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I suppose an attempt to speak from the points of view of both 
superintendent and hospital social worker may well result in neither 
being satisfied. From the point of view of a former superintendent 
speaking to the social worker, I would say that the superintendent is 
entitled to a certain amount of sympathy if not understanding from 
the social worker. Social workers should consider the position and 
condition of the superintendent. In the first place he is isolated, away 
from the daily human and exciting contacts of the hospital, usually 
confined to a room with a desk and a telephone and is subject to 
criticism and complaints from the members of the professional staff 
and the board of directors, composed of business men whose atten
tion is well directed to any red items on the monthly financial reports. 
He is daily importuned by friends, friends of aldermen and cousins 
of directors who, wish a particular room or other special service. He 
must learn to say “No” so that it means “No,” but sounds exactly like 
“Yes.”

Consider the situation of a man who must not only deal with the 
demands of nurses, doctors and social workers, but also of the en
gineer and whatever corresponds to the janitor, one of the great 
bogies of modern life. When you consider these, doesn’t it stir in any 
normal human breast the desire always to be kind and considerate 
towards the superintendent? I speak in this way because I know 
how it feels and I can assure you that a great gush of gratitude will 
well up when the kind of consideration I suggest is exercised. The 
superintendent has a very difficult and responsible job, a job of 
coordination, a sort of job which is particularly difficult in the hospital
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because of the very diverse professional groups to be dealt with. He 
has also the problem of finances, sometimes the money to be raised— 
but always he has to be very careful how it is spent. The hospital 
medical staff, for instance, have many projects for spending the 
hospital’s money, things which are desirable in themselves but to 
which the superintendent must say “No” if he is to preserve his offi
cial life for a period of more than a few months. As a superintend
ent he has to refuse demands for money for projects which may be 
perfectly reasonable in themselves, because spending of the money 
would lead to financial disaster.

To appreciate the difficult nature of the superintendent’s job, con
sider that he is not only, on the financial side, called on to make a 
large quantity of bricks from a small quantity of straw, but his posi
tion of isolation in a room, with only a desk and a telephone, shuts 
him off from more intimate contact with the work of the hospital and 
makes it harder for him to be sympathetically appreciative of what is 
going on. I mention that because I want to assure you from contacts 
with many superintendents that the characteristic of being hard-boiled 
is not necessarily a congenital defect of superintendents, but is a 
necessity of the position. I have dwelt on this characteristic because 
I know that the subject is often discussed in medical social service 
circles as to which of the various divisions of the staff is the hardest 
boiled—pediatrician, internist, surgeon, ophthalmologist, superin
tendent—is this the order? There is a feeling among social workers 
that their petitions are somewhat less considered by the superintend
ents than those of the doctors and other members of the hospital 
staff. I shall not here give the answer to my questions as I know it 
from secret meetings of medical social workers,- which are never 
divulged.

I merely raise the question before turning to the other side, the 
understanding of the social worker by the superintendent. May I 
now address the superintendents and ask from them that degree of 
charity towards others which I just have been asking for them. One 
of the essential points is to regard the social worker as an integral 
part of the hospital or out-patient service. It is important to conceive 
of social service, not in terms of a kind of charitable relief, but as a 
form of medical service, a phase of hospital care. Superintendents 
sometimes fail to appreciate its usefulness, because they do not quite 
see why, with all the relief agencies there are, the hospital should be 
loaded with this service. They do not see that medical social service
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is necessary for really effective treatment of the patient; that medical 
service to the patient is not completed when the patient is able to sit 
up in bed or to be sent out of the building. Medical care in the home 
or in a convalescent institution is often necessary to prevent the suc
cessive re-admissions Mr. Seltzer mentioned, the wasteful repetition 
of a job which should have been completed at the previous period of 
hospital care.

Sometimes too, there is not a clear division of function between 
the medical social worker and the physician, and this is the cause of 
misunderstandings which the superintendent has to try to straighten 
out. In instances, such as Mr. Seltzer mentioned, case-work in a 
syphilis clinic, for example, the outstanding problem is continued 
treatment of the disease which is necessary if the initial treatments are 
to be worth while. Then, there is the family case, where the initial 
patient is the man or the wife, and the other partner and possibly the 
whole family should be brought in for examination. This is primarily 
a problem of education, and it is the responsibility of the physician. 
There is a tendency in some places to introduce the social worker to 
the clinic in such a way that the medical staff will feel that this 
educational work is the job of the social worker. The example of the 
best syphilis clinics in the country has shown that nothing is so ef
fective as the direct word of the physician in explaining to the patient 
the nature of the disease, the importance of treatment and further 
conditions implied by the circumstances of the individual case. What 
the social worker can do is to supplement the work of the doctor. 
First, she can help the patient to understand how to carry out the 
instructions of the doctor, she can counteract fear or shyness of the 
doctor, so that the patient will ask questions; she can explain medical 
terms or a point not clearly understood. However, the social worker 
should be careful not to take away the essential responsibility of the 
attending physician, the responsibility for seeing the patient’s treat
ment through. This is his legal and moral responsibility. It is the 
function of the head of the institution to see that the physician has 
time to do these personal educational services for the patient. It is the 
responsibility of the head of the medical staff to see that if the physi
cian in the syphilis clinic is not the kind who will give this sort of 
care, that he is not put or kept on this job. I mention this merely as a 
counsel of wisdom and perfection.

There is a feeling on the part of some superintendents that social 
workers are of such a slightly boiled consistency that if they were
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the ones to decide how much the patient can pay, they would let many 
patients get by at an unnecessarily low rate. Experience has indicated 
that a sound judgment as to what people will actually pay rather than 
what they say they can pay will save a lot of subsequent trouble and 
many uncollected bills. Such good judgment, of course, goes along 
with the great tact, the almost infinite wisdom and other things which 
naturally follow training at a proper school of social work!

Then there is the question of whether the people at the admission 
desk should be directly under the superintendent or under the social 
service department. This does not seem very important to me, pro
vided it is recognized throughout the institution that there is a unifica
tion of all responsibility in the superintendent. There is ample evi
dence from many hospitals that people with this social training can 
establish the facts about people’s ability to pay, and aid, not bankrupt 
the institution. At the Mayo Clinic, in determining what patients 
shall pay, they use men who have been trained as credit men in 
business offices. However, their problem is probably quite different 
from that of any hospital in New York City.

. There is a certain feeling on the part of some social workers that 
the touching of the almighty dollar is not in keeping with the preserva
tion of the purity of social service. Are financial questions concerning 
patients in harmony with the religious tenets of social case-work? 
Obviously you cannot fairly demand of the social worker who inter
views patients in order to make recommendations on the financial side, 
that she see so many patients that only the most perfunctory questions 
can be asked. Under such conditions no person can perform the 
functions of a social worker effectively. You cannot deal with slow 
minded persons in a hurry and do it adequately. It does not matter 
what you are called or what your position is, you cannot act in a 
hurry and nevertheless deal wisely and effectively with the average 
person who comes to the hospital or clinic in a somewhat frightened 
condition, and in anxiety, financial or physical. The wise superin
tendent will see that a person trained in social work will not be placed 
in any position where the conditions under which she is expected to 
deliver the goods are such that she cannot do it. It is neither wise nor 
economical that a person with such training should be placed in a 
position where that training cannot be effectively used. ,

One of the difficulties is that social service has been in the hospital 
only for a matter of 25 years and it has often been introduced in a 
somewhat extraneous manner, through the kind disposition of a
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group of people who wished to have a somewhat fashionable form of 
charity in their favorite hospital; or it was the offspring of a particu
lar physician who secured the money from his wealthy and grateful 
patients. When it is introduced from the outside, there is a tendency 
to regard it as an outside thing, not as an extension of hospital 
facilities. Without it the hospital administers emergency relief, as the 
patient comes in in an acute condition of illness, is treated merely for 
that and goes out without consideration of his whole situation. The 
introduction of the social worker into the hospital as an assistant to 
the physician puts upon the hospital the enlarged responsibility of 
seeing treatment through. This responsibility is fully appreciated by 
those medical men who realize .that merely temporary treatment of, 
for instance, an acute heart condition is hardly worth while if the 
patient is to go back to living on the fourth floor and washing dishes. 
This important responsibility formerly fell upon the patient’s family 
physician; it is a form of charitable relief which is now loaded 
onto the hospital.

Social service is blamed sometimes because it requires money; 
money which must be raised by the same particular people who secure 
the funds for other hospital expenses. This social service expense, 
however, really is a transfer of a group of expenses which were 
formerly diffused throughout the community, to a particular institu
tion, the hospital. It may be hard to convince the community of the 
importance that this work be undertaken by the hospital and the out
patient department. Concrete examples help: the heart cases, or the 
syphilis patient, who would end in a hospital for the insane, operated 
by the State, if not cared for effectively in the earlier stages of his 
disease; while if he is permanently cured, a heavy burden of institu
tional care is taken off the shoulders of the taxpayers. It is necessary 
to convince the proper people that it is worth while to make the trans
fer of diffused and indefinite community responsibilities to the defi
nite services of hospital social work. This demonstration requires 
careful assembling and dramatic presentation of the facts which 
show what happens when you do or do not do certain things. Re
member, that if you are furnishing these facts to the superintendent, 
he is also called upon to absorb facts from many other departments, 
and his digestive capacity for facts must be taken into consideration. 
It is his place to make these facts effective, when brought before the 
community in an effort to raise funds to enable the work to be carried 
on and developed. Help him all you can!



May I say in conclusion how much I appreciate the opportunity 
of speaking to a group of this kind and how fortunate you are to 
have this joint organization where you have a chance to come to a 
mutual understanding. All of my pleas here on behalf of superin
tendents remind me of the case of the man who grew up and got 
married and had three children. His wife died. He met a woman 
who had three children, whose husband was dead, and the two got 
married and had three children. They all moved into a house in the 
country and when their neighbors heard considerable noise, they 
would not go near the house but would tell any stranger who inquired 
what the noise might be that “his’n and her’n were fighting with 
their’n.” A hospital staff is somewhat like the various kinds of 
children—some in a youthful condition, some in older condition, a 
difficult family for anyone to manage.
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Hospital Social Service is one thing in one place and another 
thing in another—due to the variety of auspices under which it has 
been introduced and developed. The factor which appears to deter
mine the nature of its development is whether or not it is integrated 
with the medical service. If it is not so integrated, it develops along 
the path of doing things for the patient and the patient’s family, 
which may or may not be advised by a physician; emergency relief, 
discovering family social maladjustments, and treating them or re
ferring them to family welfare agencies, convalescent care, fresh air 
work and the like; or administrative duties, such as admissions, 
family histories, fee fixing and collections.

Under the most unfavorable conditions, however, the doctors 
sooner or later come in contact with the social workers, and begin to 
see the value of their work in the treatment of patients. This has 
been hastened by the relatively recent concern in end results which 
require bringing the patient back to the institution for check-up, or 
further treatment, and the equally recent development in out-patient 
care in which pride in the number of treatments has given place to 
concern that each patient shall be treated until his condition is im
proved. In this attempt to keep patients under treatment, no device 
has been discovered to equal the personal follow-up of the social 
worker; and the physicians have been quick to realize this.

Once contact is established between the physician and the social 
worker, who knows the patient and the patient’s home, the value of 
this knowledge is quickly recognized and used by the physician; in 
diagnosing physical ailments, in determining possible treatment, in

* Address before the meeting of the Medical Social Service of the Welfare
Council of New York City, March 1931.
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explaining to the patient the nature and importance of the treatment 
prescribed, and in seeing that the treatment is carried out—at home or 
in the dispensary.

Once the physicians have learned this lesson, the demand for the 
service grows, and the social service department is overwhelmed with 
requests for the extension of the service. When this happens, the 
auxiliary functions, as they might be called, assume their natural 
secondary position, and the social service department becomes pri
marily an instrument for the diagnosis and treatment of physical ail
ments. The fact that the whole man has often to be treated, in his 
personal, family and social relationships, if the physical ailment is to 
be cured, is not an idea grafted on to medical treatment by social 
workers, but is of the very essence of modern medical science, and is 
championed by our medical leaders.

Now, just where is this development to stop? I hear of one 
medical center putting a limit on the social service budget fixed by a 
percentage of the total expense budget of the institution. I hear of a 
leader of one of the national medical associations trying to say how 
many social workers there should be for hospitals of different sizes. 
And, finally, I hear of a hospital cutting down its social service staff 
because of the need of money for new buildings and funds with 
which to maintain them.

I am reminded of a hospital round table where the question was 
discussed: “How to keep our hospital beds full.” While that was 
years ago, there continues to be more interest in hospital buildings 
and percentages of occupancy than in the cure and prevention of 
disease in individuals and communities. Perhaps I should say, rather, 
that preventive medicine and public health are making slow progress 
in the minds and programs of hospital executives and trustees. We 
shall have taken a great step forward when we find hospitals dis
cussing how they can keep their beds empty, which is to say, how 
many patients can be restored to health without coming to the hori
zontal position.

Vast as the progress has been in out-patient departments, I have 
yet to hear of a hospital, when considering a building program, be
ginning with its dispensary, providing all the space, equipment, and 
staff necessary for what is now known to be essential for the treat
ment of ambulatory patients, and the prevention o.f disease through 
physical examinations and instruction; and leaving to last the question



of how many hospital beds will be necessary to complete such a pro
gram.

In the hospital with which I have been connected, we had in our 
Social Service Department, in addition to the director, historian and 
two clerks, three workers for the obstetric department and six for the 
pediatric department. Every one of them was added at the specific 
instigation of the medical staff; and the chief of the pediatric out
patient service told me recently that there were at least three clinics 
being conducted without social workers, which without them are a 
joke.

Yet the trustees are probably criticized, and I know that the ad
ministration and the department are, because there are so many 
social workers.

Which is more important in an obstetric service, the number of 
women who are delivered or the number of women and infants who 
survive? The obstetricians tell us that the greatest advance in obste
trics in the last ten years has come through the prenatal clinics and 
instruction in the homes and in classes.

And when these babies are safely born, which is more important 
to maintain hospital beds against their serious illnesses, and clinics for 
their minor ailments, or clinics to keep them well, with instruction in 
home and class by social service workers?

What are the vital problems in children’s cardiac clinics? Any 
doctor will tell you that what he can do for these children in the 
clinic is little beside what can be done for them in their homes. And 
he will tell you, further, that in the search for a cure for this baffling 
disease, his hands are tied without the knowledge and patient 
follow-up of the trained social worker.

The Director of the Pediatric Service has told me that perhaps the 
most important of all clinics is the Behavior Clinic, because of the far- 
reaching effect of maladjustments of childhood on life-long health 
and stability. Ask a psychiatrist how far he can get in such a clinic 
without a social worker.

Why is it that so many of these clinics—prenatal, baby health, 
pre-school, behavior—are started outside the hospital? Well, one 
reason is that—being new—they are relatively easy to. get money for. 
Another is that hospitals have such a time getting money for their 
existing deficits, that they are not looking around for more worlds to 
conquer. A more fundamental reason, however, is that big buildings
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and busy beds are more easily seen, and—once seen—are apt to fill 
the eye to the exclusion of all else.

Here is a challenge to those, inside and outside of hospitals, who 
have seen the vision of preventive medicine and public health. I do 
not know just how the iron circle of custom is going to be broken 
through; but it has got to be done. For years, it did not make any 
difference how many hospital beds were built, because they never 
caught up to the population and the increasing use; but we are ap
proaching a time when progress in public health will check the grow
ing demand, and hospitals should not only anticipate this but jump in 
to hasten its consummation.

One would expect, in the development of preventive medicine, to 
find the medical schools leading. I am not familiar with what these 
schools are teaching, but I have examined the buildings and plans of 
several teaching centers, and under conditions where medical educa
tion dictated the hospital plans, and I have not found the physical 
signs of adequate provision for preventive medicine in the out-patient 
departments. I am glad to say that I had not examined the plans 
of the New York Hospital-Cornell Medical Center at the time I 
wrote that sentence. I do not know much about them yet; but I do 
know that the Director (Dr. Robinson) has a clear idea and a high 
ideal for social service, not only in relation to, clinical and preventive 
medicine, but in relation to medical education.

I have also observed for some years the internes who come to us 
from medical schools all over the country, after a year of general 
interneship, and I do not find reflected in their minds a vital interest 
in preventive medicine. Through the children’s wards of the hospital 
with which I have been connected, there pass each year two or three 
hundred so-called normal dependent infants on their way to foster 
home care. Each new set of internes has to be educated to the clinical 
value of this material. They come to the hospital to observe and 
treat abnormal conditions and are impatient of these children who are 
not sick, though they find diagnoses for most of them. Certain of 
these same men, when graduated, and given charge of the medical 
supervision of these “well children” in foster homes admit that they 
learn more that is useful for private practice in the care of these 
children than they did in the hospital. I make this point merely to 
indicate that I do not find in it any reason why the new teaching 
centers should not lead us in the development of adequate out-patient 
preventive treatment and instruction.
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Now, what has all this to do with social service? A physician 
told me the other day that every year what is done for the patient in 
the clinic seems to become less important than what is done after he 
leaves the clinic. If that does not spell social service, what does it 
spell ?

I heard Dr. John Osborne Polak read a paper last year in which 
he stressed the importance in diagnosis of the physical examination 
and the personal history, and referred to our elaborate laboratory and 
X-ray tests as confirmatory evidence. Who is it that has the time 
and the training to obtain from patients—some scared, some ignorant, 
some foreign—a true personal history ?

And in the realm of preventive medicine, where interpretation and 
instruction and demonstration play so vital a part, how can we meet 
our opportunities without the social worker ?

The first social worker in the hospital already referred to was em
ployed at the request of, and paid for with funds raised by, the Di
rector of the Obstetrical Service, for the prenatal clinic. The second 
one was employed at the request of the Director of the Pediatric 
Service, and paid for by the medical school in the research budget.

Whether for adequate preparation, convalescence and end results 
in ward patients, for diagnosis and treatment in dispensary patients, 
for preventive medical treatment, or for clinical research, hospital 
social service is as vital a factor as hospital nursing service is in the 
treatment of bed patients.



UNDERSTANDING THE ADOLESCENT
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The gray-haired philosopher regretfully and sadly remarked to the 
young cynic, “Things are not as they used to be.” And the young 
cynic eagerly and gladly remarked to the gray-haired philosopher, 
“No, they never were.” This represents in brief the situation of the 
age-old conflict between any two consecutive generations.

The cycle of moral development appears to be one of generation, 
degeneration and regeneration. Infancy and childhood are building 
up in terms of social patterns; adolescence and early maturity are 
struggling against rigid mores; middle age and senility are protesting, 
demanding, even when regretting the necessity for the modification 
of their ancient laws, regulations and patterns of behavior.

The relation between the period of degeneration and of regenera
tion is always of interest and it seems ever to be of importance. To 
each age it presents its peculiar form and structure and its special 
mode of expression. A brief historical resume will reveal the recogni
tion of this conflict and indicate how correct the young cynic was 
when he answered, “No, they never were.”

A great conflict in viewpoint was manifest in Athens 2500 years 
ago. The Archon Draco (621 B.C.) had established a death penalty 
for rape and seduction, as well as for adultery, but he was followed 
by Solon who legally established prostitution. This was a classic 
conflict of civic ideals in two administrations, representing changes in 
the mores and variations in moral standards. To denounce and then 
to accept legally involves a shift in moral viewpoint. Man changes 
his institutions and is changed by them—but how deeply is he 
changed?

John Locke commented, “Men I think have been much the same 
for natural endowments in all times.” This viewpoint was further 
developed by Buckle, who stated, “Whatever, therefore, the moral
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and intellectual progress of man may be, it resolves itself not into a 
progress of natural capacity, but into a progress, if I may say so, of 
opportunity; that is, an improvement in the circumstances in which 
that capacity after birth comes into play.” In support of this doctrine 
he stresses the contrast between the stationary aspect of moral truth 
and the progressive aspect of intellectual truth. His view is supported 
by Sir James Mackintosh: “Morality admits no discoveries. . . . 
The fact is evident that not improvements have been made in practical 
morality.”

This viewpoint has not always been accepted. Lecky, for example, 
maintained, “It is quite certain that morals exhibit as constant de
velopment as intellect, and it is probable that this development has 
exercised as important an influence upon society.” He recognized, 
however, that the moral changes have been due more to emotional 
quickening than to intellectual judgments. This being true it is obvi
ous that the changing intellectual growth, for some reason called 
civilization, would not be markedly effective in shifting the morals of 
generations if such generations were exposed to a different series of 
emotional stimuli. And are they not all subject to differently gener
ated emotional stimuli? Tylor, in “Primitive Culture,” regarded 
morality as “an essential variable, progressive, perfectible; that is a 
reflex of wants, of usages and of circumstances. What is good here 
is bad elsewhere—as to take care of one’s infirm parent or bury him 
alive.” For him, “Morality or ethics signifies the act of conforming 
to the manners of society to which we belong. There are no two 
races in the world which have exactly the same code of morality, but 
each has its own which is sanctioned by public opinion.” One may 
go further than this by saying that different generations possess their 
own sanctioned codes just as markedly as do different races. And it 
is because of these fluctuations in sanctions and the conditions giving 
rise to them that creates many of the annoying differences constantly 
revealed between the older and the younger generations.

Theophrastus, writing on “Impertinence,” in approximately 
343 B.C., describes the man who, “When he begins to be warm in his 
Discourse says the world much degenerates and the present age is 
more wicked than the former.” De la Bruy ere, writing late in the 
seventeenth century concerning Theophrastus’ exposition of “The 
Moral Characters,” stated, “Now, those whose manners Theophrastus 
paints were Athenians, and we are Frenchmen; and if we add to the 
diversity of Place and Climate, the long interval of time and consider
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that this Book was wrote in the last year of the CXV Olympiad, 
three hundred and fourteen years before the Christian Era, and also 
that ’tis above two thousand years since the people of Athens liv’d, 
of whom he draws the picture, we may admire to know ourselves 
there, our friends, those whom we live with, and that being defiant 
to each other for many Ages the resemblance should be great. In 
short, Men in their Souls and Passions change not but are still the 
same as they were, and as they are described by Theophrastus, ‘Vain, 
Dissemblers, Flatterers, Selfish, Impudent, Importunate, Distrustful,, 
Backbiters, Quarrelsome and Superstitious.’ ”

Plutarch, giving his views on life, states in his book on Morals, 
written during the first Century A.D. . . . “but the faults of young 
men are often grave and serious, as gluttony, and robbing their 
fathers, and dice, and revellings, and drinking bouts, and deflowering 
of maidens, and seducing of married women. Such outbreaks ought 
to be carefully checked and curbed. For that prime of life is prodigal 
in pleasure, and frisky, and needs a bridle, so that those parents who* 
do not strongly check that period, are foolishly, if not unawares, 
giving their youth licence for vice.” They did not talk of the Revolt 
of Youth in Plutarch’s time, they merely wrote of youth.

During the early period of the new era laws on morality were 
what today would be called exceedingly lax, and the freedoms and 
excesses existent and permitted, as described by Salvanius, Bishop of 
Marseilles in the middle of the Fifth Century A.D. were quite ins 
harmony with Plutarch’s succinct exposition. The laws of and for 
morality assumed primary importance for enforcement because of the 
activity of the Puritan sects. In truth, for confusion of moral stand
ards that resulted from strivings against nature brought about a public 
sentiment which, it may be said with all propriety, heightened the 
value of purity as virtue diminished. This condition of affairs with 
its moral implications continued especially during the thirteenth and 
fourteenth centuries. Even the beautiful love story of Abelard and 
Heloise tells of moral standards wherein libertinism was more highly 
esteemed than lawful marriage.

Shakespeare, writing in the latter part of the seventeenth century, 
puts into the mouth of a Shepherd in “A Winter’s Tale” words, 
clearly reminiscent of Plutarch, “I would there were no age between 
ten and three-and-twenty, or that youth would sleep out the rest; for 
there is nothing in the between but getting wenches with child, wrong
ing the ancientry, stealing, fighting,—Hark you now!”
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Ferguson’s “Scottish Proverbs,” compiled near the end of the 
sixteenth century, contains one that has ever been tru e : “Youth and 
age will never agree.” This is quite in harmony with James Howell’s 
more physiological version, written in the middle of the seventeenth 
century. “Youth and age cannot agree.” T. Adams had a somewhat 
sadder view as he wrote in the first quarter of the seventeenth cen
tury, “This is the devil’s dispensation, Youth must be borne with.”

John Wesley, giving a sermon before the Society for the Reforma
tion of Manners in 1763 made a plea to “Lift up a Standard against 
the iniquity which overflows the land.” The eighteenth century as a 
whole had its own standards of gaiety, and the lanes of Hyde Park 
for fashionable people during the years ranging from the reign of 
Charles II to George II—those gay days of flirting and intrigue with 
the assistance of the mask and the scarf and the hood. The days of 
the early eighteenth century may have presented marvelous coifures 
and extensive and voluminous costumes but still it was written of 
Tunbridge Wells in 1724, “Every gentleman is equally received by the 
fair sex upon the walks” and “You engage with the ladies at play 
without any introduction.”

Slipping into the United States in the early nineteenth century 
by way of Timothy Dwight, one time President of Yale, one finds 
him writing in his “Travels” : “That my fair country women, es
pecially the young women are willing to display their persons, and 
their dress, on proper occasions, I am not disposed to deny.” And 
that was in an era when it was no small task for a woman to display 
any part of her body. Dwight quotes, and weakly denies, a statement 
made by the Duke de La Rochefoucault De Liancourt, “It is usual 
for young people at the age of thirteen to leave the family of their 
parents and go into the service of others. The parents find it vain to 
detain them; if they are not permitted to work as others do they will 
not work at home.” Incidentally, Doctor Dwight also makes a state
ment which applies today, “The modern education is attended with 
more expense and parade, but it is not productive of greater moral 
and intellectual improvement.”

“The bounds of freakish youth” have long been recognized 
vaguely, but bounds have ever changed. All are not as pessimistic as 
was Disraeli writing in “Coningsby” ; “Youth is a blunder; manhood 
a struggle; old age a regret.” Pliny evidenced a calmer outlook when 
he stated, “By Hercules! The greatest part of the evils that happen 
to men are from the hand of man himself.” It is not possible to
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change the limits which are due to the times, the places and the cir
cumstances of life.

There is ample evidence that youth has not altered greatly. Yet 
each age speaks of a different youth because each age establishes dif
ferent standards for itself. Each age is talking of the adolescents 
from the standpoint of a social clinician, interpreting the activities of 
a growing generation as thrown upon a screen of past experience. 
Today the clinician in making his approach to the study of ado
lescents must deal with fundamental elements in order to arrive at his 
final judgments. Those who serve in mental hygiene clinics or at
tempt to give child guidance are constantly caught up in the necessity 
of judging behavior in terms of normality or deviations therefrom.

Unfortunately there are great difficulties in establishing norms of 
behavior, character, and personality. What is the norm of biologic 
activity? Of psychologic activity? Of emotional activity? Of so
cial activity ? These are not fixed and immutable; they are dynami
cally conditioned by time, place and circumstance. Judgments 
thereon involve some definite knowledge concerning various factors 
within and without the child, whether pre-adolescent or adolescent. 
It is insufficient merely to enumerate the qualities inherent in human 
beings because it is upon their interpretation that clinical significance 
depends. When one mentions that a child is myopic, or has an Intelli
gence Quotient of 70 or 170, that his emotions are stable or unstable, 
that his social life is expansive or seclusive, the amount of informa
tion thus presented is limited, save as interpretation places these facts 
in some psychic configuration. I repeat, it is the interpretation of 
these personality patterns which determines the quality and signifi
cance of the clinical judgment.

To what extent is the behavior of an adolescent desirable or unde
sirable ? What determines the quality ? Are all the factors fixed by 
the innate anatomic and physiological development of the youth or are 
they responses to inconstant, unstable variables in the environment? 
Is behavior ever continuously undesirable or are some of its expres
sions favorable under some conditions and associations and unfavor
able under other circumstances? How far is it possible to name and 
classify adolescent behavior save from the standpoint of some basic 
philosophic principles involving human relations and human adapta
tions ?

The clinical approach involves the recognition of symptoms but 
those must be interpreted in relation to each other and to the person



ality as a whole. Clinical experience and judgments are requisite in 
order to differentially recognize inherent and immutable expressions 
of reaction from those which are dynamically alterable. One must 
differentiate the episodic from the habitual, the transitory from the 
permanent. The clinician, for purposes of analysis, must segregate 
the structural factors from the functional elements; he must distin
guish the fantasy from the reality. He must evaluate the symptoms 
internally conditioned against the background of those which more or 
less arise from external compulsions.

The characteristics of adolescent behavior may be classified 
loosely into three general groups, the first of which involves personal 
idiosyncrasy, namely, the specific behavior reactions inherent in the 
structural and functional organization of the individual. These be
havior patterns form a skeleton of a personality with a strong ten
dency towards permanence and rigidity. The second type constitutes 
what may be called facultative behaviors in that they offer variations 
in adaptation and adjustment. They may occasion sudden and sharp 
reversals of views, principles and actions thus making for facile ad
justment under a variety of common or rare conditions and ex
periences. The third type of behavior manifests an inherent compul
sive element which does not arise primarily from an internal necessity 
but from ego-securing conformative values. Numerous reactions 
particular to each individual typify adolescent idiosyncrasy; while 
response to current conventions, application to studies and participa
tion in social activities are facultative; dressing in the styles of the 
day or submitting to initiating ceremonies to secure group approba
tion represent inherently compulsive forms of behavior. Peculiar 
vocal inflections, a “yes and no” attitude towards adventure and the 
use of cosmetics or collegiate trousers further indicate these three 
phases of classification.

One must appreciate, likewise, that there is a vast distinction be
tween the clinician’s ideas and those of the adolescent clinically ex
amined. There may be potential clashes of opinions, differences in 
judgment values and wide variations in ideas related to, conventional 
moralities. But the clinical approach requires that the norm for judg
ment be not the over-stressed viewpoint of the examiner, but the rela
tional evaluation of the ideas, the principles and the ideals of the 
adolescent in harmony with or in contrast to the prevailing opinions, 
judgments and codes of the adolescent generation, as seen against the
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background of the fluctuating opinions and judgments currently pre
vailing among the mature generations.

The clinical approach likewise requires a marked distinction be
tween those characteristics which belong to adolescents as a group 
and those narrow qualities of behavior reactions which belong to the 
specific adolescent under examination. The norm of adolescence is 
not a line nor yet a plane; it has length, breadth and thickness. Hence 
the character traits of perfectly normal adolescents possess variations. 
There are as many and as large variations within the adolescent group 
as there are variations between the child group and the adolescent 
group. The distinctive behaviors of adolescent delinquents and non
delinquents do not appear to be based upon single phases of differen
tiated characteristics. The traits common to both groups indicate an 
expansion from the larval state of being to that of the pupa, out of 
which in turn the imago is to come. The inherent forces that compel 
the caterpillar to spin a cocoon, the same vital energies which are 
transformed within the cocoon into a differentiated being and which 
emerges as a seemingly new creature reflect the common dynamic 
factors of adolescence. Whether a perfect organism is to develop 
within the cocoon it is impossible to foretell. To explain just why a 
particular adolescent is as he is, or to be prophetically certain con
cerning his future development, is beyond the capability of science at 
the present time. The clinician is an investigator searching for facts 
and endeavoring to understand the data he is gathering and with 
which he is working. All his physical, psychological, psychiatric and 
social endeavors are important because they represent the interacting 
factors in an integrated personality.

The social shell contains a vital kernel. There may appear ex
ternally a reasonable unity and harmony of structural organization, 
but the shell with all its markings and characteristics is not indicative 
of the life within. The inherent value of adolescence is not in the 
exposed and visible conformities but in the dynamic growing qualities 
of the unseen kernel which represents life itself. Only as the shell is 
broken, or as it decays, is the kernel seen in its new growth and with 
its capacity for life revealed. It behooves us, therefore, in our clinical 
approach to appreciate the adolescent fruitage as containing all that 
enters into the tree of life—the rich nourisment that came from the 
soil, that descended in the dews and that was energized by the warm
ing sun. Into the flower and into the fruit have entered the ex
perience of the tree with storms, snows and droughts. Out of the
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richness of human life there emerges another unit capable of extend
ing life. Out of the child has grown the adolescent; out of the 
adolescent there grows man—not merely the man but a man. What 
he is, and is to become, are inherent in the experiences through which 
he lives, conditioned by the circumstances under which he must adapt 
his life to secure the maximum in living.

Man shifts the circumstances of his own generations but the cir
cumstances shift growing youth. Each generation makes its own 
responses to its new world and age of trial and experiment. Youth 
can never satisfy a generation that has developed because it is not 
exposed to the same influences, opinions, atmosphere, practices and 
mores. Hence there are, as there ever have been, those to talk of 
“errant youth,” “flaming youth,” “revolting youth.”

It is time that rational elders ceased indicting and calumniating 
youth. Let middle age be reflective and honest, meditating upon the 
wise suggestion of The Talmud: “Limit not thy children to thine 
own idea. They were born in a different time.”



PRESENT DAY ADVANTAGES FOR CRIPPLED 
CHILDREN*

FRANK T. DARE, M.D.

Wellsburg, W. Va.

In trying to tell you something of the present day advantages for 
crippled children, I am not going to give you statistics or tabulated 
facts. These the Society can present better than I. Instead, I want 
to speak of the new outlook regarding the crippled child which has 
come over the world. For in this outlook lies not only an explanation 
of much in the present but also hope for the future. It is the realiza
tion that the physically handicapped child has rights in our social 
fabric that cannot be ignored and the further realization, from the 
medical side, that he can be helped.

We would be hardly fair in blaming past generations that they did 
not take this viewpoint. It is, rather, our good fortune that we are 
able to, do so. On the one hand, with modern inventions, sound limbs 
are losing in absolute importance; they are not as essential to 
economic independence as they once were. It is now practicable for 
the cripple to take a part in normal life to a greater extent than 
formerly. To put it as hard-headedly as possible and leave out all 
considerations of humanity, it now pays to educate the crippled child.

And, on the other hand, we in this age have therapeutic resources 
that no previous generation knew. In very many cases the prospects 
are good not only for lessening the physical handicap, but for remov
ing it altogether.

It is then, as I said, our good fortune that we are able to attack 
the problem of the crippled child with an energy born of well 
grounded hope.

In reckoning up, however briefly, what is being done for crippled 
children, we should not leave out entirely the efforts being made to

* Read before the Tenth Annual Convention of The International Society for
Crippled Children, Cleveland, Ohio, April, 1931.
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save children from becoming cripples. Crippling represents the end- 
result of some accident or disease, and the first step to prevent 
crippling is to prevent such accidents and diseases. Some of these 
take place during intra-uterine life, and we are as yet very much in 
the dark as to how they may be prevented. We do not know why 
children are born with—for example—clubfoot, or with a tendency 
to defective cartilage or bone formation. There is some evidence that 
such defects are hereditary, but we know very little about it. In this 
rather bleak prospect, syphilis in the fetus is an exception; evidence 
seems to show that it can in some cases be prevented by therapy di
rected to the mother.

Then there are the birth accidents that cause crippling. The most 
important of these is obstetrical paralysis, Erb’s palsy, affecting the 
upper extremities. Here prevention lies in care to avoid pulling, 
stretching and tearing nerve roots—particularly the fifth and sixth 
cervicals—in obstetric maneuvers in difficult labors. I shall speak, in 
a few minutes, of the importance of early detection and treatment of 
crippling defects and infirmities. Nowhere, perhaps, is this of more 
vital importance than in the case of obstetrical paralysis.

Street accidents, to which children are particularly exposed by the 
speed mania of our civilization, are among the most tragic of the 
causes of crippling because the vast majority of them are wholly pre
ventable. But, surprisingly, the survey of crippled children made a 
few years ago in Chicago showed that, numerically, they were a rela
tively unimportant cause of crippling, compared with disease and 
congenital conditions. Does this mean that the majority of children 
injured in street accidents are hurt fatally? The investigators put 
this question, but they do not answer it.

In rickets we have an encouraging instance of what can be done 
in prevention of an important cause of crippling. In the years from 
1920 to 1926, in the public institutions of Prussia, admissions for 
rachitic curvatures of the extremities fell from 23 to 13 per cent.

Tuberculosis of the bones and joints is another disease that turns 
large numbers of originally straight-backed, straight-limbed children 
into cripples. In England, where its source is largely infected 
milk, it is responsible for more crippled children than any other 
cause. Here, as in the case of rickets, the means of prevention 
are known. The infected cow and the infected parent are the 
danger centers for the infant and young child. Overcrowding 
increases the danger of the tuberculous home. So does poor general
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hygiene. But the main fact is that no young child should be left 
in continuous contact with a case of open tuberculosis. We know 
the means to prevent tuberculous crippling and it should not be long 
before we find it practicable to apply them everywhere.

We come to infantile paralysis, and it is just here that we wish 
we could make a very encouraging report, for this disease is by far 
the most frequent cause of child crippling both in this country and 
in Germany, while in England it runs a close second to tuberculosis. 
At present we cannot claim to have as good an understanding of this 
disease as we now have of rickets and tuberculosis and hence we are 
not in nearly so favorable a position to prevent it, but it is receiving 
earnest and wide-spread attention in this country and throughout 
Europe and concerted and energetic efforts are being made against it, 
and these facts give us cause for hope that we shall discover a means 
of bringing this scourge of childhood definitely under control.

Passing over into the surgical field, we find that here much has 
been done for the prevention of crippling. The X-ray has brought 
to the treatment of fractures an element of exactitude previously 
unknown; and pyogenic infections of the bones and joints, frequent 
causes of the stiffening of a joint or of the shortening or lengthening 
of a limb when neglected, have shared in a noteworthy degree in the 
advantages brought by surgical progress, particularly by perfected 
asepsis.

Mutilating operations still, unfortunately, have to be performed; 
legs and arms have to be amputated to save the patient’s life. But 
even here we can show advances. We are saving limbs that used to 
be sacrificed. The diagnosis of tumors, to mention one thing, has 
become more accurate. We no longer amputate for a giant cell bone 
tumor in the belief that it is a malignant sarcoma. Our present un
derstanding and resources in the care of the diabetic prevent many 
cases of diabetic gangrene which would have made amputation neces
sary. And when we must amputate, we are able to replace the lost 
limb with a mechanical substitute that is a vast improvement over the 
old.

After the prevention of causes of crippling, the main matter from 
the medical point of view, the main problem that is met with, is the 
same difficulty that is encountered in the treatment of cancer—it is 
that we do not get hold of these children early enough. When 
cancer has begun to spread from its original site, the task of the 
surgeon or the radiologist becomes hopeless very quickly. In the
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same way, a birth palsy, originally confined to a group of nerves, 
results if neglected in joint dislocations and pathologic changes in the 
bone which make return to normal function a hopeless or nearly 
hopeless matter, and in other kinds of crippling muscle atrophies and 
contractures occur with time, to complicate the original disability.

There is an unfortunate but wide-spread notion that children 
outgrow deformities and palsies and that it is therefore well enough 
to leave them alone for the first few years. It is still more unfortu
nate that a family physician may sometimes be found to confirm the 
parents in this expectant policy. When there was nothing that could 
be done for a cripple, such an attitude was excusable, but at the 
present day it means the wasting of the most valuable and promis
ing—it may be the only promising—period for treatment. We all 
know that the public attitude toward cripples has undergone a revolu
tion in the last quarter century, and the new attitude, that something 
can be done, is finding one of its most valuable expressions in the in
tensive efforts that are being made to discover the crippled child and 
get it under treatment before it has reached school age.

In 1920 Prussia enacted special legislation for cripples and the 
other states of Germany have followed, so that now there is an 
elaborate system for the discovery, treatment and education of 
crippled children. The crippled state is a notifiable condition and the 
whole country is officially combed so that no child shall escape the 
benevolent net. Already, it is said, the results of timely treatment 
are seen in the falling percentage of badly crippled school children. 
A feature of the German system is the close cooperation between 
physicians, nurses, school teachers and welfare workers.

Treatment and education, each definitely planned and up-to-the- 
minute in technical efficiency, have become the aims of society in 
dealing with the cripple. This is a vast change from the old-time 
ideal of charitable succor extended to the helpless. It is no doubt 
part of the modern psychology that has little use for the spirit of 
resignation. Society does not mean to leave the cripple helpless.

The older orthopedic methods, treatment with apparatus for trac
tion and immobilization, have not been superceded; they have instead 
been brought to a high state of efficiency, especially in Sweden, where 
conservative measures are favored. But we have added new surgical 
methods, open operations, to make the body over, to supply defects. 
Bone grafts are used to provide living splints. Crooked bones are
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reshaped with saw and chisel. Severed tendons are rejoined and 
nerves are sutured so that helpless parts regain movement.

The physiotherapist has a large share in the rehabilitation of the 
cripple. It is not only that the old methods of massage, passive 
movements and remedial gymnastics are as valuable as ever, but 
something quite new, something of incalcuable value, has been added 
—the spirit of play. It has been realized that the will to recover is 
necessary to, the success of treatment, and in the child it is only the 
spirit of play that is able to rouse and sustain that will. Hence the 
playground has come to be an important center for treatment in 
every hospital for cripples. In this connection I cannot refrain from 
mentioning one of the most recent and delightful of adjuncts to the 
treatment of crippled children. It is the therapeutic “swimming” 
pool or underwater gymnasium, where paralyzed children and chil
dren who have been long confined in plaster casts receive a stimulus 
for motion and regain a confidence and courage that nothing else is 
able to give so swiftly.

The educational advantages of the present day cripple is a subject 
that is a little outside my proper field, and yet I would like to say a 
few words about them. The establishment of the hospital school— 
by which I mean a school located within the hospital walls, which is 
nevertheless a part of the local public school system—is perhaps as 
fine an instance as we can point to of the triumph of the principle of 
equal rights for the handicapped child. Such schools are found—not 
everywhere, but the fact that they have here and there established 
their right to existence is the main point. It is a recognition that 
treatment and education must go hand in hand in the transformation 
of the once helpless members of society into independent and socially 
valuable citizens.

I



HOME CONVALESCENT CARE*

CAROLINE SM ITH

Field Secretary, Crippled Children Department,
Rotary Club of Cleveland, Cleveland, Ohio

Throughout the country many convalescent hospitals have been 
erected and perfected to meet every requirement for the care and 
treatment of the child suffering from an orthopaedic condition. From 
the standpoint of efficiency, there is no doubt but what the institution 
offers the best solution for the convalescent care of the child, but 
since there are so many other factors to be considered, I wonder if 
the institution should not be used with greater discrimination.

For the purpose of getting a clearer understanding from the 
orthopaedic standpoint, the opinions of ten orthopaedic surgeons were 
obtained. They responded very generously to these two main ques
tions : “What is the advantage and disadvantage of home care ?” and 
“Is the convalescent hospital essential for the treatment of children 
having osteomyelitis, tuberculosis of the bone, early poliomyelitis, and 
for post-operative cases?”

The replies, as you can well imagine, were very enlightening, and 
since the lack of time will not permit me to read them, I have en
deavored to summarize the outstanding points. Two out of the ten 
orthopaedists were very frank in saying that many cases are now being 
sent to the convalescent hospital that could be treated just as success
fully in their own homes. A third one did not believe that institu
tional care was essential, although treatment could be carried out 
more ideally there, while still another thought the convalescent hos
pital played an essential part in the treatment but should not be over
done. On the other hand, one thought that few families could be 
relied upon to follow directions in regard to treatment, while still 
others believed it impossible to duplicate in the home the specialized 
care which is esssential to the child’s recovery.

* Read before the Tenth Annual Convention of The International Society for
Crippled Children, Cleveland, Ohio, April, 1931.
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There were also differences of opinion as to the types of cases 
that could be successfully treated in the home. In reference to post
operative patients, two felt that in many instances the convalescent 
hospital serves a definite purpose in filling the time between the 
period in an acute hospital and when a patient can be safely cared for 
in the home, further stating that many orthopaedic patients following 
operations require a special type of care which is difficult or impossi
ble to obtain outside the hospital. Included in this group special 
mention was made of extensive cerebro-spastic paralysis where inten
sive physiotherapy is indicated. Contrary to the above, several ortho
paedists saw no reason why the post-operative patient could not be 
treated as effectively in the home, especially when placed in braces 
and plaster. Some differed as to the treatment of osteomyelitis 
cases. One thought that those with complicated dressings should be 
institutionalized; others, that this was not necessary. They were 
unanimous, however, in the belief that the convalescent hospital is 
essential for the patient during the period of active tuberculosis of 
bone and joints, because of the need for specialized care, consisting of 
heliotherapy, recumbent position on frames, and complicated tractions 
which are difficult to duplicate in the home. Special emphasis was 
laid on children suffering from tuberculosis of the spine. With two 
exceptions, they all thought the convalescent hospital was essential 
for the acute poliomyelitis cases, where daily physiotherapy is re
quired and pool therapy is advantageous. The one orthopaedist 
thought that these patients could be cared for elsewhere, provided 
that a visiting physiotherapist could be obtained.

Those who thought home care possible were unanimous in their 
opinion that successful treatment could be carried out only under good 
home conditions, where there were understanding parents, with intel
ligent and close supervision, and in localities where it is possible for 
the child to be observed frequently by a skilled physician, preferably 
an orthopaedist.

Regardless of one’s opinion as to the advisability or inadvisability 
of convalescent care in the home, often it is necessary for arrange
ments to be made for the child to be cared for outside of the conval
escent hospital, due to inadequate institutional facilities, the 
disapproval of parents to the child’s being taken away, and economic 
reasons. The cost of caring for an orthopaedic child is tremendous, 
and many times disregarded except by those who are directly respon
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sible, and although it should not interfere in the treatment of the 
child, it is a factor that has to be considered.

It is a question in my mind how much a child’s personality and 
development are warped by hospitalization extending over several 
years as is often the case with children having tuberculosis of the 
bone. This thought is suggested to me by the case of a little girl with 
tuberculosis of the spine who entered the hospital at the age of three 
and was discharged at the age of ten. When she was six her mother 
died and her innate yearning for a mother’s love was stimulated by an 
alcoholic father who, on his occasional visits, painted false pictures of 
a future home with a new mother. Her knowledge of the world in 
general was so limited that on her departure from the hospital, her 
questions concerning passing objects were those of a three year old, 
although she was not retarded mentally. And since her ideas of 
home were based on her experience in a hospital built to meet all the 
requirements of beauty and luxury, she naturally revolted against the 
simple but comfortable foster home in which it was necessary to place 
her. Needless to say, we have encountered and are still encountering 
personality difficulties.

Since institutional care for the normal child is thought undesirable, 
is it not more important that, after careful planning, hospitalization of 
the physically handicapped child be dispensed with as soon as possi
ble? One of the great dangers of prolonged hospitalization is the 
inability to gratify the child’s need of affection; another is the diffi
culty that the child has in again adjusting himself in his home envir
onment, while still another is the possibility of the parents becoming 
indifferent because of the continued separation and the lack of respon
sibility for the child.

When one speaks of the care of a patient at home, the differences 
in the home conditions and surroundings immediately present them
selves. It is obvious that the homes from which many of our ortho
paedic children come would prove disastrous to the recovery of the 
child, yet many times the home, by careful supervision and guidance, 
can be improved. When this proves impossible, a good foster home 
can be used as a substitute. In the mean time, consistent social case 
work should be done in the family in order to make it possible for the 
child’s return.

In caring for a child in the home, it is very essential to have close 
supervision by a public health nurse or some individual conversant 
with the care of an orthopaedic patient; also, regular examination by
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the attending orthopaedist. This, in most instances, can be done by 
taking the child to the clinic. Another important factor is the careful 
instruction of the mother, since the successful treatment of the child 
depends largely on her. She must understand the value of sufficient 
rest and proper diet. She must learn the adjustment of braces and 
tractions, and the proper asepsis in regard to dressings. At the same 
time the parents should be encouraged to maintain as objective an 
attitude as possible toward the child and his disability, so that he will 
accept it as a fact, not a defect. They should also be encouraged to 
avoid an over-protective attitude which often produces infantilism 
on the part of the child, making it difficult for him to face the world, 
and tending to make him remain passively dependent. Every effort 
should be made to avoid crippling the child’s personality which is apt 
to be a more serious menace to his future happiness than a very 
marked physical disability.

In many places throughout the country, convalescent care in the 
home is carried out quite extensively. One good example is that of 
the Indiana State University Hospital where children coming from 
the entire state are cared for. They remain in the hospital just a 
short time, and in many instances are sent home in casts and on 
frames. The treatment is supervised by the local public health nurses 
and the children are brought back to the hospital clinic for regular 
medical supervision. This is also true in some parts of Ohio. During 
the past year, the Division of Charities has been placing their children 
back into the homes more quickly than heretofore, and have had very 
good results. This includes several cases of tuberculosis of the spine 
and poliomyelitis on frames.

A very splendid system of home care has been organized in Akron, 
one of Ohio’s largest cities. The children of the several adjoining 
counties are cared for through their Children’s General Hospital and 
since they do not have a convalescent home, all of their patients, with 
the exception of tuberculosis of the bone, are sent home soon after 
treatment is started. The tubercular cases are cared for in the local 
tuberculosis sanitarium. The results on the whole have been very 
satisfactory, especially those cases immobilized in proper braces and 
plaster. Before returning the child to his home, the family’s living 
conditions are investigated, and boarding homes are used whenever 
the situation in the home does not warrant the child’s return. Nurses 
with special orthopaedic training, including physiotherapy, are located 
in several of the surrounding towns. They hold individual out
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patient departments under the supervision of the Akron orthopaedist. 
In many instances of early poliomyelitis, when the child is sent home 
in an apparatus or a brace in order to keep him in a recumbent 
position and where physiotherapy is indicated, the mother or some 
other member of the family is brought into the clinic and given a 
-course of instruction in the care and treatment of the child. Thus the 
parent is stimulated to assume some responsibility toward the child’s 
care.

The work done in Cleveland has been mostly with the adolescent 
boy and girl, since our convalescent hospitals are adequate for most of 
the children under twelve years of age. This, however, does not in
clude many post-operative patients sent home in casts, and polio
myelitis cases where the acute symptoms have subsided and physio
therapy can be directed in the home.

In concluding I shall describe the effectualness of home care by 
outlining two cases which have come under our supervision. The 
first is that of Robert, age 15, with a diagnosis of osteomyelitis of the 
left femur and left radius. He was discharged from the general 
hospital, after a very extensive operation, with a cast on his arm and a 
traction apparatus on his leg. He had two discharging sinuses which 
necessitated daily dressings. His mother is a widow with excellent 
housekeeping standards and with a deep sense of responsibility and 
understanding. There were two other boys in the family, one older 
and the other younger, and a wholesome, healthy atmosphere existed 
in the home. In order to care for Robert, the mother was able to 
work only a few hours a day, and her income was subsidized until 
such time as Robert was able to be left alone. A visiting nurse in
structed the mother in the care of the dressings, and a close contact 
was kept with the orthopaedist. Excellent results were obtained from 
the treatment. He has good motion of his arm and only one inch 
shortening in his leg. He received home instruction through the 
Board of Education and thus was able to keep up with his class. At 
all times he was the happiest and busiest member of the family. 
When he started to school last fall, he resented having to accept 
transportation, and insisted on walking just as soon as he was able. 
Although he takes part in group activities, he does not feel that his 
disability singles him out as being different from other boys.

The second case is that of Albert, aged 15, who two years ago 
was discharged from the convalescent hospital after several years of 
hospitalization, with a diagnosis of tuberculosis of the spine and
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femur, and with eleven discharging sinuses. There had been little or 
no improvement in his condition for a year previous to his discharge. 
He had become listless and disinterested in his surroundings. After 
careful consideration, the orthopaedist felt that a change in environ
ment might prove beneficial. He was one of a large foreign family 
with fairly good standards, but with very crowded living conditions. 
Since he was still a bed patient, we questioned the advisability of 
placing him in his own home, and arrangements were made in a 
foster home, where four other boys were being boarded. The foster 
mother was an older woman who had been a trained nurse, and well 
understood how to take care of the dressings which were very exten
sive. Additional precaution was taken by an occasional check from 
the visiting nurse. The orthopaedist at first called at the home, but 
after six months, Albert was able to report to the clinic. Here also, 
home instruction was provided by the Board of Education. The 
home never lacked for good wholesome recreation, and Albert soon 
started to take interest in his surroundings, and his whole attitude 
changed. Later when his condition warranted it, placement in his 
own home was decided upon, although he still wore a brace and had 
several discharging sinuses. While away from home, because of the 
long separation, the family had become more or less indifferent and 
disinterested, only visiting him occasionally and taking very little re
sponsibility for his care. When they were approached with the possi
bility of Albert’s return into the home, they all rose to meet the 
occasion and have made a real sacrifice. They arranged for three of 
the children to sleep with a married sister living in the neighborhood 
so that Albert might have a room by himself, ?.nd planned many little 
things for his comfort. They are following the doctor’s instructions 
under the supervision of the visiting nurse. His condition is im
proved and he is very happy to be back again with his family.

These are just two of the many examples I might give you in 
which care in the home has proven satisfactory. Taking the view
point of the orthopaedist, we must concede that a certain percentage 
of patients can be successfully treated only in the convalescent hos
pital. Yet many others, with a well organized follow-up system 
would do just as well in a home at a great saving to the community. 
Each case should be considered individually not only from the ortho
paedic standpoint but from the economic and social standpoint, and a 
well rounded program should be worked out to the greatest benefit 
of each child.



EDUCATION OF CRIPPLED CHILDREN IN THE 
HOSPITAL AND THE HOME*

L. W. KEELER

Assistant Professor of Educational Psychology and Director of
Instruction in the Hospital School, University of Michigan,

Ann Arbor, Mich.

I trust you will pardon me if I preface this discussion with a 
statement of the manner in which I came to be connected with the 
Hospital School at the University of Michigan. Such a statement 
will tend to explain both my ignorance of many things which are well 
known to most of you, and my point of view with reference to the 
instruction of exceptional children, among whom are found the 
crippled.

Previous to becoming a member of the faculty of the School of 
Education in the University of Michigan, I had spent many years as 
teacher, high school principal, and superintendent in public schools. 
As a result of this experience, there has been ample opportunity for 
practice in the adaptation of school practice to educational theory.

In the fall of 1930, I found myself face to face with a situation 
which was entirely new to me, and it came to pass in the following 
manner. Some eight years ago the Social Service Department of the 
University General Hospital decided to try out the establishment of 
school service for the juvenile patients in the Hospital. Through the 
efforts of the King’s Daughters, funds were provided for the main
tenance of one teacher to carry on this school work. The results were 
so satisfactory that Miss Ketcham, Director of Social Service, decided 
to extend the system of instruction. It is not pertinent to our purpose 
to relate here the story of the growth of the school and the struggle 
to provide adequate finance, nor to review the growth in curriculum. 
It will suffice to state that, among other ambitions entertained by

* Read before the Tenth Annual Convention of The International Society for
Crippled Children, Cleveland, Ohio, April, 1931.
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those in charge of the school, the goal of a school whose curriculum 
and qualification of teachers should merit state approval was always 
kept in view. As a result, the coveted state approval was secured 
and the State Board of Education assumed the supervision of the 
work done in the Hospital School as they did that carried on in other 
state institutions. This supervision was necessarily carried on at 
long range—a situation that rendered close contact between the 
school and the State Board of Education impossible.

In the fall of 1930 the State Board wrote to Dr. Edmonson, Dean 
of the School of Education of the University, asking whether ar
rangements could be made whereby the supervisory duties of the 
State Board might be carried on through the School of Education. 
Conferences concerning this proposal were held between Dean Ed
monson and Dr. Haynes, Superintendent of the General Hospital. 
It was finally decided that Dean Edmonson should nominate a mem
ber of the faculty of the School of Education whom Dr. Haynes 
could appoint on the staff of the Hospital School as director of in
struction. A long story may be shortened by saying that the present 
speaker is that appointee and that, so far as he knows, the present 
arrangement between the School of Education and the Hospital 
School is the only one of its kind in existence.

The first undertaking of the director of instruction has been to for
get some of his preconceptions derived from public school work and 
to learn much that was new to him in the matter of hospital condi
tions. Upon the basis of the old which has been retained and the 
new which has been gained he hopes to enter upon the solution of the 
problem of directing instruction in the Hospital School.

It is a far cry from a Bradford frame to a seat in a modern public 
school room, and it is a challenge to a proper orientation of point of 
view to contrast the contact of teacher and pupil at the bedside of the 
patient with that of teacher and pupil operating under conditions of 
mass instruction in the public schools.

I trust you have not been wearied by the intrusion of this personal 
element, for some of the things I wish to say can be better evaluated 
through your understanding of my position.

Education may be defined as the product of the operation of 
nurture upon nature. In the term “nature” we sum up all the quali
ties and potentialities with which man is endowed through heredity. 
The term “nurture” refers to all the stimuli to action provided by en
vironment. It is the function of the educative process to so direct



a

". 1 ■" . ■-, - ”

the play of nurture upon nature as to attain certain goals. The goals 
to be attained by education are set up in terms of the philosophy of 
education which we accept as basic to the educative process. The 
student of history of education realizes that in the course of man’s 
life upon this earth the philosophy of education has been modified 
and restated many times. This has resulted in a like shifting of the 
goals of education, with consequent changes in the educative process.

If we accept the thought that modern education is functioning in 
accordance with a philosophy which looks to the complete develop
ment of the individual, the resultant goal sought will be that of such 
a development attained in terms of the relation of the individual to 
society. From this point of view we can readily understand why the 
people who are interested in modern education are earnestly seeking 
to know the facts concerning both the nature elements within the 
child and the nurture elements which will most certainly lead to the 
proposed goal.

The crippled child is not exempt from our definitions. If we 
may assume it is the business of the state to provide for education, 
it is specifically the business of the state to provide for the exceptional 
child an education which will make it possible for him to attain the 
goal of competency within the social group.

The physical limitations of the crippled child tend to lower the 
level of his relation to the social group below that upon which his 
more fortunate fellows live. This fact imposes upon the state the 
obligation of providing compensation for this lowered level. Such 
compensation can come only through education directed in two ways. 
In the first place, the state must assure the crippled child receiving 
that education which will bring him to the level of social competency. 
In the second place, the general public must be educated to the point 
of regarding the crippled child as one potentially able to maintain the 
level of competency—not as one who, set apart by his disability, can 
never be expected to attain such a level.

The crippled child, like the child who by circumstances is more or 
less shut away from normal social environment, requires such exercise 
of the mind as will keep him from brooding upon his physical condi
tion. This is especially true of the cases requiring long-term hospitali
zation. From this standpoint the educational process has distinct 
therapeutic value.

Because of the physical limitations under which the crippled child 
exists, it is impossible for large numbers of such children to attend
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school. If these individuals are to be given training, the school and 
the machinery of education must be brought to, them. Since these 
crippled children are confined to home or the hospital, such education 
as they receive must be administered in these two institutions.

The per capita cost of the education of exceptional children is 
necessarily much higher than is the case for normal children. In the 
normal group, school facilities can be provided on the basis of mass 
instruction. To a great extent the exceptional child must be given 
individual instruction because of his inability to meet with the group. 
These considerations at present render instruction in the home a 
luxury beyond the reach of those living outside the large cities.

There is little doubt that the opportunity for home instruction of 
crippled children can be extended to cases outside of large urban 
centers. The following arguments are advanced in favor of this 
proposition. .

In the first place, there is insufficient knowledge concerning the 
number of cases, their geographical location, and the severity of their 
affliction. This needed information can be provided only through 
properly conducted population surveys. When the facts are known 
the state can set up a program for the provision of needed instruction, 
starting in the home.

In the second place, too little is known concerning the type of 
curriculum of studies which should be provided. A program of con
tinuous and thorough research alone can give adequate information 
concerning both the curricular program best suited to the various 
types of exceptional children and the part that can be played by 
home instruction.

In the third place, little attempt has been made to ascertain the 
extent to which methods of self-instruction may be applied in the 
case of children who are deprived of daily contact with the teacher. 
The term “self-instruction” refers to the supplementing of teacher 
tuition through the provision of outlines, materials, etc., to be used by 
the child under the supervision of a trained teacher. When all these 
factors are known and placed under proper control, it should be possi
ble to extend the service of home instruction at a reduced per capita 
cost.

All the above considerations apply to the crippled child both be
fore hospitalization and following his return to his home after treat
ment. Some of the beneficial results of hospital treatment have been 
lost because of home neglect following the child’s return from the
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hospital. This condition applies to his educational progress as well 
as to. his physical improvement.

Home instruction for those who are not so fortunate as to live 
in wealthy centers may seem but a dream hopeless of realization. 
However, in favor of the possibility of providing such instruction let 
me remind you of other educational dreams which once seemed hope
less but which have become realities. The improvements which have 
taken place in the fields of rural and small community education have 
been brought about through a realization that many of the educational 
advantages enjoyed by the city child could be made possible for his 
brothers and sisters in the rural school. If these possibilities can be 
realized for general instruction, there is ground for increased hope 
regarding the proposition that similar benefits can accrue to the in
struction of exceptional children.

In concluding the part of the discussion dealing with the home 
education of the crippled child one further thought may not be out of 
place. There has been considerable discussion of the proposition 
that the state should properly be regarded as the unit for the support 
of the general education of the children of the state. It is not neces
sary at this point to review the history of the development of this 
idea. It is sufficient to say that if any such principle as this is ac
cepted for general educational procedure it should apply in like man
ner to the education of the exceptional child. The goal of such a 
principle is equality of educational opportunity for every child, rich 
or poor, wherever he may be found within the borders of the common
wealth.

In the case of the hospitalized crippled child, we are confronted 
by a variety of conditions. He may have received some degree of 
training in the schools of his home community. The amount of train
ing so received depends largely upon the severity of the child’s afflic
tion. If this were not so great as to make previous school attendance 
a negligible factor he will come to the hospital with some background 
of general school training. As a usual thing the child will be found 
somewhat retarded in grade-level of attainment. Even though attend
ance upon school has been impossible the child may have made some 
beginning upon education, since he could scarcely avoid receiving 
from other members of the family some elements of training in the 
fundamentals of learning. This would represent a situation involving 
maximum retardation.

Another question that arises in the case of the hospitalized child
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is that of his length of stay in the hospital. If he has had previous 
schooling and his period of stay in the hospital is brief his educational 
opportunity in the hospital school will take the form of bridging the 
gap between the time of leaving his home school and his return to it. 
If, on the other hand, his hospital sojourn is to cover a relatively long 
period of time the course of his education during this stay will be 
determined on the basis of the curriculum offered by the hospital 
school. .

In a large number of hospitals which offer school facilities, educa
tional opportunity is provided for convalescent cases only. At the 
General Hospital of the University of Michigan such opportunity is 
provided for acute cases as well as for convalescents.

When the child enters the hospital school every effort should be 
made to secure information which will make it possible to plan the 
type and extent of training to be given. Information should be se
cured concerning the extent of school and home training the child has 
had. Adequate tests should be given for the purpose of determining 
intelligence level and the degree of attainment in school subjects, and 
these tests should be repeated from time to time. On the basis of 
this information and the amount of time the medical service allots to 
the school work in the case of each child it will be possible to formu
late the children’s programs.

The administration of tests of mental competency, stability, and 
the like serves a double purpose. The results of such tests afford 
knowledge of the level of ability on which the child may be expected 
to undertake school work. They also provide information which will 
be of value to those who will be concerned with educational and voca
tional guidance. Repetition of the tests is desirable since many fac
tors in the early days of hospital life tend to lower the individual’s 
capacity to do himself justice at his first attempt upon them.

The purpose of hospital instruction should aim at goals which are 
educational, vocational, and therapeutic. Handwork of types having 
educational value is desirable. Recreational features of various kinds 
should be emphasized. Regular school work of the academic type 
must be offered. Vocational and educational guidance work should be 
carried on. All of these procedures should be unified on the basis 
of the child’s needs and of his physical capacity to participate. All 
of them must be grounded in an educational philosophy which sets up 
the goal of rendering the child competent to establish and maintain his
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place in the social group to which he will return when he leaves the 
hospital.

It is evident that the range of education to be provided in the 
hospital school should extend from the pre-school level upward. The 
majority of these cases will necessarily be limited to the range of the 
elementary school, though a few may well profit from the advantages 
of training in high school subjects.

The need of a curriculum adapted to the peculiar requirements of 
the crippled child is as great in the hospital school as it is in the case 
of home teaching. As a matter of fact, aside from the manner of ad
ministration, these curricula will be much the same. Once more, 
stress should be laid on the need for expert research concerning the 
values which should enter into the goals to be attained through such a 
curriculum, and into the elements which are essential to the attain
ment of these goals.

The teachers and supervisors who administer this curriculum 
should be gifted with qualities which will make their teaching effec
tive. They should have a background of training and experience in 
dealing with normal children, and against this background they should 
measure the purpose and procedures involved in dealing with excep
tional children.

In conclusion, I feel that those who are interested in the crippled 
child may hearten themselves with the thought of the great progress 
made within the past few years in the way of the care and educational 
opportunity provided for these cases. Such thought can but 
strengthen the determination to reach greater heights of attainment in 
the years to come.



VARIETY IN THE OCCUPATIONAL THERAPY 
DEPARTMENT

AN NIE H. M ELROSE

Occupational Therapist, Hart-wood Mental Hospital, 
Hart-wood, Lanarkshire, Scotland

In the Occupational Therapy Department variety is not only the 
“spice” of life, rather it is life itself and is the actual—and perhaps 
the only—pivot, which, generating new interest, turns the work and 
interests of the class rooms from mere mechanical, stereotyped occu
pation, to healthy, vigorous mental exercise, or, rather, to therapeutic 
occupation.

For variety the patients depend on—and are at the mercy of—the 
instructress and her staff in whom versatility is an essential quality, 
and to whom must be given reasonable facilities to keep in touch with 
the arts and crafts life of the nearest city. Current literature and 
comprehensive catalogues from a good handicrafts depot are neces
sary. Exhibitions and demonstrations of craftwork must be attended, 
and suitable adaptations of the best of what is seen and heard in the 
way of new ideas brought to the patients in the Occupational Therapy 
Department.

As regards the plain raw materials—I refer to embroidery linens, 
wool, cane, metals and leather—these do not, except, of course, as 
regards quality and color, vary greatly in the raw state. These 
are merely the mediums with which ideation is carried out and 
are the backbone of every prosperous and vigorous Occupational 
Therapy Department. But variety demands the supplemental buying, 
from time to time, of collections of nicknacks e.g. glass and china 
for decorating, tin ware for enamel work, white wood articles, ma
terials for painting, pewter work, bead work, modelling and plaster 
casting, etc., and here the lack of variety may easily result by buying 
in bulk. Even considering our population is—we hope!—a floating 
one, a novelty is a novelty no longer when it is, one of, say, seven
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dozen, even though, taking that quantity, there was a tempting reduc
tion in price.

We believe in buying all materials of the best quality e.g. we start 
beginners in leather work with best quality suede leather—rather 
than basils, this gives the necessary practice in punching, mounting, 
and thonging: then we follow this with a piece of good calf skin for 
modelling work, rather than the cheap fleshes and basils recommended 
for beginners—which, after all, are only a very few pence per square 
foot cheaper, the finished article so often looks shabby and no matter 
how careful one is, the background may sag. One can do more to 
help mistakes on calf skin—the surface is good, takes on and stands 
sponging, restaining and general “facial treatment.” One finds too, 
a worker appreciates—and gives more to—good materials, and when 
the Exhibition and Sale of Work comes round, there is a greater 
chance that one’s patrons will buy more. One must effect a thorough 
clearance of all finished work, at least once a year—nothing clogs 
the wheels of variety, or disappoints the patients so much, as 
unsold w ork-turning up again and again. Do not hoard up finished 
work. The depreciation from a monetary point of view being of less 
account—compared to the discouragement caused to the patients 
should the work happen to be of their doing.

Incidentally—under the heading of variety—it is, perhaps, worth 
while to record the influence the seasons of the year have on the 
work. Winter, bringing cold dim light, necessitates the use of color in 
its full strength, and naturally suggests Christmas presents, rugs, 
knitted and crocheted ware, cards and calendars: we find that—from 
workers and customers—there is a surprising demand for scarlet, 
reds and crimsons, in everything—from scarfs and rugs, to the in
evitable robins and feverishly setting suns on Christmas cards! With 
Spring comes a complete revolution in color throughout the work. 
Pastel shades replace the surfeit of primary color; we would seem to 
have reached a climax, and, now that color appears out of doors, it 
would seem to be unconsciously imitated in the work. Now that there 
is no longer the need to attempt to compensate ourselves for a color
less world, delicate crocus shades, helio, yellows, blues, and, of course, 
green, predominate. By Summer time, red has completely disap
peared, when, especially in the embroidery cottons, stronger shades of 
green, blue and helio are selected with, of course, a very little yellow 
for stamens: the tendency leaning towards the complimentaries of 
yellow. Incidentally, I have known a very demented patient say that



she was too hot to knit a red mat, but that she would make a blue, or 
a green one!

In Autumn one gets warmer shades and tones creeping into the 
work, more yellows, russets, browns, and orange, gradually discarding 
the browns, and from orange, leading back to the scarlets and reds of 
winter—and so we complete our annual circle. The less color out of 
doors, the more color in the work, would seem to be the rule.

Theatricals, by way of a stimulating break in routine, are far 
reaching in their affects. Make the properties, effects and scenery, in 
the department, making sure that no patient has the “left out” or 
unwanted feeling—and that everyone gets his or her chance to help in 
some way. The actual performance being but the climax to an excit
ing series of rehearsals; it is best to hold rehearsals often and to have 
the performance, before interest and excitement begin to die down, 
but—especially as regards dramatic concerts,—maintain variety in the 
program, let your scenery and numbers—no matter how crude or 
simple—be original and never repeat yourself in future concerts.

If the Occupational Therapy Department belongs to a general 
mental hospital, where mentally ill patients come voluntarily for treat
ment, and patients having a definite psychosis—or true insanity—are 
admitted, together with defectives and epileptics, and, unless you have 
plenty of workrooms, reject the defective patient every time.

One defective patient can raise a whole workroom of mentally ill 
patients into a ferment of dispeace, excitement and disorder. Con
valescent patients may be thrown back, or they may even refuse to 
come to the department. A defective patient can do. so much to harm 
communal happiness: besides, it is a very high grade defective who 
does not—sooner or later—in some way betray his limitations, and 
your mentally ill, hyper-sensitive patient—while not in every case 
obviously resenting it—cannot be expected to relish—or to be en
couraged by—the fact that he has such a patient as a fellow worker. 
The amount of good a defective patient derives from the Occupational 
Therapy Department treatment in a general workroom is seldom as 
great as the amount of harm he may cause, during such treatment. 
Certainly cater for the occupation of your defective patients, but not 
at the sacrifice of those who are mentally ill—a separate workroom 
is essential. You can do lots to ameliorate a condition of apathy or 
distress, to educate to the limit of each individual mental capacity, to 
turn into useful channels existing energy, but you cannot “cure” a 
defective patient.

288 Occupational Therapy



A. H. Melrose 289

Given a psychosis—even when there is dementia—one has always 
the sneaking hope that the complete mentality that has been, will, to 
some extent, return, though, remembering that dementia is the smoul
dering ash of slowly burning out mentation, one knows that there will 
be a certain amount of dead ash that will never rekindle, but the real 
thrill lies in the fact that no one knows how much has been destroyed, 
and, Occupational Therapy certainly supplies fresh fuel that may do 
much to feed the wavering flame of feebly burning mental life.

Again to a mentality that has suffered a loss, it may be loss of 
memory, power of judgment, ability to concentrate, by using craft- 
work—as a compensatory factor—one can do much to make good 
this loss by diverting the attention from it, dispelling the mental fric
tion, resultant on uninterrupted introspection, by getting contact with, 
holding and increasing the sane part of the patient’s mind.

It is certainly quite legitimate, to hope for betterment, by so giv
ing rest to—or ignoring—the sick part of the mentality, but you can
not “cure” a defective mentality—because it was never complete. 
So that having discriminately graded your patients—as regards 
their mental condition, now endeavor to vary the mentalities when 
placing the patients in the workroom. Be on the lookout for “vicious” 
circles and break into these—for example, if Miss G. wearies for the 
grave, and Mrs. S. can talk about nothing but her aches and pains, 
don’t place these ladies beside Mrs. B.—who feels she would be better 
dead. The chances are that Mrs. T.—who these last few days has 
been brighter, and is making a real effort to be cheerful, and less 
asocial—will lose heart, and—who can blame her?—if she again re
treats into her shell, and closes up like a clam?

Rather introduce an exalted, excited patient to the group of ladies 
—who will now find it much more difficult to be comfortably morbid, 
when statements by the newcomer are to the effect that “nobody in 
hospital is half as good looking as I am and no one at the ball could 
dance as well as I could.” The very idea! Eve dies hard!

And it would be a very profoundly depressed Eve who would 
allow such statements to pass wholly unchallenged.

Encourage all patients to visit the Department from time to time— 
every mental hospital has its lady patient who daily holds up the doc
tors on their rounds, and has endless complaints and impossible de
mands to make, but who has not one good deed to show for any one 
of her days! Such a patient would not come to the Occupational De
partment in the ordinary, usual way, but by inviting her in to see the
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work, she will tell you she will never do any work for hospital, in any 
way, as she is being wrongfully detained. Eventually, she will take 
a set of embroidery “like TH AT  one” to sew in the ward. Returning 
for threads, she sits down to talk for a few minutes, staying longer on 
each visit, until—without noticing it—she attends class regularly, and, 
though she will never admit it, enjoys doing so; her attention is 
diverted from herself, and, to the relief of everyone—staff and pa
tients—the querulent grumblings, and peevish demands—to a great 
extent—cease.

In conclusion, variety—and success—in the Occupational Therapy 
Department will never be found on the straight and narrow path of 
dull routine. Such a path ends merely in a blind alley. The road to 
success leads through bright, everchanging scenery, vivid with color 
and plentiful in lure to the hill tops. The bypaths are many and 
each one is well worth exploring. Every aid and encouragement must 
be given to pedestrians by the staff of the Occupational Therapy 
Department, but such help is impossible from a staff that—no matter 
how hardworking—is stuck fast in the rut of stereotyped routine.
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SWEDISH CARE OF CRIPPLES

ANNA VOGEL

Superintendent, Vanforeanstalten, Gothenburg, Sweden

In Sweden a center for care of cripples means a place which in
cludes infirmary, hospital, with surgical and physical department, and 
workshops for the manufacture of bandages and protheses, school- 
homes for children, in which they have to live during the terms and 
receive their education, and further, trade schools for adults, and 
home for these. Thus if a child, not yet having received its schooling 
is attacked by infantile paralysis or other crippling diseaes, he will 
first call at the infirmary and thereupon eventually be taken care of 
at the clinic for a longer or a shorter time as the case may be. After 
that, in case the child by his crippled condition is prevented from 
going to the school of his homestead, he will be taken into the school- 
home where he has to stay for six years, being the obligatory time in 
Sweden and then at an age of about eighteen he will be admitted into 
the trade school.

In the trade school instruction is imparted in tailoring, painting, 
bookbinding, brush- and basketmaking, shoemaking, dressmaking, 
needle-work, weaving, hat-trimming, knitting and upholsterywork. 
The duration of the courses there is somewhat varying for different 
professions, but as a rule the courses are of a three years period.

Upon completion of their education, the pupils often are estab
lished as masters with a little workshop in their homesteads either 
in the country or in towns. Many of them, no doubt, prefer to stay 
in the town, where the institution is where he has got his education, 
and where he can expect some help in obtaining work.

There are four central places in Sweden for care of cripples, viz., 
at Stockholm, Gothenburg, Halsingborg and Harnosand. Each of 
these covers its own district:—the middle, western, southern and 
north parts of the country, respectively. The first step within this 
scope was taken in 1885 by Dr. Olof Carlander in Gothenburg,
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by founding the society which up to the present day is carrying on 
the institution for care of cripples in Gothenburg.

After some years, similar societies were formed at the other 
places and institutions built after exactly equal principles, although 
they are each entirely independent. The activity is financed both 
by large contributions from the State and by tributes on the part of 
County Councils and Communities. In addition, each society is, 
however, expending large voluntary contributions.

The most difficult point in the program is the provision of work, 
but considering the fact that for a long course of years this has been 
a problem difficult of solution for most people, one ought not to 
expect it to be easy for cripples. With a view to obtain the best 
possible result in this respect an employment bureau, led by a curator, 
is established in each district. The task of the curator is the opening 
of opportunities for employment of pupils who have been discharged 
from the institutions. These endeavors are rather young, and we 
have not much experience to build on, but all the same we are hoping 
for favorable results.

The curator has his, or her, bureau with fixed hours of attend
ance, within the premises of the institutions, keeps a diary over all 
the applicants, corresponds with their communities, mediates work, 
calls at the homes of the cripples and makes inspection journeys in 
the district. These inspections mean rather heavy work, owing to the 
great distances in our large, thinly populated country, especially in 
the northern part of it. The journeys generally are undertaken in 
motor cars, this way of travelling having proved to be the most 
speedy and economical, in spite of the great distances.

All the institutions for care of cripples have a common board, 
called The Central Committee of Swedish Institutions for Care of 
Cripples located in Stockholm. This board is composed of five repre
sentatives from each district and forms a common voice before 
authorities and granters in important questions. The professor of 
orthopedic surgery in the Medical High School of Stockholm, at 
present Professor Patrik Haglund, is acting as Chairman in virtue of 
his office. This committee is also responsible for a great fund founded 
in 1912-1913, when a violent epidemic of infantile paralysis raged in 
Sweden. The income from this fund is used for the purchase of 
working machines and tools for the cripples, who are not able to buy 
their own, for the purchase of cripple carts, or the like, and for



journeys for purpose of study, undertaken by workers engaged in the 
care of cripples.

In 1924 an association was founded among the cripples them
selves, which has for its object the publication of a monthly magazine, 
“Svensk Vanforetidskrift” (Swedish Cripples Magazine). This pub
lication acts as a connecting link between the cripples of the whole 
country, and as a common voice in matters of importance. The asso
ciation is an organization all over the country, having local sections 
in each district.

The national organization has a general meeting every year with 
delegates from each local section. The local sections have occasional 
meetings for their members. Recently a five day meeting was held at 
the institution for crippled in Gothenburg. About 150 persons from 
various parts of the district gathered and were received as guests by 
the institution during the meeting. Questions of importance for the 
cripples were discussed and various new ideas were set forth. Ex
cursions were arranged, so there was a combination of pleasure and 
profit.

Apart from the sheer professional advantage of these meetings, 
they should be looked upon as a highly stimulating event for those 
who are living far away without possibilities of variety in any form. 
These great meetings are repeated every three years, and the par
takers have to pay their travelling expenses themselves, which some
times can be rather heavy, but at times a good will can work wonders, 
and for these meetings the will is never lacking.

The northern countries, Sweden, Norway and Denmark and Fin
land, have formed a Northern Association for Care of Cripples 
which will consider the social as well as the orthopedic care for the 
crippled. Meetings are held every two years for the purpose of ex
changing experiences. It is, of course, a matter of great importance 
for us all that we understand the various languages of each other.

The care for incurable cripples, full invalids, is an important 
question that often has been discussed among us without reaching any 
solution. At the institution for crippled at Halsingborg, our southern 
district, they have an asylum for invalids with a capacity of 25 beds, 
which has been erected wholly by means of voluntary contributions. 
The asylum is quite new and comfortable, a model in that kind of 
home. But the splendid benefactors, donating such large sums, are 
rather rare, and therefore this question is far from solution. As mat
ters now stand, these serious invalids are dragging a rather gloomy
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life, either in their often wretched homes or in municipal charitable 
institutions. They often only receive a trifling state invalid pension, 
scarcely sufficient to keep aloof from the worst poverty.

As is shown by this description, the work in Sweden for cripples 
is very centralized in large establishments, but in view of the great 
distances and the widely scattered population it has proved necessary 
to bring the cripples together in these large centers and to, give them 
the long education. Nearly every year there are many cases of infan
tile paralysis everywhere in Sweden, leaving many seriously crippled 
individuals, who cannot be helped by means of an ambulatory activity, 
or by a short education. As a consequence, the Swedes have been 
under the necessity of centralizing the work and of trying to have the 
whole activity placed under the auspices of a common organization, 
all the forces of which are going in for the work in conformity to a  
uniform scheme.

At an international congress for nurses in 1925 one of the attend
ants remarked that with the far advanced and excellent orthopedics 
of our day, the care of crippled soon would be a worn-out theory, as. 
every kind of crippledom could be cured. The person setting forth 
this opinion probably was a great optimist. However the expert 
orthopedic surgeons may be, it seems to me as if the numbers of the 
cripples and disabled never decreases, even though many cases can be 
cured. The more one enters and investigates the matter, the more 
new difficulties and new problems seem to arise. Our goal of provid
ing a good and happy existence for all cripples seems to be shrinking 
more and more instead of approaching. There is comfort in the 
thought that today there seems to prevail an increased interest every
where in the world in behalf of cripples. At the international con
gress for care of cripples at Geneva in 1929 this feeling was con
firmed, and we got to know that in nearly all countries, there exists 
a circle of workers having for their common aim the care, cure, educa
tion, and training of cripples so that they may become healthy, self
supporting, and happy individuals.
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PREVENTION*

RACHEL M. HOLBROOK

Field Secretary, Bureau for Physically Handicapped Children, 
New York State Association for Crippled Children, 

Albany, N. Y.

The problem of national health and prevention of disease is occu
pying a very great part in contemporary thought and work as demon
strated by the large amount of material prepared for the White House 
Conference, throughout the entire United States and by the large 
number of professional and interested civic workers that gathered 
at Washington to attend the conference.

This conference has resulted in the establishment of a standard 
code—a clearer understanding of the many problems confronting the 
welfare workers in this field to accomplish their “goal”—eradication 
of Crippledom. We have been fired with zeal to discover methods 
of preventing these afflicted children, by the wonderful achievements 
that have been accomplished in other realms of disease. For exam
ple—the action of the health commissioners in eliminating the cause 
rather than attacking the results of diphtheria, by the intensive cam
paign for the administration of toxin and anti-toxin. The glorious 
results of this object lesson has stirred the imagination to the un
utilized possibilities in our particular field.

Prevention of cripples has been a subject which only recently has 
been given serious attention. Before the country-wide epidemic of 
poliomyelitis in 1916, the prevention of contractures and the care of 
paralyzed muscles by rest and proper position had been little studied 
or given careful attention. The prevention of many of the deformi
ties of all sorts, in poliomyelitis cases, is much on the decrease due to 
learning of the muscle re-education and muscle examination required 
by all poliomyelitis patients.

* Read before the Tenth Annual Convention of the International Society for
Crippled Children, Cleveland, Ohio, April, 1931.
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My object is primarily the education of the people, particularly 
those in the rural districts. To bring home to representative citizens 
the vital importance of preventing the pathetic conditions that we 
observe in the three large classes of cripples,—namely, deformities 
resulting from rickets, T. B. bones and 40 per cent, of all the cripples 
due to poliomyelitis, also those handicapped by accidents.

Cripples as the result of accidents have been reduced 75 per cent, 
by a system of safety education which has been introduced into 
schools. Health education which gives the requisite information on 
all those topics would prevent 20 per cent, to 50 per cent, of the 
crippling and save 2,000 to 5,000 in every generation of school chil
dren. This prevention will be enormously bettered from every point 
of view than any other correction which may come from surgical care 
after the injury has taken place.

Rickets is a disease resulting from lack of proper food and poor 
environment including sunlight. We all know the gratifying results 
that may be obtained if prevention is taken in time. The chief factor 
is educating the parents to the benefit derived from the administration 
of cod liver oil and sunbaths, the latter being a universal problem in 
this and colder climates. These treatments can be effectively carried 
out by the Infant Maternity and Child Hygiene Clinics, cooperating 
with the family physician and widespread information of prenatal 
and post-partum instructions.

In dealing with poliomyelitis, which we do not yet know how to 
prevent, we have progressed to the point, that we admit the im
portance of an early diagnosis, the necessity of educating the laity to 
recognize and know the first symptoms of the disease, immediately to 
obtain professional advice, quarantining the patient—thus avoiding 
contacting with other members of the family until the physician has 
made his diagnosis.

Prevention of deformities resulting from this disease can be les
sened through the administration of serum before paralysis has 
appeared and deformities may be minimized by proper care during 
the period of convalescence.

May I give the routine care of poliomyelitis patients, as they are 
handled in the State of New York? Every case must be reported 
immediately by the physician to the local health officer who investi
gates the case at once, and sends a report to the State Department of 
Health. This report is then sent to the State Orthopedic Surgeon of 
the given district, and to the State Orthopedic Nurse. This nurse



consults the attending physician and, if his permission is obtained, 
supervises the nursing of the case during the acute stage. Acting 
under the orders of the Orthopedic Surgeon, she eventually brings 
the patient to the state orthopedic clinic and follows the patient’s 
treatment and care during convalescence, including the prevention of 
deformities and muscle re-education and training.

In the New York State Orthopedic Division there is one whole
time Orthopedic Surgeon and four part-time surgeons and fourteen 
orthopedic field nurses. Three counties also carry on an intensive 
program employing surgeons, nurses and social service workers. In 
New York City there are 17 orthopedic field nurses. Last year the 
state conducted 418 clinics at 120 designated places. These clinics 
are held regularly two to four times a year. The schedule is made 
out three months in advance to afford ample opportunity for wide
spread information concerning them. Publicity is conducted by ad
vertising in the local papers and through Farm Bureaus and local 
Welfare Agencies. Every patient that has been located or treated 
is sent a postal card giving date, time, and place of clinic. Transpor
tation to and from these clinics is provided by local health agencies 
and organizations.

Last summer through our New York State Association, we put 
into the hands of all the Rotarians in the State a bulletin . . . dealing 
with the symptoms and course of the disease of poliomyelitis and how 
to obtain aid in their respective communities. This bulletin was widely 
circulated throughout the state by this interested organization.

Tuberculosis causes crippling when the germ attacks the bones 
and joints. When the tuberculosis has once established itself in a 
joint the best that can be done by treatment, is to cure the patient of 
the underlying disease. If we could prevent children from coming 
in contact with tubercle bacilli, we could prevent the cripplying de
formities which result from tubercular disease of the joints.

If prevention in these cases is to be effective, it is necessary that 
all active tuberculosis be recognized and the patients put under treat
ment, with strict measures taken to prevent the infection to others.

The pasteurization of milk, in conjunction with the tuberculin 
tests of dairy herds, has almost entirely eliminated the bovine source 
of infection. Contrary to public opinion this bovine bacilli has never 
been as great a source of infection as direct contact with those suf
fering from T. B. Practically all the eradication of tuberculosis has
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been obtained through the channels of prevention, and this has been 
accomplished largely through the education of the public.

Orthopedic surgeons work on the theory that one-half of all de
formities can be prevented or cured. It is probable that two-thirds 
of the work of the state societies for crippled children consists in 
getting surgical correction for deformities that could have been pre
vented. There are two aspects in the care of crippled children, the 
actual and the potential. Orthopedic cases should be noted at the day 
of birth. Club feet can be cured when the child is two or three weeks 
old. Birth paralysis should be taken in hand at the day of birth. 
Poliomyelitis at the onset of the disease.

One of the outstanding ways that New York State is stressing 
prevention is the establishment of orthopedic clinics in her schools 
by room to room examination of children. Actual cripples are thus 
found, but what is more important, the incipient cases of flat feet, 
poor posture, limps, etc., are detected. By examination of children in 
kindergartens the statistics show that 20 per cent, are flat-footed, 
which condition if not treated, results in deformities.

During the past year another development along the lines of pre
vention has been brought about and financed by the Brooklyn Rotary 
Club, by establishing a theoretical course in orthopedics. This course 
is open to all public health nurses. It is designed to teach nurses to 
detect and recognize the early symptoms of cripplying causes and to 
give them special fitness for the eradication of cripples in the com
munities to which they are assigned. The Division of Orthopedics in 
New York State is scheduled this year to open similar courses in the 
normal schools for the instruction of the athletic teachers and gym
nastic directors, also giving them special instruction in posture and 
muscle training.

May I stress the fact that you cannot do your part in bringing 
about the prevention of cripples in your community unless you have 
tools to work with. If you have not a capable whole-time health 
officer, it is almost certain that the current information as to com
municable diseases including poliomyelitis, tuberculosis, and rickets is 
not being adequately kept or studied and you will be working in the 
dark. Last and perhaps the most important, the cooperation of the 
entire body of local physicians should be enlisted. This means bring
ing together interested groups, developing one program for a county, 
having each agency do its part in developing the service necessary 
for prevention of cripples and the education of the public.
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Let your slogan be—“Stop having children with physical defects, 
by preventing all causes that cause cripplying.” In what way can we 
better expend our energies than in prevention ? Shall we confine our
selves in remedying or relieving distressing conditions after they 
have come about, or turn our thought to the underlying causes of 
that which gives our society its “raison d’etre” ? Is it not worth our 
serious effort vigorously and openly to combat the forces which will 
bring suffering, economic loss and unhappiness to so many innocent 
victims ?

Prevention consists in that care that eliminates the causes, that 
education which places the benevolent hand of foresight upon the one 
who will suffer from neglect, that banishing of ignorance and indiffer
ence, by the progress of our new day, that saves from the experi
ences of the past and causes the whole country to become awake and 
active.



THE HUMAN SIDE OF A  LARGE CORPORATION*

C. B. AUEL

Manager, Employees’ Service Department, Westinghouse Electric 
and Manufacturing Company, East Pittsburgh, Pa.

So much has been said in the past few years of the soulless cor
poration, the designation given by politicians to the larger industries 
and the utilities generally, that it seems time some attempt should be 
made to give facts to the public.

After being associated with large corporations for over a quarter 
of a century, I am prepared to make the statement, while of course 
admitting there are exceptions in this as in everything else, that these 
same soulless corporations are among the best friends the common 
people have.

And why should they not be? Their heads and assistants are 
men who have worked their way up from the ranks and know exactly 
how the workers live, what their wants are, their desires and so on. 
They are men and women, the same as you and I, with the same 
feelings, the same wish to help their fellows and they are doing so. 
But bear in mind, however, their help cannot be confined to their 
fellow-workers in the plants alone they must take into account their 
fellow-workers among the stockholders, many of whom are workers 
in the plants as well, for big businesses are not private corporations 
but are owned by the public.

In what follows is given an outline of some of the industrial ac
tivities of the W. E. & M. Company, being simply typical though of 
practically many other large concerns, for the same or equivalent 
work is being done by them for the welfare of their employees.

To begin with then the Westinghouse interests were the first to 
introduce into this country the Saturday half-holiday now so largely 
adopted, in an endeavor to shorten the working week, and were

* Read before the Tenth Annual Convention of the International Society for
Crippled Children, Cleveland, Ohio, April, 1931.

300



C. B. Auel 301

moreover among the earliest to give their employees annual vacations 
with pay.

Other things were done from time to time as the Company’s 
pocketbook permitted, but it was recognized in due course that there 
should preferably be some systematic plan which could be followed 
year in and year out which would embrace matters of lasting rather 
than transient good to the greatest number.

Study by ourselves (and no doubt by others) showed that there 
are three fears which are common to everyone who must work for his 
living—no one is free from them. They are the fear of disability 
due to ill health, the fear of unemployment and the fear of poverty 
in old age.

To give some idea as to how real these fears are, let me present 
a few figures bearing on each. Taking ill health first, statistics show 
that while accidents killed approximately 97,000 of our people last 
year and injured between 8 and 10 million more or less seriously, and 
the country has become greatly alarmed over the situation; yet, bad 
as it is, the United States Bureau of the Census tells us that for every 
bread-winner who goes down and out from accident, between 6 and 7 
go down and out from sickness. Other experts say even this estimate 
is too conservative.

These are rather general statements to be sure, but the Pittsburgh 
Department of Health confirms the vastness of the numbers by stating 
20,000,000 people in the United States are ill every year for a period 
of seven days or longer; that 1,500,000 deaths occur each year and a 
large percentage of the population are physically imperfect—a great 
deal of which is caused by unhygienic habits and improper nutrition.

Turning next to unemployment, it is said that in the business 
depression through which we have been passing there have been as 
many as 4 to 6 million (some say 7 to 8 million) out of employment, 
compared with an average of 3 million.

As for poverty, 95 per cent, of our population are estimated to be 
dependent upon others for support at the age of 66 years.

These three fears, illness, unemployment and poverty, which are 
thus seen to be very real indeed, have also been called ghosts—a most 
appropriate name. If now the industries and the utilities can assist 
the workers in laying these self-same ghosts, a long way will have 
been traveled on the road to industrial contentment and good will 
so ardently longed for by everyone, and this is what is being sys
tematically attempted by these self-same soulless corporations.



302 A Large Corporation

Whether or not such procedure produces results, partial answer 
at least is found within our own Companies where there are over 
3,500 veterans, men and women who have been connected with the 
service from 20 to almost 50 years. There have also been as many 
as three generations from the same family working at the same time 
and quite a number of families with as many as seven enrolled from 
each. Surely all of these must like the treatment accorded them or 
they would hardly have stayed with us that long.

It is not the intention to convey the impression by the preceding 
that we have never been anything but a happy family for we have 
had two strikes within the last 40 years, both started by outside 
elements. But as an off-set to this and to show how close together 
have usually stood Management and men, may I say that on one 
occasion one of our large departments consisting of many hundreds 
of men appointed a delegation to tell the president that if necessary 
to secure a certain contract, they would be quite willing to lend a 
hand and work for three-quarters of their regular wages.

Now, what specifically is being done by us towards helping the 
workers lay the ghosts mentioned?

Mentioning briefly the principal ones:—
The Relief Department is designed to afford protection in case 

of sickness or accident outside of employment. Dues range from 
$.30 to $1.80 per month with benefits from $2.75 to $16.50 per week, 
continuing for employees of over five years’ membership, as long as 
disability lasts or until retirement on annuity.

We have had employees on this disability roll as long as 15 years 
and what they would have done without this income would have 
been hard to imagine. Personally, we know of no other organization 
doing quite the equal of this on so large a scale over so long a time, 
and this has only been made possible by the Company paying almost 
the entire cost of operation and maintenance, running over $100,000 
annually, thus permitting practically all of the dues to be invested and 
reserved wholly for the payment of benefits.

Every employee is given a $500 life insurance policy. Additional 
insurance may be obtained, varying in amount from $500 to $9,500, 
depending upon the salary classification, at the rate of $.60 per $1,000 
per month, but this contribution by the employees does not reimburse 
the Company for the full cost of the contributory insurance. At 
present there are in force approximately $33,132,713 free insurance
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and $68,438,092 contributory insurance, while over $5,000,000 insur
ance has already been paid.

We have further arranged with the carriers of our group insur
ance to offer any of the standard forms of life insurance, to be paid 
through salary deductions. Amounts up to $10,000 are obtainable 
practically without medical examination. There are approximately 
$3,500,000 of such insurance now in force.

The Employees’ Savings Fund is designed to afford an oppor
tunity to accumulate a fund for emergencies and the present business 
depression offers the best possible example of such.

The fund pays 6 per cent, on deposits up to $2,000 and 4^4 per 
cent, above that amount. Any amount may be deposited but only 
through pay roll deductions. Money on deposit is available to the 
employee at a moment’s notice. There are approximately $4,000,000 
on deposit at the present time.

The Building and Loan Association was organized to serve a 
double purpose: an investment for those who will regularly deposit 
specified amounts through pay roll deduction, and to assist employees 
to finance the purchase of homes. It is designed to be fair to both 
the investor and the borrower. This plan offers to the employee the 
opportunity to invest regularly comparatively small sums of money 
upon which the return is greater than in the savings fund.

The fund is not so liquid as the savings fund for money must be 
left with the Building and Loan Association until the stock matures 
in order to receive full earnings which approximate 9 per cent.

The Company at its own expense provides for monthly annuity 
payments to its retired employees. Opportunity is offered to purchase 
additional annuities through pay roll deductions. For those who 
each year purchase an amount equal to that which the Company gives, 
the Company will increase its portion by 25 per cent. This, coupled 
with the advantage of group rates on purchased annuities, makes it 
possible for those who serve many years with the Company to provide 
an income for their old age. The retirement age varies at present 
from 70 to 65 years but will ultimately be 65 years for all.

The annuity in either case depends upon the wages paid and the 
length of service, varying from $1.00 to $6.00 per month for each 
year of service, thus mounting up very rapidly.

At present there are between 500 and 600 retired annuitants but 
this number will increase from year to year for possibly the next 15 
years when it is expected the normal level will be reached, as many
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employees then going on each year as are taken by death. Most of 
the annuities are at present small, though some few have reached 
almost $200 per month.

The Company’s plan is financed through a Trusteeship, assuring 
the continuance of the annuity payments as long as the retired em
ployee lives, regardless of the Company’s financial condition.

The Company has built approximately 650 houses, selling them at 
cost, on liberal terms of payment. The regular form of contract pro
vides for a cash payment of 10 per cent, and a monthly payment of 
one per cent., this latter to include taxes, interest and insurance. The 
contract price is based on cost plus 10 per cent. If the purchaser re
mains with the Company for a five-year period and maintains his 
contract payments, this 10 per cent, added to the cost is returned with 
interest.

In addition to the houses built for sale, a limited number are re
tained for rental.

Employees’ Cooperative Association applies to an Association of 
employees organized for the purpose of rendering aid to those who 
find themselves in distress. This may take the form of charity or of 
loans to those who are only temporarily in need. Our experience in 
making loans without security or collateral of any kind over the past 
six years has been truly remarkable. During that time over $60,000 
has been loaned with losses to date of less than one per cent.

Funds are raised through entertainments given by employees and 
by contributions on the part of the Company.

Unemployment is the most serious problem confronting not only 
the industries and the utilities but all business today. Even the 
homes must bear their share of responsibility in its solution, for in 
periods of hard times outside help is reduced or done without there 
as elsewhere.

In our own business, a comparatively new and growing industry, 
where as one of our men once put it, the only thing constant is 
change, it is impossible to fill reservoirs with our products during 
periods of depression and draw on them in periods of acceleration, 
as might be done in a standardized business, but our ultimate hope is 
for an approximation at least to what is called straight-line produc
tion, that is a constant load. Furthermore, too often our customers 
want things for immediate delivery, thus complicating the problem 
many times and necessitating overtime, producing as it were a ten
dency to a condition either of feast or of famine in the labor market.
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We, however, do the best possible and spell work about in prefer
ence to laying anyone off outright.

One of the greatest difficulties which all industry is encountering 
is the lack of foresight, if such it may be called, with which most 
people seem to be endowed. To youth, old age, even middle age, with 
its problems looks very remote and such matters as life and sickness 
insurance, savings, old age pensions, continuity of service on which 
these items are more or less dependent, have but little appeal and so 
when retirement age is finally reached, it is the last employer who is 
often looked upon as the cause of the working-man’s ultimate condi
tion whereas much of it is the result of his own accumulated short
sightedness. But we would temper this statement by saying there 
are many exceptions where hard luck seems to have camped upon a 
worker’s trail notwithstanding his best endeavors to shake it.

One of the things we begin to see, however, is that our schools 
must eventually include in their curricula, the economics of living, 
in other words, the teaching of habits of thrift.

In the matter of accidents (and we regret to record we still have 
accidents) we can say that in every State where our plants are lo
cated our record is better than the average for each State as a whole.

We nominally follow the Compensation Law as far as the pay
ment of compensation is concerned, except that if disability lasts 30 
days there is no waiting period; we further do not limit ourselves 
in surgeons’ or hospital fees where necessary to aid an injured 
employee and as an instance of this we have within the past few 
months completed payments totaling $20,000, to have the facial dis
figurement of one employee corrected.

You will, I feel sure, be interested in some further information as 
a result of studies made by us in accident prevention.

In our first and several subsequent analyses of our accident sta
tistics undertaken many years ago, it was noted that “carelessness”- 
seemed to be the cause of 25 to 26 per cent, of all our accidents. En
deavoring to arrive at a cause for this by tracing carefully each step 
leading up to the accidents coming under this head, we were finally led 
to the surprising conclusion that carelessness is not so much a cause 
of accidents as it is an effect of something else. If so, then what is, 
the cause of carelessness? While not denying that there is such a 
thing as carelessness, pure and simple, much of it is undoubtedly due 
to worry and ill health and since arriving at this conclusion we have 
had no reason to change these views. It will thus be seen there is a
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real relation between accidents and our three ghosts and anything 
done towards laying them will tend to bring about a reduction in 
accidents.

While many of the large corporations, especially those having 
sick benefit associations, have had for years physical examinations, 
nevertheless the introduction of Workmen’s Compensation Laws into 
the various States gave decided impetus to physical examination upon 
employment.

This feature has proven of so much good that we believe even its 
former opponents would hardly want to see it eliminated, especially 
when administered not as they feared with the idea of keeping any 
worker out of a job, but to find, as is the almost universal custom, 
the job most suited to the physical as well as the mental qualifications 
of the worker.

Now what have the industries and the utilities found as the result 
of such physical examinations ? Their findings have been a continua
tion of those found during the War, namely that all too large a per
centage of young folk entering the ranks of the workers are poorly 
equipped from a physical standpoint.

But the industries and the utilities have not been content to stop 
there. They have continued their investigations and with further 
astonishing results and more reversals of previously held opinions.

When the study of safety was first undertaken on a systematic 
basis 15 or 20 years ago, it was the industries that did so and it was 
assumed by them that accidents in plants were practically all due to 
the want of safeguards and that if these were provided for all tools 
and equipment, accidents would cease, the problem being solved. 
The State laws were actually made on this premise and most of the 
States have not gotten beyond this stage even yet.

However, as the work of safeguarding proceeded, it was found 
that accidents still continued and occurred quite remote from the 
vicinity of tools and equipment, until statistics finally showed that 
mechanical safeguarding which was thought originally to be the entire 
solution of the accident prevention problem in the industries and the 
utilities, was but a partial solution and only about 15 per cent, of it. 
We have also added to our list of safety devices such odd things as—

good health
minimum labor-turnover 
contentment



English language 
good lighting 
comfortable surroundings 
cafeterias 
education

We find moreover certain other things—that accidents happen 
most frequently to the young, and as frequently to foreigners who 
do not understand the English language; that inadequate lighting is 
a prominent cause of accidents as evidenced by more occurring during 
the winter than in the summer months; that many accidents never 
happen at all yet the industries and the utilities pay for them, 
hernias for example, practically all of which are congenital defects; 
that worry and ill health as already mentioned enter into the accident 
problem; in fact, the speaker has about reached the conclusion that 
an increase of say only 10 per cent, in the standard of health of our 
people generally would do more to reduce accidents than any other 
one thing which can be mentioned, and with this reduction in acci
dents would moreover go as by-products a reduction in pauperism, 
bolshevism (except the pink-tea variety) and many other “isms” 
which flesh is heir to.

And why indeed should this not be true—you would never expect 
a machine that was out of order to do good work and no new machine 
is even started on its regular schedule without careful testing to see 
that it is ready to function as was intended.

Yet human bodies, the most wonderful of all machines, which 
have never been given the care to which they are entitled are be
ing presented daily by parents to employers who are told they are 
now ready for work, while law enforcing bodies—the States— 
solemnly warn employers they will be held responsible, not partially 
so but entirely so for all the complications which may follow.

Our present Workmen’s Compensation Laws are most unfair and 
to all concerned—to workers as well as to employers. All of these 
laws have read into them, not by the lawmakers but by interpreting 
bodies, that no matter how sub-normal the applicant for a position 
may be, no matter what the defect may be, whether a heart affection, 
tuberculosis or even venereal disease, if anything untoward happens 
(which is the definition of an accident) to aggravate any pre-existing 
tendency or condition sufficiently as to cause disability, then the em
ployer is wholly responsible for everything that may follow.
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Since the introduction of the Workmen’s Compensation Laws, it 
is almost impossible to convince a workman he is subject to certain 
ailments like rheumatism and that if he will but have his teeth looked 
after his trouble will probably disappear. He prefers to feel he has 
undergone a strain or a sprain or something for which his employer is 
responsible. It is further a fact that hernia no longer occurs outside 
of working hours but always on the premises of the employer. Re
coveries from accidents and sickness are furthermore much slower 
in periods of business depression than at other times.

The Compensation Laws of Pennsylvania do not contain any list 
of occupational diseases, yet the referees have already recognized 52 
kinds and ordered compensation paid for them.

You will appreciate from the little that has been told and much 
more might be said, why employers are compelled to protest the efforts 
being made at every session of every State legislature to increase the 
already unfair burden they are now carrying. Could compensation 
be confined to the worker really injured and to the injury itself, not 
including other ailments, there would be little unwillingness on the 
part of any employer to shoulder the responsibility; in the meantime 
the really injured worker is under-compensated, and the pseudo
injured over-compensated.

Reverting once more to physical examination of workers upon 
employment, the defects found are largely of the degenerative 
diseases, heart, lungs, kidneys and arteries, and these, mark you, 
among the young.

Few applicants are what might be called physically perfect, while 
at times as many as five per cent, are found who are really unfitted 
for our work and from seven to fourteen per cent, though taken on 
for work, are too great risks for our sick benefit association to admit 
them to membership.

The industries and the utilities recognizing these conditions are 
commencing to go outside of their boundaries and are urging the 
schools and the homes to take up to a greater extent the teaching 
of the principles of hygiene and safety, for you will see from what 
has been said, both should be taught together.

In Pennsylvania while the law says all school children shall un
dergo physical examination yearly, the legislature regularly fails to 
provide the necessary funds to carry on, so that 600,000 children in 
the rural districts are being neglected to the extent that they are only 
physically examined every other year, and of course under such condi



tions there can be no such thing as “follow-up” work worthy of the 
name.

What is true of Pennsylvania is probably true of many of the 
other States and until the situation is understood by our lawmakers 
and the proper steps taken to attack the problem of community 
health at its source, the efforts of the industries, the utilities and 
such organizations as yours, along various humanitarian lines will be 
seriously handicapped.

Two bills should be called to your attention which have been in
troduced into the Pennsylvania legislature with the backing of the 
Pittsburgh Federation of Social Agencies and the Pennsylvania Asso
ciation for the Blind, and in which our Company played an important 
part in drawing up.

The idea underlying them is to provide a way to open the doors 
of the industries to handicapped workers, many of which doors are 
at present closed.

Briefly, all such workers will be registered at various State Em
ployment Agencies or the equivalent, being provided with registration 
or identification cards. These cards mean that if the holders are 
given employment, then in the event of disabling injury occurring, 
the State will pay the compensation and not the employer. It seems 
a very fair proposition and if ultimately adopted by the various States, 
should go far in reducing street mendicancy and in raising the morale 
-of the handicapped.

Another matter in which our Company has interested itself is 
worthy of drawing to your attention. In conjunction with the Pitts
burgh Child Health Council and many schools in the counties of 
Allegheny and Westmoreland, a Child Health Certificate has been 
•drafted. Probably 75,000 of these have already been issued to school 
-children. So well are they thought of by the State that the Depart
ment of Health has permitted their approval to be so stated on the 
-certificates. Here the idea is to create mass interest on the part of 
parents in the improved health of their children. Too many mothers, 
more particularly of the poorer classes, when attention is called to 
the condition of a child, say “his father was like that at his age and 
outgrew it before he died.” And it seems just as logical to award 
certificates for a normal degree of health as it is for proficiency in 
schoolroom work. Where these certificates are being awarded, if 
Annie is given one, Johnny’s mother who lives next door sees that his
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defects are promptly corrected in order that he may qualify for a 
certificate, and so mass interest in health is being created.

In closing mention should be made of the Westinghouse Technical 
Night School, an organization with an enrollment from 700 to 1,300, 
supported by contributions from the Company and a modest tuition 
by the pupils. It is designed particularly to meet the needs of the 
young trades apprentices, enabling them to prepare for better positions 
with the Company while they are at work; additionally, there is also a 
Woman’s Division.

We also have our training courses for the intermediate and gradu
ate students, with attractive courses offered in connection with the 
Westinghouse Club, having club rooms and a membership of over 
1,000.

Nothing has been said of certain lesser of our Company’s activi
ties beneficial to our workers; apprentice courses, legal advice, out
ings, vacations, periodic physical examinations, or home visits in 
number about 500 per month; nor can we more than mention our 
tuberculosis work of which the Pennsylvania State Department of 
Health has thought so well as to appoint us Tuberculosis Clinic No. 
19, the only instance we know where a manufacturing concern has 
had any such distinction accorded it.

It is believed, however, enough has been shown to convince those 
not already acquainted with us that there is a real human side to our 
own corporation as to other large corporations, for all are in the main 
doing work of this kind, not because it pays but because it is the 
decent, the fair, the humanitarian thing to do.



EDITORIAL

Occupational Therapy and Its Relation to Social Service
It is generally recognized that the outstanding characteristic of 

modern life is the development of specialists in many lines; not only 
in the various “learned professions,” but also in the industrial and 
manufacturing fields of our twentieth century civilization.

In no field of human activity has the development of specialists 
been more marked than in the field of medicine and its related activi
ties.

A few generations ago, the old type of family physician—whose 
passing has been, and is being, so much deplored in many quarters 
in recent years—himself furnished the variety of services that are 
today recognized as necessary adjuvants to medical service. Even 
in the important and indispensable field of nursing, before its devel
opment as a real profession, only the “Sairey Gamp” type of nurse 
was available.

In recent years, however, as a concomitant of the development of 
specialists in the various fields of medicine and surgery, and their 
adjuvants, it has been increasingly realized that the various fields of 
service for the sick and the disabled that have been developed cannot 
function to full advantage if they are—to use a marine phrase—in 
water-tight compartments. To put it in another way, a specialist 
must have, at least, an understanding of the general principles and 
methods of his, or her, profession; and must also be acquainted with 
the aims and methods of specialists in lines other than the particular 
one in which he, or she, is engaged.

The broader vision which has characterized the understanding 
of the care and treatment of the sick and the disabled in recent years 
has been well summarized in the statement that all the efforts of 
physicians, surgeons, nurses and all other workers in that field are 
devoted to one end; namely, the restoration of the patients to work
ing capacity again and, thereby, to happiness.

It may be considered a “work of supererogation” on the part of 
the writer to comment upon the importance of the work of the Hos
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pital Social Service worker as a link in the chain of progress of a 
patient back to active life. It cannot, however, be too often empha
sized that the Social Service worker must not only have the vision 
of the aims of medical treatment as mentioned above; but must have 
a knowledge of the other links in the chain; in particular, of certain 
steps in the rehabilitation of a patient that are more closely related 
to the work of the Social Service department than others.

Of these, none is of more importance than treatment by occupa
tions; or, as is formally termed, Occupational Therapy; a type of 
treatment for sick and disabled persons whose use has increased 
enormously in the past two decades. An understanding of the under
lying principles and aims of Occupational Therapy is therefore an 
exceedingly necessary part of the armamentarium of the Hospital 
Social Service worker.

The American Occupational Therapy Association formulated, 
some years ago, a list of fifteen “Principles of Occupational Therapy,” 
which can be obtained from the Association, if required. For the 
purposes of this article, however, it will probably suffice to quote 
some of the more important of these principles, as follows:

1. Occupational Therapy is a method of treatment of the sick or 
injured by means of purposeful occupation.

2. The objects sought are to arouse interest, courage, and confi
dence ; to exercise mind and body in healthy activity; to overcome 
disability; and to re-establish capacity for industrial and social use
fulness.

3. In applying occupational therapy, system and precision are 
as important as in other forms of treatment.

4. The treatment should be prescribed and administered under 
constant medical advice and supervision and correlated with the other 
treatment of the patient.

5. The treatment should, in each case, be specifically directed to 
the individual needs.

6. Though some patients do best alone, employment in groups 
is usually advisable because it provides exercise in social adaptation 
and the stimulating influence of example and comment.

7. The occupation selected should be within the patient’s estimated 
interests and capability.

8. As the patient’s strength and capability increase, the type and 
extent of occupation should be regulated and graded accordingly.
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9. The only reliable measure of the treatment is the effect on the 
patient.

The final clause of the foregoing statement of principles is of 
prime importance in view of the fact that an interest in Occupational 
Therapy has been aroused in many observers of it because of the 
attractive articles often produced by patients who are receiving occu
pational treatment. It is true that many such observers have thereby 
been induced to make a study of the “why and wherefore” of treat
ment by occupations, but, in many cases, the observation has been 
merely superficial, and a misunderstanding of the aims and purposes 
of such treatment has resulted.

In other words, superficial observers who have been attracted by 
the articles produced by patients in occupational therapy classes 
have not realized that those articles are—so to speak—merely “by
products” ; and that the real value of curative occupations lies in 
their effect on the patients. In point of fact, except for one impor
tant psychological result which will be mentioned directly, the benefit 
to the patient would still remain, even if the article which he, or she, 
produced were destroyed.

The qualification of this statement lies in the great inspiration 
and encouragement that is afforded to a patient, who has been looking 
forward with dismay and apprehension to the future, by his having 
been able to produce an article of intrinsic value and usefulness— 
often, of beauty.

Many instances could be cited in which a misunderstanding of the 
real aims of occupational therapy have led to the employment of 
persons with a knowledge of one or more simple crafts, but no train
ing in the scientific use of curative occupations; with a consequent 
failure of the work from the medical viewpoint.

In that connection, the work of the American Occupational 
Therapy Association during the past ten years in establishing proper 
standards of training for occupational therapists is deserving of 
much praise. As a corollary of the establishment of minimum stand
ards of training for workers, the Association has recently established 
a National Register, or Directory, of qualified occupational therapists. 
The purpose of this was well stated, as follows: “For the purpose of 
maintaining high standards in the profession, of safe-guarding 
properly qualified workers, and for the protection of hospitals and 
institutions from unqualified persons posing as occupational ther
apists.”
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Social Service workers, in recent years, have devoted increased 
attention to vocational guidance for the disabled, and to their place
ment in suitable employment after their recovery. An important 
feature of curative occupations is that they can sometimes be linked 
up with the vocational or industrial rehabilitation of the disabled, 
and their subsequent placement in gainful employment. These two 
links in the chain must not, however, be confounded with each other; 
although both are steps in the restoration of the sick and disabled to 
earning capacity.

From the earliest beginnings, occupational therapy workers have 
kept in mind, for certain cases, not only the immediate therapeutic 
value of the work in restoring impaired functions of the body or the 
mind; but also its possible value, from a vocational point of view, 
after the patient leaves the hospital.

In those types of illness or disability which require long periods 
of convalescence, pre-industrial and pre-vocational training can often 
be provided in connection with the work that is given purely for 
therapeutic purposes. Because of the increasing attention being given 
nowadays to the after-care and placement in gainful occupations of 
sick and disabled persons, occupational therapists while never losing 
sight of the main objective of their efforts for the patients to whom 
they minister, are, in increasing degree, bearing in mind the possi
bility and, indeed, the desirability in some cases, of connecting the 
therapeutic work with subsequent vocational or industrial training 
and employment. That is to say, if several varieties of occupation, 
available in the hospital shops or classes, would have equal value for 
therapeutic purposes, but one was more valuable than the others 
from the point of view of the patient’s subsequent training for a 
definite occupation, that one would be prescribed.

Another phase of occupational therapy that is very closely linked 
to Social Service activities, and has received increased attention in 
recent years, is the work given to “home-bound” cases. In a great 
many towns and cities today this work is well-organized; sometimes 
as a branch of Social Service work; in some places by workers at
tached to an out-patient department of a hospital; and, occasionally, 
by a special committee or association.

As Social Service workers are all too well aware, many home- 
bound cases are in need of money. Therefore, whenever the patient’s 
condition permits, productive occupations are given; so that the
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articles made by the patient, primarily for therapeutic purposes, 
can be sold when completed.

In addition to its great value physically, occupational therapy, in 
many cases, develops the powers of the mind; not only in mental 
patients, but in patients suffering from physical disabilities, with the 
consequent mental depression and apprehension for the future with 
which Social Service workers are all too familiar.

May we not, therefore, claim for occupational therapy that, be
cause of its ideals and methods, it is closely related to Social Service; 
its aim being to aid in the restoration of the sick and the disabled to 
health and working capacity (which mean happiness) ; which is 
certainly the aim of all good Social Service workers.

T. B. K idner.

American Hospital Association Annual Meeting 
Toronto, September 28th— October 2nd

Medical social workers participated as usual in the annual meet
ing of the American Hospital Association. The general program 
stressed the social factors in hospital activity and in addition special 
meetings for medical social workers were held.

The program of the Social Service Section was of special interest 
to hospital administrators and social workers. Miss Pricilla Keely, 
Director of Social Work, Mayo Clinic, Rochester, Minnesota, dis
cussed problems presented by non-resident patients. Social workers 
in public and private medical institutions find the social difficulties 
involved in the sick non-resident patient require the best skill and 
technique of social case work and community planning for effective 
care. Ineligibility of patients for medical care because of specific 
residence requirements as well as the many legal and social problems 
which result, are in many institutions the social worker’s task to 
untangle. The way in which they are being met in some places 
proved helpful to many.

Miss Ruth Lewis, Associate Director of Medical Social Work at 
Washington University and Allied Hospitals, discussed the ex
perience of her community for providing the necessary medical-relief 
needs of patients. Who supplies the glasses, orthopedic shoes, or 
extra diets ordered by the hospital physician for patients where bud
gets cannot cover such items? How can the hospital be assured that
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this part of the medical treatment is made possible through com
munity cooperation? These are some of the points Miss Lewis dis
cussed from the standpoint of an interesting experiment in St. Louis. 
Miss Frances Money, Director of Social Work at the University of 
Minnesota Hospitals, Minneapolis, discussed Miss Lewis’ paper and 
told of the cooperative program in which she had participated in 
Minneapolis. Miss Elizabeth Wisner, Assistant Professor of 
Sociology, Tulane University, New Orleans, La., and President of 
the American Association of Hospital Social Workers, was also a 
speaker on the program.

Mrs. Irving Robertson of Toronto discussed the Mother-craft 
Movement and its relation to the health and hospital fields. Other 
meetings on the general program which were of interest to social 
workers were the Dietetic Section when “Food Economics” and 
“Food Clinics in Out-Patient Departments” were discussed; the Out
Patient Section and the General Session where the subject of 
National Health Insurance was so ably presented.

There was a special luncheon meeting for medical social workers 
and small group meetings were arranged on request. The American 
Association of Hospital Social Workers had an exhibit of charts, 
graphs, records and other literature in the Educational Exhibit. Mem
bers of the Executive Committee were available for conference and 
personal appointments.

Miss Frances Wright, Director of Social Service, Hartford Dis
pensary, Hartford, Conn., was chairman and Miss Hilda Baker of 
New York, Miss Frances Money of Minneapolis and Mrs. H. A. 
Paice of Montreal were members of the Program Committee.

American College of Surgeons Annual Meeting 
New York, October 12th-15th

Medical social workers will find the session on Tuesday afternoon, 
October 13th, of the meeting of the American College of Surgeons 
in New York of special interest. The program will be entirely de
voted to discussion of social work and its relation to medical practice. 
Dr. Richard C. Cabot will preside and present the subject: “Hospital 
Social Work—A Particularly American Product.” This paper will 
be followed by a general presentation of “The Organization and 
Scope of Social Work in a Medical Institution” by Miss Antionette
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Cannon of the New York School of Social Work. Miss Louise 
Odencrantz, Director of the Employment Center for the Handicapped 
of New York, will tell of the Social Problems of the Industrially 
Handicapped and “Social Service and Cancer Control” will be dis
cussed by Dr. George H. Bigelow, Executive Health Officer, Massa
chusetts State Department of Health.

The American College of Surgeons is especially interested in the 
social factors in hospital and medical care. Their programs on 
hospital standardization and cancer place emphasis on the need for 
adequate social service. This program offers an unusual opportunity 
for medical social workers in and near New York.



NEWS NOTES
The National Organization of Public Health Nursing has been 

granted $25,000 for a study of present standards, methods and 
practice of public health nursing.

The National Congress of Parents and Teachers at a recent 
meeting recommended keeping boys and girls in school beyond work
ing age as one means of relieving the present unemployment situa
tion.

An international exhibit of handwork done by cripples will be held 
in Nottingham, England, next November.

Elizabeth Gordon Fox, Executive Director of the Visiting Nurse 
Association of New Haven, Conn., has been awarded the Florence 
Nightingale Medal and Diploma by the International Committee of 
the Red Cross.

As a result of a mental hygiene survey conducted by Dr. George 
S. Stevenson and Miss Clara Bassett of the National Committee for 
Mental Hygiene, a Society for Mental Hygiene has been organized in 
Pittsburgh, Pa.

Dr. John C. Thurrott, formerly with the Institute of Child Guid
ance, New York, has been appointed Director of the new Child 
Guidance Clinic in Flint, Mich.

Frank W. Goldstone, retiring Secretary of the National Union of 
Teachers of England, who also has done valuable work as a member 
of the Council of the Save the Children Fund, has been knighted.

David M. Schneider, formerly with the Bureau of Jewish Social 
Research, New York City, has been appointed Director of the Bureau 
of Research, New York State Department of Social Welfare, Albany, 
N. Y.
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The New York State Department of Mental Hygiene announces 
the publication of the following leaflets: “Pull Yourself Together” 
by Dr. Frederick W. Parsons; “The Nervous Child” by Dr. William 
C. Garvin; “The Feeling of Inferiority” by Dr. Horatio M. Pollock; 
and “The Causes of Mental Disease” by Dr. H. L. Levin. Copies 
may be obtained free by writing to the State Department of Mental 
Hygiene, Albany, New York.

The Health Education Department of the New York Tuberculosis
and Health Association reached 1,500,000 persons during the past 
year. A total of $45,161 was used for child health work and $35,202 
was spent in health education.

Bishop Turquotil, a pioneer missionary in the North country and 
4 nurses, members of the Grey Nuns will open an hospital at 
Chesterfield Inlet, 500 miles north of Churchill, Man., the Hudson 
Bay port. The hospital will serve the nomadic Eskimos and the 
hunters and prospectors who search for fur and gold on the fringe 
of the Arctic Circle. The Sisters will instruct the Eskimo children 
in hygiene.

An endowment fund of $1,100,000 is being raised by the Board 
of Trustees of the Judge Baker Foundation, Boston. The Founda
tion was established in 1917 as a memorial to Harvey Humphrey 
Baker, the first judge of the Boston Juvenile Court, for the purpose 
of caring for and guiding children between the ages of 8 and 17 years.

The Institute of Human Relations, a new department in Yale 
University erected at a cost of $2,000,000, granted by the Rocke
feller Foundation, the General Education Board and the Laura Spel- 
man Rockefeller Memorial, has been formally dedicated.

The first conference of the newly-founded International Associa
tion for Preventive Pediatrics was held at The Hague September 7-8.

Miss Willa L. Murray is Acting Director of the Hospital Social 
Service Association of Hawaii, at Honolulu, during the absence of 
Miss Margaret Catton, who is enjoying a trip around the world.
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Plans have been made for the organization of a Territory of 
Hawaii Chapter of the American Association of Hospital Social 
Workers, with headquarters in Honolulu.

“Mental deficiency is something more than ordinary backward
ness in studies, and it is something different. Ordinary backward
ness is comparatively not very serious. A merely backward pupil 
will not graduate at the average age, but there is no reason to believe 
that he will not succeed in life. Ordinary backwardness may even 
be curable. It may be due to irregular attendance, to poor nutrition, 
to adenoids, to haphazard schooling, poor teaching, defective vision, 
lack of familiarity with our language, and a long list of other causes 
which retard, but do not altogether destroy, normal development.” 
— A rnold Gesell, M.D.

The Rockefeller Foundation and the Johns Hopkins School of 
Hygiene and Public Health will assist in the establishment of a model 
health department to study preventive medicine problems.

More than 1,000 unemployed adults, from 17 to 60 years of age 
took advantage of the New York City Board of Education’s offer 
for vocational training during the summer.

The New York Post-Graduate Medical School and Hospital gave 
an intensive 4-weeks’ course of instruction for physicians in tubercu
losis during the month of September.

“Canada has paid a great tribute to one of the outstanding figures 
in the history of womankind,” declared Arthur McKeogh, Managing 
Editor of Good Housekeeping Magazine, after a motor trip to Mount 
Edith Cavell in Jasper National Park recently. “The glistening snow- 
blessed peak of the mountain forms an everlasting monument to 
Nurse Cavell, whose memory lingers in the hearts of people of all 
nations.”— Canadian Nat. Railways Bui.

The Manhattan Headquarters of the Department of Health is now 
located at 139 Centre Street.

According to a recent newspaper report only 75 of the 500 foods 
submitted for endorsement to the Committee on Foods of the Ameri-
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can Academy of Medicine during the first year of its existence were 
accepted and permission granted to advertise their products as 
“Passed by the Committee on Foods of the American Academy of 
Medicine.” Many of the health claims made for the foods rejected 
were misleading. Manufacturers of the rejected foods will obtain 
endorsement and use of the Committee’s Seal when changes are made 
to meet the requirements or when the advertising methods are changed. 
The advantage of advertising products as approved by the Committee 
on Foods of the American Academy of Medicine is apparent to 
manufacturers. The public will buy accordingly and reap the benefit 
of knowing from an authoritative source whether or not the claims 
made for advertised products are true.

The Swedish Government recently appropriated nearly $55,000 
for scholarships to enable unemployed boys and girls to attend 
municipal and private vocational schools.

Springfield, Mass., is to have a new $2,500,000 hospital.

The serious condition of unemployment in Minneapolis spurred 
parent-teacher and civic organizations to efforts to keep in school the 
1,000 pupils who graduated in the middle of this school year. Special 
courses were organized in the extension department of the public 
schools, the University of Minnesota, the Young Men’s Christian 
Association, and the Dunwoody Institute. During the last week of 
the term the school counselors tried to persuade the children to remain 
in school and provided each with a list of institutions and courses 
open to them. The school board transferred funds from its summer- 
school budget to meet the emergency, and the Parent-Teacher Asso
ciation appropriated $500 to a fund to provide car fares, lunches, and 
clothing when needed. The courses were also opened to former 
pupils who had been laid off from work.—U. S. Children’s Bureau, 
Washington, D. C.

The New York City Department of Health maintains a Tubercu
losis Information Service at 139 Centre Street, New York City. 
This Service is maintained for the convenience of physicians who 
wish information regarding nursing homes and sanatoria. The of
fice is prepared not only to give detailed information but to assist the 
physician in placing his patients in public and private institutions.
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The President has signed a bill which establishes a Division of 
Mental Hygiene in the office of the Surgeon General of the Bureau 
of Public Health Service in the Treasury Department, and authorized 
the Surgeon General to make studies of the causes, prevalence and 
means for the prevention and treatment of nervous and mental 
diseases. The fact that the Congress of the United States has recog
nized that mental disorders constitute a problem of national health 
again indicates the necessity for awakening the medical profession 
to a sober and scientific approach to the problems of the causes, preva
lence and means for the prevention and treatment of nervous and 
mental diseases.—From an Editorial in the Journal Amer. Med. Assoc.

A special course for health officers was given at the University 
of Syracuse during the month of September.

The immediate results of sex education have been freakish. We 
have already seen the failure of the attempt at teaching sex hygiene 
in the public schools to children who knew nothing of the subject by 
teachers who seemingly had not even the wit to guess what the chil
dren did know. Now the wise plan is being tried of teaching the 
teachers in order that they may at least understand the situation. 
— Edward L. K eyes, in Morals and Venereal Disease.

HO SPITA L SERVICE FOR ACUTE POLIOM YELITIS

The following announcement calling attention to hospital facilities 
for acute cases of poliomyelitis is published at the request of Dr. D. 
M. Tolle, Medical Superintendent of the Willard Parker Hospital: 

Cases of poliomyelitis in the acute stage, which do not receive 
convalescent serum, may be sent to the Willard Parker Hospital 
where other newer forms of therapy will be instituted. For cases 
with respiratory paralysis, a new apparatus for artificial respiration 
and a “Drinker Respirator” are available.— Weekly Bui. N. Y. C. 
Dept, of Health.

A report from Beaumont, Texas, tells how the students of a 
junior high school in that city have developed a plan for assuring 
clean hands for lunch. Monitors preside at the wash basins to see 
that soap is used. Others hand a paper towel to each washer, who 
then receives from still another monitor a ticket—the color is changed



Book Review 323

daily—without which no one is permitted to enter the lunch room. 
No doubt this regime would have been resented by the pupils if it 
had been forced upon them by the school authorities, but it is their 
own scheme, and they do their own supervising.—JJ. S. Children’s 
Bureau, Washington, D. C.

Health News reports that 439 health officers and 378 public 
health nurses attended the recent Conference of Health Officers and 
Public Health Nurses in Saratoga Springs, New York.

The Minneapolis Infant Welfare Society is trying a new scheme 
to keep the children brought to their clinic under continuous observa
tion until they are transferred to the care of the school physician and 
nurse. The mother is told on her first visit to the clinic with her 
infant that she is expected to bring the child regularly once a month 
for the first year, every 2 or 3 months during the second year, 
and once every 6 months thereafter until the child enters school, 
when he will be given a diploma by the clinic. The society is now 
caring for infants and preschool children in the same clinic.— U. S. 
Children’s Bureau, Washington, D. C.

BOOK REVIEW
A Manual of Tuberculosis for Nurses. By E. Ashworth Under

wood, M.A., B.Sc., M.B., CH.B., D.P.H. (U. Glas.) with an intro
duction by Professor J. R. Currie, M.A., M.D., M.R.C.P., D.P.H. 
New York: Wm. Wood & Co., 1931. 264 pp. Price $2.50.

Several elementary manuals on tuberculosis have appeared in 
recent years. The present volume, written especially for British 
nurses engaged in private and institutional practice, has so many 
merits that it might well be used in the instruction of American 
nurses as well. The author has had considerable experience in the 
field of tuberculosis, both as a public health official and as medical 
superintendent of a sanatorium for the tuberculous. He has covered 
the various phases of the subject with a generally judicious alloca
tion of space for each of the topics treated.

The volume is written in a simple and easy style, is well organized
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and is similarly satisfactory because of the summary at the end of 
each chapter, the glossary of technical terms, the good printing, and 
the up-to-date, though perhaps too few illustrations.

Jacob A. Goldberg, P h . D.

ABSTRACTS
“Methods of Acquainting the Medical Profession with the Value 

of Occupational Therapy.” J. C. Doan. Occup. Ther. and Rehabil., 
1930; X, 13.

Up to the present occupational therapy has been endeavoring to lift 
itself by its own bootstraps. The occupational therapists have held 
regular meetings, discussed their problems and have succeeded in 
obtaining the support of a part of the medical profession. Where 
the hearty cooperation of the medical profession has been gained 
occupational therapy has thriven. The crying need of occupational 
therapy is to have the support of the entire medical profession and to 
have the entire profession recognize the spiritual value of the work, 
not merely the curative tendencies. If occupational therapy does no 
more than uplift the spirit and banish discouragement the work is 
justified. The informal alliance of the American Occupational 
Therapy Association with the American Hospital Association has 
been helpful and is a recognition of the necessity for cooperation and 
coordination among physicians, hospital administrators and members 
of the profession of therapy through occupation. The problems and 
practice of occupational therapy have gradually emerged from the 
shops and wards of institutions for the mentally ill and hospitals for 
the chronic cases. The work is accepted now in hospitals treating- 
acute cases. Even in these hospitals the work is accepted apatheti
cally by the staff. It does no harm and may possibly do some good 
is the manner of acceptance. In instances where occupational ther
apy is accepted by the hospital administrator and staff as recognized 
therapeutic work success has crowned the workers’ efforts. The re
cent work of the Boston Committee in the accurate measurement of 
the increase in function in partly-ankylosed joints following the insti
tution of sane occupational and physical therapy is a hopeful sign. 
There is need for more and better training schools, need for the co
operation of all trustees, administrators and the medical staffs of
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hospitals. The worker herself must know the work, the manner of 
approach both to staff and patient and all other hospital workers. 
Lectures to the nurses, demonstrations of the work to officials, phy
sicians, etc., are helpful methods of gaining interest and support.

“Should the Social Worker Collect Fees and Make Credits ?” 
Ida M. Cannon. Mod. Hosp., 1931; XXXVI, 59.

Whether or not the social worker should collect fees and make 
credits in the out-patient department is a question which has caused 
endless discussion. According to the minimum standards of the 
American College of Surgeons and the American Association of Hos
pital Social Workers the primary responsibility of the social service 
department is social case-work. This is analogous to nursing for 
nurses and treatment of patients for physicians. The author gives 
definite reasons for the confusion of thoughts and discusses the sub
ject in an unbiased manner, appreciating the underlying reasons for 
delegating such duties to the social service department. There is need 
for social vision in fixing charges and passing on the admission of 
patients and the solution appears to be to have a social worker who is 
considered as one of the administrative staff pass judgment. 
There is need for further study of the whole question and the author 
expresses the wish that the American Association of Hospital Social 
Workers and the American College of Surgeons will undertake the 
work.

“Fungus Infections of Skin of Industrial Workers.” R. T. 
Legge. Amer. Jour. Pub. Health & Nations Health, 1931; XXI, 648.

The author makes a plea to the medical profession and to those 
engaged in public health work to concern themselves in the danger 
of fungoid infections as a cause of disease. Many pulmonary infec
tions and other organic diseases can be traced to these infections. A 
special warning is given against ringworm of the feet which is usually 
passed from one to another in gymnasium, pools and shower baths. 
The best means of prevention is to protect the feet by bathing shoes 
or sandles. To protect the body from infection dry the feet last and 
send towel to laundry. From an industrial point of view every 
suspicious skin irritation warrants careful examination for possible 
fungus infection.
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“Education Among the Wamuera.” P. Meinulf Kuesters. Rev. 
Internet, de UEnfant, 1931; XI, 558.

This article gives a vivid picture of the life and customs of an 
interesting people known as Wamuera, especially in its attitude to 
child life and child welfare. The author states that careful research 
is needed to enable us to understand the mind of the Native. His 
account of educational methods in vogue among the Wamuera is to 
show how this people is remarkable for the numerous ethical princi
ples and its strength of moral character. Among the Wamuera the 
young married woman is instructed by the older women, who are 
looked upon as teachers of the tribe in matters pertaining to preg
nancy. An essential preparation for successful birth is believed to 
be the observation of certain dietary rules by both parents. Husband 
and wife not only refrain from eating certain foods but they must 
scrupulously observe other rules applying to customs, clothing, sexual 
relations, etc. The woman is relieved of all heavy work. The super
stitious rules and things tabooed may seem curious to us but they all 
show that anxiety for the unborn child is the chief concern of the 
Natives’ lives. Not only the parents but also the old women who act 
as instructors must obey these regulations in the interest of the 
child. The birth of a child and its welfare is the concern of the 
whole tribe. Intelligent care and keen observation are obviously 
mingled with a certain amount of superstition but in the native atti
tude lies the consciousness of the responsibility which the people as 
a whole takes upon itself as regards the child. Cases of infanticide 
occur. All crippled children and all those born with foot presenta
tion or with teeth are killed. A woman usually has no more than four 
or five children; she then refuses to have any more. Children are 
well treated and are objects of real affection. The parents are chiefly 
occupied in ensuring the bodily welfare and general discipline of the 
child. Moral and intellectual education is the business of the tribe. 
The tribal laws are strictly observed. The author thoroughly under
stands the Natives’ remarkable appreciation of the value of child 
culture and states that morally speaking the premises for a large- 
scale child welfare movement in Africa clearly exists; the prelimi
nary condition is, however, that the people should understand how 
the child welfare movement will help them.
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