had been predestined to run this 
little universe without interference from the Social Service; she was 
running the clinics (and how?) long before the Social Service was 
ever thought of.

Nor yet is this nurse the sole custodian of the clinics; she has a 
devoted henchman in another lesser light who runs the Pediatrics 
Qinic. She too, it seems, must be asked for permission to read 
medical histories or to take on children for medical-social supervision.

To help fill in the picture there are myriads of busy physicians 
who treat the wiggly little patients by scientific methods and like to 
roar above the din, “Miss X, please come here at once. I need you.” 
These doctors are not socially trained and so many things get by 
them ; but when Miss X shows them some social need, they act like a
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lot of sentimentalists and get all wrought up. “Then they ask why I 
don’t get excited. I see these conditions all the time. Just because 
I ’m not talking does not mean that a great deal is going over my 
head.”

As a case in point Miss X cited an underweight boy to whom the 
doctor said, “You simply must eat.” (Same old Ordering and For
bidding Technique.) Miss X then asked the boy whether he liked 
milk; yes, he did. Well, was there milk at school for little boys? 
Yes, there w as; and then with quivering chin he added that milk costs 
money. No, his father had no work; there was nothing to eat at 
home; the landlord had sent a dispossess notice. What should the 
family do? . . . Just a moment before the doctor had settled the diet 
problem by issuing a ukase about eating and now he was reduced to 
a watery pulp, saying that such things were all wrong and something 
must be done AT ONCE.

Yes, you will agree, that this Miss X has a lot to do; she must get 
along with the reigning nurses who own the clinic and all who are in 
i t ; she must tactfully show the doctors how to use her social skills; 
and lastly she must do what she originally was appointed for, namely 
take care of the social needs of her little patients.

Miss M is an enthusiastic young worker who finds at times that 
the clinic walks away with her. She says that some of the children 
coming to the clinic are so annoying that she ushers them in to the 
doctors, regardless of turn, just to keep the clinic quiet and orderly 
for the doctors. One boy especially enjoys disturbing the clinic and 
recently has been bidding for attention by bringing candy which he 
offers to just some of the children and then by insisting upon having 
access to library books not meant for this group of children.

Is it necessary to comment upon the fact that children’s conduct 
here is aggravated by the tension under which the physicians work, 
making speed essential, so that all patients will be examined? That 
the “problem” child quickly finds out that here is a stage set for him, 
upon which he may perform before the anxious eyes and ears of the 
social worker, who at all cost must keep peace and quiet in the clinic ? 
Is the social worker aware that she is aiding and abetting her little 
patients to graduate from the Enfant Terrible state to Inadequate 
Adulthood ?

Are the doctors aware of the need of setting up proper equipment 
for keeping children entertained until they are summoned into the
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examining booth ? Cannot both the social worker and doctor learn 
that each experience for a child should be constructive, this to include 
“going to see the doctor?”

Miss Z sometimes goes off half cock; so with no plan in mind, 
she runs into a home already under the care of another social agency. 
When asked why she resorts to such nervous, futile efforts she says, 
“Well I ’m afraid the doctor will say, ‘What! Nothing done for that 
child and her family ?’ ” Thus in order to gain the good will of the 
physician she is willing to jeopardize the social condition of the family 
and the working relationships forged over a period of time by the 
hospital with a cooperating agency.

A las! The Social Service does not have it within its power to 
carry out social treatment alone and unaided; it must turn to Family 
Agencies, Children’s Agencies, Sanatoria, Schools, etc., for the actual 
carrying out of the doctor’s orders. Now looking at the rest of the 
world from the hospital angle, we are a righteous lo t; in the words of 
Richard Mansfield, “O, Lord, why was I given all the brains?” . . . 
The outside social agencies are so slow to take action and (so we 
think) are often faulty or even cruel in their decisions. As one doctor 
under whom I worked expressed it, “I ’m sick of seeing babies die for 
C. O. S. principles.”

But do we hear the frantic C. O. S. worker trying to find a bed 
for a sick patient who is either too long or too short for our beds; 
or mayhap the wrong color; or the victim of the wrong disease? It 
is all so clear to us, working side by side with the doctors who have 
organized the hospitals thus. But sometimes it might pay for us to 
find out who really should be wearing the Fool’s Cap when medicine 
gets so highly technical that one goes to one establishment to leave 
one’s tonsils; to still another fortress to part with one’s appendix. 
And the obvious solution, such as is seen in our New Medical Centers 
is even more baffling; for in one of them I have beheld in the Ad
mission Office a picture of a BIG BLACK CAT with the caption 
“Please do not stroke the cat’s fur the wrong way!” Whose fur? 
The admitting officer’s. . . . The poor patient steered through a maze 
of buildings and lost in the toils of administrative red tape has long 
since ceased to be a person; he is a mere number with a diagnosis. 
He has descended to the depths of secondary groupings; deperson
alized in toto.
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Speaking entirely for myself, I have done my last bit of investi

gating of dispensary abuse, which is to say safeguarding doctors’ 
pocketbooks. I feel that we have the wrong attitude towards medi
cine. Why is it not in accord with the rest of our thinking to set up 
hospitals and dispensaries out of public funds and encourage patients 
to use these resources when, in the opinion of competent physicians, 
treatment is indicated? Is this not what we do for education? No 
one thinks of investigating each parent to see whether a pupil is 
abusing the public school. On the other hand a forward looking 
community pays its teachers adequately, builds and equips its schools, 
and welcomes each child crossing its portals, regardless of the financial 
resources of its parents. It leaves, however, to such members of the 
social group as wish to refine upon mass education or to secure social 
status by going to the “right school” and by associating with “nice 
children” the privilege of establishing private schools. Why not 
remove all stigma from city or county or state hospitals, equip them 
well, pay the doctors what they really earn and quit fooling them by 
merely handing out a sop in the form of so-called prestige derived 
from serving on the staff without any remuneration? When the 
doctors are well paid and the hospitals are financed by taxes, there will 
be no need to train young women as social workers to defend the 
private hospital against the so-called “Charity Seekers.”

That there is a very commercial, non-professional concept of the 
role of the social service worker can be seen from the following ex
cerpt taken from a circular letter sent out by the Managing Editor, 
Matthew O. Foley, of “Hospital Management” as of November 25, 
1930:

“Social service workers can help increase the number of hospitals 
profiting through the benefits of a good social service department if 
they will keep in mind the fact that one of the best ways of selling 
social service to the thousands of hospitals now without such a department is to demonstrate the value of social service from the dollars and cents standpoint. To do this, of course, the social worker must know 
more of the administrator’s viewpoint.”

Have we forgotten that a hospital contracts with a given patient, 
as well as with the community, to restore sick individuals to health? 
Should then the test for evaluating Social Service be placed upon the 
financial service rendered the hospital or upon the health service ren
dered the patient? Is there any difference between, let us say, the 
X-ray department and the Social Service ? Do we say that the X-ray
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department makes money for the hospital and hence should be re
tained? Or do we say that X-ray service is essential for diagnostic 
purposes, increases the accuracy of medical thinking and as such is a 
vital part of the hospital? Should not the Social Service also have 
as its goal the rendering of assistance to medical thinking by the 
careful presentation and study of salient social data bearing upon 
medical treatment?

Is the sole function of the Social Service to empty beds so that 
new patients can be accommodated and then to empty these beds so 
as to admit still another batch of patients ? Is its function merely to 
whisk away children to the country, women to convalescent homes, 
homeless men to Bowery Missions or the Salvation Army? Or to 
act as a general store and supply milk, food, coal, braces, teeth, or 
what you will? Anything that adds up well in the Annual Report, 
so that the august superintendent can confront his Trustees with the 
proof that Social Service is a paying proposition?

Heaven Forfend! Let us do without Social Service until such 
time as the Trustees and the superintendent can conceive of this 
department as an essential part of the hospital organization, installed 
to aid the physicians in their health service to the patients and also to 
relate the hospital to the community in its attack upon the social 
inequalities and economic entanglements which have such a strangle
hold upon the health of a large proportion of its inhabitants today.

Perhaps those of you who have been listening to this paper are 
saying to yourselves, “That’s all very well, but what the writer has 
been saying has nothing to do with my hospital or my Social Service 
department. Ours is just a small hospital, worrying along as best it 
may; it does all the work for all the sick in the community. We’re 
lucky to have doctors who will examine and treat our patients. As 
for me, I must do what I can, be it errands for patients, or reporting 
Susie Jones’ diagnosis to the Children’s Aid Society or informing the 
Family Welfare Society that Mr. Smith will have to give up his job 
as a roofer because of his heart. . . . What about us?”

The “one worker” hospital has its challenge too; such a worker 
must utilize town, county, state resources wisely and well. She must 
jog the Overseer of the Poor along and lead him along the path of 
social rectitude, so that he will not tire of the Jones’ family and decide 
to fire them in favor of the Smiths.

And in great confidence may I say that she must lead the physi
cians too, strange as this paradox may seem; for too often they are
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interested in getting a fee and do not worry if a patient melts away 
after one or two office calls. She must somehow sell public health 
and social responsibility to these physicians.

Such a worker cannot be a specialist; she must be ready to handle 
every type of medical problem. She must keep her hand on the com
munity throttle, referring, advising, following her patients; leading 
the doctors along social pathways; and never giving her game away.

That’s where woman’s lot comes in; the Bunty-Pulls-the-Strings 
technique has won many a wavering brother from the medical hinter
land.

It would have been, if not easier, at least less controversial, to 
have developed this paper by reviewing the achievements of Medical 
Social Work over the last twenty-five years; for there have been 
many battles won for us by the physicians who have invited us to 
enter their domain and there have been many forward steps taken by 
us under the guidance of these same friends. Then after such a 
complimentary and comforting review I might have attempted to 
give a close up view of the fine team work which exists today in the 
various medical services of many of our hospitals and dispensaries.

But I have chosen the less popular task of challenging our think
ing and of leaving to your able discussants, instead, the presentation 
of the “Interrelationships between Medical and Social Service Staffs” 
in the fields chosen for today’s program, namely Orthopedics, Ven
ereal Disease, Psychiatry and Pediatrics.



CATARACT*
JO H N  M. W H EELER, M.D.

Director of Vanderbilt Eye Clinic, New York, N. Y.
Cataract is a rather large subject and I can only hint at the 

pathology of the condition. I take it that most of the discussion 
should be in the interest of the work of the social service departments 
where eye patients have to be handled. I shall try to be careful about 
what I say because I realize that some of you work under doctors 
whose ideas may seem to differ from mine in some regards.

A few centuries before Christ, Aristotle and his friends traveled 
about and were especially interested in coining words—they were 
very good at it. They noticed in certain eyes of blind people there 
was a gr£en reflex, so that they imagined something green was grow
ing in the eye. Thus they coined the word “glaucoma,” meaning 
green growth. In certain other people who were blind, they noticed 
a white pupil. They knew nothing about the anatomy of the eye. 
Something in the pupil appeared grey or white—knowing a water-like 
fluid circulated in the eye, they obtained the impression that as it got 
to the upper part of the eye, it fell down so that foam was formed. 
They thought with the water-like fluid falling into the lower part of 
the eye, it resembled a waterfall, hence they named it “cataract.” 
Some of these names have stuck and are much more interesting than 
many of our modern scientific terms.

Cataract is an opacity of the crystalline lens of the eye. The lens 
is formed early in embryonic life from an infolding of the superficial 
skin. A pocket is formed as the process goes on and grows deeper 
and deeper, until finally it closes over entirely. Later the lens be
comes entirely detached, it remains clear and never has blood vessels. 
It is so clear that rays of light go through almost without interfer
ence. These embryonic cells then which were on the surface become 
folded in so that we have a lens body which is almost round, and the
* Read before the First Study Meeting, Committee on Development of Social Service in Eye Clinics, New York, N. Y., December, 1930.
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cells of which are arranged in layers like an onion. The lens cells 
continue to multiply and instead of being cast off, as they are from the 
skin, they accumulate. Normal lens cells are clear and remain clear. 
If at any period in the growth of the lens, these new cells are not 
properly nourished, the particular layer of cells undergoing formation 
becomes opaque. Opaque lens cells go under the name of Cataract. 
If in the process of the development of an infant nourishment of the 
lens cells becomes deficient, we may have an opaque layer of lens cells 
or what is known as congenital cataract. We may have the opaque 
process completely involving the lens and have a complete cataract. 
So that, either in the early formation of the lens, or late in life, we 
may have development of cataract. It may occur in any old person.

Among many types of cataract are the juvenile and senile cataracts 
and cataract that develops in diabetes. In diabetes we have a toxic 
process which interferes with the nutrition of the lens and it becomes 
cataractous. And there is in addition the cataract which results from 
an injury, which is called traumatic cataract. Senile cataract comes 
on late in life, cataract from disease may develop at any time, and 
cataract may follow injury.

It is well to bear in mind two main classifications—one, the non
progressive cataract, and the other, progressive cataract. Non-pro
gressive cataract is one which forms early in life and may not 
seriously interfere with transmission of light through the lens, but 
may remain through life. Congenital cataract has not much tendency 
to increase. We can speak of cataracts which tend to remain the 
same through life, and those which progress through the years.

An outline was given me to follow. One heading suggests mis
takes in diagnoses. Probably one of the most common mistakes is 
that of diagnosing all sorts of things as cataract. Probably the most 
common lay mistake in diagnoses is to call a scar of the cornea a 
cataract. A large corenal scar is very easily seen and is very com
monly called cataract. A cataract concerns the lens only. Social 
workers should be able to give patients an idea of what cataract is. 
They should be able to get the idea over to them that cataract is not a 
film drawn over the eye but is something within the eye. In order to 
get rid of cataract, the lens which is cataractous, must be removed.

There are a number of things which I want to be sure to cover. 
If we have congenital cataract to deal with, I think we safely can say 
that there is no medicinal treatment that is available. If the cataract 
considerably more than fills the pupil and if dense, then an operation



J. M. Wheeler 99

is called for. If the cataract is smaller than the pupil, it is possible 
for the patient to see around it and to have good sight.

There are two ways of operating for congenital cataract. One 
way is to remove part of the iris. If a portion of the lens is opaque, it 
may be possible to improve vision by making an opening in the iris 
in front of a relatively clear part of the cataractous lens permitting 
light to pass by the cloudy area of the lens. In other cases, an incision 
in the lens capsule must be made so that the aqueous fluid may mingle 
with the lens cells and favor their absorption.

I should mention here that social workers, if they understood 
more about congenital cataract, would be able to explain to the satis
faction of parents that a single opening in the capsule may not be 
enough. It may be necessary for the surgeon to make more than one 
incision in the capsule of the lens, as all cells may not be absorbed as 
a result of the first operation.

Cataract that comes on in later life is best known as Senile 
Cataract. It goes through certain steps of progression. If a cataract 
forms, the lens swells so that as the lens fibers are dying and become 
liquified, the lens changes shape. After the swelling develops, the 
lens becomes more powerful, and it may bring rays of light to a focus 
in front of the retina. This means that the patient becomes somewhat 
nearsighted. This condition is known as “second sight.” Old people 
become very much like children. The development of cataract is a 
manifestation of senility. The patient with early cataract brags about 
reading without glasses, but never about not seeing well at a distance. 
In a person who develops second sight, the test is to see what he can 
read without glasses without sacrifice of distance vision. It would be 
foolish to tell old people who have “second sight” that they are de
veloping cataracts. They may die before cataract develops to serious 
proportions, so we do not tell them. They may develop other mani
festations that will make it necessary for them to know. The patient 
may develop glaucoma, or other conditions may develop, which may 
interfere with sight, or the lens center may become opaque, so that 
the patient must be told. It is useless for people to know they have 
cataract if they see well enough so that they are not badly impaired 
functionally. It is useless for people to know they have cataract, but 
if we have to tell them, we may not need to use the term cataract. 
If you have to explain to a person that he has cataract, do it as tact
fully as possible. You may have to let him know finally that he has 
cataract, but that there is really nothing to be alarmed at. If it
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should become necessary for the cataract to be removed, the chances 
are that he will have good sight again.

In congenital cataract, if we take out the lens by the needling 
operation, we are robbing the patient for life of his ability to focus. 
In the old person, that power of accommodation has gradually been 
lost. It has disappeared over a period of 10, 20 or 40 years, and he 
does not feel much worse. Take out the cataract and he has not lost 
very much accommodation. He does not feel it as a younger person 
would. Take it into consideration when you advise an operation. 
With a child, the surgeon is robbing him of something very valuable, 
if he destroys his ability to focus by removal of his lens.

The proper time for an operation for cataract is when the patient 
is functionally seriously impaired as to vision. If the patient is 
unable to go on with his work or get on with the use of his eyes, 
then I think it is time to operate. Some will not agree with me about 
that. Some like to wait until the cataract is entirely ripe before they 
operate. There is a question of whether cataract should be removed 
when developed in one eye, if the vision is good in the other. There 
is a difference of opinion about that. In a young person, cataract 
might cause a real deformity. The disadvantage is that there is a 
grey pupil instead of a black one. It is usually for the sake of ap
pearance that the cataract is removed when it exists only in one eye. 
In an older person, I should never remove it with one eye alone 
involved.

What you must know is this—what I never could tell patients so 
that they could understand—if a cataract is removed from an old 
person from one eye, the images in the retinas do not fuse properly. 
The patient is confused by two images, and if he tries to fuse them 
he is very miserable. It is not feasible to try to prescribe a lens 
which will enable the eye with lens removed to work with the other 
eye. The cataract must be explained. You must make it clear to 
the patient that when a cataract is removed from one that the two 
eyes will not pull together functionally.

D iscussion
Dr. Dunnington: There is very little left for me to say. I had

a few things written down. Dr. Wheeler has covered most of them.
I was particularly glad to hear him speak of the importance of not 
removing a cataract with but one eye involved. There are one or two 
things which have occurred to me that might be wise for social
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workers to realize, first, the difficulty which these people have at 
first in accustoming themselves to wear glasses. If they put on a 
pair of glasses after the cataract is removed, the sidewalks seem 
to come up at them. We prefer to give these cases reading glasses 
first because adjustment to the reading correction is easier. We have 
seen some serious accidents follow the wearing of distance glasses in 
the street before they have become at all accustomed to them. I 
think it is well for workers to realize that such things can occur. 
Also, it is a natural thing for red vision, or colored vision, to appear 
after removal of lens, but this is of a temporary nature, and will 
disappear. The worker must realize that it is not serious and will 
entirely disappear. Some people do not seem to have formed any 
idea prior to the operation that after the cataract is removed, their 
vision will be poor without glasses. They seem to think they should 
see immediately the cataract is removed. They don’t seem to realize 
that the vision without glasses is going to be very poor.

Also, social workers should realize that cataract occurs frequently 
in conjunction with other diseases of the eye. Therefore, if a person 
has well advanced glaucoma and a well advanced cataract, little should 
be expected.

The time element before a person may have glasses will vary so 
much in different cases, that I do not think we can give you any 
definite information as to just how long this interval is. I cannot say 
that four weeks after the cataract is removed, a person should have 
his distance glasses, because it may be possible to have good results 
obtain before that time. The average length of time is around six 
weeks after removal of a senile cataract.

Miss Cooke: I would like to ask Dr. Wheeler about the cause of
the destruction of these cells resulting in a cataract, and if there is 
any prenatal care which can be given to prevent the destruction of the 
cells.

Dr. Wheeler: From the time of conception up to the time of
death, cells are being formed. If at any period in the development of 
lens before birth or after birth, there is malnutrition, cells may die 
or become opaque and so cataract forms. So it is extremely im
portant in that regard that the mother should have proper nutrition, 
as defects are more likely to show up in the eye, and this effect is one 
of the dramatic things as a result of malnutrition of the mother. 
After birth, if a child is not having proper nourishment, clouded 
layers may form in the lenses. Probably in the development of
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cataract in old age, we have a somewhat similar thing. We do not 
understand it exactly.

Miss Cooke: Do you think much of the theory of congenital
cataract being hereditary ?

Dr. Wheeler: We have families in which, generation after gen
eration, cataracts have been formed. Often in babyhood. Cataract 
sometimes develops during the first few weeks of life. Certainly 
there is a family relationship in the development of senile cataract, so 
that if a parent has cataract, the offspring is liable to have a cataract. 
They may skip a generation. It is a mistake for patients to be taught 
to fear cataract because the parents had it. There is no question 
about the family taint. The child may develop cataract before his 
parent. Only just recently I operated on a patient for cataract and 
then his mother came in for the same operation. I also operated on a 
man 40 years old for cataract. In a year or two, his mother also 
developed it.

Miss Cooke: In the case of the beginning of destruction of the
cells forming in cataract, is there anything in the way of diet, or ad
vise regarding proper lighting that we can give to prevent the cataract 
from developing?

Dr. Wheeler: That is a good question, and it might be answered
differently by different men. I can safely say that we haven’t very 
much control over senile cataract. It would be very foolish for us 
to fail to remove any possible source of poisoning or reason for mal
nutrition. Senile cataract is liable to develop in perfectly healthy 
people—just as grey hair comes to people who otherwise are all right. 
There is no question about light being one of the factors of cataract 
development. We know that cataract develops in glass blowers and 
people who are exposed especially to strong light and heat. I think 
often a question of very fine judgment comes up as to how much 
you should do for a person developing senile cataract. You may do 
too much, or too little. I think that you should see to it that a patient 
is living just as healthy a life as possible, having correct nutrition and 
eyes not unduly exposed to glare and that he does not use his eyes to 
exhaustion. There is a difference in opinion as to the value of medici
nal treatment. So far we have not found anything that was of con
vincing value in the treatment of cataract. Some treat cataract 
medicinally and some do not. Treatment by medicine is of very little 
value. It is possible to do little things for patients with cataract— 
depending on the types.



Worker: Do I understand there is no danger of using the eyes
when forming a cataract?

Dr. Wheeler: I think not.
Miss Wertheimer: After cataract has been extracted and we are

waiting for say six weeks for glasses to be adjusted, should suitable 
work be advised ? If he is a longshoreman, should he go back to that 
work or should he be adjusted to a new position?

Dr. Wheeler: There again, might be a difference of opinion and
I do not want to answer the question for anybody else. I think as 
physicians we should be able to take the patient’s point of view and 
social workers certainly should be able to do that. If cataract is 
developing, we haven’t very much control over the progress of it. 
The use of eyes has very little to do with that. Supposing it had 
something to do with it. Supposing you knew it would develop, I 
would let a patient go blind while using his eyes, rather than put him 
in a condition parallel with blindness.

In regard to the attitude of patients having cataract extraction, it 
is a matter of usually a few weeks anyway, and a longshoreman may 
as well have a little rest during that month. Give him a month off. 
When he is able to work, put him back to work. There is no danger 
of straining eyes after cataract extraction. The eyes are capable of 
just as good service as ever.

Dr. Dunnington: I think social workers can be of great help to
us in cases such as you have mentioned, insofar as you can find out the 
cause of the condition and help them remove that. If we decide it 
was due to infected tonsils, you have rendered a service in getting 
the tonsils out and in getting patient’s cooperation. We haven’t time 
or patience to ferret out reasons for not having operations. The 
sooner you can do this, the sooner we can help the patient. Anything 
that interferes with nutrition of the lens is very likely to result in 
cataract. The sooner we get at what causes the condition and re
move it the better it will be.

Even if we cannot bring back full vision, we can determine what 
he has got and perhaps retain it by adequate treatment. His hygienic 
surroundings have a great bearing on any type of inflammatory 
disease.

Miss Wertheimer: In how early a stage do you think it is im
portant for us to get in on it?

Dr. Dunnington: In the beginning—when we first see it.
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Miss Cooke: I want to stress again this first contact. Miss

Wertheimer was asking how early in the game these patients should 
be brought in. Personally I feel that the very first time the patient 
comes to the clinic we can gain more at that session than in a half a 
dozen visits later on.

Dr. Wheeler: No, indeed. I think it would be very interesting
to have the social workers instruct the doctors, as the doctors instruct 
the social workers. I would like to discuss anything that would be of 
special interest, but, of course, I am very receptive right now. These 
questions from Miss Cooke and Miss Wertheimer—we like to have 
them. I think doctors could very well listen to social workers and 
get real help. Dr. Dunnington spoke of the doctor not having time 
to explain to patients. It is not altogether a matter of time, but of 
training. A social worker can do this better than we can. We can 
do better doctoring with the aid of social workers, and so we ought 
to be open to suggestions from them too.

Dr. Royer: I want first to express my great appreciation for the
privilege of having been one of your audience. I have learned a 
great deal from the scientific presentation by the ophthalmologists 
present, as well as from the discussion of the social workers. I be
lieve a very great deal of good is bound to come out of just such 
study conferences as this.

It occurred to me during the discussion that perhaps an oppor
tunity might be offered to enlarge considerably the field of usefulness 
of such presentations. As I sat here and considered the value of the 
printed word as a supplement to the verbal teaching of the doctor and 
the social worker, as longest shown by the experience in tuberculosis 
clinics, pediatric and prenatal clinics, and more recently in social hy
giene clinics, this thought occcurred to me.

Would it not be possible to write a circular on cataract for supple
mental teaching purposes, in which the data presented so ably by 
Dr. Wheeler could be incorporated in simple, elementary English, 
retaining its scientific content, and of course avoiding controversial 
points, with a similar re-writing of the discussion of the social workers 
in order to retain the social viewpoint? Such a circular, when 
properly edited, might be tried out experimentally in clinics willing to 
use it and, after crucial trial, might perhaps be re-written and sub
mitted to some of the national associations of ophthalmologists and, if 
approved, made available for use as a national service.
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If this suggestion should meet with the approval of those present 
and if money should not be forthcoming for printing, I am sure the 
National Society would be glad to print such a circular for experiment 
and trial.

Dr. Wheeler: I should think that might be a scheme that would
result in worthwhile education. It seems to me that if the participants 
knew their thoughts were going into print, they might have anticipated 
publication and prepared themselves for it.

I just want to say that I am glad Miss Cooke spoke as she did 
about the contact with the patient very early. That the very first 
visit of the patient to the clinic should be impressive and that it should 
set the pace for the patient. We should gain full confidence at the 
first visit. There has been a great change in the attitude of the doctor 
and the social worker. The general uplift of education has been sur
prising, particularly, since the war. Without dilating upon it, doctors 
have been influenced by the attitude of the old-country physicians. 
Particularly by physicians in Austria—their attitude toward patients, 
was sometimes brutal, discourteous and mean, and the patient was 
not put in a position where he had to reason at all. I like to have my 
associates, the assistants in my office, come to me and make definite 
suggestions—“won’t you explain to the patient such and such a thing.” 
The social worker is in a position to know better than the doctor what 
is needed in some cases. I like to have office assistants, nurses, 
social workers, come to me and say “won’t you do so and so in dealing 
with that patient.”
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MEDICAL SOCIAL TREATMENT OF PATIENTS 
SUFFERING WITH CATARACT*

JEA N N E W ER TH EIM ER
Social Worker, Eye Dept., Columbia University Medical Centre, 

New York, N. Y.
In looking toward prevention of complicated cataracts, I should 

like to ask what definitely the Social Service Department can con
tribute in helping patients who are suffering from bad pro
gressive myopia, irido-cyclitis, chorioiditis, glaucoma, or diabetes? 
Because these cataracts are supposed to develop rapidly, how soon 
after diagnosis is made and in what particular type of cases can we 
be of help? Firstly, in making certain that the patient understands 
treatment prescribed and can follow it; secondly, in locating in pa
tient’s hygiene, nutrition, environment, attitude, etc., anything which 
would tend to block the effectiveness of the medical treatment he is 
receiving in the clinic? What is the proportion of such cases result
ing in cataract if the cause is not removed and the treatment not 
followed? May I cite two examples, the first of which has not pro
gressed to cataract, and the second has developed cataract ?

The first case is that of a Jewish mother twenty-one years old with 
diagnosis of chorioiditis in which symptoms have developed within the 
past two weeks. The vision at present is O.D. 20/200, O.S. 20/40. 
Patient was referred for medical examination but no cause was found. 
In Eye, Nose and Throat clinic her tonsils were found to be badly 
diseased and an emergency tonsillectomy was advised. Patient refused 
and for this reason was referred to Social Service. On inquiry the so
cial worker found that she refused tonsillectomy because she was 
afraid of the operation, and because she wanted her eyes treated and 
did not understand the connection between the tonsillectomy and her 
rapidly failing vision. When this was understood social worker learned
* Read before the First Study Meeting, Committee on Development of SocialService in Eye Clinics, New York, N. Y., December 1930.
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that patient lived in a very damp, poorly ventilated, dark, two rooms, 
that she had lost ten pounds in three weeks, was financially unable to 
have more than one meal a day and for six months had suffered from 
constipation. As soon as she understood the reason for the tonsil
lectomy we were able to make arrangements for the care of the 
fifteen-months old baby, and within thirty-six hours patient had made 
her plans and was in the hospital. She returned home yesterday and 
if her husband does not get more work this week we plan to supple
ment her income so that she can have a normal diet. We are con
sidering with another agency the problem of moving family to more 
sanitary quarters. In trying to ameliorate these conditions, how 
specifically can we say that patient’s eyesight is dependent on this 
betterment ?

The second case is one of a German Jewish housewife fifty-nine 
years old, living with her husband and married son. She has a 
rapidly progressive type of subcapsular and cortical cataract (dia
betic) with vision in O.D. 20/70, O.S. 5/200. Admission to hospital 
advised pending lowered blood-sugar. Patient has a ten year history 
of contact with other diabetic clinics and local physicians and of 
never having followed the diet prescribed though having facilities to 
do so. She was taking forty units of insulin a day when she was re
ferred to social service. The first point that developed in this inter
view was that patient did not understand the relationship between her 
cataract, diet, and blood-sugar control, as well as the importance for 
vision prognosis of the continuance of diet after extraction of the 
cataract. She and her daughter-in-law were taken directly back to the 
doctor to whom was explained the patient’s present attitude of su
periority, the fact that for four months past she had been taking 
insulin but had not followed her diet and had gained weight, all of 
this though she had the home and money to follow directions and 
would allow her daughter-in-law who helped take care of her, to say 
nothing. With this information at hand the doctor was able to im
press upon the patient the importance of her cooperation in her 
prognosis. The two were immediately taken to the dietitian to 
explain the interdependence of one part of her condition on her 
health as a whole. Worker is now supervising diet, etc., so that pa
tient can have operation as soon as possible. Patient’s attitude has 
changed from superciliousness to a real understanding of her condi
tion and the realization that she herself plays a vital part in her own 
treatment.
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With these two examples in mind, I should like to ask for a dis

cussion of the questions again: Can social service contribute to the 
successful treatment of these cases in order to minimize the chance of 
the formation of a cataract
(1) By making clear the social and personal factors to the doctor and 

others concerned?
(2) By locating any social and personal factors which are connected 

with the etiology of the disease and attempting their treatment?
(3) In how early a stage of the disease should the patient be referred 

to social service?
(4) In which types of these diseases can we be of help, and in which 

is social service cooperation useless ?



THE HOSPITAL AS A CENTER FOR HEALTH 
EDUCATION WITH SPECIAL REFERENCE TO 

ITS APPLICATION TO TUBERCULOSIS*
GRACE W ATSON, R.N.

Director of Nursing Education, Jersey City Hospital,
Jersey City, N. J.

The idea suggested by the topic of this paper brings to mind the 
thought of the early hospitals, how they functioned and what relation 
they had to centers of learning. Also, how the modem hospital has 
come to be recognized as a center of medical science.

History helps us to understand not only how the modern hospital 
has developed but also how it may function effectively as a teaching 
center. The present hospital system had its beginning in Pre
Christian times. History relates the existence of temples for the care 
of the sick in ancient Egypt, some four thousand years before Christ. 
In both Egypt and Greece it was a national custom to place within 
the precincts of the temple, the sick, for whom priests performed 
rites. Since the priests possessed all that was known of medical 
science at the time, the hospital and medical school were seen to 
function together within the temples.

The early Christian era marks the development of Iatria—places 
for medical treatment and healing. That these were regarded as 
medical teaching centers is indicated by historical reference to the 
“system of medicine fostered by them, as continuing without much 
development down to the middle of the eighteenth century.” Another 
example of the close relation between hospitals and institutions of 
learning is seen in the history of India in the eighth century a .d. 
“To every mosque there was attached a college and to that again, a 
hospital.”

In the Roman Empire, monasteries were developed extensively,
♦  Read before the Annual Convention, American Hospital Association, NewOrleans, La., October, 1930.
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and for many centuries they limited the practice of medicine to 
religious orders. The sick were gathered together in the monasteries, 
which were the centers of learning and civilization up to the period 
of the development of universities. Following the suppression of 
monastic orders, responsibility for the care of the sick rested chiefly 
with civil authorities. Municipal hospitals were established which, in 
the beginning, were insufficient in numbers and did not function as 
teaching centers in any sense.

The scientific discoveries of the eighteenth and nineteenth cen
turies, together with the social reforms of that period, brought about 
marked changes in hospitals. The work of Pasteur, Lister, Florence 
Nightingale, and others resulted in improvements in the care if the 
sick and in the advance of medical science.

The idea of the hospital as a center for health teaching is not 
recent. The phrase has been current among health workers for 
twenty or more years. This point of view is being adopted by the 
public. A short time ago, an article describing the reorganization of 
municipal hospitals appeared under the title: “Twenty New Health 
Centers for the City.”

The hospital as a center for teaching should be an institution 
whose activities are well known in the community. Its function, 
which for many years, was concerned primarily with the care of the 
sick, is being gradually extended to include the prevention of illness, 
consequently its field of influence is widening. Fewer sick persons 
are being cared for in homes than formerly. Dispensary services and 
hospital clinics are being increasingly utilized. Teachers, psycholo
gists, technicians, and others, are more and more going into the hos
pitals from the community. In this way, lay people are becoming 
better acquainted with hospital work. The personnel of the staff— 
physicians who are specialists in the various fields of medicine, gradu
ate nurses, student nurses, specialists in fields related to medicine, 
bacteriologists, roentgenologists, occupational therapists, dietitians, 
dentists, physical therapy workers—represent a group whose qualifi
cations for establishing a teaching center for health cannot be excelled.

In addition to those mentioned there are other workers, namely, 
engineers, skilled workmen, clerical workers, many of whom may be 
experts in their respective fields. There are also nurse helpers, 
orderlies, maids, and other employees. In the wards there are sick 
people of all ages, suffering from all kinds of disease, convalescent 
patients, emergency cases, patients returning to the out-patient de-
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partment, in fact, the community is in constant touch with the hospital 
through patients daily entering and leaving. Because of the variety of 
activities that are carried on, and the widely varying interests repre
sented by the different patients, Dean Goodrich has spoken of a 
hospital ward as a “cross section of life.”

The scientific nature of the work and its significance to medical 
knowledge through compilation of accurate records and statistics 
make of the ward a laboratory of great importance. In a very real 
sense, it is a small teaching center. The well prepared group which 
has daily contact in the wards might, if the educational value of their 
work were fully utilized, be considered a faculty which for scientific 
training, life experience, and opportunity for human service can 
rarely be found elsewhere. One writer has stressed the point of view 
of hospital service as follows:—“The education of students and 
nurses in a clinical hospital makes that hospital the most desirable 
place for everybody, when they are really ill. In such a hospital, no 
patient can be overlooked, no wrong or imperfect diagnosis can long 
remain undiscovered and unrectified, and nowhere else have the pa
tients so continuous a guarantee that the treatment they receive will 
be of the best, while the provision for their comfort and welfare, 
owing to the increasing and ever varying quality of the criticism to 
which the work of everybody, from the senior physician to the 
humblest official, is subjected in a clinical hospital, is unequalled any
where else.”

The subject matter of the teaching in hospitals should be health. 
Dr. Roatta, in an article entitled “Developments in the Public Health 
Field” quotes from a report as follows: “Health is not an artificial 
accomplishment quickly acquired and easily maintained. It is a de
velopment of body and mind—a growth, slow in progress, a habit 
broad, based upon heredity and nature, a balance of moderation in 
all things, a harmony of a sound mind in a sound body—good nutri
tion combined with steady nervous regulation.”

The same writer tells us, “Perhaps it is altogether wrong to seek 
for the explanation of public health improvement in diseases and 
death rate statistics. Hygiene being the science of health . . . the 
prevention of disease is therefore only a means to an end and only 
one of the means. There exists an infinity of other factors, of moral, 
intellectual, aesthetic, and economical character, which work together 
in an equally important degree to this end, influencing no less than the 
prevention of disease the formation of the marvelous being which
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we call man.” In the hospital, perhaps more than anywhere else, one 
sees the influence of social conditions upon all efforts directed toward 
health teaching.

Some of the teaching in the hospital is definite and formal, much 
is informal. There is constantly going on a kind of learning which 
we recognize in the attitudes and appreciations always being developed 
in the minds of the members of the various groups toward each other, 
toward medical science, and toward the ideals of service for which 
the hospital stands. Formal teaching, as far as patients are con
cerned, is carried on most extensively in the out-patient department 
where medical treatment is accompanied by health instruction.

It is carried on in many hospitals in connection with the pediatric 
departments. Through an arrangement with the local board of edu
cation, convalescent and crippled children are taught by a public school 
teacher. At the present time the greatest amount of formal teaching 
in the majority of hospitals is carried on in the school of nursing.

In the practice of her profession, the nurse may either help, or 
fail utterly, to interpret to society the hospital’s standards and ideals. 
The same statement holds true for medical education afforded by the 
hospital. There are other examples of formal teaching to different 
groups than those mentioned, for example, the teaching of personal 
hygiene to men and women attendants and other employees. Where 
this instruction has been given, the results have been most gratifying. 
Recently, in a communicable disease hospital, the director of the 
school of nursing was passing through the corridor where mothers 
were waiting to hear reports of their sick children. The thought 
occurred to her that here was an opportunity to give the mothers 
simple lessons on communicable diseases, whereby they might know 
how to prevent the spread of infection among their children. She 
organized the groups as they came to the hospital on visiting days 
and gave them definite instructions on methods of prevention of 
communicable diseases.

Opportunities for clinical teaching are almost unlimited. In 
the maternity departments of many hospitals, it is a routine procedure 
to give a demonstration of how to bathe a baby to young mothers 
before they leave the hospital. Often the mother is permitted to 
bathe the baby once under the nurse’s supervision. Instruction is 
frequently given on the making of feeding formulas. A few weeks 
ago a man in one of the wards of a city hospital told the nurse, “Since 
I have been here, I have learned how to care for a sick person. When
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I go home, I shall know how to take care of my children when they 
are ill. I know how to give a bath and make a bed for a sick person.” 
The student nurse probably did not know she had been teaching, but 
her patient had been learning valuable lessons while she was carrying 
on the routine nursing work in the ward.

Hospitals are beginning to establish so-called educational depart
ments. In an article entitled “How an Educational Department 
Functions within a General Hospital,” Mr. Hall, director of educa
tion, extension division, describes an interesting program being carried 
on in the Buffalo General Hospital. It demonstrates the close rela
tionship between social and health work in hospitals; for example, the 
occupational therapy department combines both educational and 
economic features in its activities. Efforts are made to fit patients to 
earn a living after discharge. In the out-patient department, a pa
tient who is unable to earn his living in a commercial factory is 
permitted to come to the hospital shops and engage in handwork for 
which he receives remuneration not exceeding one dollar a day. In 
addition, he is given luncheon and two street car fares.

Americanization work is also included in this program. During 
two years, twenty-three first papers for naturalization were taken out.

A day school for crippled children is conducted in a separate 
building on the hospital grounds. It is under the joint supervision 
of the hospital, the Board of Education and the Health Department. 
A circulating library for all hospital patients has been established as 
a branch of the Buffalo Public Library. The hospital is planning a 
campaign for health education of the patients. Members of the 
medical staff will teach patients how their illnesses may be cured and 
how they may be prevented. They will also give lessons in general 
hygiene and disease prevention.

In all health teaching, special reference should be made to tuber
culosis.

The hospital should assume responsibility for the early detection 
of tuberculosis among its own workers, including physicians, nurses 
and all employees. If it be true that health experience is health educa
tion, we might profit by the inquiry as to whether or not all hospital 
workers experience health to the highest degree possible for them, or 
if the health teaching of the hospital makes itself first felt among its 
own personnel. Fortunately there are evidences of achievement in 
this respect.
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Positive health is being taught in some of the hospital training 

schools and the practice of periodic examination is increasing.
A notable example of health work is to be found in the Peking 

Medical School Hospital, where a periodic health examination is 
given to every individual in the institution.

Because of the prevalence of tuberculosis, its frequent occurrence 
at all ages among all social classes, and the possibility of infection in 
almost every organ of the body, a thorough education in the subject 
of tuberculosis in its various aspects is necessary for all health 
workers.

Recent statistics show an increasing occurrence of tuberculosis 
among student nurses and recent graduates from schools of nursing. 
Means whereby the number of these cases might be reduced are con
cerned chiefly with student nurses’ education. They include:

1. A knowledge of the early signs and symptoms of tuberculosis.
2. An appreciation of tuberculosis infection as distinguished from 

tuberculosis disease.
3. Formation of such health habits as will enable her to keep her 

resistance at the highest possible level.
4. A knowledge of the special agencies, clinics, etc., in her com

munity for the prevention and cure of tuberculosis.
What the hospital can do to increase its health teaching in refer

ence to tuberculosis.
The hospital should provide:

1. Adequate instruction on the subject of tuberculosis by formal 
lectures and clinical teaching. A minimum of six hours should 
be allotted to the subject.

2. Opportunity for clinical experience in tuberculosis wards, 
either by affiliation with a tuberculosis hospital or in wards for 
tuberculosis patients in a general hospital. At least one month 
should be spent in this service.

3. Conditions of living and working which will give each worker 
an opportunity to maintain his or her highest level of resistance 
to disease.

4. Periodic examination for every person in the institution, with 
special reference to detection of early signs of tuberculosis.

How can hospitals accomplish such a program of health teaching?
1. There is needed more appreciation on the part of the public of
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what hospitals have contributed to human welfare and social 
betterment in the past.
How could all the valuable discoveries in medical science have 
been interpreted to and made available for mankind, except by 
means of hospitals?

2. Medical science needs hospitals as greatly as hospitals need 
medical science.

3. Hospitals must have adequate financial support. This will 
doubtless be given, when the aims of a hospital which is sin
cerely striving to be a teaching center for health are under
stood.

4. The teaching aims of the hospital can best be realized through 
its relation to education in general.

There are trends in hospital work which are pointing to a closer 
affiliation with universities.

Educational institutions have an incomparable field in the hos
pital for interpreting their aims for health—of body, mind and 
spirit. The modem hospital may also find its highest expression of 
usefulness when, like the hospital of old, it is united with a center of 
learning through which it can share more broadly than it does at 
present, its own special contribution to education.



SOCIAL WORK AS THE DOCTOR USES IT IN THE
HOSPITAL*

JO SEPH  G. SUTTON, B.S., M.D.
Essex County Hospital, Cedar Grove, N. J.

Every clergyman, physician, school teacher, court and social 
agency in this land is doing psychiatric social work, and each is effi
cient in its respective field to the extent this fact is recognized. As 
important and praiseworthy as their work is, however, except in very 
few instances none of these does, or can do, the specialized psychia
tric social service work that the mental hospital proposes to do.

In contrast to the other branches of the healing art, psychiatry 
has far broader contacts with the world than with medicine alone, 
touching as it does education, legal order, ethics, economics, science, 
art, political science, religion and philosophy, and it is, therefore, a 
social as well as medical science. If psychiatry could be represented 
as a horizontal line with its social aspect at one end approaching the 
medical aspect approaching from the other end, there would be a 
dovetailing, and it would be impossible to tell where the one begins 
and the other leaves off. That does not mean, however, that there 
is, or should be, any conflict between the two. Each has work 
peculiarly its own, and where there is overlapping in the least, it but 
affords opportunity for teamwork in the case at hand.

When the psychiatrist began to think of the social aspect of his 
specialty, and of mental disease as dynamic rather than static, he 
began looking at longitudinal sections of his patient rather than cross 
sections. Each case became a genetic study. He wished to trace 
each case back, and he asked, “Where did it start?” Likewise he 
wished to know the forces that had interplayed to produce this “soul” 
in its present form. No longer was he content through the custodial 
institution to contribute negative benefits to society; he wished to do
* Read before the New Jersey Conference of Social Work, Elizabeth, N. J., December, 1930.
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something positive by restoring his patient as a useful unit in the 
community, and where possible to do prophylaxis among potential 
cases in the community. He then realized that through emphasis on 
the social aspect of his work was he to increase his positive useful
ness, but at the same time he became aware of the fact that there is a 
technique peculiar to psychiatric social work that requires special 
training. As to the nature of this technique and the qualifications of 
the worker, limited time precludes discussion here.

As to the doctor’s use of social service work in the mental hos
pital : In most hospitals the medical staff depends on the social service 
department to procure the anamnesis of each patient, comprising as 
it does accounts of hereditary predispositions, early life and child
hood, school life, industrial record, general health, habits, religion, 
interests and special abilities, companions and recreation, personality 
traits and onset of present illness. The anamnesis is very comprehen
sive, not infrequently consisting of eight or even more typewritten 
pages. This information is procured from the family, the family 
physician, the minister, the police department, other social agencies, 
or whatever source may be indicated. This information gives the 
medical staff the longitudinal view of the patient that is absolutely 
essential to diagnosis, prognosis and rational treatment in the vast 
majority of cases.

While the patient is resident in the hospital the social service 
department is not infrequently called upon to clear up situations 
without the hospital that would otherwise retard patient’s progress: 
It may be that penury in the home is of grave concern to the patient. 
If so, the family is referred to the proper agency for relief. It may be 
to take care of the patient’s personal affairs to the end that his 
material resources may be conserved—perhaps explaining patient’s 
situation to creditors so that he may receive leniency, or collecting off 
of patient’s debtors, or explaining the nature of patient’s case to an 
employer so that patient’s job is not jeopardized. At times it is a 
matter of interceding with the court where patient’s delinquency is 
clearly a matter of his mental condition. Some times the worker may 
very advantageously discuss the patient’s case with the family to the 
end that the family takes a more healthful attitude toward the pa
tient’s hospitalization. Many other such services will doubtless 
suggest themselves, and all of them, you will readily see, are con
ducive to the patient’s progress—they are reassuring and lift a tre
mendous load from his mind.
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When the patient has improved sufficiently to warrant considera

tion of parole, the social worker is called upon for a most important 
service. The medical staff is confronted with the question, “Is the 
environment to which the patient is to return wholesome ?” Mani
festly it is folly to return the patient to the identical environment that 
produced his disorder. The worker makes an investigation and re
ports the findings to the medical staff. If unhealthful factors are 
found, effort is made to correct them. Of the many unhealthful 
factors many will readily occur to you; ex., marital maladjustments, 
a domineering mate, over-zealous if well-meaning relatives and 
friends, lack of social outlet, lack of employment, penury, etc., etc. 
These corrected, or ameliorated, the patient goes out of the hospital.

Then the worker is called upon to do follow-up work, or what 
may more properly be called “follow-up therapy,” and this is a very 
essential part of the treatment. The worker sees the patient as well 
as relatives and interested friends, senses any untoward signs and 
attempts to correct them. If serious enough she may even advise 
return to the hospital. At any rate during the period of parole the 
worker is something of a prop to the patient. She reassures him, 
and she uses every facility of the hospital and the social service de
partment to aid patient’s adjustment during this very trying period. 
So much for social service work in an individual case.

The hospital calls upon the social worker to do mental hygiene 
work in the community. Many times in the course of investigations 
and follow-up work, situations will be recognized that are dangerous 
to the mental health of others in the home, and this is not surprising 
since the emotions, antagonisms and prejudices of the one are shared 
more or less by the whole family. The worker is expected where 
possible to eliminate these undesirable influences before disaster 
results.

Another most salutary service that the hospital expects of the 
social worker is “educational,” as a part of the general mental hygiene 
movement. This she may do by contacts with the various social agen
cies, the medical profession, the teacher, the ministry, and the court— 
pointing out psychiatric aspects of given cases, suggesting prophy
laxis where feasible and treatment where needed. Through the 
social worker the hospital strives to cooperate with every agency and 
every movement looking to the individual or general welfare.



HOW THE NURSING STAFF OF A WELL ORGAN
IZED COUNTY HEALTH DEPARTMENT IS 

DIRECTED AND OBTAINS EFFECTIVE 
RESULTS THROUGH SUPERVISION*

LILLIAN SIM PSON
Director, Bureau of Public Health Nursing, Los Angeles County 

Health Department, Los Angeles, Cal.
It seems necessary to give a brief history of the background of 

the Health Department and its present organization before discussing 
the organization of the nursing service:

Los Angeles County Health Department was organized in 1915 by 
the Board of Supervisors. The personnel consisted of one full time 
Health Officer, J. L. Pomeroy, M .D.; two sanitary officers, and one 
clerk, appointed under Civil Service.

In 1916 the position of Public Health Nurse was created by Ordi
nance. Two nurses were employed. The headquarters were in the 
Court House in the city of Los Angeles. One automobile was supplied 
to be shared by the workers in an attempt to control communicable 
disease, provide sanitation and reduce the infant mortality rate in a 
county covering an area of 4,000 square miles, with a population of 
73,000. The Health Officer faced the problem of caring for a large 
rural territory with 45 small cities within its boundaries. Part time 
Health Officers were employed, many of whom were laymen. In
cluded in this area were 167 school districts whose boundary lines 
were not identical with the cities. The children in many instances 
attended school in rural territory, while living in a city. The Health 
Officer had no jurisdiction over incorporated cities, which was a 
serious handicap in the control of communicable disease.

Industrial organizations imported car loads of Mexican laborers 
and their families to this county, whose language difficulty, lack of
* Read before the Public Health Nurses’ Section, American Public Health Association Convention, Fort Worth, Texas, October, 1930.
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sanitation, poverty and fear of the “Gringo” rendered them a menace 
to public health. During a threatened epidemic of typhus fever in 
1916, the infant death rate (Mexican) was one in five of each child 
born alive. The Japanese laboring class created a like situation. Skin 
diseases and pediculosis invaded the schools, affecting white children 
and teachers.

To overcome these handicaps, Dr. Pomeroy outlined a construc
tive plan approved by the Supervisors. An enabling act was secured 
from the State legislature, which permitted cities to draw up legal 
agreements with the county governing bodies for administration of 
their health work. At this date, 35 cities are under contract with the 
County Health Department. A standardized and more efficient service 
is given cities, at considerably less cost than if operating inde
pendently. School authorities closed the schools when an epidemic 
threatened, to prevent the spread of the particular disease, thereby 
losing 35 cents per capita per day and making it more difficult 
for the Health Department to keep the well children in school and 
locate the contacts. School nursing was gradually sold to school 
boards—a difficult task in rural districts, where the blind would not 
see.

The infant mortality rate in 1918 was 134.39. During that year, 
Child Hygiene Conferences were organized, with the addition of 
one full time child hygiene physician and three nurses.

Today there are 623 employees in the Health Department, includ
ing 94 part time and 50 physicians employed by the hour for special 
services. The total population is 704,530, of which 86,025 are school 
children, a ratio of 12.21.

The organization of Health Centers began in 1919, the first at 
Simons Brick Yard, with the cooperation of the Brick Company, 
employing 300 Mexican laborers, which also provided houses at a 
nominal rental. The local Board of Education provided a school in 
the settlement. , The services in the first Health Centers consisted 
chiefly of Child Hygiene Conferences, with educational work by 
public health nurses in the center and homes, sanitary inspection, 
anti-tuberculosis work, and control of communicable disease

Today there are eight major and thirty-one minor health centers. 
Each major health center has a complete unit of service, headed by a 
Health Officer, clerical staff, supervising nurse, supervisor of sanitary 
inspections, medical social worker under the Health Department; 
social workers under the Department of County Charities; laboratory,
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X-ray, physiotherapy, treatment clinics, Maternal and Child Hygiene, 
and an emergency hospital which serves as a clearing house for the 
General Hospital. There are four beds in each hospital. Except in 
rare instances, patients are discharged within 72 hours.

The headquarters of the Department remain in the city of Los 
Angeles, with administrative offices and a central laboratory in the 
Hall of Justice. The county is divided into 11 separate health dis
tricts, with a complete working staff in charge of a full time Deputy 
Health Officer. The area and population varies—from 300 to 400 
square miles and from 50,000 to 100,00 population. Cities in the 
corporate area are under contract with the Health Department.

Medical Social Service was inaugurated January, 1927, in the 
first major Health Center, located in San Fernando, in which also the 
first treatment clinics had been established. Social service workers 
of the Department of County Charities, housed in the Health Center, 
worked in close cooperation with Medical Social Service. The eligi
bility rating of the County Welfare Department does not reach above 
the poverty line established by law, and thus without Medical Social 
Service, many border-line cases would be deprived of needed medical 
treatment. A nominal fee is paid for clinic services, according to the 
patient’s financial status, which goes to the medical staff, which is 
otherwise a voluntary service. The medical social worker handles all 
cases not registered with the County Welfare Department, for eligi
bility.

Her most valued function is in relation to the staff physician in 
clinic services; assembling social and medical data, maintaining an 
adequate follow-up service, through the Bureau of Public Health 
Nursing; effecting institutional and other placements; arranging for 
supplementary care with other agencies; adjusting social situations in 
the home. Formerly, the public health nurse was called upon to do 
many, or all, of these, and in some districts of our Department this 
responsibility still remains with the nurse. However, when a district 
affords the opportunity to turn over social case work to the social 
worker, the public health nurse has an opportunity to develop public 
health nursing at its best. Altogether it is a satisfactory and har
monious arrangement and it is very doubtful that we should ever 
wish to go back to the old system.
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The Health Department is divided into seven Bureaus, each with a 

Director. As there is not sufficient time to define each Bureau, the 
Bureau of Public Health Nursing will be discussed with special em
phasis on its organization, direction and results through supervision.

The personnel of the Bureau of Public Health Nursing consists 
of a total of 173 classified as follows:

1 Director
2 Instructors of Nursing (1 special tuberculosis)
1 Stenographer

Division of District Nursing:
9 Public Health Supervisors

21 Public Health Nurses
25 Public Health Nurses
12 Public Health Nurses (Generalized)
32 Public Health Nurses (Clinic)
30 Public Health Nurses, employed part time, as needed
50 Assistant Nurses, employed part time, as needed (Graduate 

students, undergraduates and interpreters)
Nurses must meet the Civil Service eligibility requirements for the 

position of Public Health Nurse, according to classifications. With 
the exception of (Clinic) nurses the requirements are identical with 
those of the California State Board of Health.

1. 8 months’ course, plus 6 months’ experience in a Health De
partment or Public Health Organization recognized by State 
Board of Health.

2. 4 months’ course or, two years’ experience in a Public Health 
Organization recognized by State Board of Health.

3. 2 years’ experience in a Health Department or Public 
Health Organization recognized by State Board of Health, plus 
six weeks’ in a public health nursing course in University of 
California or university of equal standing.
Supervisors must have had at least 6 months’ experience in 
supervision in addition to above requirements.

In addition, Civil Service requires high school graduation or eqiva- 
lent and registration in some state in the Union, and registration in
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California within six months after appointment. The year’s residence 
requirement is waived for public health nurses.

Field nurses are required to drive their own car, for which they 
are paid mileage, and must be willing to live in any part of the county 
to which they may be assigned.

Of the entire staff of 9 Supervisors and 58 field nurses, 54 are 
registered public health nurses in the State Board of Health, the re
maining 13 are eligible and will take the next examination.

The Director of the Bureau is directly responsible to the Health 
Officer, for selection of personnel through Civil Service, recommend
ing appointments, transfers and dismissals, rating efficiency, direction 
of instruction (through Instructors of Nursing) in Health Centers 
and field, submitting reports, preparing annual budget.

Supervisory staff conferences are held once a month; individual 
conferences with supervisors, frequently; general staff conferences, 
monthly; district staff conferences, weekly.

In a group of this size, personnel problems consume considerable 
time and thought. Fitting each nurse into her particular niche to help 
her develop and bring out the best that is in her, to secure the highest 
type of service with least friction is the greatest service a director can 
render. '

The Instructor of Nursing, first appointment January 1, 1929, 
makes a careful analysis of the qualifications of each new nurse, re
gardless of former training and experience. The routine includes 
introduction to department methods and procedures, by demonstra
tion, observation and practice under supervision in the Teaching 
Center. Additional training is given nurses who have not done gen
eralized nursing.

Educational programs are arranged for the general staff at the 
Teaching Center, the meetings being held on Saturday mornings, 
when the district work is light. Bureau Directors and outside 
speakers give their time for these programs.

Extension courses are arranged through the University of Cali
fornia, on Health Department time, for which credit is given.

The Teaching Center is affiliated with the University of California 
at Los Angeles. Nurses may take two summer sessions in Public 
Health Nursing and one in field nursing in the Teaching Center, 
which constitutes one semester. The second semester must be taken 
at Berkeley to complete the 8 months’ course. This was arranged
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to meet the demand of local nurses until such time as the university 
establishes a full course in the south.

The nurses, as a whole, eagerly embrace the educational advan
tages offered by the department. A record of courses taken, over a 
period of five years, shows a high percentage.

A library is maintained by the Health Department, which is used 
largely by the nursing group. Book reviews are given in the districts 
monthly by a Public Health Nurse, who has had special training as a 
librarian. This has stimulated an added interest and appreciation for 
better reading. Many of the nurses have learned to give excellent 
book reviews at staff meetings.

A program for training young nurses in public health has been 
successfully developed. The Emergency Hospital service does not 
require nurses trained in general public health but demands a com
plete recent training and experience in surgical technic, use and care 
of up-to-date equipment. Nurses who have expressed a preference 
for public health work are carefully selected from the local training 
schools, only upon special recommendation of their Superintendent 
and Instructor. High school graduation with registration in Cali
fornia are required.

Small groups are employed at $100.00 per month for a period of 
six months, under the direction of the Instructors of Nursing, in the 
Training Center, with a definite schedule of demonstrations, observa
tion and practice in emergency hospital and treatment clinic methods 
and procedures. This gives them the eligibility requirements for Civil 
Service examination for Public Health Nurse. Undesirable per
sonalities are eliminated before the expiration of six months. This 
program is approved by Civil Service examiners and assists them in 
securing the type of young women we are looking for.

Nurses desiring further public health training and experience, are 
given field training and granted a leave of absence for university 
work, and eventually promoted to higher positions through Civil 
Service. We feel this program is a contribution to public health 
nursing and to universities offering courses in public health.

There are nine full time Public Health Supervisors and two 
acting supervisors to cover the eleven Health Districts. One of these 
is the Instructor in Tuberculosis, whose duties include staff super
vision in the Teaching Center. The other is a Public Health Nurse, 
with combined duties of Supervisor and staff nurse. Five of these 
supervisors were selected from the nursing staff, the others having
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had experience in supervision elsewhere. Recommendations for the 
position of Supervisor, are based on personality, good health, poise, 
leadership, interest and enthusiasm, ability to plan and delegate work, 
plus the education and experience required in the Civil Service 
bulletin. Following the examination, a probationary period of six 
months is allowed before the appointment becomes permanent. The 
Supervisor is directly responsible to the Bureau Director, working 
in close cooperation with the District Health Officer. A generalized 
field nursing staff and a specialized Clinic and Emergency Hospital 
staff are assigned the districts. Each nurse is given a Nurse’s Manual 
which includes nursing procedures, rules and regulations of the Health 
Department and of Civil Service.

Staff nurses are directly responsible to the Supervisor. It is the 
duty of the Supervisor to plan and delegate the staff nurses’ work, 
sub-dividing the district according to the density of population and 
number of staff nurses.

Schedules are submitted to the Bureau Director.
The Supervisor is responsible for the efficiency of service. Clinic 

nurses are not assigned to field work.
Patients’ medical charts are reviewed by the Supervisor to see 

that physician’s orders have been carried out. Failure of patients 
to return to clinic is reported by Medical Social Service to the Super
visor, the nurse reporting results of home visits on reverse side of 
form provided which is pasted on the patient’s chart with laboratory’s 
reports, prescriptions, etc., in chronological order.

Staff nurses’ conferences are held by the Supervisor weekly, 
with frequent individual conferences. Field visits are made with the 
staff nurse on problem cases usually at the request of the nurse. 
Field visits are also made with new staff nurses in an advisory ca
pacity. The nurses are encouraged to analyze their problems and 
meet situations through self supervision.

The Supervisor is required to submit efficiency reports semi
annually, with additional special reports from time to time. She 
checks the Nurse’s Daily Service Reports, which are sent to the 
Central Office for tabulation by the Hollerith operators. The first 
hour of the day is given to assignments to nurses, reviewing case 
histories, discussing type and frequency of home visit with the nurse, 
examining the field note books. The Nurse’s Field Note Book is 
arranged for a year, by family units, according to street address, with 
a check system indicating various services by dates.
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The Supervisor can readily see whether the nurse’s work is exe

cuted as planned. In case of the nurse’s transfer, or resignation, the 
succeeding nurse takes over the nurse’s file box, containing case his
tories and the field note book, which shows cases in need of im
mediate attention. She enters the home with a written memoranda in 
her possession rather than information carried in the memory of the 
nurse who has left the district.

Bag inspections are also made. The Supervisor must see that 
nursing methods and technic are carried out as outlined and that ade
quate home instruction is given. Nurses are held responsible by the 
Supervisor for correctly interpreting physicians’ instructions to clinic 
patients and mothers attending Child Hygiene Conferences as well as 
instruction and demonstration in home care of communicable diseases.

The Supervisor contacts the community through its various or
ganizations, business and social, taking advantage of opportunities to 
disseminate knowledge of public health and the activities of the 
Health Department. Each Supervisor has from 6 to 14 nurses under 
her supervision, depending upon the area and population and develop
ment of services, which is somewhat restricted by the budget allow
ance. Until the present term, school nurses were under the supervision 
of the Health Department and attended staff meetings, lectures, etc.

The total number of families per district varies from 416 to 1,038 
and the case load per nurse from 250 to 663.

T ypes of Services 
Communicable Disease Control:

1. General (Diphtheria, etc.)
2. Tuberculosis—prevention and treatment, including contact pro

gram and follow-up on measles, whooping cough and ex-sanatoria 
cases.

3. Venereal disease control.
Intensive bedside care is given only to postpartum cases in the 

Teaching Center in cooperation with the maternity service of the 
White Memorial Hospital, which is the teaching center of the College 
of Medical Evangelists. Home deliveries are attended by the medical 
staff. Postpartum and infant care given by the staff nurses of the 
Health Department. The patients must have attended the physician’s 
prenatal conferences at the Health Center, and the nurse’s prenatal 
classes and demonstrations, the outline of which was adopted from
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the Maternity Center Association. Instruction and demonstrations in 
bedside care are given to members of the patient’s family in other
cases.

In the report of a survey made in 1927 by Prof. Hiscock, it was 
estimated that an additional staff of 105 nurses, plus 10 supervisors 
and relief nurses would be required to effect an adequate bedside 
nursing service in a population the size of the Health Department 
area.

Beginning in 1919 and up to June, 1930, the Health Department 
employed public health nurses, jointly with school boards. The 
period of time for each organization being mutually agreed according 
to the district needs and school salary budget. Originally their work 
was specialized but was gradually changed to generalized nursing 
almost entirely.

During the school term ending June, 1930, 45 nurses were thus 
employed. In five school districts two full time nurses were em
ployed, the mornings being devoted to schools and the afternoons to 
field work for the Health Department. However, there could be no 
distinct line of demarkation between school and community. Each 
nurse was assigned a certain number of schools, according to enroll
ment and a given district in which she did generalized nursing, 
assisted at Child Hygiene Conferences and did the necessary follow
up in the homes. This relieved general staff nurses for other services.

Effective July 1, 1930, a drastic cut in the salary budget resulted 
in the elimination of the part time school nurses. The schools em
ployed nurses where there was sufficient money, others are without 
nursing service.

In cooperation with the Los Angeles County Tuberculosis and 
Health Association, the Health Department conducts Summer Health 
Schools each year, for approximately two months. The group per 
school is limited to 30 children. Health habits are taught by demon
stration and daily practice. Nutrition experts prepare and serve the 
food. Rest and play is supervised. Mothers are given instruction 
in health habit training and balanced diet according to the child’s indi
vidual needs, by trained workers. The public health nurses recom
mend children for enrollment. Selection is made from tuberculosis 
contacts, cardiacs, mal-nourished and convalescent children. The 
age group is from 6 to 10 years inclusive. There were nine Summer 
Health Schools in session during the past summer. Physical examina
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tions are made by child hygiene physicians who make the final 
recommendation for enrollment.

The nurses in one district—Maravilla Park—entirely Mexican, 
are assisting the Committee on the Survey of the Cost of Medical 
Care. One hundred families are being studied for a period of one 
year, which terminated September 18, 1930. In eight other districts 
within the Health Department area the study is being made by the 
medical social workers.

Patients living in county territory, including contract cities, who 
are Metropolitan Life Insurance policy holders are given bedside care 
by nurses from that organization working in cooperation with the 
nurses of the Health Department. Cases needing medical treatment 
are referred to the district Health Center. The same is true of nurses 
employed by the Los Angeles City School Department in city schools 
located in county territory. Individual conferences are held by the 
nurses of both organizations to the mutual advantage of the case and 
workers.

The total number of home visits on communicable diseases, exclu
sive of tuberculosis, by field nurses was 58,864. There was a total of 
38,801 home visits in tuberculosis work including child contact pro
gram, follow-up on measles, whooping cough, ex-sanatoria cases and 
bedside care. Total communicable disease home visits 97,665. There 
were 43,018 child hygiene home visits, including prenatal visits, 5,005 
postpartum visits, making a total of 48,023. Grand total of all home 
visits 145,688.

The school nurses made 25,063 classroom, 5,665 individual and 
58,081 general inspections, largely in the interest of communicable 
disease control. As a result, a total of 16,613 communicable diseases 
were found in the school; 12,124 were referred to the Health Officer; 
4,388 children absent on account of illness were referred to private 
physicians; 4,213 to clinic or hospital; 434 children referred to private 
dentists. There were 5,651 home visits on communicable disease; 
31,179 were given instruction and 2,985 were non-productive. There 
were 7,981 health talks given in the schools; 1,522 classes in hygiene, 
356 first aid classes and 139 home nursing classes. Total number 
children weighed and measured 77,032; vision tests 11,263; hearing 
8,833; notices to parents 30,851.

In the Emergency Hospital 1,834 first aid treatments were given; 
other treatments and dressings 8,395; surgical operations 1,227.
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Total cases admitted to Emergency Hospital 4,058; total patient 
hours 22,904.

Results
The nurses’ contribution to end results in the work of the Health 

Department is but a part of the entire program and is correlated with 
the work of other bureaus. Health education by nurses in schools 
and homes has changed the attitude of parents toward immunization 
against smallpox and diphtheria immunization campaigns. Regular 
tuberculosis clinic attendance and a consistent home program by the 
patient depends upon the kind of home work the nurse is doing, plus 
the kind of service given by the physician.

As previously stated, the infant mortality rate for 1918 was 
134.39, with one child hygiene physician and three public health 
nurses.

The effectiveness of an increased, well trained staff of physicians 
and nurses under supervision may be shown in the following report, 
the standard for scoring taken from the appraisal form of the Ameri
can Public Health Association.
Prenatal:

Total number of nurses’ visits made in behalf of prenatal
cases ......................................................................................  2,755

Total births—live and still—for C o u n ty .............................10,825
Standard 750 visits per 1,000 births, score 15 points for all agen

cies, private and public—Health Department alone, 10 points, 
or 66 per cent, of standard.

Total number visits made to prenatal conference................  2,757
Prenatal Conferences:

Belvedere (Teaching Center), 1,829 visits, or two-thirds of the 
total. Standard 500 visits per 1,000 total births, score 25,

Health Department score 15 (or approximately 50 per cent, of 
standard).
Obstetrical Service:

Standard 10 per cent, total births delivered in hospital. Score 5 
points.

Los Angeles rural territory of 4,939 births (live and still), 2,105, 
or 42 per cent, delivered in hospital. Scoring over 100 per cent.

The only obstetrical service in connection with the Health Depart-
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ment is conducted in Belvedere District, cooperating with White 
Memorial Hospital Obstetrical Staff. There were but 126 home de
liveries through this service in rural territory.
Field Nursing Infant:

Total live births Los Angeles County Health Department
area ............................................. 10,554

Number nurses’ visits made on behalf of Birth Record
C ase s ..................................................................................... 4,431

Number nurses’ visits made on behalf of infants under one
y e a r ...........................................................................   16,100

Per cent, of visits, total live b ir th s .........................................  152.5
Standard: 1,500 visits per 1,000 live births. Score: 35 points. 
Thus field nursing visits, infant hygiene scores 35 points, or over 

100 per cent.
Child Hygiene Conference:

a. No. visits of infants under 1 year to Child Hygiene
Conference ........................................................................31,182

Standard 2,500 visits per 1,000 live births, scores 25 
points.

Los Angeles County scores over 100 per cent., or 25 
points.

No. birth record cases registered at Child Hygiene Con
ference ............................................................................  428

No. infants under 1 year registered at Child Hygiene
Conference ......................................................................  6,254

This equals 59.2 per cent, of the live births.
Field Nursing Preschool:

Total Preschool Population..................................................... 73,013
Number nurses’ visits made in behalf of preschool children 17,894 
Standard: 100 visits per 1,000 preschool population, or 10 

points.
Health Department scores considerably over 100 per cent., 

or 10 points.
Child Hygiene Conference Preschool:

a. No. of visits by preschool children...................................27,718
Standard: 200 visits per 1,000 preschool population, or 

25 per cent.



THE PRACTICAL APPLICATION OF SOCIAL 
SERVICE IN A SMALL HOSPITAL*

FRANCES EATON
Director of Social Service, Holyoke Hospital, Holyoke, Mass.

In November, 1924, Mr. William Skinner and Mr. Joseph A. 
Skinner made a gift of $100,000 to the Holyoke Hospital. It was a 
memorial to their father, who was the first president of the hospital, 
and the fund was called the William Skinner Fund. With their gift 
went the request that the fund be placed under the control of the 
directors of the hospital’s endowment fund and that the income be 
expended preferably in the out-patient and social service work. Their 
great generosity and vision were accompanied by the conviction on the 
part of the president, Mr. Frank Towne, the administration, and the 
advisory committee of the medical staff that with the development of 
the out-patient and social service departments “a great deal of good 
would come to the needy in the community.” A great need was felt 
in this channel by which the hospital might serve the community 
through the lines of preventive medicine and public health. When 
the possibility of adding a medical social worker to the hospital staff 
opened up, Miss Conrad, our superintendent, wrote in this way: 
“Human misery is made up of so much more than physical pain that 
a really effective cure of physical ills is often impossible if there is 
mental or financial distress. When a person leaves his accustomed 
routine and becomes a hospital patient, and again when he leaves the 
hospital and goes back to his family and the community, a certain 
amount of readjustment is inevitable, not only for him but for the 
family. To help in making this adaptation as simple as possible, and 
thereby to aid in the speed and completeness of the recovery, is part 
of the task of the hospital social worker. Having gained admittance 
to the situation, she will often discover other factors needing attention,
* Read before the Annual Convention, American Hospital Association, NewOrleans, October, 1930.
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such as under-nourished children, poor household economy, etc. Ob
viously, the whole task requires no small degree of skill and experi
ence.”

Consequently, in May, 1925, the medical social worker was ap
pointed and the work was organized coincidentally with the expansion 
of the out-patient department. Two years later the social work grew 
to such an extent that an assistant was added to the staff and from 
that time the department has consisted of two social workers and a 
stenographer. The cost of the department for 1929, for salaries and 
transportation expenses only, was approximately $5,000. The out
patient department was at first housed in a bungalow erected for the 
emergency care of patients at the time of the poliomyelitis epidemic 
in 1916. This answered the purpose very well for a time but was 
soon found to be inadequate. Mr. William and Mr. Joseph Skinner, 
realizing this and the growing importance of the work, made another 
magnificent gift to the hospital—the Skinner Clinic building—a 
memorial to their sister, Miss Belle Skinner, whose interest in both 
the work and its new home had been a very real inspiration. The 
building is not only very beautiful, but has proven in practical use 
ideal for its purpose—a result achieved by the architects McKim, 
Mead & White, and the advisors, Mr. Michael Davis and Dr. Freder
ick McCurdy. The social service covers both the hospital and out
patient departments, having offices in both places. The offices are 
excellent in respect to both accessibility and privacy. The hospital is 
a general one for the acutely ill with a capacity of 150 beds and is 
situated in a manfacturing community of sixty-five thousand inhabi
tants. The out-patient department had as a nucleus a state venereal 
disease clinic and an orthopedic clinic, and to these have been added the 
services of pediatrics, medicine, surgery, eye, ear, nose, and throat, 
skin, dentistry, and physiotherapy. The social service director is 
responsible to the superintendent of the hospital. Advice on certain 
matters of policy is obtained from the out-patient department and 
social service committee of the directors, upon which sits a physician 
and the hospital superintendent; and the social service director attends 
the quarterly meetings of the out-patient medical staff, presenting 
problems of the department for consideration. There have been 
many matters of mutual concern for the social service worker, super
intendent, and supervisor of the clinic, including interdepartmental 
lines of responsibility, and weekly conferences have been necessary 
and of great benefit. Through these conferences clear and definite
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decisions have been reached and they have furthered mutual under
standing, which has made for team play. The functions of our hos
pital social service have not developed chronologically with respect to 
the majority of their importance, but rather according to the particular 
needs at each stage of development. Miss Margaret Bradley, who 
organized the department, endeavored from the beginning to give 
such an understanding of our purposes as would become a vital part 
of the social forces of the community. Group talks, conferences with 
social agencies, and, above all, practical demonstration have con
tributed to this end. The early enlistment of volunteers, both indi
vidual and group, in actual service has been, we believe, vital. Their 
contribution has been in the line of recreation, both in wards and 
clinics, transportation, clinic management, and Christmas festivities.

The social worker from the beginning has done the admitting to 
the out-patient department. A careful interview is had with each 
applicant to determine whether or not he is eligible for admission, 
further investigation being made if deemed necessary. When an 
applicant has been under the care of a private physician, the physician 
is consulted regarding the advisability of clinic care for that indi
vidual. If admitted, the social worker makes recommendations to the 
clinic supervisor as to the patient’s ability to pay the fees. If con
sidered a suitable patient for a private physician he is advised to go to 
the family doctor, in the absence of whom he is given the name of 
staff physicians according to suggestions made by the medical staff. 
The need of the clinic straightway asserted itself by the numbers of 
“refers” from the various social agencies, and the social worker began 
at once to fill the important liaison task of sending, with discretion, 
interpretive reports to those agencies—reports to a case-working 
agency which would enable the worker to give due importance to the 
physical condition of the individual, and the medical recommendations 
involved, in working out each social problem.

Another immediate need was the follow-up of patients who had 
failed to keep up their treatment in the venereal disease and orthopedic 
clinics. A follow-up system was started and later turned over to the 
supervisor in charge of clinic administration who refers to social 
service when letters or cards have failed to effectuate patients’ return 
for treatment. Follow-up visits have been made by student nurses, 
during their period in the clinic, under the supervision of the social 
worker. From the beginning the director of the training school and 
the social worker have been interested in giving to the nurses in train
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ing some opportunity to grasp the social aspects of disease. This 
has been attempted by a series of talks during the probationary period, 
and conferences and home visiting while receiving their training in the 
out-patient department. This, we feel, has a two-fold benefit: first, 
that of giving a point of view toward the patient wide enough to 
include the social side of illness; and second, that of giving the stu
dent nurses sufficient understanding of the work of hospital social 
service to enable her to use that department for the benefit of her 
patients.

Early in the history of our department the medical staff requested 
that all staff patients be referred to social service before their dis
charge from the wards. This, with the excellent cooperation of head 
nurses, opened up to us one of the most important channels by which 
we were able to aid the physicians in making medical treatment more 
effective by the supplementing of social treatment—that major func
tion of any hospital social service department. After consultation 
with the physician, and arriving at an understanding of the patient’s 
condition and recommendations for further medical treatment and 
supervision, a study is made of the social situation of the patient. 
Adjustments are often made with regard to the home conditions, 
occupation, attitude of patient or family, etc., which enable the patient 
to continue his progress toward health. The lack of facilities for 
convalescent care in our community has often made it advisable for a 
patient to have a longer period of hospitalization than he otherwise 
would. The physicians have therefore looked to the social worker 
and her knowledge of home conditions for information to aid them in 
determining the length of the hospital period or the need for special 
convalescent care. Also, as our hospital does not care for chronic 
cases, many patients have been referred to the social worker for ar
rangements for long-time care in private homes or institutions. Time 
limitations have made it impossible to interview every staff patient in 
order to apprehend those cases in which social treatment is needed. 
The selection of cases, therefore, has been made by refer of definite 
problems by the physicians, nurses, or patients themselves and by the 
social worker according to diagnoses and their social implications.

In a small hospital such as ours where it seems to be feasible to 
have the admitting to the clinic done not only by a worker with social 
service training but by the social service department, great advantages 
result. Having had this first contact with the patient and the knowl
edge resulting from the first interview, the social worker can aid the
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physicians and nurses in individualizing the patients; can start at a 
strategic time to give an understanding of the clinic which makes for 
confidence and continued treatment, and can more efficiently render 
assistance when patients are referred back to social service for help in 
the carrying out of medical recommendations. The latter is a very 
large phase of the clinical social service work, and in these days of 
part time and unemployment, inability to meet the cost of treatment is 
one of the greatest of obstacles.

For material relief, directly or indirectly concerned with the health 
of the patient, our social service department has no funds. The need 
of financial aid is judged in each individual case on a case work basis 
and recommendations made to public or private relief-giving agencies 
or to private individuals according to the particular problem.

When the physician’s recommendation for the patient is hospitali
zation the social worker talks over with the patient just how he can 
best meet the staff hospital expense. If in the light of his resources, 
liabilities, and obligations he is considered unable to meet this expense, 
such a recommendation is made to the superintendent of the hospital. 
The superintendent is responsible for the expenditure of the endowed 
bed fund and for the fund of the Hospital Aid Association, the latter 
being a member of the Community Chest. Since the time when the 
social service and out-patient departments were started there has been 
a marked increase in the number of free bed patients. The con
tributing causes of this have undoubtedly been the business depression 
and the increase in the total number of staff patients, due to the open
ing of the out-patient department. The superintendent, in her report 
for 1928, suggests a possible relation between this increase and the 
large amount of the bills receivable from patients previous to 1927. 
Her feeling was that much of this was owed by individuals who 
should never, in the first place, have been allowed to assume the re
sponsibility of their own bills. The increasing demand for free beds 
has resulted in further gifts of endowed beds from benevolent indi
viduals.

In conclusion, I will again quote from our former superintendent, 
Miss Conrad, who knew the hospital both with and without a social 
service department. “I think really that the biggest asset came from 
the peace of mind resulting from a realization that the decisions 
which were being made” (i.e., after Miss Bradley was “installed” ) 
“were as nearly the just and right ones as it was humanly possible to 
make. When the municipal prenatal nurse was ‘placing’ the illegiti
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mate babies and looking after their mothers and the various case 
workers of other agencies were doing such odds and ends of adjust
ments as came their way—often without any real idea of the implica
tion of a diagnosis—and the decision as to whether or not an incoming 
patient could pay a hospital bill or should be on hospital aid or an 
endowed bed was made in the superintendent’s office with such 
scant information as the private doctor could give or I could myself 
extract from a crude sort of interview—when our patient’s social 
problems were being maltreated in this way, I had continually an 
uneasy feeling that most of it was wrong! And the relief which I felt 
personally when Miss Bradley came, not only because of the weight 
of detail which I no longer had to trouble with, but because of know
ing that it was now being handled by a person with the right technique 
and training, was immense. . . . Medical social work has a method 
of its own and a unique contribution to make in doing a complete job 
for a patient.”
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NURSING SERVICE AND HEALTH EDUCATION 
MUST DOVETAIL TO HAVE AN EFFECTIVE 

HEALTH PROGRAM*
K A TH ERIN E HAGQUIST

State Supervising Nurse, Bureau of Child Hygiene, State Department 
of Health, Austin, Texas

The Public Health Nurse is first and foremost a nurse. The 
special training which the nurse has had, in addition to her academic 
background and public health preparation, should render her par
ticularly well fitted to carry the message of health education. This 
she does in her own particular way—sometimes through actual service, 
by giving nursing care to some one sick in a home, or, perhaps, by 
teaching some individual how to give this care when it is not possible 
for the nurse to be there, and, again by demonstrating to. groups of 
people home nursing procedures as well as preventative measures. 
It seems to me that no educational method is so thoroughly effective 
as the demonstration method; particularly where health and sickness 
is concerned, and the person who has been made comfortable by the 
nurse is usually willing to listen and possibly profit by her message of 
how this illness might have been prevented, and how it can be pre
vented among other members in the family and in the community.

To illustrate this point, I have in mind an incident occurring while 
making a nursing care visit with one of our staff nurses. I was seated 
in the room while the nurse was administering nursing care to the 
patient, who, in this instance, happened to be the father of the house
hold. A little six years old girl, holding a kitten in her arms, was 
standing silently, but intently, watching the nurse complete her work. 
When the nurse had finished, the little girl walked up to her and, with 
a confident air, asked: “Now, nurse, will you please fix Tommie’s 
(the kitten) leg? He broke it this morning.” The nurse, under
* Read before the Annual Meeting of the American Public Health Association, Fort Worth, Texas, October, 1930.
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standing the advantage of retaining the girl’s confidence in her skill, 
seriously undertook to improvise from a tongue blade a splint and 
apply it to the kitten’s fractured leg. The little girl, happy to have 
her pet made comfortable, and happy because the health nurse did not 
fail her, then proudly told h er: “I have brushed my teeth every day 
this week just as you told me.” Was this not a demonstration of a 
nursing service and the result of education?—Result of actual health 
practices.

However, we know that, on account of the large area and the 
great number of people that usually have to be served by each nurse, 
only a comparatively small amount of individual service can be given, 
and the major part of the time must be devoted to group teaching.

Bearing this in mind, it is evident how important it is that the 
nurse should have the best educational background, as well as sound 
professional preparation. She should know something about Sales
manship, because, after all, is not the Public Health Nurse a major 
factor in moulding and preparing the minds of the mothers and 
fathers and children until they reach the stage where they are ready 
to practice preventive measures ?

Fortunate indeed is the Public Health Nurse who has a pleasing 
personality. With sound scientific knowledge, ability to express her
self well and a good personality, the nurse will know, not only how to 
give the best kind of nursing service—making the service in itself 
educational, but she will also understand what particular phase of 
health education is needed at the time. Whether it is information on 
immunization or on pre-natal care, or, perhaps, on general sanitation, 
she will know how to effectively impart the knowledge as to how to 
meet the specific need.

In beginning a Public Health Nursing Service, the nurse should 
have an understanding of the programs of the following organiza
tions : State Department of Health, State Department of Education, 
City and County Boards of Health, City Management, County Com
missioners Court, County Board of Education, State Institutions, 
Extension Services. She should know what local cooperative agencies 
there are, such as, the County Medical Society and its Auxiliary, the 
Dental Society, the Parent Teacher Associations, the County Council, 
the Federated Clubs, as well as local Service Clubs—Chamber of 
Commerce, Rotary, Lions Club, Kiwanis, etc., the American Legion 
and its Auxiliary, and publicity agencies. She should contact health 
agencies already existing, such as the American Red Cross, the Tuber-
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culosis Association, the Relief Society, Social Service Agencies and 
any others, and acquaint herself with health programs already planned 
or being carried on, bearing this in mind when planning her own, and, 
if possible, dovetail her plans to make the health work already estab
lished stronger and her own more far reaching.

It is important that the nurse should know how to USE National, 
State and local machinery already in operation, whether it be a well 
organized Board of Health or a Missionary Society. One nurse on 
our staff said that in one of her communities the only organized group 
was a Bridge Club. She joined this club and proceeded, in her own 
way, to educate the members to her proposed health program in that 
community. The outcome was that the majority of the members be
came diligent health workers, and the nurse accomplished what she 
might not have been able to in any other way.

If school work is to be included in the nurse’s program, it is very 
important that she should secure the approval and sympathy of the 
patrons, school trustees and teachers. Sometimes we overlook the 
significance and importance of the Board of Trustees. I now have 
in mind rural school systems, and Texas, of which I know more than 
any other state, is mostly rural. It is the Board of Trustees that has 
the power to correct insanitary and unhygienic condition existing. 
Therefore, the thoughtful Public Health Nurse will make friends 
with this group, possibly, only to commend hygienic conditions in the 
school as found, or, perhaps, to talk over with them what might be 
done, under the circumstances, to improve conditions.

The Public Health Nurse must learn to fit her program into that 
of the school program without taking additional time or materially 
changing the school’s plan of work. In order to secure cooperation, 
the Public Health Nurse must present the health program to the 
children in a way that will make them feel that it is a part of their 
school life. She should be able to show the teachers that the public 
health program will improve the attendance and interest of the pupils. 
She should help the teachers to a better understanding of the physical 
handicaps of the pupils, such as the child who is hard of hearing, or 
the child who has defective vision. The proper seating of both the 
hard of hearing child and the child with defective vision might mean 
an interested pupil instead of a dull and uninterested child. Fre
quently, a child with one of these defects may be attending school 
without the defect being known by the parent or found by the teacher.
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The children, themselves, should feel that the health program is 

their own, in order that they may have pride in achievement. Perhaps 
the appeal of the nurse to the child is through its egotism, its love of 
sports, or ability to excel, but this will help with his physical develop
ment and the ultimate result will be the same.

The Public Health Nurse is the one who can teach the teacher to 
observe any deviation from the normal. She can bring to the teacher 
new ideas in health education, but she should be sure that these ideas 
are based on sound principles of education. The aim is not to teach 
subject matter, but to change the behavior of the child so that its 
living will be more healthful. Then, too, if the nurse can stimulate 
the teacher to aid in follow-up work, a much greater return can be 
expected from the work of examinations and inspections. It is neces
sary that the nurse cooperate with the teacher so that children who 
need medical care will be given special attention.

In order that the Public Health Nurse may extend her work into 
the community, a committee of representative people should be or
ganized, as a nursing service committee, for the purpose of helping the 
nurse to get her program into the community life as a part and parcel 
of it. This committee should not only believe in the nurse as a person 
or her qualifications as a nurse, but should be able to visualize the 
ultimate results of the work and know the various steps required to 
reach that end.

The nurse should be able to present the program to various groups 
so that it will appeal to their particular interest. For instance, the 
Parent-Teacher Associations conduct a state-wide campaign for the 
Summer Round-Up of the Preschool Child. The interest and 
cooperation of the nurse in this program will make a very strong 
appeal to the Parent-Teacher organization. Likewise, the American 
Legion Child Welfare program has particularly emphasized de
pendent, neglected and orphaned children, and the Lions’ Club special 
interest is that of children with defective vision.

The point would be, in presenting the nursing program to any 
specific group, to make an appeal to that already prepared response by 
the particular organization that the nurse is addressing.

In addition to this, the nurse should use the medium of the press 
for the community education to the Public Health Nursing program. 
The value of this type of education can not be over estimated. The 
daily or weekly newspaper in the rural home is usually read from the 
beginning to the end, and often by every member in the family.
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From this discussion, it seems that in order to have an effective 

health program, a few of the essentials to keep in mind a re : first, the 
nurse’s education and preparation for her chosen work, using her 
nursing skill to render service; second, her knowledge of all agencies, 
institutions and organizations that are operating or interested in the 
health program; third, the knowledge of any prepared response for 
any part of her program; and taking the initiative in meeting and 
selling of her program not only to the organization through which 
she must work, but to her committee which is to help her plan and 
execute her program, and through them to the community at large.

As for results: accurate reporting of work done and corrections 
secured; taking stock of work yearly, using the measuring rod of her 
profession; tabulating cause and effect in cold figures; and being able 
to face this with determination to recognize any degree of failure and 
to locate the cause and remedy the deficiency.



EDITORIAL
A Ten Year Program for Pennsylvania’s Children

What can be done to translate the findings and recommendations 
of the White House Conference into realities?

Perhaps one clue to an answer to this question may be found in 
Pennsylvania’s achievement in formulating a Ten Year Program of 
Child Welfare for the 125,000 dependent, neglected, delinquent, and 
physically and mentally handicapped children in the State.

This program, developed over a two-year period, under the leader
ship of the Child Welfare Division of the Public Charities Association 
of Pennsylvania, represents the efforts of more than a thousand 
persons who participated in 110 local round tables in 38 counties 
representing 85 per cent, of the population of the State. The program 
thus reflects, not the opinions of a small group of experts, but a state
wide consensus of opinion on the part of those who are most con
cerned with child welfare activities in the various sections of the 
State.

The program consists of 116 recommendations, classified accord
ing to their general nature as Fact Finding, Education, or Legislation, 
and relating eleven divisions of the field of child welfare; namely:

I. Fatherless Children: The Mothers’ Assistance Fund
II. Family Aid from Public and Private Agencies

III. Children Away from Hom e: Foster Care in Families and In
stitutions

IV. Children Before the Courts: Juvenile Delinquency
V. Marriage Laws and the Child

VI. The Deserted Family
VII. Children of Unmarried Parents

V III. Crippled Children
IX. Children with Visual Handicaps
X. Children with Mental Handicaps

XI. Hard of Hearing Children
By a happy coincidence, the adoption of Pennsylvania’s Ten Year
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Program by a Statewide Child Welfare Conference followed within 
two weeks after the White House Conference on Child Health and 
Protection, called by President Hoover in Washington.

The specific items of the Ten Year Program are, to a large degree, 
practical applications of the principles enunciated in the Children’s 
Charter and in various reports of the White House Conference.

The Ten Year Program is a demonstration of the possibility of 
long-time statewide social planning in a major field of social work. It 
raises the interesting question as to whether every state does not have 
a need for some organization, public or private, which will assume the 
responsibility for leadership in the planning of welfare programs and 
the development of needed social legislation for the State.

A rthur D u n h a m , 
Secretary, Child Welfare Division, 

Public Charities Association of Pennsylvania,
Philadelphia, Pa.

N o te: A  pamphlet containing the text of the Ten Year Program and a description of how it was developed is being published by the Child Welfare Division, Public Charities Association of Pennsylvania, 311 South Juniper Street, Philadelphia. The pamphlet will be available at a nominal cost.



NEWS NOTES
ANNUAL M EETING OF T H E  AMERICAN ASSOCIATION 

OF H O SPITA L SOCIAL W ORKERS
The annual meeting of the American Association of Hospital 

Social Workers was opened at a luncheon meeting at the University 
Hospitals.

Dr. Richard Cabot opened the meeting with a very brief address 
emphasizing the ideals of service in hospital activity, the integration 
of medical and social treatment and pointed out the professional 
relationship of medicine and social work. He urged the careful 
evaluation of medical social work and stressed again the need for 
clarifying function and emphasizing social treatment.

Following the luncheon the members adjourned to Millard Hall, 
where the annual business meeting was held. Miss Edith Baker, 
president of the Association, presided and gave an excellent annual 
report. She called attention to the dangers in years of depression 
and unemployment when pressure is too great both upon hospitals 
for additional medical care and because of reduced incomes, of relax
ing the quality of professional service. She urged the medical social 
workers to keep clearly in mind the importance of quality of service 
and quality of personnel. She pointed out the facilities now available 
for the education of social workers in the medical field and the in
creasing need for well qualified personnel.

Miss Kate McMahon, educational secretary, presented her report 
giving the program of the past year in the field of education in medi
cal social work. She also announced that she is going to Berkeley, 
California, at the request of the University of California School of 
Social Work to confer on curriculum and course planning there. This 
will make the eleventh center in which such courses are offered.

Miss Beckley presented the annual report of the Executive Secre
tary calling attention to the published reports of the 12 districts and 
the standing and special committees of the Association.

Interesting progress has been made by the Committee on Functions 
in two study projects which are now under way, namely “The Inter-
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relationship of Disease and Social Maladjustment” and “The Social 
Case Method in Institutional Management.”

The Joint Committee on the Publication of a Handbook on Sta
tistics in the Field of Medical Social Service has announced the 
mimeographed preliminary edition on statistics. This is available for 
distribution and it is requested that it be tried out this summer, cor
rections and additions submitted so that the printed edition can be 
issued early in the coming year.

The following officers were elected:—
President, Elizabeth W isner; First Vice-President, Ruth Wad- 

man ; Second Vice-President, Janet Thornton; Third Vice-President, 
Elizabeth Rice; Secretary, Ruth E. Lewis; Treasurer, Elizabeth 
McConnell; Executive Committee, Edith M. Baker and Lena R. 
Waters.

The general program of the meeting this year was planned to offer 
small discussion groups on subjects of primary interest to practicing 
social workers. Therefore the discussion groups planned were led 
by persons qualified in the special fields. The subjects for discussion 
were as follows:—

“The Place of the Hospital Social Worker in a Tuberculosis 
Program.”

“Cooperative Practice in Medical Social Work and Public Health 
Nursing.”

“The Use of the Hamilton Terminology in Medical Social Case 
Work.”

“Methods of Statistical Recording in Medical Social Work.”
“The Development of Resources to Aid in Medical Social 

Planning for Patients from Rural and Unorganized Communities.”
“Social Information in the Medical History.”
“The Social Worker and Hospital Administration.”
Discussions were particularly lively, experience was exchanged 

and general plans and recommendations for continued study on all of 
the subjects were reported.

One of the most significant meetings of the program was the joint 
luncheon with the National Tuberculosis Association at which Miss 
Ida Cannon was the speaker. The importance and significance of 
social treatment in tuberculosis was stressed. The historical review 
of development of social work and its relation to development in the 
care of tuberculous patients was also brought out. The fact that 
only about 6 per cent, of the tuberculosis institutions have social
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workers was reported and the immediate need for development in this 
field of medicine was stressed.

The one large general session of the medical social workers was 
devoted to the discussion of the case awarded first prize in the com
petition of the Association. As has been previously reported there 
has been a competition held annually for the past few years. 
Members of the Association and students in schools of social work are 
eligible to compete. The Association has felt that by pooling practice 
in social recording and in interpretation of social case work through 
record writing, value to the entire membership would result. This 
year the prize has been awarded to the case of Olga Kalisch, sub
mitted by Miss Florence Harvey of the Presbyterian Hospital of 
New York. Honorable mention has been given to five cases, two of 
them student records.

The discussion at the meeting included the case competition com
mittee’s method of evaluation and grading and a general discussion 
of the recording of the case. Honorable mention cases were also 
discussed.

Perhaps the outstanding contribution to the progress of social 
work and health during the past year has been the report of the 
White House Conference on child health and protection. The recom
mendations of this committee are a real challenge to the medical social 
workers of the country and the responsibility for medical social par
ticipation in the child health program is very clear.

Dr. Henry F. Helmholz, Mayo Clinic, Rochester, presented 
a general report of the medical section pointing out the present 
knowledge in the field of child health and the more important next 
steps in making this knowledge effective and useful. He placed a 
responsibility for participation in the general child health program 
upon the medical social workers of the Association.

Miss Ida Cannon read a report on the outstanding results of the 
committee’s investigations and their recommendations. She pointed 
out the need for the intensive development of medical social work 
through better definitions of appropriate activities and also the im
portance of extensive development only when qualified personnel and 
acceptable quality of service are possible. She stated that only about 
8 per cent, of all general hospitals and that less than 50 per cent, of 
the children’s hospitals have departments of social work. She called 
especial attention to the social problems which the small hospital faces 
but for which little or no plan of solution has yet been devised.
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The recommendations of the committee include continued study 

of the general field of medical social work with especial emphasis on 
the contribution of medical social work to the general health of the 
child. Miss Cannon feels that the joint planning of the medical and 
social groups on this committee and the working together has brought 
about a program which is challenging and stimulating to both the 
medical and social work groups.

The Children’s Fund of Michigan has established a cooperative 
plan with Oakland County and created a loan fund whereby persons 
living within the County can borrow, without interest, the necessary 
amount of money to pay for medical, surgical or dental treatment.

A recent issue of “Nosokomeion,” the international quarterly 
hospital review, was devoted entirely to nurses in the hospital field.

The 11th International Course for Public Health Nurses and the 
7th International Course for Nurse Administrators and Teachers in 
Schools of Nursing were attended by 14 students from 11 countries.

The League of Red Cross Societies reports that since the in
auguration (14 months ago) of the Red Cross aid service in the 
Tourani (Belgium) region the motor ambulance has been called out 
333 times.

The Norwegian Red Cross has made an agreement with the Nor
wegian Air Club with a view to the development of an air ambulance 
service.

The Big Brother and Big Sister Federation of Chicago has been 
granted funds by the Payne Fund for the purpose of making a study 
of child delinquency.

The Children’s Bureau of Italy has adopted the policy of home or 
foster-home care for children who heretofore have been cared for in 
charitable institutions. Funds will be provided by the Bureau and 
given to parents, foster-home or institution as the case may be.

For the first time in the history of public health education televi-
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sion was utilized by Dr. Wynne, Commissioner of Health, New York 
City, in a series of weekly broadcasts over Station WGBS during the 
month of June.

Among states with a 1930 population of over 5,000,000, Illinois 
experienced the lowest death rate reported last year.

Incidental to the Study of Homeless Men being made by the 
Welfare Council of New York City, in cooperation with other public 
and private agencies, 1,000 men who slept at the Municipal Lodging 
House from June 15-25 were given a complete scientific physical 
examination. The findings will no doubt shed a new light on the 
problem of unemployment and the “unemployable.”

Instead of nursing patients by the day, the Oakland (Cal.) Nurs
ing Association is trying out the hourly nursing service. Persons of 
moderate means may secure nurses for the time they are needed in 
the home to carry out the doctor’s orders. Since the plan was initiated 
there has been 47 per cent, increase in the number of calls for 
nurses.—The Link.

The Social Welfare Department of the New York State Depart
ment of Health broadcasted a series of weekly talks during the month 
of June on health and social work over WOKO, Albany, N. Y.

The Victorian Council for Mental Hygiene is the name of a new 
organization.

According to a United States Public Health Service report the 
rate of persons under care in State hospitals for the insane has in
creased during the period from 1880 to 1930 from 81 to more than 
220 for each 100,000 of the general population.

,A recent issue of Health News reports that there are 527 typhoid 
carriers recorded by the New York State Department of Health. In 
up-state New York, exclusion of state institutions, 244; in state insti
tutions, 25; in New York City, 258.

The Connecticut State Department of Health conducted a Mental
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Hygiene Institute at the Hartford Seminary Foundation, Hartford, 
June 29-July 18.

Miss Caroline Gordon, a member of the stall of the Massachusetts 
Society for Mental Hygiene, has been appointed to fill the newly 
created position of Executive Secretary of the Society.

Conduct and behavior problems, which frequently are involved in 
upsetting the home, are many times direct health problems and call 
for the attention of the physician or surgeon rather than the judge or 
the law enforcement officer.—Med. Times & L. I. Med. Jour.

The “Empress of Britain,” new 42,500-ton flagship of the Cana
dian Pacific Line, carries below decks a modern hospital and medical 
clinic, complete in equipment even to hydro-therapy and dental sur
gery and capable of meeting the medical emergencies of the 1,500 
passengers and crew. The laboratory and case record equipment 
have been installed with the thought of eventually building up enough 
clinical material for study of marine complications of such ordinary 
disorders as are the routine of medical practice among travellers. 
The nursing personnel are veterans of the Atlantic Service.

For 20 years prior to 1930 the economic loss caused by diphtheria 
in New York City amounted to $127,712,000 and about 20,000 chil
dren died of the disease.—Better Times.

The New York City Welfare Council will take over the publica
tion of Better Times October 1st.

The new American pavilion in the Athens Tuberculosis Hospital 
is now open. The pavilion, which accommodates 30 children, is a gift 
of the Near East Relief.

The New York City Department of Health has a limited supply 
of convalescents’ serum for the treatment of early cases of poliomy
elitis.

Health News reports that during the year 1930 the deaths of 27 
centenarians (12 men and 15 women) were recorded in New York
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State, exclusive of New York City. The ages as given in the death 
certificates ranged from 100 to 112 years.

The Division of Social Hygiene of the New York State Depart
ment of Health has prepared two new social hygiene circulars for the 
use of physicians and to assist them in giving instructions to patients 
suffering from syphilis, chancroid or gonorrhea. Copies may be ob
tained from Dr. Albert Pfeiffer, Director, Division of Social Hygiene.

The National Committee for Mental Hygiene has prepared a list 
of pamphlets of special interest to teachers.

The Second World Conference of the International Society for 
Crippled Children was held at The Hague in June.

BOOK REVIEW
Crippled Children—Their Treatment and Orthopedic Nursing. 

By Earl D. McBride, B.S., M.D., F.A.C.S. St. Louis: C. V. Mosby 
Co., 1931. 262 pp.

This book contains a most inspiring and stimulating text. It is 
sufficiently accurate in detail for the professional worker and ade
quately clear and dependable for the lay person. We frequently hear 
the surgeon remark that the average nurse does not understand the 
service required for orthopedic cases. Granting that this is true, this 
book is especially strong in creating what the writer calls “the ortho
pedic attitude” so essential in the care of crippled children. Every 
phase of orthopedic work from the service in the operating room to 
the convalescent after-care of the various types of crippled children 
is described and outlined in a very comprehensive language and the 
many very graphic illustrations make the book of even more value. 
The chapter on “Physical Therapy” was a little disappointing, for 
with the exception of its value in defining the various types of physi
cal therapy it was a little misleading since outside the emphasis given 
to electro-therapy by some doctors in their practice, the great majority 
of physiotherapists are not using much electro-therapy in the treat
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ment of children. The book, however, has been compiled, I feel sure, 
with a very excellent motive, which is to enlighten and make clear the 
service of orthopedic nursing in the care of crippled children. It will 
be of utmost value to the visiting nurse or any other nurse, who even 
after graduation decides to specialize in orthopedics, but who feels 
that her practice or experience in the special service has been limited.

Martha E. Lewis.

Talks on Tuberculosis. By John B. Hawes, 2nd, M.D. Boston: 
Houghton Mifflin Co., 1931. 179 pp. Price $2.00.

The present volume is an outgrowth of a book first published 
about 15 years ago and entitled “Consumption: What It Is and What 
to Do About It.” The author indicates that he has a fine understand
ing of the reactions of tuberculous patients and their friends, besides 
presenting his material in a popular and interesting style. Among 
some of the topics dealt with a re : symptoms of tuberculosis; advan
tages and disadvantages of home treatment; treatment in a local sana- 
tarium; should a patient go west for treatment; diet; occupational 
therapy; surgical treatment of tuberculosis; tuberculosis in childhood, 
etc.

The presentation throughout is much in the nature of a personal 
chat with patients and their friends. This method of approach tends 
to heighten the popular appeal; nevertheless, the material is handled 
with scientific accuracy and may well be used by patients, whether 
they are under institutional or home care.

Health Public and Personal. By Ralph E. Blount. New Y ork: 
Allyn and Bacon, 1930. 338 pp.

This is a well prepared volume intended primarily for high school 
students and evidently written by one who understands the proper 
approach to the minds of young people of high school age. This text
book covers such topics as the body at work, the treatment of disease, 
digestion, the blood circulation, the lungs, the kidneys, communicable 
diseases, first aid, the government and health, etc.

The volume is profusely illustrated with good pictures, charts and 
drawings, and has much to commend it from the point of view of 
simplicity of language and attractiveness of set-up.
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NEW PUBLICATIONS
Pennsylvania’s Ten Year Program for Children, 1930-1940. Pub

lished by the Child Welfare Division, Public Charities Association of 
Pennsylvania.

This booklet tells the story of how the child welfare forces of 
Pennsylvania, under the leadership of the Child Welfare Division of 
the Public Charities Association of Pennsylvania, have developed a 
Ten Year Program covering 11 divisions of the field of children’s 
work. A chart supplement to the pamphlet gives the complete text 
of the Program, with its 116 recommendations. Copies may be ob
tained from the Association. 35 cents the copy.

Tuberculosis Sanatorium Directory. This directory was compiled 
and issued by the National Tuberculosis Association. It contains 
very complete information regarding sanatoria, hospitals, day camps 
and preventoria for the treatment of tuberculosis in the United States. 
Public health officials, physicians, social workers and others engaged 
in public health work will find this directory invaluable.

Public Social Service. Published by the National Council of So
cial Service, London.

This handbook contains a wealth of information regarding the 
various services provided for people in need of any form of social 
aid. I t was prepared for government officials, members of statutory 
or volunteer committees, social workers and others interested in pub
lic social service.

“In the Teens.” Published by the John Hancock Life Insurance 
Company, Boston, Mass.

This leaflet was prepared and published as the Company’s part in 
the annual “Early Diagnosis” campaign conducted by the National 
Tuberculosis Association. It tells briefly why boys and girls in this 
age group should receive special care and medical supervision.
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ABSTRACTS
“Why Blame the Mendicant?” J. R. Jewel. The Cripple Child 

(reprinted from The Cripple) 1931; V III, 155.
The author relates a story of a chance meeting with a crippled 

tramp who dexterously assisted him in changing a refractory motor 
tire. The man asked for a lift to the next town and during the ride 
divulged the fact that he was an expert tire repairman who lost his 
leg and his job because of his disability. Rehabilitation was explained 
and a meeting place was arranged. The tramp did not keep the 
appointment. Three evenings later the would-be friend found Jerry, 
ragged and forlorn gathering a harvest of coins in front of a motion 
picture house. After the show the author cornered the tramp and 
explained that for three days he had been vainly trying to interest 
people in staking another cripple to an artificial leg and a job. Offers 
of temporary assistance were readily obtained but the idea of re
habilitation and a job did not take. Smarting under failure the author 
asked the tramp how he came to beg and how much he had made in 
the past three days. In Jerry’s own words—“After I got smashed 
I looked for an hones’ job fer a year but I get no chance. I started 
dopin’ for me beans. The Jack comes so dead easy I keeps it up. 
The saps er goin’ ta kick in ta somebody. Why not me ? An’ brother, 
me emotional mug sure brings the answer. I ownes me home in 
Dallas, flop six months a year and loafs the rest. I got no pride and I 
don’t want no vocational trainin’. The last freight goes west ’bout 
midnight and with it goes little Jerry and a hundred and forty bucks 
of this burg’s coin. So long.” The tramp turned away, then 
awkwardly holding out his hand said huskily, “Say, Bozo, hope you 
finds the poor guy a job ’for he gets on the flop maybe this’ll help.” 
He gave the author two five dollar bills and slipped into the night. 
The author draws attention to the fact that in certain provinces of 
China the permanently disabled are beheaded. In America disabled 
persons are walled in a narrow world by employment prejudice and 
ignorance. The Chinese mercifully take their lives. We gradually 
crush and kill their souls. The results are similar. The difference is 
in technique.
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“Preventive Medicine in Private Practice.” W. C. C. Cole. Amer. 

Jour. Pub. Health, 1931; XXI, 255.
The author discusses preventive medicine from the point of view 

of the practicing physician and considers the relationship between 
health officer and physician in regard to the subject. The chief differ
ence between the medical man and the health officer is that the physi
cian deals with the individual while the health officer deals with the 
group. The medical profession as a whole accepts public health 
work and approves of it as a distinct benefit to the public in general. 
A certain group however consider it an encroachment upon the prac
titioners’ field and fear loss of practice and income. State medicine 
is also feared. The author points out that properly conducted public 
health work should not be confused with State medicine. However, 
he concedes that in some localities conditions warrant suspicion. 
Thinking and progressive medical men do not fear State medicine. 
They realize it is obviously necessary that some scheme be worked 
out to extend adequate medical service to every member of the com
munity and to adjust the present economic imbalance between income 
and cost of medical care. Physicians are anxious for such a plan but 
do not wish to have socialized medicine with all the dangers which 
have been apparent where State medicine has been tried. Extreme 
conservatism must be employed in making vital changes. The physi
cian is just as anxious to extend medical service and health knowledge 
as the public health worker. The physician is an individualist. The 
health officer depends upon the group and unfortunately often is de
pendent upon his ability as a diplomat and politician to keep his job. 
There is a tendency in some instances to make a good showing rather 
than to do the most work where it will do the most good. Preventive 
medicine is not a new idea but the present-day conception and applica
tion of it have changed. The author discusses briefly the relationship 
between the health worker and the physician to the two phases of 
preventive work, e.g., routine prophylactic examinations, and im
munization against contagious diseases. The general principles in
volved are the same as in other branches of preventive work. The 
author feels that a benefit redounds to the physician when a well- 
conducted prophylactic clinic is established in the community. People 
the physician desires as patients will not as a rule attend a free clinic, 
but every patient who is well cared for at the clinic will be the cause 
of several people going to a private physician. The better and more 
completely the public health clinic in the neighborhood is conducted
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and the more interest the physician shows in its success, the better 
educated in health matters the members of the community become the 
greater the physician’s success. Where infant welfare stations 
flourish there pediatricians flourish also. This principle applies to 
other branches of preventive medicine. The author shows a rare un
derstanding of the barrier of doubt which has arisen between public 
health clinics and private practitioners and discusses the subject in an 
unbiased manner. He also endorses an extension of public health 
work and sees no reason for distrust if the clinics are conducted ac
cording to rule and wider medical supervision. Preventive medicine 
in private practice as well as in public health work is more important 
than curative medicine.

“Hazards in Commercial Health Advertising.” I. Galdstone. Jour. 
Soc. Hyg., 1931; XVII, 157.

The author draws attention to the adroit manner in which health 
is being capitalized by commercial advertisers and classifies the com
mercial organizations conducting or liable to conduct health advertise
ments under four different heads. There are, first, those 
organizations in whose primary interest it is to keep people well and 
alive. Practically this should interest all business organizations 
excepting, as the author remarks, morticians, tombstone makers, etc. 
Factually, however, only the life insurance companies figure promi
nently under this heading. These methods employed by the insurance 
companies have been acceptable to critical scientists and health admin
istrators. The second group of commercial health advertisers include 
all those advertising foods, beverages, household goods, clothing, etc. 
Unlike the insurance companies these advertisers are not directly inter
ested in the promotion of health and prevention of premature death. 
They are interested in selling their product and use the health motive 
as a sale’s appeal. This class of so-called health promoters is apt to 
over-estimate the health value of their product and distort health 
facts. The third group consists of advertisers who make false claims 
for their wares, such as cosmetics, toothpaste, soaps, hair tonics, skin 
food, wrinkle removers, etc., etc. These advertisements have a grave 
tendency to mislead and deceive. The fourth group is made up of 
those advertising nostrums and quacks. Legitimate business is hurt 
by the quacks and the charlatan and an honest war could be waged 
against these parasites were the good-will of the honest commercial 
advertisers enlisted by medical and public health organizations. Ad
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vertisers recognize the importance of emphasizing the health value of 
their products. In order to safeguard the public advertisements of 
wares claiming to protect and promote health should be endorsed by a 
recognized medical society. This endorsement would protect the 
public and react favorably on the advertisers. In New York City the 
the Academy of Medicine in cooperation with the County Medical 
Society has created a Medical Information Bureau for the purpose of 
assisting advertisers, advertising agencies and newspapers in their 
effort to make an honest appeal to the health thoughts of the public. 
The American Medical Association recently established a comparable 
service. It now certifies certain foods and other products which meet 
the standard on composition and advertisement. The author appre
ciates the opportunity of bringing health facts and health advice 
before the. public through the medium of advertising, but warns 
against the danger of misleading statements and false claims.

“A Patient Enters the Hospital Drama.” A. Patient. Mod. 
Hosp., 1931; XXXVI, 65.

Everyone who has to do with hospitals should read this illuminat
ing account of the thoughts and reactions of a chronic patient who, 
before he began his long and to him harrowing hospital experience, 
was a professional man. An editorial note vouches for the fact that 
article was written for the sole purpose of improving certain aspects 
of hospitalization practice. The author describes his admission to the 
ward and one shares his bewilderment, anxieties and fears as he is cut 
off from his every-day world. We sense his resentment as every 
vestige of individuality is stripped away; we hear the perfunctory 
answers to his questions; we sense his loneliness, the difficulty of his 
adjustment to his physical surroundings, the ghastly monotony and 
the complete isolation this patient feels as he is cut off from all he has 
heretofore considered normal. As the author recounts his experience 
one is struck with his sincerity and lack of malice. He tells facts as 
they appear to him and as they undoubtedly would appear to many of 
us were we placed in a similar position. Everything of which this 
patient complains would be remedied if every superintendent, every 
doctor and every nurse were compelled to go through routine admis
sion to the ward and spend a week in the hospital as a ward patient.
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