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The Jewish Social Service Bureau of Chicago has now for nearly 
a decade been experimenting with a special service designed to deal 
with marital relations, sex hygiene, sexual adjustment, and family 
limitation. This service has been pioneering in a difficult field where 
information is inadequate, methods are undeveloped and scientific 
observations of social results are much needed.

As a serious approach to the problem this service should be 
studied by those who are concerned with conserving for individuals, 
for families, and for society, the best that is to be had from marital 
relations. The report prepared by Mr. Lurie and his assistants states 
objectively the results o f eight years of this experiment. The ex
periment soon disclosed that family limitation and contraception 
cannot wisely be dissociated from the general problem of sex and 
marital relationships; this involves medical and social educational 
effort, directed to the husband, as well as to the wife.

Whatever may be the final conclusions with regard to the most 
suitable form o f organization to serve the community in dealing with 
this problem— whether such services should be attached directly to 
family welfare and social service agencies or should be maintained 
separately or as integral parts of general hospitals, it is valuable to 
have the experience o f this seriously conceived and carefully carried 
out experiment with the problem made available. It adds definitely 
to our knowledge o f how to attack the problem through stating ob
jectively the successes and the failures or limitations of this particular
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approach to its solution. The only work similar to this is that re
corded by the Pioneer Health Center of London, which, incidentally, 
is also financed by Jewish philanthropists, though it is non-sectarian.

As this refers to one of the subjects to whose study the National 
Committee on Maternal Health, Inc., is dedicated, we are glad to have 
it appear as one of our publications. In the book “ Seventy Birth 
Control Clinics”  by Caroline H. Robinson, the trends of what may 
be called the emergency work of birth control clinics are shown to be 
toward a more comprehensive type o f health and social service in the 
field o f “ conjugal hygiene”  whose functions, largely preventive, will 
extend over a wide range of needs and ages to include:

(a ) Sex hygiene for adolescents
(b ) Engagement and premarital counsel and examination
(c )  Conjugal adjustment with control o f fertility as a part thereof

Incidentally the birth control clinics are already proving to be 
useful as health examination centers, for the wife and mother who is 
perhaps the hardest individual to persuade to a preventive health 
program. The fact that the particular service reported here is for a 
rather restricted group of the community does not alter the applica
bility of the principles o f case treatment developed through it.

B a i l e y  B .  B u r r i t t , 

Chairman Community Relations 
National Committee on Maternal Health, Inc.



I. O R G A N IZA T IO N  O F SE X  H Y G IE N E  SER VICE

Lurie, Rosenthal and Weber 329

As an organization concerned with dependent and disorganized 
families, the Jewish Social Service Bureau for many years has been 
aware of the difficulties that families were experiencing in solving 
the problem of family limitation. Through contact with family 
problems involving various aspects of marital disharmony, the case 
workers of the Jewish Social Service Bureau began to recognize the 
importance of the sexual life of clients as an underlying factor in 
family maladjustment. Instances of reported sexual incompatibility, 
variations in sexual response and in sexual practices occurred with 
frequency in the recorded histories of these families. These experi
ences of the agency furnished sufficient evidence for the need o f con
sideration of the sexual component in family problems. In the light 
of the prevailing psychological theories concerning emotional prob
lems it was indicated that an understanding of the nature of the 
difficulties was essential, for which special organization and technique 
were required.

The first of the sex problems upon which the attention o f the 
agency was focused was that o f family limitation. It became clear in 
many instances that the Jewish Social Service Bureau was dealing 
with dependent families whose problems of dependency seemed to 
offer no hopeful indication of early solution; that, in fact, the period 
o f dependency was lengthening in a number of families under care, 
due to additional births. Among these dependent families there were 
occasionally defective or abnormal persons who would continue in
definitely as the problems of community agencies. It was obvious 
also, at this time, that many of the families were themselves seriously 
concerned and eager to limit the number of their children, but that 
the majority were not informed or adept in the use o f desirable 
methods for achieving this end. Frequent instances of abortion, 
either self-induced or performed by medical practitioners or by others, 
occasionally with harmful results; many gynecological ailments among 
women, some of them related to unwise and dangerous methods of 
family limitation; sexual incompatibility, brought about by the fear 
o f pregnancy on the part of married couples; and unsatisfactory sex 
relations resulting from attempts to control pregnancy: all o f these 
were evidences of a distinct need for skilled medical service and 
instruction.

It had also become increasingly evident that the use o f contracep
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tives could not be considered as an isolated problem but that it 
was inextricably connected with general sex hygiene and sexual rela
tions. Aspects o f gratification in the sexual act, fears o f pregnancy, 
and the element of response between husband and wife, were some of 
the indications that attention to the use o f contraceptive devices could 
not be disassociated from the sex life of the client. Out o f this the 
Jewish Social Service has gradually developed the practice o f con
sidering the use o f contraceptive measures in relation, first to the sex 
life o f the couple; and second, to their health and hygiene. For this 
reason and not because a euphonious or misleading terminology was 
desired, the services rendered by the organization have been desig
nated as “ sex hygiene” services.

Previous to the organizing of this special department of the Jew
ish Social Service Bureau, no suitable facilities were available to the 
clients o f the organization. The medical clinics on the whole were 
making no special attempt to meet this problem. While individual 
physicians in these clinics occasionally advised their patients, such 
advice was, on the whole, inadequate for the needs of many of the 
families. More serious was the fact that there existed no definite 
program of instruction and supervision for carrying out the advice 
which was being suggested. For these reasons, the Jewish Social 
Service Bureau felt it advisable to enlist the cooperation o f an inter
ested physician and organized a special service which would offer to 
such families contraceptive advice which was medically satisfactory. 
The first client was referred September 20, 1922. The service has 
been maintained to date with some changes in personnel and in the 
policies of its administration and supervision.1

T y p e s  o f  C l i e n t s

The Jewish Social Service Bureau as a family case work agency, 
deals primarily with families presenting major problems o f economic 
distress or o f family disorganization. While applications for aid are 
received from a large number o f families, intensive service is directed 
principally to those situations which are likely to be o f fairly long 
duration. The agency does not generally come into contact with 
families early in their marital career. Its aid is enlisted largely by 
families meeting difficult crises or in acute stages o f disorganization. 
Among the problems which characterize such families are: chronic 
incapacity of the chief wage earner to support his family adequately 
because of physical or mental handicap; inadequate standards o f
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living o f the unskilled laborer who is burdened with a large family 
or with more children than can be regularly supported; chronic non
support on the part of the husband; acute and continued marital dis
cord; or threatened separation or divorce unacceptable to one of the 
partners.

These families would not ordinarily seek medical advice from 
private physicians in order to limit the number of children or to 
space their families. Prior to this service, organized facilities for 
contraceptive information were not available. Whatever information 
concerning family limitation these families possessed, was gained in 
large measure from friends and relatives, and was rarely satisfactory 
or adequate.

The Bureau considered it desirable to refer for special service 
only those clients who presented definite social, economic, or eugeni- 
cal reasons for limiting the family. Families presenting temporary 
problems of ill health or o f  unemployment were not considered. 
Women sufficiently alert to profit by a single clinical instruction, were 
referred for contraceptive service to the Illinois Birth Control League, 
or, in some instances, to reputable private physicians. The majority 
o f  the clients referred to the special service o f the Bureau may be 
said to constitute a selected group with acute problems, indicating the 
necessity for an extended social program.

T o summarize the reasons for referring clients for sex hygiene 
service. In the whole group of 172 families dealt with, including 104 
listed in a previous report published in The Jewish Social Service 
Quarterly, December 1926, there were 619 factors listed, or nearly 
four per family. Grouped according to the main type of difficulty 
the incidence per 100 families was as follow s:

Chronic insufficient earn ings..................................... 88
Serious health conditions...........................................  I l l

Miscellaneous illnesses and disabilities. . .  60
History o f repeated abortion s...................  42
Familial syphilis ...........................................  9

Mental abnorm ality...................................................... 105
Defective parents...........................................  47
Defective ch ild ren .........................................  30
Psychopathic conditions .................................28

Serious domestic fr ic t io n ...........................................  35
Man and wife sexually incompatible........................ 21
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At first only the women in such families were referred for medical 
examination and instruction. As the principal contraceptive device 
recommended required fitting by the physician, a gynecological exami
nation was considered essential. A  gynecological history was obtained, 
and in some instances a brief general medical examination was given. 
Increasingly a more intensive study of the medical and gynecologi
cal problems has developed and the scope of the health and physical 
examination accompanying the medical instruction has been enlarged. 
About a year after beginning the service, the physician was unable 
to continue, and another was obtained in her place, who has continued 
to serve until the present time.

From the beginning, it was considered advisable to follow-up all 
cases referred for instruction. A  special follow-up service was ini
tiated under the direction of a registered nurse with considerable 
experience in dealing with the home economics problems of similar 
clients in the organization. The fact that this nurse was married and 
sympathetic with the problems and difficulties which besiege such 
families, added to the rapport between client and nurse.

There has been monthly follow-up, either by visit to the home, 
or by office visit of the client. These interviews continue until the 
nurse is convinced that the instructions are being regularly carried 
out; or until it has been established that cooperation on the part of 
the client cannot be obtained; or repeated failure to use the devices 
suggested indicates the undesirability of continuing contact. In some 
instances where partial failure to cooperate has resulted in an un
desired pregnancy, the case is made recurrent when the case worker 
believes conditions are again promising.

A  review of the successes and failures o f  the service in 1925 led 
to the conclusion that it was not advisable to consider the problem 
merely from the aspect o f offering contraceptive advice to the woman 
in the family. It was believed that the matter of contraception could 
not be separated from the general problem of sex and marital rela
tionships, and that the successful establishment o f  contraception de
pended upon the cooperation o f both the husband and the wife. It 
was also clearly indicated that the continued use of satisfactory con
traceptive methods could only be obtained where a voluntary desire 
for cooperation on the part of the couple had been reached. Instruc
tion in the use of contraceptive devices, and suggestions from the
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case worker and from the worker attached to the sex hygiene service, 
were likely to be unsuccessful unless the couple themselves desired 
to limit their family, and possessed a reasonable willingness to employ 
methods which they could use without undue difficulty.

The scope of the service, therefore, was enlarged to include par
ticipation by the husband, and a man physician enlisted to aid the 
organization in carriyng out its program. Beginning with October 
1925, an attempt was made to refer both husband and wife for 
contraceptive and sex hygiene instruction and advice. Gradually 
a case procedure and method have been developed in the organization. 
A  description of this procedure may be of interest.

In the regular course o f case contact, the problem of family limita
tion or other matters of sex relations may be discussed frequently by 
the wife or the husband, with the case worker. A t present the social 
examination o f the problems of families presenting domestic difficul
ties regularly includes a study of sex relations and adjustments. In 
other instances if the worker, upon consideration of the problem, has 
become convinced that the family requires instruction in methods of 
family limitation, or that it is desirable that there be no further 
children in the particular family because o f  disease or economic mal
adjustment, the subject is introduced to the client by the worker. 
Such cases have been previously discussed by the worker with the case 
supervisor. I f  it is agreed that the family is a suitable one for sex 
hygiene service, they are informed that such service is available, and 
are asked if they desire to receive it. The nature of the service is 
explained to the clients, stressing the fact that it involves voluntary 
cooperation on their part, and includes instruction in the methods of 
using contraceptives. Such explanation is necessary because clients 
frequently possess erroneous ideas of the nature o f contraceptive 
instruction, confusing it with sterilization or abortion. The case 
worker then proceeds to fill out a schedule (see Appendix A )  which 
gives a brief medical and social history useful to the physician who 
makes the medical examination and gives the advice.

If a family seems to be highly resistant they are not coerced but 
an attempt is made through continued contact, to explain more fully 
the nature of the service and the reasons why the family should 
undertake it. When they agree to ask for the service they are re
quested to sign an application which sets forth briefly the nature of 
the service. Except for unusual situations involving mental 
pathology, both husband and wife must request service before it is



offered to either party. Arrangements are then made for the clinical 
visit.

While a general health examination may seem remote from the 
problem of contraception, it possesses more significance when other 
aspects o f sex relations are involved; as for example frequency of 
sex relations. In the case o f the man, it has been useful from an 
educational viewpoint, inasmuch as it has stressed the essential health 
factor in sex relations, and has indicated that the matter o f sex rela
tions and the use o f contraceptives are elements to be considered as 
part of the larger problem of personal and social hygiene. In the 
complete physical examination, a rapport between physician and pa
tient is established, and a beginning of confidence in the professional 
adequacy of the service is developed. In many instances the physi
cian has found it desirable to suggest double measures o f protection 
and the use o f the contraceptives is explained to the clients by the 
physician and instructions given. Husbands as well as wives are 
asked to report to the sex hygiene nurse in order that we may have 
knowledge o f the success or failure of the method. This helps to 
establish and continue desirable cooperation on the part o f the hus
band in the sex hygiene program.

In launching the method of sex hygiene advice to both husband 
and wife, and the procedure of double protection, we were somewhat 
hesitant and entered into the procedure experimentally, not knowing 
how much cooperation could be obtained from the husbands in these 
families, since the experience o f most clinics offering birth control 
advice had been largely limited to women. The response which we 
have obtained from the husbands in our families has been excellent 
and we are of the opinion that the methods developed are essentially 
sound for dealing with the problem of contraceptive instruction and 
the related aspects of sex hygiene and education.2

P u r p o s e  o f  P r e s e n t  S t u d y

It has been considered desirable to make a thorough and sys
tematic study of the cases of our Sex Hygiene Department in order 
to establish statistically the success or failure o f the methods o f con
traception which have been employed; to measure the adaptability o f 
our clients to the methods used; and to study the effect o f our service 
both on the problems of sex adjustment and the influence on marital 
relationships. For this reason a study o f the records of the Sex H y
giene Department, supplemented with a study o f the case records in

334 Adult Sex Hygiene



Lurie, Rosenthal and Weber 335
the family service districts, was undertaken in February, 1930. For 
the purpose o f the study all new cases in the Sex Hygiene Depart
ment for the period o f January 1, 1927 to January 1, 1930 were 
selected for study. There were 61 of these cases; to which were 
added seven known to the Sex Hygiene Department previously which 
became recurrent during these years. In the 68 cases studied there 
were involved 63 men and 58 women who received clinical instruction 
in contraception or sex hygiene. Although our own experience 
seemed to give us reason for optimism, recently there has been con
siderable questioning o f the actual success of birth control clinics, 
notably in “ Birth Control on Trial,”  by Leila Secor Florence of the 
Clinic of the Women’s Welfare Association in Cambridge, England. 
Also, we were eager to know whether the procedure developed in 
1925 as outlined above, was more or less satisfactory than previous 
methods. A  study of our previous methods was made in 1926 on 
104 cases, in which only 35 men had received instruction, and was 
reported in, “ Sex Hygiene in Family Life,”  Jewish Social Service 
Quarterly, December, 1926.

It should be indicated at the outset that the relatively few cases 
involved in this study do not offer a sufficient number upon which 
to base statistical conclusions. However, as the cases studied include 
the total number served by the Sex Hygiene Department over a 
period of years, the results are indicative of the nature and results of 
the service offered by the organization. As the data have been studied 
entirely from the standpoint of the social worker, and as social and 
personal adjustments and psychological material only are considered, 
conclusions concerning the medical and physiological problems in
volved in the service have not been attempted. Such a study, it is to 
be hoped, will be undertaken in the near future by the medical prac
titioners who have so sympathetically cooperated in the service 
offered.

II. FA M ILIE S R E C E IV IN G  SE RVICE

Sufficient facts are available both in the records of the Sex H y
giene Department and in the family case records to obtain a general 
description of the families served. This information may indicate 
the circumstances in the families under consideration.

These are all Jewish families who were, at one time or another, 
under the care of the Jewish Social Service Bureau, receiving services 
other than those with which this report is concerned. It is not within
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the scope of this article to review the general social case work which 
was offered to these families, nor the nature of the problems dis
covered nor the services rendered. It might be said, however, that 
these were families offering problems of sufficient importance to 
warrant long-time study and treatment by the organization.

As it is to be expected, the group is largely composed of men and 
women of foreign birth and extraction. O f the 136 individuals, 104 
were natives o f eastern Europe; 17 of central Europe; 5 of south
eastern Europe and Asia M inor; only 10 being natives of North 
America. Although largely of foreign extraction, these immigrant 
families represent a group that has been residing in the United States 
for a considerable time, only one individual having been in this coun
try less than two years, and only 23 less than 10 years. The largest 
group has resided in the United States between 15 and 20 years. 
Although of immigrant birth, the largest number had been married 
after their arrival in the United States; only 19 men and 17 women in 
the group had contracted their marriages previous to migration.3

A g e  a t  M a r r i a g e

This group o f families does not show any unusual factor of early 
or late marriage. Although the ages at first marriage range for men 
from 17 to 39 years, and for women, 16 to 38 years, the median age 
for men is 24 years, and for women, 21 years. The women, on the 
whole, as is customary in the Jewish group, were married at an earlier 
age than the men, only 7 women in the entire group of 68 were mar
ried after the age of 25. In the group included for study, 8 men and 
4 women had been married once, previous to the present union, and 
only one man had been married twice, previous to the present union.

S t a b i l i t y  o f  M a r r i a g e

As may be inferred from the above, the group included for study 
represents individuals largely stable in their marital status. Other 
information also bears evidence of this fact. In the history of the 68 
couples referred for service, there has occurred only one divorce. 
(This is the man who contracted three marriages. His first wife 
died, his second wife was divorced after eleven years of marriage, 
and his present union had continued for six years at the time of the 
study.)

Although domestic instability is one of the reasons impelling the 
organization to refer families for sex hygiene service, this group
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contains a relatively small number o f previous desertions or voluntary 
separations. In 10 families intermittent desertions of three months 
or more have occurred during the present marriage. In 2 o f these 
families both the husband and wife deserted each other at times. 
Altogether 9 men and 3 women show histories of temporary or inter
mittent desertions. In 4 other families 2 husbands and 2 wives had 
deserted their partners for brief periods; that is for a period of less 
than three months’ duration. In 3 couples there were separations by 
voluntary agreement for periods of varying range, usually rather 
brief in duration. One couple was separated for 4 years because 
o f their domestic incompatibility, due primarily to the mental ab
normality of the wife.

The relative marital stability o f this group of families may be 
due in part to the fact that sex hygiene service could rarely be offered 
with any hope of success in family situations which had reached the 
breaking point, and where legal separations or divorces seemed in
evitable. Also, among the large number of deserted families which 
come to the attention o f the organization, sex hygiene service was 
not proposed during the continued absence of the family partner. 
On the other hand, the problem of domestic incompatibility which 
occurred in this group of families, and the hopeful results obtained 
in many o f  these families might be said to indicate that the sex hy
giene service has in some instances been a factor in improving the 
stability of married life.

I l l e g i t i m a c y

The histories of these families give no instance of illegitimate 
children, born to sex partners outside of marriage. In one instance, 
however, the woman’s child of her first marriage was said to be 
illegitimate. The woman was married at the time of the birth o f the 
child, however, and the report that the child was by a different father 
was not confirmed.

Y e a r s  o f  M a r r i a g e  P r e v i o u s  t o  I n s t r u c t i o n

It is significant of the nature of our present service, that sex hy
giene instruction is being offered to families after serious family 
problems have occurred, and relatively late in the marriage history of 
the individuals. While the men have been married from 2 to 27 
years, and the women from 3 to 27 years, previous to instruction, the 
median number of years of marriage previous to reference to sex
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hygiene service was 14 years for the men, and 13 years for the 
women. This is a factor to be considered in relation to future 
fecundity, also to indicate sexual habits established during marriage 
after many years o f cohabitation.

R e a s o n s  f o r  R e f e r e n c e

In the usual birth control clinic, individuals apply because they 
desire information which will aid them in family limitation. In this 
group o f families the reference is instigated in nearly every instance 
because social case workers have been concerned with the social and 
economic consequences of the lack of knowledge of family limitation 
or o f sex hygiene which their clients present. They therefore consti
tute a group whose records indicate major social reasons for con
sidering further child bearing or improvement o f sex relations as 
highly important. In all 214 reasons have been tabulated for the 68 
families involved, as evidence of the importance o f sex hygiene 
service. In 35 families there are instances where mental pathology 
has been discovered. In 6 of these, 3 men and 3 women have been 
diagnosed as psychotic and suitable for commitment to mental hos
pitals. Eight men and 11 women were considered mentally deficient or 
with psychopathic personality, and 13 men and 5 women psychoneu
rotic. In 41 families there were major medical findings, indicative of 
chronic ill health or physical handicap, involving 37 men and 7 women. 
However, in this group there was only one instance o f diagnosed 
venereal disease. In four other instances a Wassermann test for lues 
was recommended upon examination, and in 3 of these, the sus
picion of lues was substantiated. In one case the man was found to 
be suffering from chronic gonorrhea. In 2 additional instances 
there was a history of venereal infection of the man although the con
dition was not present at the time o f reference. In 26 of the families 
there was a history o f induced abortions as a method of family limita
tion. In 34 families there were defective or problem children; or 
unsuccessful management by parents in dealing with problems of 
child behavior and adjustment. Twenty-six families showed his
tories of sexual incompatibility involving serious domestic friction, 
and in 4 families undesirable and abnormal practices of sex inter
course were reported. Fifty-two of the families may be said to have 
been suffering from an unfavorable economic status involving con
tinued insufficient earnings, and all but one had been dependent at 
one time or another upon public or private relief.
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Five men and 10 women were not referred for sex hygiene 

service in the 68 families, although the other member of the couple 
received such service. O f the 5 men: one was psychotic; one was 
incapacitated by chronic ill health; one was uncooperative; one man 
was not desirous o f instruction; and one refused to accept service 
although his wife had been known to the Sex Hygiene Department at 
an earlier period. O f the 10 women: 2 were psychotic; 3 gave 
evidence of mental deficiency or psychopathic personality; 2 were 
uncooperative with the plan suggested; one refused for religious rea
sons ; one did not desire to use the instruction that was to be offered; 
and in one instance we considered it unnecessary to refer the wife as 
the husband, who was fully cooperative, wished to take full responsi
bility.

A g e  a t  R e f e r e n c e

Considering that we were dealing here with a group that had been 
married for a relatively long period of time, both the men and the 
women were well advanced in years at the time of reference. A l
though the range of age for men was from 26 to 53 years, the 
median age was 38, and although the range of age for women was 
from  23 to 46 years of age the median age was 35.

O c c u p a t i o n s

Occupational history for the families showed no outstanding 
significance. O f the 68 women, 61 were listed as housewives at the 
time of reference and only 7 were engaged in wage-earning occu
pations outside o f their home. When employed, the men were dis
tributed among 45 different occupations or trades: 16 were in the 
garment trade; 7 were laborers; the others were in skilled and semi
skilled occupations and trades. The distribution of occupations cor
responded with the occupations to be found among Jewish family 
welfare clients in general and had no particular meaning for this 
study. A t the time of reference, however, 22 o f the men were un
employed ; and 12 were employed in occupations different from their 
usual trade. O f the entire group o f men 47 were irregularly em
ployed, 32 primarily because they were suffering from chronic ail
ments or were physically or mentally handicapped; 5 because of 
personality difficulties; 3 because o f  industrial maladjustment; and 
7 because of the seasonal nature o f their trade.
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III. S E X U A L  A N D  B IR TH  H ISTO R IE S
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The history of 68 women included in the study showed a total o f 
360 reported pregnancies, 5.2 per family, or .38 for each year o f  
marriage. Inasmuch as abortions and miscarriages were not fully 
reported by the families, the number of recorded pregnancies was 
probably less than actual. The figures obtained, however, would 
indicate that these families had been married for an average period of 
14 years, and had had at least one pregnancy at intervals o f some
thing under three years.

Table I correlates the number o f  pregnancies by the number of 
years of marriage, and has been considered in Table V, as a base for 
estimating the pregnancies that might have occurred in these families 
during the subsequent years if the sex hygiene service had not been 
instituted.



T able I
N U M B E R  O F  P R E G N A N C IE S  B Y  Y E A R S  M A R R IE D  A M O N G  W O M E N  R E F E R R E D  F O R  S E X

H Y G IE N E  S E R V IC E
(Average woman was married 12 years and had 5.3 pregnancies)

Pregnancies Reporting Specified Number of Pregnancies

W ives Total
Per

Capita (1 ) (2 ) (3 ) (4 ) (5 ) (6 ) (7 ) (8) (9) (10) (11)
Total W ives 68 2 9 9 16 6 5 3 4 7 4 3
Total Pregnancies 360 5.3 2 18 27 64 30 30 21 32 63 40 33
Y ears M arried  
Under Five 2 4 2.0 1 0 1 0 0 0 0

3 1 1
4 1 1

Five to Ten 16 58 3.6 1 3 4 4 1 3 0 — — — —
5 3 1 1 1
6 1 i
7 2 i i
8 6 2 i l i i
9 4 2 l 1

Ten to Fourteen 23 91 4.0 0 5 3 8 4 1 2 — — — —
10 4 1 1 2
11 6 3 1 1 i
12 4 2 1 i
13 4 3 i
14 5 i i 2 i

Fifteen to Nineteen 17 131 7.7 0 1 l 2 1 0 0 3 3 4 2
15 2 1 1
16 7 1 1 2 1 2
17 3 i 1 i
18 3 i i l
19 2 i 1

Twenty to Twenty-four 7 50 7.1 0 0 0 2 0 1 i 0 2 0 l
20 2 1 i
21 4 2 2
22 0 ' i23 1 . • . .
24 0 . .

Twenty-five and over 3 26 8.8 0 0 0 0 0 0 0 1 2 0 0

Lurie, Rosenthal and Weber 
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T able II

IN C ID E N C E  O F  P R E G N A N C IE S  B Y  O R D E R  A N D  Y E A R  O F  
M A R R IA G E  R E P O R T E D  B Y  S IX T Y -E I G H T  W IV E S

Order of Pregnancies

Year
of Marriage Total

(1 ) (2 ) (3 ) (4 ) (5) (6 ) (7 ) (8) (9 ) (10) (11)

Total
Pregnancies 360 68 66 57 48 32 26 21 18 14 7 3

(Before
7 l amarriage) 8 •* • ■

First 52 50 2b
Second 27 6 20 i
Third 32 3 21 7 1
Fourth 30 1 12 11 5 1

Fifth 37 5 17 9 4 2
Sixth 25 2 7 7 5 2 1 1
Seventh 18 1 5 6 1 2 2 1
Eighth 17 i 3 4 8 1 1

1Ninth 21 3 5 4 6 1 ••

Tenth 16 l c i 2 3 5 1 1 1 1
Eleventh 14 2 2 2 4 2 1 i
Twelfth 12 i 2 1 3 2 1 2
Thirteenth 11 i 2 2 i 2 3

"iFourteenth 4 l 1 1

Fifteenth 9 1 l 1 3 3
Sixteenth 9 1 1 i 1 1 2 2
Seventeenth 5 i 1 1 2
Eighteenth 3

1
l i 1

Nineteenth 2 l

T  wentieth 4 2 1 1
Twenty-first 1 1
Twenty-second 1 1
T  wenty-third 0
Twenty-fourth 1 1
Twenty-fifth 1 1

a In this instance pregnancy occurred before W ’s second marriage.
6 Two pregnancies during first year of marriage; first pregnancy resulted in an abortion, 

second pregnancy in a live birth.
c Shortly after marriage M came to the U. S., having preceded W  nine years.

Table II gives the incidence o f pregnancies by years of marriage 
in the families studied. It is of interest to note that 57 families, 
in all, reported that the first pregnancy occurred during the first 
year of marriage. The second pregnancy occurred either during the 
second or third year of marriage for 41 of the 66 women who have 
had more than one pregnancy.
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T able III

IN T E R V A L  B E T W E E N  P R E G N A N C IE S  R E P O R T E D  B Y  S I X T Y -  
E IG H T  W IV E S  B E F O R E  IN S T R U C T IO N  IN  S P A C IN G  B IR T H S

Order of 
Pregnancy

Total
Pregnan
cies

Interval Reported

Under two years Over two years
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2 
yr
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ar
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18
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18
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Tw
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to
 

Th
re

e

Th
re
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to

 
Fo

ur

Fo
ur

 to
 

Fi
ve

Fi
ve

 to
 

Th
ir

te
en

Number 292 189 17 66 46 60 53 21 14 15
Per cent 100 65 6 23 15 21 18 7 5 5

lst-2nd 66 43 2 16 12 13 13 5 3 2
2nd-3rd 57 32 2 13 5 12 10 4 6 5
3rd-4th 48 29 2 8 8 11 7 4 3 5
4th-5th 32 24 4 7 6 7 6 2 0 0
5th-6th 26 16 2 8 3 3 7 1 0 2

6th-7th 21 15 2 5 5 3 4 2 0 0
7th-8th 18 14 2 4 2 6 3 1 0 0
8th-9th 14 8 0 2 4 2 3 2 0 1
9th-10th 7 6 1 2 1 2 0 0 1 0

lOth-llth 3 2 0 1 0 1 0 0 1 0

Table III gives the number of pregnancies prior to reference by 
length of time elapsing between pregnancies. It would seem from 
these three tables that a large number of pregnancies occurred in the 
first year of marriage, that in the next five years pregnancies are apt 
to occur approximately once in two years of marriage. Although the 
rate of pregnancy for this group seems not to have diminished between 
the sixteenth and twenty-fifth year of marriage, the number of fami
lies under consideration who had been married for this period of 
years is so small that our information does not have statistical value. 
W e have no information which would throw light upon the trend 
which is to be observed here, although it might be assumed that in 
the first year o f marriage few families o f this group made any 
definite attempt to prevent conception, and that methods o f limiting 
families are introduced by some after the first pregnancy, and in
creasingly by families after the sixth year of married life, which 
means after three children have been born. The constant rate o f 
pregnancies rather than the expected decrease between the sixth and 
seventeenth year of marriage (see Table V )  is an indication either 
that the methods employed by the families have been unsuccessful or 
used irregularly, or that the families have been unable to find satis



344 Adult Sex Hygiene
factory methods o f limitation, or that the average is kept constant by 
those families who have neither sought nor practiced satisfactory 
methods of family limitation.

L i v e  B i r t h s

A s shown in Table IV  the number o f live births in the 68 families 
totalled 293, including three pairs o f twins. The average number of 
live births was therefore 4.3 as compared with an average of 5.3 re
ported pregnancies. O f those born alive, 33 children were reported 
as having died previous to reference, 19 during early infancy. Only 
two still births were reported for the entire group; one mother re
porting a still-born child as a result of her first pregnancy, and also 
of the second pregnancy. In the entire number of women referred 
for instruction during the three year period, 21 lost one or more 
children by death, 13 having lost one child, 4 families 2, and 4 
families, 3 children. There therefore remain 260 living children 
in the 68 families distributed as follow s:

Children Per Total
Family Families Children

1 ............... ......... 7 7
2 ............... ......... 12 24
3 ............... ......... 18 54
4 ............... ......... 9 36
5 ............... ......... 7 35
6 ............... ......... 6 36
7 ............... ......... 5 35
8 ............... ......... 3 24
9 ............... ......... 1 9

The median for this group is three children per family at the time of 
reference.

A b o r t i o n s

The term “ abortion” as used in this report may be defined as the 
expulsion from the uterus of the products of conception, from any 
cause, before the period of viability, that is, approximately the 
seventh month. “ Therapeutic abortion” is defined as one effected 
by physicians acting within legal rights for curative or preventive 
purposes. An “ induced abortion” is defined as one brought on by 
mechanical or medicinal means; the purpose of which may be inno
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cent or illegal. The terms “ involuntary abortion”  or “ spontaneous 
abortion”  will be used instead o f the lay term “ miscarriage,”  to mean 
an abortion that comes on without being induced, i.e., without intent. 
A  “ still-born”  may be defined as a dead-born issue o f seven or more 
months’ gestation.

Previous to instruction, twenty-six of the women reported a his
tory of induced abortions. In one other instance a therapeutic abor
tion had been performed, and eight other women had shown histories 
o f involuntary abortions. In most instances there were insufficient 
data to ascertain the method of induced abortions. However, seven 
women of the twenty-six reporting induced abortions stated that they 
had employed the services of professional abortionists. One woman 
who reported seven abortions stated that the same physician had 
operated each time, that he was now deceased, and she therefore 
feared pregnancy and desired instruction in contraceptive methods. 
This woman had had eleven pregnancies in seventeen years o f mar
riage. As various methods of attempting abortion, the clients re
ported taking strong cathartics, pills, and other medicines. One 
stated that she had taken turpentine internally for this purpose. The 
single therapeutic abortion reported was performed previous to pres
ent contact with sex hygiene service, because of a cardiac involve
ment. This woman had previously had nine pregnancies resulting in 
six live births and three involuntary abortions.

O f the total o f forty-nine induced abortions reported, fourteen 
mothers reported one abortion; seven reported tw o; two reported 
three; two reported four; and one reported seven. There were prob
ably more induced abortions than the women reported. In two in
stances where the women reported but one induced abortion, and in 
two instances where two induced abortions had been reported, the 
case record indicated many induced abortions. In one instance the 
husband reported that there had been a number o f abortions to which 
he objected seriously, although the woman reported eleven preg
nancies resulting in nine live births, of which three children subse
quently died; one involuntary abortion; and one induced abortion. 
Another woman who showed a history of eleven pregnancies, reported 
three living children; one child died; two still births; and five in
duced abortions in eighteen years of marriage.

An attempt was made to ascertain whether induced abortions oc
curred with greater frequency with the increasing number o f children. 
This would seem to be indicated from our information which is con
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tained in Table IV  showing the results by order o f pregnancy. It is 
to be expected that the attempt to induce abortions increases after the 
first pregnancy.

T able IV

T E R M IN A T IO N  O F  P R E G N A N C Y  B Y  O R D E R  R E P O R T E D  B Y  
S IX T Y -E I G H T  W IV E S

Order

Total Prenatal Losses

Ratio Prenatal 
Losses to 100 

Live Births
Preg
nan
cies

Live
Births

(a)

Total
Pre
natal
Loss

Still
Birth

Abortions

Total

Spon
tane
ous

In
duced

(c) Total
Induced
Abortion

T o t a l ......... 360 290 70 2 68 18 50 24 18

First .................. 68 63 5 1 4 2 2 8 3

Second . . . . . . . 66 56 10 1 9 1 8 18 15

Third and later 236 171 55 0 55 15 40 32 24

Third . . . . 57 47 10 10 1 9b 22 20
Fourth . . . 48 38 10 10 3 7 27 19
F i f t h ......... 32 23 9 9 4 5 39 31
Sixth . . . . 26 17 9 9 4 5 53 30
Seventh . . 21 18 3 3 1 2 16 11
Eighth . . . 18 12 6 6 3 3 50 25
Ninth ____ 14 10 4 4 4 40 40
Tenth ____ 7 4 3 3 3° 75 50
Eleventh . . 3 2 1 i 50

a Three twin births, occurring at 3rd, 4th and 5th pregnancies, making total live births 
293. . ,

b Includes one twin pregnancy, 2 embryos expelled at six weeks. 
c Includes one therapeutic abortion at 10th pregnancy.

The method of curtailing births by inducing abortions is not the 
only method of family limitation which the families have employed. 
O f the twenty-six women who report induced abortions, only three 
report that they had attempted no contraceptive measures in the past. 
In six instances the man employed a contraceptive device; in nine the 
method o f coitus interruptus only was used as an avoidance o f con
ception; in four other instances, in addition to coitus interruptus, the 
man also employed a contraceptive device; and in two other instances, 
in addition to coitus interruptus, a departure from normal sex inter
course was introduced as a method o f obtaining sex satisfaction without 
running the risk of conception; in two instances the contraceptive 
measure employed was not reported.
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P r o b l e m s  o f  D o m e s t i c  D i s c o r d

Twenty-five couples were reported by the case workers to be 
experiencing serious domestic friction. There were three other 
couples whose history indicated earlier domestic incompatibility o f a 
serious nature.

In this group of twenty-five couples, all but two men and three 
women were referred for sex hygiene service; two men and one 
woman being uncooperative; and two women because o f mental pa
thology. This particular division o f the group studied did not seem to 
differ in general from the total group either in age or in number of 
years o f marriage. The average number of pregnancies for women in 
this group, however, was higher than that for the entire group re
ferred for service. This may be a pertinent factor in their domestic 
friction. There were 148 pregnancies for the twenty-five women, or 
an average of 5.9 pregnancies per woman, as compared with 4.9 for 
the couples with no domestic friction. It is o f significance also that 
a larger proportion o f these women, fourteen out o f twenty-five, 
showed a history of induced abortions as compared with twelve in 
the forty-three remaining. The average number o f induced abor
tions for women of this group was 1.12 as compared with .7 for the 
group as a whole.

The number o f families was not sufficiently large for correlating 
serious domestic friction and economic status. The percentage, how
ever, o f economic distress and dependency was approximately the 
same as for the entire group. This might indicate that economic 
factors were not o f special significance in domestic incompatibility.

W e have attempted, in this study, to distinguish between domestic 
friction, which is indicated in discord and severe quarreling between 
parents and which influences the nature of personal relationships and 
the atmosphere of the home life, and sex incompatibility which is 
indicated by an unsatisfactory adjustment in sex intercourse. In the 
twenty-five instances o f domestic friction noted, nineteen families 
have shown also a problem of incompatibility in sex relationship, 
whereas among the other forty-three couples studied there were only 
seven instances of sex incompatibility which at the time of study was 
apparently not associated with domestic friction in the home. On the 
other hand, six couples included in the domestic friction group gave 
no history o f sexual incompatibility.

Lurie, Rosenthal and Weber
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S e x  P r o b l e m s  a n d  S e x  R e l a t i o n s

The information which has been available from the Sex Hygiene 
Department will throw some light upon the sexual factors other than 
those involved in the use of contraceptives. These factors include 
sex compatibility and frequency of sex relations of the couple, the 
regularity of menses for the women, and the occurrence of impotence 
or sexual anesthesia.

W e have not used numerical criteria to measure the frequency or 
regularity of sexual intercourse. W e obtained, however, from hus
bands and wives their own evaluation of the relative frequency with 
which sex contacts took place. For the purpose of the report we 
have classified the frequency of sex relations as : very frequent, which 
is based upon statements by husband and wife that sexual intercourse 
occurred daily or upon their belief that the number of contacts is ex
cessive ; moderate frequency is used for such statements as “ average 
number of contacts,”  or “occasionally” (usually denoting sex con
tacts which occur from three to four to ten times during a month) ; 
infrequent, is used for statements that sex contacts take place rarely 
or once or twice a month, or less frequently. Inasmuch as the factor 
o f frequency has not been recorded numerically throughout the his
tory of contact, these classifications are not based upon exact statisti
cal records, but represent the individual’s own valuation. This, 
however, does not detract from the value o f the information, 
inasmuch as frequency of such relations is a matter more relative to 
the desires of the particular individual than to. the experience of 
others. What might be considered very frequent by one individual 
would be considered as moderately frequent or even infrequent by 
another individual. Differences of valuation as between husband and 
wife concerning the frequency of sex relations are important, and the 
table which has been prepared from the information listed, indicates 
some disparity in the evaluation made by husband and wife. In fifty- 
two out o f sixty-eight families the attitude of the men and their 
wives towards frequency of marital relations at the time o f instruc
tion was the same. Four couples reported very frequent relations; 
twenty-three, moderately frequent; and twenty-five, infrequent. In 
eleven instances, however, the attitude o f the man and woman towards 
frequency was dissimilar, as follow s: In ten instances the man’s atti
tude was that of moderate frequency, and that of the woman, very 
frequent. In one instance, the attitude o f the man was that of very

Adult Sex Hygiene
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frequent, and of the woman, moderately frequent. In five instances 
the attitude of one o f the partners was not obtained. In the one 
instance where the man reported sex relations as very frequent and 
the woman, moderately frequent, there was considerable disparity of 
age; the husband being many years older than the wife.

From the point of view of whether, in these families, individuals 
consider sex relations frequent or infrequent, we had the following 
results: O f the men, five reported very frequent, thirty-four moderate 
frequency, twenty-eight infrequent, and one no report; while the 
women were classified as reporting fourteen very frequent, twenty- 
four moderate frequency, twenty-six infrequent, and four no report.

O f the fourteen women reporting that contacts took place very 
frequently, ten protested against excessive sexual demands, six of 
whom stated that such demand was a contributing factor to the do
mestic discord. A  number of couples who reported infrequency, 
often caused by physical disability of the man, woman, or both, stated 
that in the early years of marriage sex relations had been very 
frequent.

It is interesting to note that the physician at the time of reference 
for service recommended less frequency of marital relations to nine 
men, only three of whom were included in the group of ten against 
whom their wives complained of excessive demands.

Among the four families where both husband and wife believe 
that sex relations were very frequent, two reported sex compatibility, 
and two incompatibilty. Among the twenty-three couples where both 
husband and wife reported moderate frequency, twenty were sexually 
compatible, and three incompatible. On the other hand, among the 
twenty-five couples reporting sexual infrequency, twelve were com
patible and thirteen incompatible. Among the ten couples where the 
man reported moderate frequency, and the woman very frequent, only 
two report sexual compatibility. Similarly, a large amount of sexual 
incompatibility was found among the families where sexual con
tacts were infrequent. This would seem to indicate a relationship 
between sex contacts and sex incompatibility, although it is impossible 
to determine which is the primary factor. Our cases indicate, how
ever, that there is a definite relationship between sex compatibility 
and domestic harmony. Nineteen out o f the twenty-six families re
porting sex incompatibility showed evidences o f serious domestic 
friction, whereas only six families showed serious domestic friction 
among the forty-two who were sexual compatible. In seven cases
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where sexual incompatibility was reported by the group enjoying 
domestic felicity, four instances were based upon reports o f both the 
man and woman; in three instances incompatibility was reported by 
the woman only. In the group o f nineteen who were incompatible, 
both in their domestic and sexual relations, incompatibility was re
ported in eighteen instances by both the husband and w ife ; in one 
case, by the woman only. Thus the statements from twenty-two of 
the twenty-six couples reporting unsatisfactory adjustments in their 
sex relations, were from both the man and the woman. Four reports 
were from the woman only.

S u m m a r y  o f  C a s e s  o f  S e x u a l  I n c o m p a t i b i l i t y

This group consists o f twenty-six families reporting sex incom
patibility o f which the following are illustrative cases:

Wife Only Reporting Sex Incompatibility— No Serious Domestic 
Friction (3 cases) :

1. Medical History of Wife: Negative for active pulmonary tuberculosis
at time of reference, but evidence of old fibroid tuberculosis. Operations for 
tumor of ovary, curettage, rectocele repair, and removal of polyp prior to refer
ence. Some cystocele, but not marked. Nine pregnancies, resulting in six 
births and three involuntary abortions. Only method she knew to keep from  
conceiving was to continue to nurse babies until two years of age. Coitus re
pulsive to her; pain in genital region used as excuse in refusing relations. 
Woman received sex hygiene instruction two years, man for one year and a 
half before dismissal. Both carried out instruction given in double contracep
tion and reported sex compatibility improved.

2. Married eight years before reference, when woman was eighteen and 
man twenty-one. Four pregnancies, four childbirths. Husband deserted inter
mittently but couple congenial at time of reference. W ife  reported that hus
band was strongly sexed and she complained that relations were too frequent. 
She rarely experienced orgasm. Coitus repulsive to her from time of mar
riage. Sex hygiene instruction given five months. Both used contraceptive 
devices which they reported satisfactory. Sex hygiene service probably had 
desirable effect in that husband was encouraged after his medical examination 
that there were no serious ailments, and showed increased ability and adjust
ment at work thereafter. W ife  stated fear of pregnancy was lessened.

3. Couple received sex hygiene instruction for several years before refer
ence in 1928; case closed because of woman’s pregnancy. History of seven 
pregnancies, seven childbirths. Husband only referred in 1928. Mental diag
nosis o f woman: “Mental enfeeblement and psychopathic personality,” mental 
age eight years. Medical findings negative. W om an’s continuous complaint of 
ills, reported by physicians to be a defense against inadequacy. Woman reported 
that husband’s sexual demands were excessive, that relations were repulsive to 
her. Upon examination at reference, physician reported that man who had 
considerable pride in his own vigor, and apparently regarded it as normal, was 
urged to exercise control in matter of frequency of marital relations. Man
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willingly accepted responsibility of contraception; woman refused to use device 
formerly given her. Since man only is current in Sex Hygiene Department, 
there is no report as to w ife’s attitude regarding improvement in sex compati
bility.

Wife Only Reporting Sex Incompatibility with Other Serious Do
mestic Friction, (1 ca se ):

1. Domestic friction associated with man’s irregular employment due to 
illness; his refusal of follow-up medical treatment; his gambling; and also 
woman’s great fear of pregnancy. Woman stated that husband refused to use 
contraceptives prior to reference, insisting that use of same sapped his health;  
practiced coitus interruptus. Family current one year in Sex Hygiene Depart
ment. Man received medical treatment; both man and woman carried out in
structions in double protective measures and reported sex compatibility im
proved.

Both Husband and Wife Reporting Sex Incompatibility— No  
Serious Domestic Friction (4  cases) :

1. Couple married five years before reference. History of six pregnancies 
resulting in two childbirths and four abortions induced by drugs. Man reported 
that although his wife was the more strongly sexed in early married life, since 
birth of children and because of her physical condition and fear of pregnancy,, 
she had no sex urge. W ife  complained of excessive sexual demands— “at least 
once a day”— and stated that she had no satisfaction in coitus. Husband was 
advised by physician to reduce frequency. W ife  reported that pederasty was 
practiced as measure of birth control, but physicians reported unnatural prac
tices were not indicated. Coitus interruptus practiced before reference. Man 
and woman reported more normal sex adjustment since instruction. Both 
husband and wife use contraceptive devices as instructed.

2. A t time of reference, man was 38, woman 34, married thirteen years~ 
Mental diagnosis of woman: psychoneurosis. Medical diagnosis of m an: dia
betes mellitus and gastro-enterostomy. Marital relations occur about once 3l 
month. Husband did not have strong sex urge due to weakness from operation; 
urge on wife’s part evidently stronger; lack of knowledge of physiology of act_ 
Woman attributed her headaches and backaches to an unsatisfied sex life. She 
reported at one time that she did not care to use device; later, however, that 
she was better satisfied with its use. Husband reported wife was more patient 
and both reported gradual improvement.

2. Man age twenty-two and woman twenty years at marriage, twelve years 
before reference. Three pregnancies, three childbirths. Examination o f  
woman: negative cardiac findings, but history of mitral stenosis; some 
gynecological pathology; impression that of “anxiety hysteria.” Marital rela
tions infrequent prior to reference; coitus interruptus practiced. W ife  not 
interested in coition; stated she refused relations for seven months after mar
riage, and the longer she delayed, the more she feared coitus; was startled and 
nervous; had great fear of pregnancy. She stated her “ frigidity” was due to 
lack of instruction on sex matters before marriage. Both husband and wife 
carried out instructions during the nine months they were current in the Sex  
Hygiene Department. Man reported that his wife was more interested in 
copulation and feared pregnancy less; that there was a marked improvement in
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the home. (It is of interest to note that woman wrote to Washington, D . C., 
for pamphlets on sex instruction so as to teach her three children properly and 
save them from her own experience.)

4. Man only referred for woman was psychotic, her diagnosis was “de
mentia praecox— paranoid type,”  mentally disturbed since birth of her two 
children. Man was neurotic and at one time attempted suicide. H e stated that 
he had become exceedingly “nervous” because he was unable to lead a normal 
sex life and was too “conscientious” to seek sexual gratification from other 
women. W ife  lacked interest and was unwilling to participate in sex life. She 
was willing that husband visit other women for sexual gratification. Coitus 
interruptus was measure used during the infrequent relations. A fter man’s 
reference to sex hygiene wife refused to allow him to use contraceptives, as she 
desired another child, having heard that her “sickness would then leave her 
forever.” N o improvement reported.

Both Husband and Wife Reporting Sex Incompatibility— Serious 
Domestic Friction Also (18 cases) :

1. Domestic friction caused by wcyjian’s fear of pregnancy; dislike of sex 
relation; feeling of abuse by husband. W ife  aged nineteen, husband twenty-two 
years at marriage, three and a half years before reference. Three pregnancies, 
resulting in two live births and one induced abortion. Couple received sex 
hygiene service seven months. They stated that most important factor in their 
domestic discord had been removed; that a satisfactory home situation was 
established.

2. Woman reported that man used to beat her frequently and abused her 
sexually. She left him several times. Husband strongly sexed, was cautioned 
by physician to indulge in coitus infrequently because of wife’s physical condi
tion. Man stated that wife was frigid in past few years. Woman that lack 
of desire was due to her physical condition; intercourse was painful to her. 
Couple reported that pederasty had been practiced in past to prevent pregnancy 
as woman was once told by a physician she should have no more children. 
Couple usually practiced coitus interruptus. W om an had received instruction 
in a Birth Control Clinic previously, but stated husband refused to have recom
mendations carried out. Sex hygiene service has been given this family for 
seven months. Physician reports that it is extremely probable that no unnatural 
practices are being followed now. Couple reports that conditions in home have 
improved; that there is more harmony since the sex hygiene instruction.

3. Man and woman had been married eleven years before reference, having 
been married when woman was seventeen and man twenty-two years. Sexual 
conflict existed from beginning; wife stated she had little if any satisfaction 
out of coitus; that husband’s demands were too frequent. Man stated that 
woman never satisfied him sexually; was always “cold;” that she suggested he 
seek other women, which he did. History of four pregnancies, four live births; 
several unsuccessful attempts at abortions. A fter birth of third child, husband 
started practice of coitus interruptus. Subsequent to reference man was reported 
to have used contraceptives; later to have resumed practice of coitus interruptus. 
Domestic incompatibility continued. Couple now separated.

4. Home life unhappy. Man unsympathetic toward fam ily; wife nagged. 
Couple married seventeen years before reference. Marital relations have not 
occurred in past five years. Man had little sex urge; rationalized his feeling of 
impotency by saying he is afraid of contracting “wife’s sickness.” W om an was 
neurotic, she felt that her physical complaints were due to abstinence. Sex
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hygiene service had been given couple for five months. Both reported a decided 
improvement in their relationship; cohabitation has been resumed after five 
years o f abstinence.

S e x u a l  I m p o t e n c e

Physicians reported that at the first sex hygiene visit, twelve men 
indicated a low sex urge, or moderate sexual-asthenia. The ages 
of the men in this group ranged from thirty-three to fifty-two years. 
In six families in the group, serious domestic friction as well as sex 
incompatibility was reported by both the men and their wives. In one 
instance sex incompatibility by both, no domestic discord; in five 
cases, neither sex nor domestic incompatibility.

R e g u l a r i t y  o f  M e n s e s

The reported regularity or irregularity o f menses at reference was 
taken only from the woman’s statement at the time of initial interview 
with the physician. Regularity or irregularity at time of study was 
based upon the actual follow-up reports of the sex hygiene nurse in 
contact with the woman receiving supervision from this department. 
A t reference, forty-nine reported regularity of menses, and twelve 
irregularity. In seven cases there was no report. A t time of study 
during interval of contact of one year on the average, twenty-six were 
classified as regular, and twenty-six as irregular, on sixteen there 
being no definite report. In thirty-one instances the same report o f 
regularity or irregularity was obtained both at reference and at the 
time studied. In nineteen instances the woman had reported herself 
as having regular menses, but study by the visiting nurse revealed 
irregularity. In two instances irregularity was reported at reference, 
but subsequent menses were established as regular.

It is difficult to establish the reasons for the presumed greater 
irregularity o f menses after sex hygiene instruction, although prob
ably due to difference of interpretation as between the women 
themselves and the nurse who evaluates the situation on the basis o f 
actual recording o f the date of the menstrual period. It would be 
desirable to undertake a study for a much larger group of cases to 
determine whether the use o f contraceptive devices occasions greater 
irregularity of the menses.

C o n t r a c e p t i v e  M e a s u r e s  U s e d  P r e v i o u s  t o  R e f e r e n c e

Fifty-one couples reported the use of some method or device for 
avoiding conception during sex intercourse; only thirteen families 
giving no history o f the use of contraceptive methods or devices. In
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four others there was no definite report. In twelve families the male 
contraceptive device was employed. In twenty-seven others the 
method o f  coitus interruptus was used. In four families both the 
male contraceptive and coitus interruptus were employed. In one 
family the woman only used a contraceptive appliance. In two fami
lies the woman used a contraceptive appliance but in addition the 
method o f coitus interruptus was employed. In one family all three 
methods o f  male and female contraceptives and coitus interruptus 
were employed from time to time. In four families both coitus inter
ruptus and some sexual variation (defined as a practice differing from 
normal sexual intercourse) was used as a method of avoiding con
ception.

The men referred for sex hygiene instruction reported marital 
practices to the physician during the initial interview. In many 
instances the methods employed were also reported by the men or 
women to the case workers, or after reference, to the visiting nurse. 
However, whether the practices indicated were indulged in through
out the years of marriage during periods when pregnancies resulted, 
or for only the short time previous to instruction, cannot be stated 
with certainty.

Three-fourths of the entire group of families referred reported 
the use of some form of contraception. The four women who re
ported using the female contraceptive device had received instruction 
from the sex hygiene service previous to 1927. It is significant that 
at one time or another, however, thirty-eight families had used the 
practice of coitus interruptus. Four other women reported that they 
had received instruction in birth control clinics but were not carrying 
out the recommendations. A  number of families reported that they 
did not begin to take precautions until after the birth of one or more 
children.

The group who reported that contraceptive measures had not been 
employed included those who cohabit only during the so-called “ safe 
period.”  One man stated that he no longer had faith in this method 
and therefore desired sex hygiene instruction when the social worker 
pointed out that three children had been born in his family in four 
years. Some women reported that the only method of averting preg
nancy known to them was to nurse their babies for two years if 
possible. One family reported that prior to instruction coition had 
not occurred for one year, abstinence caused by fear of pregnancy 
and lack of knowledge o f preventive measures. The man was tuber
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cular and marital relations had occurred very infrequently, the male 
contraceptive device being used. A  pregnancy followed, and so great 
was the family’s dread of adding another child, that an abortion was 
induced and sex relations discontinued.

A  study of the average number o f pregnancies in relation to the 
use or lack of contraceptives shows no significant difference in number 
o f pregnancies between the families that did, and those that did not 
employ, contraceptive measures; the average number o f pregnancies 
being the same for both groups, that is, five. An additional fact that 
contraceptive measures previously employed were unsuccessful is that 
fourteen of the eighteen women having had eight to eleven pregnan
cies, reported the use of contraceptive measures.

IV . SERVICES O F SE X  H Y G IE N E  D E P A R T M E N T  
A N D  R E SU LTS

The service of this department has consisted of instruction in sex 
hygiene as well as the more specific instruction in the use of contra
ceptive devices. In only two instances was contraceptive instruction 
alone given. On the other hand, of the sixty-eight couples, twenty- 
seven were first referred only for contraceptive information, but con
tact developed the fact that only two of them were not in need of 
other service which the department has to offer.

M e d i c a l  R e c o m m e n d a t i o n s

In the cases of sixty-two men and fifty-seven women, significant 
medical recommendations were made during the time o f examination. 
Only six men and ten women were not referred for medical study 
which accompanied the sex hygiene instruction.

In addition to the initial visit to the physician, made by sixty-one 
men and forty-seven women, one man was re-examined, and another 
received two further examinations by the physician. Ten women re
ceived additional instructions from the physician and one visited the 
physician upon three subsequent occasions. However, the majority 
o f the patients received only one medical appointment, the continued 
procedure being carried out largely by the social hygiene nurse. The 
average length of service in Sex Hygiene Department for the sixty- 
eight families referred from January, 1927 to January, 1930 was 
11.8 months. During this period the average number of office calls by 
the men was seven and by the women, nine. Thus an average of six
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teen calls was made by each family to the nurse’s office during the 
year of service. In addition, the nurse made an average o f five home 
visits to each family.

R e s u l t s  o f  C o n t a c t  w i t h  S e x  H y g i e n e  S e r v i c e

Use of contraceptives. As a result of the instruction offered, con
traceptives were used by both husband and wife in forty-one families. 
In thirteen families the man only employed the contraceptive sug
gested, and in four families the woman only used the contraceptive 
appliance. In eight additional families the contraceptive device was 
not used by either husband or w ife ; in one instance it was unneces
sary due to a hysterectomy performed on the woman. In an addi
tional instance the couple separated shortly after reference for sex 
hygiene service. There was no report in one instance. The total 
number of men using male contraceptives was fifty-four, o f whom 
forty-four reported this method satisfactory, and ten as unsatisfac
tory. The number of women using the female contraceptive was 
forty-five, thirty-nine of whom reported its use as satisfactory. Con
traceptive devices have been used by the man and woman simul
taneously in forty-one cases, o f whom thirty-three couples stated 
this method was satisfactory. Both the man and the woman in three 
families reported double protection as unsatisfactory. In five cases 
one member o f the couple only was satisfied with the contraceptive 
method.

In five instances where the man was not referred for contraceptive 
instruction, only three women used contraceptives. Two men not 
referred were using male contraceptives in addition to contraceptive 
methods suggested to the women. In ten cases where the women were 
not referred for instruction, the man only used contraceptives in nine 
cases; neither used contraceptives in one case.

Individual Comments on Unsatisfactory Use of Contraceptives
Man, regarding use o f male contraceptive:

Did not like to use device 
Preferred coitus interruptus 
Interference with his sexual gratification

Man, regarding use o f contraceptive by woman:
Did not wish wife to use device, as it interferred with his 

gratification
Woman, regarding use of device:
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Did not like to use device
Too tired and nervous as result o f work in home to cooperate 

(nine children)
Preferred coitus interruptus; if wife becomes pregnant she 

will have abortion
Did not want contraceptives used; heard her sickness would 

leave her forever if she had another child. (Woman de
mentia praecox case)

Could not use device because o f pain in genital region 
Increased her discomfort
Could not use device before operation for genital repair 

Individual Comments on Satisfactory Use of Contraceptives 
Well satisfied 
Marked improvement
Marital relations enj oyed as much as in youth
Husband improved; accepts more responsibility for his family
Fear of pregnancy removed
Frequency o f coitus increased
Husband more considerate
Eliminated self-induced abortions, which were responsible 

for woman’s gynecological condition 
Most important factor in couple’s domestic discord removed;

a happy adjustment established 
Grateful for sex hygiene service 
Man has increased ability and adjustment at work 
More confidence in effectiveness in use of contraceptives as 

compared with coitus interruptus 
More normal sex adjustment
Marked improvement in domestic and sex life ; there had been 

no sex relations for five years prior to instruction 
More sex harmony 
More interest in home shown by wife 

Husband:
There is gradual improvement; wife more patient now 
W ife  more interested in marital relations

W ife:
Family situation improved; husband had fallen in love with 

her again
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First complained that frequency of coitus was too great since 

contraceptive methods were used, but later stated there was 
satisfactory adjustment

No longer has aversion to coitus since responsibility had been 
assumed by husband

Comparison of methods o f contraception before and after refer
ence for sex hygiene service of the group of twenty-five couples who 
had serious domestic friction indicated that the significant change 
was in the employment of double contraception or contraceptive de
vices, inasmuch as almost the same number o f these families had em
ployed some method of contraception before. Four of these couples 
were not using contraceptive methods after reference; in one instance 
because of hysterectomy performed on the woman, other contracep
tive methods were unnecessary. Three couples who did not use con
traceptives after reference, were the three who had employed no 
measures previous to reference. In one couple the man refused to 
use the contraceptives and the woman could not use the female con
traceptive device because of the need of gynecological repair. The 
other two couples who refused to carry out instructions reported a 
pregnancy in two and four months respectively. O f the seventeen 
men using the male contraceptive device in this group, twelve reported 
the device as satisfactory, and five as unsatisfactory. O f the eleven 
women using the female contraceptive device in this group, ten re
ported its use satisfactory.

S e x u a l  C o m p a t i b i l i t y  S u b s e q u e n t  t o  S e r v i c e

Nineteen couples in the group of twenty-five reported domestic 
friction or sexual incompatibility at the date of reference. As a re
sult of contact with sex hygiene service, sex compatibility improved in 
eleven instances. In one of these the contraceptive methods were con
sidered unsatisfactory, however, by both husband and wife, and in 
one other instance it was considered unsatisfactory by the husband. 
In the six couples where there was formerly no marked sex incom
patibility but domestic friction only, three couples reported conditions 
the same, two couples reported their relationship improved, and from 
one couple there was no report. Thus domestic or sex compatibility 
was to some extent improved among the families suffering from do
mestic friction, and in at least thirteen couples, or approximately one-



half the group of twenty-five, who had reported incompatibility at the 
time of reference.

There is no record o f additional sexual incompatibility developing 
after sex hygiene service.

O f the entire group of sixty-eight families referred for sex hy
giene service, sexual incompatibility had been reported at reference 
in twenty-six instances; twenty-two cases by both the man and the 
woman. Subsequent to reference improvements in this group of 
twenty-two couples, (plus four women reporting sexual incompati
bility,) were reported as follows :

Twelve couples improved; in one couple the woman reported con
ditions as improved, and the man as not, nine couples reported no 
improvement. O f the four women, three reported sex compatibility 
improved after reference. In sixteen, therefore, o f the twenty-six 
families, some improvement in sex compatibility had taken place a f
ter the service. Some of the reasons given for lack of improvement 
by the nine couples reporting no improvement, were as follow s:

Psychosis of man or woman— 2 ; refusal of man to allow instruc
tions to be carried out— 2 ; complaint of woman regarding man’s sex 
demands which continued excessive— 2 ; aversion of woman to sex 
relations because of discomfort in genital region— 1; sex conflict since 
beginning of marriage, history of separation— 2 ; lack o f adjustment 
in response and variance in sex impulse— 1.

P r e g n a n c i e s  A f t e r  S e x  H y g i e n e  S e r v i c e

Sex hygiene instructions had been given to both the man and 
woman in all the eight cases where pregnancy occurred. These cases 
are quoted with some detail in order to throw light upon the factors 
involved in the failure o f sex hygiene service to assure family limita
tion.

Case Number 20. (Desired pregnancy.) Both the husband and wife were 
deaf mutes, and were well educated and intelligent. So far as we can learn 
there was no history of deaf-mutism in the family lines of either parent. The 
problem in the family was one of economic difficulty as the man’s handicap had 
thus far prevented him from finding a satisfactory and continuous source of 
income. The couple was referred for sex hygiene and contraceptive advice in 
April, 1927, at the time that their first child was one year old. This child has 
subsequently been examined and shows no impairment of hearing and has ac
quired speech.

The couple seemed desirous of receiving advice, and were conscientious in 
carrying out instructions. However, in July, 1927, the wife, who had spent a 
month in the country with relatives, stated that they had decided to have an
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other child as companion to their baby girl. They would prefer that the second 
child be a boy. They therefore discontinued, temporarily, the use of contra
ceptives.

A  pregnancy occurred and another child, a girl, was born in May, 1928. 
Service was continued after the birth of the child, and a new female contra
ceptive appliance was given which the patient stated she preferred to the one 
previously used. Contraceptives are being used, and the couple does not, at 
the time of writing the report (October, 1930) appear to desire to increase 
their family further.

Case Number 9. (Undesired pregnancy.) This family was referred in 
April, 1928, the family having been known to the organization for a number of 
years because of serious domestic difficulty. There had been four pregnancies 
which resulted in a living child, born in 1922; in an abortion performed by a 
practitioner in 1924; and two living children born in 1925 and 1927. The couple 
married in 1921. The history indicated a desertion by the wife in 1925 of over 
three and one-half months, alleged to be due to the non-support of the husband. 
The physician believes the woman was of low intelligence, while the man’s 
examination indicated, among other medical problems, obesity, due possibly to a 
glandular disturbance; and rapid heart. A t the time of examination steriliza
tion was recommended by the physician who examined the woman; she was in
different and slow to comprehend the advice offered. The wife stated that she 
believed it was up to the husband to take full responsibility for preventing 
conception. This he absolutely refused to do. Pregnancy was reported one 
month later. A  child was born in February, 1929.

The couple was_referred again for service two years later, in May, 1930. 
A t this time both showed willingness to be re-examined. The maternity hos
pital recommended that the woman again be given instruction, and at this time 
she reported that the man was using the contraceptive suggested. Both indicated 
a desire to carry out instructions at this time. The woman had made a poor 
recovery from her previous pregnancy, and had been in the hospital for ten 
weeks. On this and the previous examination there was suEdent evidence of 
gynecological diEculty, including lacerated cervix, that a surgical operation 
which could include sterilization would be in order. From May, 1930 to Oc
tober, 1930, the date of the last report, couple had been using contraceptives 
and there had been no further pregnancy reported. There is, however, at this 
time, increased gynecological trouble with hemorrhage, and a housekeeper has 
been sent to care for the children while the woman is absent from the home and 
receiving hospital care.

Case Number 26. Both the husband and wife in this family appeared to 
be feebleminded. Married in 1919, there were five pregnancies previous to refer
ence in October, 1927, when the fifth living child was aged three months. The 
woman in this family had received various kinds of advice in a number of 
clinics, and supplies from each. She seemed confused concerning the instructions 
given, saying that she followed all the advice, and it was considered desirable 
to refer husband and wife for service. A t the examination of the woman Oc
tober, 1927, the diagnosis was possible early pregnancy. The patient stated that 
she had not menstruated since the birth of the last child, and that sexual rela
tions were established as soon as she returned from the hospital three months 
previously. The diagnosis of pregnancy was confirmed two months later at the 
medical clinic, and the case was automatically closed in the Sex Hygiene De
partment at that time.

Following the birth of the sixth child in July, 1928, the couple was again 
referred for service, at which time sexual abstinence for three months was
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recommended because of the woman’s physical condition. Following this period 
both husband and wife were followed and they are still active in the Sex 
Hygiene Department in October, 1930. In January, 1929, the patient was 
medically re-examined because of damaged contraceptive. She had become 
alarmed and feared pregnancy. There were, however, no findings. In De
cember, 1928, the woman was again re-examined as she suspected pregnancy 
because of the fact that contraceptives had not been conscientiously used. 
W hile the physician discovered that the fundus was somewhat enlarged, there 
was no other sign of pregnancy.

Since that time the fear of pregnancy has been lessened, and although occa
sionally the husband becomes indifferent and fails to use the male contraceptive, 
the wife controls the situation by refusing sex relations at such times. Recently 
the husband has become more considerate of his wife, and is using contracep
tives and sex relations have improved.

Case Number 3. This couple was married in 1910 and there have been 
nine pregnancies; the first, fourth and fifth children died, and there were six 
living children previous to reference. The family were depertdent upon the 
community because of the man’s physical handicaps. H e suffered from obesity, 
weighing close to four hundred pounds, hyperpituitarism, and rheumatic 
arthritis. Woman had not adjusted herself well to the marital situation and 
gave indication of extreme nervousness. A t the time of the examination in 
February, 1927, the wife did not seem eager to carry out the physician’s instruc
tions, and would have preferred to break up her family. She wanted the man to 
leave home as the sexual act had become repulsive to her. This he refused to 
do. In June, 1927, the wife reported that her husband forced relations without 
the use of contraceptives. The case was closed when she became pregnant in 
June, 1927. Another child was born in February, 1928.

Since closing the case in June, 1927, there has been no further contact in 
the Sex Hygiene Department. The case worker reports, however, in October, 
1930, that the wife has repeatedly advised her that she was no longer having sex 
relations with her husband.

Case Number 41. The family was referred for sex hygiene instruction in 
July, 1928. The couple was married in 1919, and there had been six pregnancies 
resulting in a living child in 1921, and another in 1922. The third child, bom in 
1923, later died, and pregnancies in 1925 and 1926 ended in induced abortions. 
A  child was born in 1927. The family have occasionally been dependent for 
relief upon the organization. The woman appeared to be of limited intelligence, 
and the man was handicapped by hernia. There was serious domestic friction 
in the family. A  month after the clinical examination, the wife reported that she 
was not using contraceptives because it was too much trouble to carry out the 
instructions. The man preferred coitus interruptus rather than the contracep
tives supplied to him. In November, 1928, the wife reported menstrual irregu
larity and fear of pregnancy. The patient later in the month reported, however, 
that menstruation had occurred and attributed the delay to a cold. In the early 
part of 1929 the family reported practicing coitus interruptus although occa
sionally he used the male contraceptive; the wife, however, refusing to use the 
female device. In April, 1929, menses did not appear, and the wife reported 
that she had had an abortion in July induced by a medical practitioner.

W hile the case has been kept open in the Sex Hygiene Department, coopera
tion has not improved and the family has received further intensive study in 
order to arrive at an understanding of the continued domestic friction. The 
man in this family seems superior to the wife, and it is hoped that eventually he 
will take continued responsibility for family limitation. There have been ten
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separations from time to time, usually due to a temporary desertion on the part 
of the wife. This situation is one in which there is serious domestic friction, 
although no sex incompatibility seems to be present and sex relations take place 
frequently.

Case Number 12. This family was referred to the Sex Hygiene Service 
in June, 1928. Both the husband and wife were tuberculous, intermittently ac
tive. One child was born in 1918, another born in 1921 was mentally defective 
and died in 1926. Both husband and wife had spent considerable time in 
sanatoria. The couple was intelligent and when not in poor health the husband 
made an adequate living as a salesman. The man gave a history of excessive 
sexual activity. Although the sex hygiene nurse believed that cooperation of  
couple was questionable, no follow-up was inaugurated because of the assump
tion that clients above the average in intelligence such as this couple, could 
be depended upon to follow instructions. A  year later the wife reported that 
she had become pregnant and that an illegal abortion had been performed be
cause she did not wish to run the risk of another defective child.

It is pertinent that our physician advised sterilization at time of examina
tion in June, 1928, with which the clinic disagreed upon examination in July. 
Also, resort to an illegal practitioner was probably unnecessary because in this 
case a therapeutic abortion might have been considered as medically ethical 
because of the woman’s health. The wife became actively tuberculous and was 
returned to a tuberculosis sanitorium early in 1930.

Case Number 35. The wife was referred for instruction in October, 1925, 
and the husband in March of the following year. There had been nine preg
nancies resulting in six live births and three miscarriages (not induced). The 
man is an unskilled laborer unable to support his present family adequately, 
with a medical history indicative of venereal infection. Previous to instruction 
coitus interruptus had been unsuccessfully used, although no pregnancy had 
occurred for eighteen months at time of reference. In December, 1926, the 
wife stated that contraceptive devices were not always used and the couple’s 
previous method of avoiding conception was employed occasionally. For the 
following year contraceptives were faithfully employed, and couple reported 
satisfaction and a lessening of the fear of another pregnancy. In February, 
1928, wife became pregnant and attributed this to her failure to carry out instruc
tions completely upon one occasion. (The family group consists of thirteen in
dividuals, eight in family and five roomers, with only one bathroom available.) 
The pregnancy resulted in a still birth, labor induced at eight months by use of 
medications indicated by condition of patient. Follow-up was renewed, and 
case closed February, 1930. Report October, 1930, indicates successful carry
ing out of instructions and satisfactory sex relations.

Case Number 11. This couple was referred for instruction in June, 1928. 
The family was regularly dependent, due to chronic disability of husband 
(rheumatism). Married in 1916 there had been six pregnancies resulting in 
four living children and two abortions (self-induced). The woman showed 
symptoms of cardiac insufficiency and serious gynecological pathology. Couple 
showed history of very frequent sex relations and had formerly practiced coitus 
interruptus to avoid pregnancy. Instructions were followed until December, 
1928, when carelessness developed. Pregnancy resulted which was averted by a 
hysterotomy performed by medical clinic because of woman’s cardiac condition 
and surgical treatment necessary for gynecological repair. The wife reported 
that she had attempted unsuccessfully to induce abortion in December bv taking 

three dozen pills. Case closed in January, 1929.
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As it is evident from the cases cited, we have no, instance where 

pregnancy occurred when contraceptives were conscientiously used. 
This would lead us to conclude that the problem involved in contra
ceptive service lies more in the problem of education and instruction 
than in the nature of the contraceptive. While it must be admitted 
that contraceptive devices do, not in themselves add to the gratifica
tion involved in the sexual act, they are decidedly more desirable than 
the fear of pregnancy occasioned by their absence. O f the seven 
cases of unwanted parenthood, four were subsequently continued in 
the Sex Hygiene Department after the termination of the preg
nancy, and there have been no fur:her pregnancies. This is an indi
cation that successful results can be obtained if the cooperation of the 
family is enlisted and intensive service is attempted.

The small percentage o f pregnancies in the families referred for 
instruction during the period January, 1927, to January, 1930, is 
encouraging in comparison with a similar study made in 1926. In this 
former group of 104 families, 27 pregnancies had occurred, or preg
nancies in 25.9 per cent, o f the entire group, whereas in the present 
group, eight pregnancies have occurred in 68 families, or 11.7 per 
cent, o f all the families which had been referred for service.5 The 
reason for the improvement in this respect may be attributed both 
to the more careful selection o f  families for service, and to the greater 
cooperation which has followed the sendee given to both husbands 
and wives, and the placing o f responsibility for family limitation upon 
the couple rather than upon one individual member.

Attempt has been made to compare the number o f pregnancies re
sulting in the 68 families after service, with the number o f previous 
pregnancies and the rate of pregnancies which the history of these 
families indicate. The average number o f reported pregnancies in 
the marital history of the sixty-eight women studied was 5.3 or .38 
pregnancies per year previous to reference. The average length of 
service given these families since January, 1927, was 11.8 months. 
Thus we may estimate that in the 11.8 months there might have 
occurred twenty-five pregnancies. Inasmuch as only eight pregnan
cies have occurred in these families, it seems probable that the sex 
hygiene service and the use o f contraceptive devices suggested, re
duced by two-thirds the pregnancies that might otherwise have 
occurred.
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R E C O R D  O F  P R E G N A N C IE S  B E F O R E  A N D  A F T E R  IN S T R U C T IO N  
C O M P A R E D  W I T H  E X P E C T E D  R A T E

Years
Married

Before Refer A fter Refer

Total
Wives

Pregnancies
W ives

at
Refer

Pregnancies

Total
Per

Capita Expected Actual

1 68 60a .88
2 68 27 .40
3 68 32 .47
4 67 30 .45 ••

5 66 37 .56 1 .56
6 63 25 .40 1 .40 i
7 62 18 .29 3 .87 1
8 60 17 .28 1 .28
9 54 21 .39 2 .78 i

10 50 16 .32 6 1.92
11 46 14 .30 4 1.20 2
12 40 12 .30 4 1.20
13 36 11 .30 6 1.80 i
14 32 4 .12 4 .48

15 27 9 .33 4 1.32
16 25 9 .36 5 1.80 i
17 18 5 .28 2 .56 1
18 15 3 .20 7 1.40
19 12 2 .17 3 .51 • •

20 10 4 .40 3 1.20
21 ' 8 1 .12 2 .24
22 4 1 .25 2 .50
23 4 . .
24 3 i .33 •• • •

2 5 + 2 1 .30b 3 .90

a Includes 8 before marriage.
6 Estimated rate of pregnancies before menopause for women married 25 years or more.

A  further study has been made of the number o f pregnancies by 
obtaining the rate o f pregnancies by years married. Inasmuch as 
after the sixth year o f marriage there is a diminished rate of pregnan
cies due to the use of some method o f  contraception or due to other 
causes, the number o f pregnancies to be expected on the basis of the 
rate o f pregnancies for each year of marriage is smaller, namely 
twenty pregnancies. The ratio o f eight actual pregnancies to twenty 
expected pregnancies is still of sufficient significance to warrant the 
conclusion that there is a large measure of success in the procedure 
followed. It is desirable that a further study be undertaken after
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another five year interval, and these sixty-eight families be contacted 
and studied to determine whether they have continued to show the 
same reduction in birth rate which is evident during their period of 
contact with the Sex Hygiene Department.

I r r e g u l a r i t y  o f  M e n s e s  A f t e r  S e x  H y g i e n e  S e r v i c e

O f the fifty women who reported regularly to the Sex Hygiene 
Department after reference, thirty-seven showed no irregularity or 
delay in the periodicity of menses. Thirteen have reported delayed 
menses, eight on one occasion; three on two occasions; one on three 
occasions; and one woman a menstrual delay of four months; this is 
probably due to glandular disturbances. In none of the thirteen 
instances of delayed menses, however, was any diagnosis of preg
nancy established. At some time during the service symptoms of 
menopause occurred in the case of four women. In one case radium 
treatment may have been responsible. There is one unusual situation, 
in addition, where the woman reported that menses had been delayed 
for ten days. Examination by a medical clinic developed the diagnosis 
of menopause. The woman, however, insisted that she was pregnant 
and obtained the services of an abortionist who assured her that he had 
performed an operation, informing her that she had been pregnant 
for six weeks.

S t e r i l i z a t i o n

The physicians conducting the service believed it advisable that 
sterilization be performed on twenty-seven of the women because the 
succcess o f instruction seemed doubtful or the danger o f pregnancy 
for medical or social reasons was so, great that it was considered de
sirable to establish the certainty o f  surgically induced sterility. In 
five instances this recommendation was also approved by a medical 
agency and follow-up examination and operations have been per
formed in four instances. In three instances recommendation of 
sterilization was not approved by the medical clinic, and in one family 
the medical agency advised that the mentally subnormal husband be 
sterilized rather than the wife. This recommendation was refused by 
the man. In one case hysterectomy was performed previous to refer
ence, and in one instance sterilization was recommended by the medi
cal agency after the woman’s dismissal from sex hygiene service. 
O f the other families, some of the women refused medical follow-up 
treatment. There are also some instances where gynecological service 
is being received but the medical agency has made no decision with
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reference to sterilization. Among the eight women where pregnancy 
occurred subsequent to reference to sex hygiene service, sterilization 
has been recommended in six instances. As previously stated, thera
peutic abortion and hysterectomy were performed in two instances.

V. G E N E R A L CO N CLU SIO N S
W e consider the experience of the organization in dealing with the 

problem of family limitation and the giving of related sex hygiene 
advice as satisfactory. The intensive service offered by the Jewish 
Social Service Bureau seems to be indispensable for the type o f prob
lems with which the organization deals. These frequently involve 
situations where it is highly necessary, not only from the point of 
view of the individual family but from that of the community, that 
the family be not further burdened with additional children, inas
much as they have indicated inability to provide desirable training or 
satisfactory economic and social conditions for those children which 
they already have. Our experience seems to indicate that a service 
more intensive than that ordinarily offered in the existing birth con
trol clinics might prove beneficial to them.

It is desirable that the husband be interviewed and examined when 
sex hygiene service is offered to the wife. Double protection reduces 
the risks o f pregnancy, and the man’s cooperation is needed if the 
advice is to be followed by the wife. It may not be necessary to 
advise double protection in as many instances in general practice as 
we have found desirable in our limited service, but it is important that 
the nature of the female contraceptive device be explained to the 
man together with his share o f the responsibility in preventing con
ception. I f  such a viewpoint can be properly impressed upon the 
man, it is likely to reduce the instances where the man discourages the 
woman from use of contraceptive devices. The woman also may be 
more certainly influenced to follow instructions if she feels that the 
whole burden is not being placed upon her; that the man occasionally, 
if not consistently, is also carrying the responsibility for limiting con
ception. Properly instructed, the man can be a factor in reminding 
his wife of the steps necessary to prevent conception.

Instruction to both husband and wife helps to reduce the problems 
of sexual incompatibilty and domestic friction by giving them a point 
of agreement and cooperation. The marital relation is improved also 
by the reduction in fear of pregnancy with its interference in the 
gratification o f  sexual relations.
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The Birth Control Clinic cannot take for granted that the devices 
are properly understood, and that suggestions will be followed. Fre
quently there is difficulty in the fitting of the device on the part of the 
woman after the clinic visit. Unless contacted she may not return 
for further instruction and may remain discouraged. There is also 
a hesitation on the part of some women to use appliances, due to 
ignorance o f physiology. Unless an attempt is made to impart under
standing of the factors involved in the sexual relation of husband and 
wife, it does not follow that the advice given at the time o f one clinical 
contact will necessarily be carried into effect. Many of the patients 
are misinformed concerning the physiology and anatomy of the sexual 
organs, and o f the physiology and psychology of the sexual life. 
Thus the superstitious ideas and attitudes as well as ignorant habits 
and likely to persist after the clinical visit, and interfere with the 
proper development of desirable habits of contraception.

While the results o f  the service introduced have been generally 
satisfactory it must be admitted that the program is remedial rather 
than constructive, and ordinarily comes rather late in the marital 
history of badly adjusted couples or unsuccessful families. It seems 
highly desirable that through this organization or through other 
channels, a service be organized suitable to the needs of couples early 
in marriage or even before marriage. Such service would not only 
effect family limitation, but the spacing of wanted children so that a 
longer interval between pregnancies could be obtained. It also is 
highly important that early sex habits be formed which are based 
upon a proper understanding of sex hygiene and sexual physiology, 
so that better family adjustment is assured. Although our service has 
been limited to a small number of cases, there is sufficient indication 
that adjustment of sex relations and the use of contraceptives are 
important factors in improving sexual compatibility and domestic 
relations. A  service instituted for the use of families early in their 
married career might aid considerably in preventing the development 
of domestic friction and disharmony which bring families to the at
tention of courts of domestic relations and social agencies.

R E F E R E N C E S

1. Since the organization of the special service available to the Jewish 
Social Service Bureau, several Birth Control Clinics have been established 
elsewhere, and within recent years some of the larger medical clinics have 
begun to give attention to this problem, and in one instance (Mandel Clinic of 
Michael Reese Hospital) a special service has been inaugurated. There are now 
seven services in Chicago, and seventy elsewhere in the United States.
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2. This has been the experience of other clinics notably Cambridge, Eng

land— and the old idea of the “brutal” “ indifferent” male is found to be exag
gerated.— E d.

3. Two couples in addition were married in Canada after migration from  
Europe and previous to entrance in the United States.

4. Sex Hygiene of Family Life—Jewish Soc. Ser. Quar., Dec., 1926.
5. Only seven were undesired reducing “ failures” to 10 per cent.

A P P E N D IX
R E F E R E N C E  S L IP  F O R  S E X  H Y G IE N E  N U R S E

District ..................................................................................................................................................
Visitor ....................................................................................................................................................
Date referred ....................................................................................................................................

Family
Name ..........................................................................
Address .....................................................................
H as visitor spoken to woman? .......................
Has supervisor spoken to man? ..................
Has visitor spoken to man? ...........................
Is this recorded? .................................................

( Signed) ..................................

Remarks (if  necessary)
(Supervisor)

A P P L IC A T IO N  F O R  H U S B A N D  A N D  W IF E  D E S IR IN G  S E R V IC E  
I hereby make application for a gynecological examination with advice in 

marital relations and instruction in contraceptive measures:
(W ife )

Signed ................................................................................................................
Date ...............................................

I fully consent to the above.
(Husband)

Signed ................................................................................................................

F A M IL IE S  R E F E R R E D  F O R  B IR T H  C O N T R O L  A D V IC E  
( Summary for Physician)

Surname........................................  M an....................................  W om an.......................
Date first seen by physician regarding birth control...........................................
Man’s age ........................................... W om an’s a g e .............................
Man’s time in the United States....................  W om an’s time in U . S .........
Man’s employment and ability to provide.................................................................

Man’s education ..................................................................................................................
M an’s physical condition (rather permanent and outstanding facts only)

Man’s intellectual and personality traits

W om an’s education ..................................................................................................
W om an’s physical condition (outstanding and of long duration only)

W om an’s intellectual and personality traits, if unusual

Children—Living........................................... Dead ..................
Name.........................Date of birth......................... Date of death



S E X U A L  H Y G IE N E  S T U D Y
Sch. N o ..........................

1. Surname............................................. M an.............................  W om an .............................
2. Address.......................................................... 3. Ref. District_____ Pres. District--------
4. Date Ref. Age at Ref. Nat. Yr. U. S. Pres. Mar. Oth. Mar. Div. Des. Yrs. Sep. II. Chil.
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M

W

5. Woman’s History
A ge at First Mens.........No. Preg......... No. Liv. Chil..........A ges.................
No. Chil. Dead____Age at D e a th ....N o . Ind. Abort......... No. Miscar.
Gyn. Pathology ...........................................................................................................

Other P ath ology ...........
Mental P ath ology .........

6. Man’s History (Medical)

7. Family History
Dependency: J S S B ........... Pub. A gy ..............W orn.: Occ. at R e f . . ...................
Man : Usual Occ............. Occ. at R ef..............Unemp..............Handic...................
Insuff. W ages Y  N  Serious Domestic Eric. Y  N  Parent-Child Diff. Y  N  
Chr. Ill H ealth: Man Y  N  Worn. Y  N  Chr. Ill H ealth : Chil......................

8. Marital History
Man: Freq. Sex Rel. V .F . M .F . Inf. Sex Incom. Y  N  Imp. Y  N  
Worn.: Freq. Sex Rel. V .F . M .F . Inf. Sex Incom. Y  N  Reg. Mens. Y  N  
Cont. Used Prev. to Ref. Y  N  Coit. Inter. Y  N  Sex V ar...........................

9. Services Offered:
Cont. Instruc. Y  N  Sex Hyg. Y  N  Med. R ec.: Man Y  N  W orn .: Y  N

10. Subsequent History:. Visit to Physician M ...................... W .........................
V .N . : Off. Calls M . . W . . Home C a lls .. Current Y  N  Date of Dism.........

11. Results of Contact (Medical)

M

W

12. Results of Contact (Sex Hygiene)
M a n : Cont. Using Y  N  Satis. Y  N  Sex Comp. Impr. Y  N  Satis. Y  N  
W om an : Cont. Using Y  N  Satis. Y  N  Sex Comp. Impr. Y  N  Satis. Y  N

Mens. Reg. Y  N  Del. Mens___  Menop.. . .  Preg-----  Cause. . .
Abortions: Ther............. Ind................V o l............... Sterilization Y  N

13. New Problems:
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GUIDANCE AND VOCATIONAL TRAINING OF 
HANDICAPPED CHILDREN*

T E R R Y  C. FO ST E R

Agent, Vocational Rehabilitation, Federal Board of Vocational 
Education, Washington, D. C.

In order to make myself clear, I think it well to begin by giving 
you an orientation into my thinking on this subject of guidance and 
vocational training. In the first place, I should like to substitute the 
term “ Development of employability” for the words, “ Guidance and 
vocational training.”

The ultimate purpose— the end result desired in this work is the 
adjustment of the handicapped child to social and economic life. In 
order to accomplish this end result, three things are necessary:

First— To so train and develop the personality o f the child that 
he will be socially acceptable to those with whom he must live 
and work. .

Second— T o give him vocational skill so that he will be able to 
perform the duties incident to his employment.

Third— and finally, To place and adjust him in employment.

M y discussion will concern itself with the first two, namely the 
development of personality and the giving of vocational skill, which, 
as I stated in the beginning, will be termed the “ Development of 
employability.”

Employability consists of a number of physical, mental, tempera
mental, and vocational qualifications, each of which the handicapped 
child must possess in the degree to which they are required in the 
job he is to fill. These qualifications are:

1. Physical ability to work at the job.
2. Mental ability to comprehend directions and instructions.

* Read before the Tenth Annual Convention of The International Society for
Crippled Children, Cleveland, Ohio, April, 1931.
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3. Educational ability equal to the requirements o f the job.
4. Ability to get along with others.
5. Dependability.
6. Observation of standards of personal hygiene and personal ap

pearance consistent with the job.
7. Last, but not least— Possession o f skill and efficiency in the per

formance of the operations involved in the job.

These elements constitute the physical, mental, temperamental, and 
vocational requirements of work-a-day life, and are the primary ob
jectives toward which the efforts of the child, the parent, the surgeon, 
teacher, and finally the employer must be directed.

Therein lies the job of Guidance— beginning the day the handicap 
is discovered and continuing through every step to ultimate adjust
ment to social and economic life— to counsel and advise and coordi
nate the work of the home, the hospital, the school, and finally the 
commercial or industrial plant in the care, restoration, education, vo
cational training and employment o f the child. Guidance, or what
ever you want to call this business of “ human engineering,”  is the 
service that takes hold of the handicapped child, finds out his needs, 
and with adjustment to social and economic life as the goal— lays out 
the course of action and pilots the child through the course. It goes 
into the home and counsels and advises with the parent,— it leads the 
child through the hospital and the convalescent home,— it tells him his 
educational needs and sees that he gets it. It is guidance that lights 
the fires o f his ambition and inculcates in his mind the need for de
velopment of desirable habits of work and behavior. It is guidance 
that helps him to select his employment objective and leads him 
through the process of preparation, and it is guidance that ultimately 
helps him to get adjusted into the job for which he has been prepared.

You see, therefore, that it is guidance that lays the foundation of 
employability and builds upon it, using the home, the hospital, the 
school, and the commercial or industrial plant as the workshop. It is 
the central interpreting concept of the whole job. Without a con
tinuous, responsible guidance, work for handicapped children is patch
work, a little spectacular restoration here, a special class there, a 
placement bureau for handicapped children somewhere else. That 
almost represents the situation as it exists in this country today—  
patch-work.

In this concept of guidance we see it assuming a different role at



different times and stages. At one time it is social guidance, at 
another, educational guidance, at another it is vocational guidance—  
but if we keep in mind the elements of employability it is easy to 
understand the necessity of shifting emphasis from time to time.

Now, let us consider some o f  the essentials of an effective and 
efficient guidance service to handicapped children. The first essential 
is, o f course, a competent counselor. I haven’t time to go into the 
qualifications of such a person. Suffice it to say that a clear thinking 
head and an understanding heart are the principal qualifications. The 
second essential in a complete knowledge of the physical, mental, 
social, and environmental status o f the child. Third: a knowledge o f  
the facilities available for providing the necessary services,— care, 
cure, education, vocational training, and placement of the child. 
Fourth: The organization of these facilities so that they will respond 
when called upon. Fifth, and most important o f all— a correct eval
uation and interpretation of the data secured from the various sources- 
and procedures.

In the evaluation and interpretation of data the counselor has a 
grave responsibility, for the whole trend of the individual child’s life 
may rest upon the conclusions reached.

If these are the essentials of guidance, what should be the organi
zation for providing it? I stated before that it is my opinion that 
guidance should be a continuous process from handicap to adjust
ment. Shall we leave it to the home to give the social guidance, the 
teacher to give educational guidance, and the principal of the voca
tional school or class to give the vocational guidance ? Decidedly not. 
There should be a special agency that will be responsible for the 
handicapped child— to give him the various kinds of guidance he 
needs; to bring the child and the specific services he needs together; 
to follow-up and follow through the recommendations and conclusions- 
arrived at through counsel and advisement with the home, the hospital, 
the school, and the place o f employment. The agency responsible for 
this should provide the continuous guidance service.

Dr. David Snedden has said that knowledge is not education until 
it goes to work. With respect to vocational training, I should like 
you to conceive it as vocational guidance at work.

Vocational training divides itself into two distinct phases— viz.: 
pre-vocational trainng and specific vocational training. It is during 
the period of pre-vocational training that vocational guidance goes to 
work. While pre-vocational training may be regarded by some

372 Vocational Training for Handicapped
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strictly as an exploratory procedure to give the youngster an oppor
tunity to try out a wide range of occupations before deciding upon 
his ultimate employment objective, it has a far more important func
tion. It is during this period that the elements o f employability which 
I have mentioned before begins to show the degree of their develop
ment, and the handicapped child begins to put into practice his physi
cal, mental, educational, and temperamental abilities. He begins to 
see the practical application of reading, writing, arithmetic, and 
character instruction that he has received in the class room. In other 
words, pre-vocational training integrates, crystallizes, and conditions 
the personality traits desirable in an actual work situation.

Aside from its value as an integrating process, pre-vocational 
training has several other important values. Few people know or 
realize the importance of muscular coordination as a factor in em
ployability of the individual. By muscular coordination is meant the 
skill, speed, and dexterity with which the mind and muscles work 
together in activities requiring mental and physical cooperation.

It is one of the functions of pre-vocational training to provide 
a type of practice in processes that will develop muscular coordination. 
This is especially important for the handicapped child for the reason 
that in many instances the normal degree of coordination has been 
impaired by the disability.

For the handicapped child, pre-vocational training has this special 
significance. It is a very valuable therapeutic agent— both physical 
and mental. From the physical standpoint it provides exercise for 
the disabled part— stretching, strengthening, and making stiff muscles 
or joints more responsive. From the mental side it gives a certain 
amount of satisfaction at having accomplished something. It is in 
fact good occupational therapy. Furthermore, if a high standard of 
accuracy and neatness is maintained the youngster acquires these 
habits and they will carry over to his specific training.

Last, but not least, pre-vocational training is an aid to the child 
and the guidance counsellor in the selection o f the employment objec
tive. If the types of training are intelligently selected and given, 
both physical and mental skills are developed. It is so important to 
our handicapped children that special attention and study should be 
given it by those responsible for this education and training. I be
lieve in pre-vocational training for handicapped children so strongly 
that I want to summarize what I ’ve said about it in order to impress 
its value upon you.
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First— Pre-vocational training develops muscular coordina

tion which is an important factor in employability.
Second— It is valuable as a therapeutic agent— acting upon 

both the physical and mental phases of the child’s development.
Third— It is of great value in the selection of the employment 

objective for specific vocational training.
Fourth— It makes application of the facts, knowledge and 

training given in the academic classes.

I subscribe whole-heartedly to the principle set up by our educa
tors, v iz .: “ The education of the whole child.”  But I believe that the 
education of the whole child should be built around the aptitudes and 
abilities o f the child. I believe sincerely that through pre-vocational 
training we can best be able to discover the aptitudes and abilities of 
the child— for it is in the practical situations set up in this kind of 
training that the child discovers his interests and shows his capacities. 
Our special schools and special classes should be so organized as to 
provide a maximum of efficiency in the pre-vocational training of the 
handicapped children.

With respect to what I have termed specific vocational training, to 
distinguish it from pre-vocational training, I want to give you my 
definition of it and point out the characteristics that differentiate it 
from other kinds o f education or training.

The United States Census lists some 20,000 jobs at which people 
earn their living in this country. These jobs vary in the difficulty of 
performance much as do the tasks set for the various grades in school 
work, beginning with those requiring little skill or preparation and 
ascending to those requiring the highest type of skill and long periods 
of preparation. They differ in their physical, mental, and tempera
mental requirements. Each of these jobs requires a period of training 
in order that the new worker may acquire skill, speed, and technical 
knowledge incident to the performance of its various operations. That 
period of training is vocational training as we are concerned with it 
here today. It is the giving of instruction, practice, and technical 
knowledge in the operations involved in the performance of a specific 
job, in order that the learner may acquire the skill, speed, and techni
cal knowledge required in the performance of the job under produc
tion conditions. That definition is sound for any job whether it be 
sorting bolts, repairing an automobile, writing, teaching, or navigating 
an airship. It is specific training for a specific job.
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Now what are the characteristics o f vocational training? Well, 

first, it may or may not be organized. That is to say, it may not 
follow the logical learning steps beginning with the less difficult steps 
and proceeding to the more difficult. Naturally, where training is 
given in an institution o f learning it will be organized, but in commer
cial and industrial establishments, where a majority o f these children 
will o f necessity have to be trained, instruction will be unorganized 
for the simple reason that the flow of jobs into the plant cannot be 
regulated.

The second characteristic is— vocational training is directed toward 
a specific employment objective. While pre-vocational training may 
give opportunity for instruction and practice in a number of different 
occupations, vocational training must lead directly to a specific kind of 
employment.

Its third characteristic is— that in general it is individual, not 
class, training. The reason is obvious. With 20,000 possible occupa
tions at which people earn their living it would be impossible for any 
school system to provide classes for them. O f course, a large number 
can and will get their training in the public institutions, vocational 
schools, colleges, and universities, most of which will be organized 
class instruction, but for a far larger number, vocational training will 
be given on an individual basis in the commercial and industrial plants 
where they will work after being trained on their specific jobs.

The fourth characteristic is— it simulates or is given under actual 
working conditions. That is to say, the instruction and practice 
should be made as nearly the same as actual production operation as is 
possible.

Fifth, it is distinct from general education. It follows rather than 
running concurrently with general education. I am firmly convinced 
that objectives should not be confused, and any attempt to carry on 
general education and vocational training at the same time results in 
a divided interest that is not conducive to good results from either 
an educational or vocational standpoint. T o be sure, pre-vocational 
training should run concurrently with general education because it is 
a factor in both educational and vocational guidance. But when the 
times comes for specific vocational training, all the energy, interest, 
and capabilities of the youngster should be devoted strictly to that 
training.

If then vocational training has these characteristics, i.e., may or 
may not be organized; is directed toward a specific job objective; is,



in the main, individual training; it simulates actual working condi
tions ; and is distinct from general education, what should be the 
organization o f  the machinery for providing it ?

Quite logically, one thinks immediately o f the public schools. 
While they are at present wholly inadequate even in their provisions 
for pre-vocational training— at least a beginning has been made in 
providing certain types o f vocational training. It is necessary to 
expand this beginning, to include a wider range of occupations. The 
important thing for the school system at present is to make it possible 
for the child to get training outside the school system if it is not avail
able within it. This means that counsellors and supervisors of 
vocational training for handicapped children should be provided by 
the school system— their duties being to see that the required training 
is secured— wherever it may be found. Such a service should either 
be under the direct supervision of the state rehabilitation service or 
very closely coordinated with it. I f at all possible, duplication o f 
effort should be avoided. There is too much work needing to be done 
to warrant any conflict of jurisdiction.

Legally, a handicapped child becomes the responsibility of the 
state rehabilitation service when he has reached the work age if he 
requires specific vocational training to prepare him for a job. That 
department is not only responsible for assisting in the selection o f the 
employment objective— he is responsible for finding a place to give the 
training and for paying the costs involved. A  number of the State 
rehabilitation services are setting up cooperative arrangements with 
public school systems by which the school system employs full-time 
supervisors for the handicapped within their respective jurisdictions. 
I f  these supervisors can secure the required training within the 
school system, it is secured there and the cost absorbed by the school 
system. If, however, it is necessary to secure the training from pri
vate schools or commercial or industrial establishments, they are 
placed in training and supervised by the school system, but the cost 
is paid by the state rehabilitation service.

Now to summarize my brief remarks on this subject, we have 
said:

1. That the goal— the end result of this work is the adjustment of 
the handicapped child to social and economic life.

2. W e have said that in order to do this we must make the child 
employable and place him in employment.

376 Vocational Training for Handicapped
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3. That in the process of giving employability— guidance is the 

interpreting concept.
4. That pre-vocational training is guidance at work and is an 

integrating, crystallizing, and conditioning process making 
practical application of the factual knowledge gained in the 
academic class room.

5. W e have defined specific vocational training as that training 
given the child to prepare him for the specific job selected 
through vocational guidance.

6. W e have said that there should be a responsible agency desig
nated to have charge of the handicapped child throughout the 
process o f his adjustment to social and economic life.

7. That such an agency should either be under the state vocational 
rehabilitation service or very closely coordinated with it.
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THE CONTRIBUTION OF MEDICAL SOCIAL 
SERVICE TO HOSPITAL ADMINISTRATION*

W IL L IA M  B. S E LT ZE R

Assistant Superintendent, The Bronx Hospital, New York, N. Y .

The medical social worker has become one o f the strategic channels 
through which the purposes and policies o f the hospital are inter
preted to the patient and the community. Each day she has the 
opportunity to relieve the fears of patients and relatives— to correct 
misunderstandings vital to the patient’s treatment— explain necessary 
procedures to patients and social agencies. This continual role o f 
social interpreter brings the hospital and community into keener 
realization o f their interdependence in the treatment and prevention 
o f disease.

A  hospital’s ultimate value in a community health program is not 
based on whether it ranks high or low in the scale of per capita costs. 
It is the end-result of its medical care which determines its worth to 
the community.

The patient’s stay in the hospital is, o f course, a small section in 
his life. His whole existence before he entered the hospital— his 
habits, his attitudes, his emotions, his family relationships— all must 
be understood for the most thorough diagnosis and effectual treat
ment of his medical condition. The individual in the hospital per
sonnel who is especially trained to obtain, evaluate, and interpret this 
information in the light of the particular medical handicap— is the 
medical social worker. No amount o f surgical skill or expert medical 
judgment can bridge the gap between the patient and his life situation 
without the aid of the medical social worker.

I f patients suffering from medical complications, particularly 
cardiac and diabetic conditions are readmitted again and again to our 
hospitals— is this not frequently due to improper instructions to the

* Read before the meeting of the Medical Social Service Section of The
W elfare Council, New York City, March, 1931.
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patient and his family at the time of discharge— or a lack of informa
tion regarding the home into which he is being sent ? Is there not, for 
instance, some definite relation between the fact that children admitted 
with pneumonia are often found to have had previous hospital care 
for the same condition? Could not better understanding of the home 
situation at the time of discharge and more thorough interpretation 
to the family reduce to some extent these readmissions? Readmis
sions to the hospitals are costly and wasteful procedures if they re
sult from previous inadequate study or interpretation of treatment. 
From the point of view of administration it is inefficient. From the 
patient’s point of view, it is a violation of the hospital’s obligation in 
the care o f the sick.

In some hospitals, definite analyses of functions of personnel are 
not made and this results in saddling the social service department 
with duties of purely administrative nature. Setting hospital fees and 
managing clinics are definite administrative tasks. I do not wish to 
confuse here the practice o f using social workers in administrative 
work, such as at John Hopkins, where hospital fees are set by 
persons who are social workers and are directly responsible to the 
hospital administration. This hospital has a separate social service 
department devoted to the practice of medical social case work. 
Financial adjustments for both in and out-patient can be satisfactorily 
made by a socially minded person without definite social service train
ing. It would certainly seem that a social worker whose duties in
volved routine setting o f hospital fees would be seriously handicapped 
in attempting good case work with individual patients.

Medical social case work is concentrated at present on ward and 
out-patients. With the increase in facilities for the middle-class 
patients, medical social workers will meet new problems. Emphasis 
will be placed on their value as therapy. Even at the present time, 
physicians frequently call upon medical social workers for assistance 
in treatment o f  private patients.

The problem of financing the work of the social service depart
ment is a serious responsibility of the Boards of Directors. Unfortu
nately, the origin of many social service departments as separate units 
financed by separate auxiliary groups relieved the Boards o f this 
responsibility. The understanding o f medical social work was further 
obscured, to some extent, as with other forms of social work, by the 
generalized idea that it was a way of “ helping the poor.”  Boards 
who have shown a desire to institute modern standards of hospital
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care in other departments, have been passive in their attitude regard
ing the necessity for a better equipped medical social service depart
ment.

It is the responsibility of the hospital administrator to stimulate 
the interest of his Board in the work of this division of the hospital. 
Committee participation on a rotating basis might be a practical 
method of accomplishing this purpose. Members of the Boards who 
serve on these committees will have a keener appreciation of the work 
when they realize to what extent the money expended for this depart
ment improves the quality of the hospital’s care of the sick. While 
the Board’s concept of social service is sometimes limited by the inter
pretation of the hospital administrator, the results of the work o f this 
department if it is doing an exceptionally fine job, will become known 
in a variety o f ways. Physicians who are working directly with the 
social service department are often responsible for requests for ex
pansion of social service activities. Most of the large and more 
representative medical schools in the country are teaching their medi
cal students the value and use of social service in the treatment o f 
the sick.

Dr. Francis Peabody of Harvard Medical School set high stand
ard in his lectures regarding the inter-relation between physician and 
social worker. All this activity in the medical schools will mean that 
doctors coming into the hospitals in the future will expect finer, surer 
case work with their patients.

It is in the out-patient department that the hospital can fulfill its 
obligation to the community in the care o f ambulatory patients and 
participate in preventive medicine. Careful medical and social work 
in the general and specialty clinics is a standard which the com
munity should expect from every hospital. When we stop to think 
of the fact that patients come to the clinic nowadays in the earlier 
stages o f disease— frequently in the symptomatic period— we realize 
how far we have travelled. Higher standards, however, are neces
sary, particularly in the specialty clinics— such as eye, ear, venereal, 
gastro-intestinal. In the eye clinic, for instance, the possibility of 
preventive work with blindness should offer a real incentive to medi
cal social work. The problem of deafness, also, should be met to a 
greater extent in the out-patient departments. The preventive fac
tor in the medical and social treatment o f syphilis is so important 
that it cannot be over-emphasized. W ork with children who have 
-vaginitis, particularly school children, will require more careful
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thought and consideration in the future. It is one of the problems 
o f  public health which has received too little attention both from 
hospitals and social workers.

The hospital has been enriched by the vision and understanding 
which the medical social worker has brought to it. On the other hand, 
I am sure, that she feels a real satisfaction in the knowledge that she 
has had an important part in the establishment of higher standards in 
the care and treatment of the sick.



MOTHER’S MILK

M A R IE -E L IS E  K A Y S E R , M.D.

Frauenmilchsammelstelle Landesfrauenklinik, Erfurt, Germany

It has often been remarked that ideas, excited by the need of the 
hour, have originated and been put into execution in different parts 
of the world at the same time, quite unknown to and independent of 
each other. This seems to have been the case with the “ Mother-milk 
Collecting Stations.”

The American efforts in the same direction were quite unknown 
to me when, in 1919, urged by the terrible privation and want o f that 
time in Germany, I started a systematic collecting of mother-milk in 
Magdeburg in order to distribute it amongst weak and sick children. 
During this time o f indescribable suffering and famine which extended 
over all classes I found again and again in my practice, that nursing 
mothers used their superfluous milk to make milk puddings for the 
older children.

A t first it was principally amongst my own patients that mothers 
were persuaded to give up their superfluous breast-milk. But as the 
result o f newspaper announcements, mothers from all classes offered 
their services. This announcement appeared with the weekly list, 
which stated what articles of food would be allowed on the official 
food-tickets. It was therefore read by all and could not fail to attract 
attention. I was able to carry out my work, in this time of great need 
without the smallest capital. The Food-ticket Office, at my request, 
placed food-tickets at my disposal for those mothers, who delivered 
milk, so calculated, that the nourishment necessary for extra milk 
could be obtained. For each litre of milk (a small quart) tickets were 
given for y2 pound flour, cornflour, or sugar and independent o f 
quantity, monthly tickets for 1 pound rice and a weekly y  pound 
butter. This seems little to us today but at that time it was riches and, 
for instance, before Xmas and Easter it spurred the mothers on to
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special efforts. A  white loaf made o f flour, butter and sugar was an 
unheard-of and, for the most, an unattainable luxury.

From the sale of the milk we were soon able to pay the mothers 
in cash as well as in food-tickets. W e also engaged an assistant as 
collector.

The town-hospital allowed me to deposit and sterilize the milk in 
their infant’s kitchen, and so rent and wages were spared.

The “ Investigating o f Food”  office was kind enough to take over 
the analyzing and control as to dilution with water or cows-milk. A ll 
further information regarding the Collecting Station in Magdeburg 
can be found in my article, on the subject.1

In 1925 my husband was appointed Head of the Erfurt Lying-in 
Hospital and a “ Collecting Station”  was then founded in Erfurt upon 
the same principles as that in Magdeburg, except that, instead of food- 
tickets which had now been abolished, the mothers were paid in cash 
alone.

Although Erfurt is only a moderate sized town o f 135,000 inhabi
tants, we were soon successful in bringing the institution to a flourish
ing condition. A  room in the Clinic was placed at our disposal and 
before very long we had to engage a messenger who collected the 
milk daily by motor-car from the homes of the mothers. Ninety per 
cent, o f these are married and have no time to come daily to the 
hospital to have the milk pressed out. W e obtain the addresses from 
the Lying-in Stations of the town hospitals and from the doctors and 
midwives in the town. A  health certificate including Wassermann is 
demanded. The milk is pressed out by hand. Pumps are not 
allowed. The cleansed 200 grammes “ W eck” -bottles are delivered 
daily at the homes in exchange for the filled bottles. Each mother 
makes an entry, in a collecting book retained by the collector, o f the 
quantity delivered. (The bottles are marked with degrees) and a 
number corresponding to that in the book hangs round the neck o f the 
bottle. This simplifies the control.

The collector brings the milk to the hospital where it is controlled 
regarding purity and quantity— for the most part sterilized— each 
bottle receives the date of sterilization and is then stored till delivery 
in the ice-box.

The usual methods for detecting dilution are used which also apply 
to the dilution of cows-milk. The specific weight-limits sway between 
1028-1035, mostly 1032. The dilution with cows-milk is tested by my 
own method,2 by the apparatus which is attached to the Violet-ray
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Lamp. The milk is only given out upon the production o f a doctor’s 
prescription.

In the last four years we have delivered:—

1927—  1960 Litre. 1929— 2108 Litre.
1928—  2001 Litre. 1930— 3350 Litre. '

The quantity accepted is regulated by the demand. If more milk 
is required we engage new mothers, if less, we take no newcomers. 
W e generally have a list of mothers’ addresses on hand who are ready 
to give their services if required.

The milk is not only supplied to the town and its environments but 
is sent, as express goods, in especially made cases, often for long 
distances by D-tram. At a distance over 800 kilometres we have 
brought aeroplanes into requisition. In 1930, 1000 Litres were sent to 
a distance.

Besides the boiled and sterilized milk, we give out from our “ Col
lecting Station” unboiled milk and milk in the form of powder. Trials, 
with good success, have been made with sour breast-milk for infants, 
who had before been treated with sour cows-milk. Nearer details 
upon this subject are to be found in my article.3

The quantity of free milk sent to our “ Collecting Station” is com
paratively small, probably owing to the bad pecuniary circumstances 
here. It would be better if the State acknowledged and rewarded the 
mothers’ efforts. Until a short time ago a sum of 5 Marks was al
lowed for each litre. This has now been reduced to 3 Marks. Most 
o f the Health Insurance Societies pay out for the prescribed milk to 
their members. Poor people, who belong to no Insurance Society, 
receive it much under price or eventually quite free. Private patients, 
who are well-off, pay accordingly a higher price. W e have been 
able to make the institution self-supporting in Erfurt as in Magde
burg.

The engaged mother pledges herself to nurse her own child and, 
on the monthly pay-day, to present herself at the Station together with 
it. The condition of health of both is thus continually controlled and 
noted in a control-book. The weight curve o f the children is very 
good and often the mothers, during the period of nursing, show a 
considerable increase in weight, owing to the improved pecuniary 
circumstances and better nourishment. The daily quantity o f milk 
per person varies from % -2 litre.
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Before Christmas, as the result of sending out a circular request 

to those better-situated parents whose infants’ lives had been saved 
by the milk from the “ Station,”  we were able to give a pair o f 
leather baby-shoes and cakes to each of our mothers as a Christmas 
gift.

In order to make the “ Mother-Milk Collecting Stations”  more 
widely known an instructive film has been made, showing on broad 
lines the working of the institution. This film is shown each year to 
the midwives who come to us to take special courses, and in this way, 
the knowledge that such an institution exists, spreads to the outlying 
smaller towns and country villages which do not possess the means o f 
bringing their sick babies quickly to a hospital which has mother-milk 
at its disposal.

R E F E R E N C E S

1. Munch. Med. Woch., Nov., 1919.
2. Loc. cit., 1927, No. 50.
3. Monatssch. fur Gym., L X X X I V , 1930.
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THE EXAMINATION OF THE CRIPPLED CHILD*

C. H. H E Y M A N , M.D.

From the Gates Hospital for Crippled Children, Elyria, Ohio.

The object of any physical examination is to make a diagnosis in 
order that we may intelligently (1 ) determine whether medical or 
surgical treatment will be of benefit; (2 )  determine the method of 
treatment or correction of the deformity; (3 )  render a prognosis, 
with or without treatment, in order that one can determine the extent 
o f future disability; (4 ) study end results in those patients who 
already have undergone treatment.

It is not in the province of this paper to describe the technical 
procedures or methods used in conducting an examination and arriv
ing at a diagnosis. In most cases a diagnosis of the cause o f the 
crippling condition in children can readily be made, but there are 
some where an accurate diagnosis can be made only by intensive study 
requiring a period o f  observation using all the means our modern 
laboratories permit. Some deformities are easily and completely 
corrected leaving the patient with little or no disability; others are 
most difficult problems and even at best the patient will be left with 
serious handicaps. The surgeon has a great responsibility thrust upon 
him when he undertakes the treatment o f these children, because an 
error in judgment may not only make the operation futile but may 
even cause irreparable damage. It is for that reason that these chil
dren should be placed only under the care of well-trained orthopaedic 
surgeons. Here in Ohio we have an advisory board which passes 
upon the qualifications o f every surgeon who proposes to undertake 
the treatment of the children committed. While we should not be 
blind to progress, I believe, nevertheless, that in the treatment o f the 
child committed to our care we should adhere closely to those pro
cedures which have been well tried. Over-confidence or over
enthusiasm on the part of the surgeon are dangers to be avoided.

*  Read before the Tenth Annual Convention of the International Society for
Crippled Children, Cleveland, Ohio, April, 1931.
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The parents or some responsible person should be made to under

stand the limitations of treatment. An accurate picture should be 
presented as to just what is hoped to be accomplished by treatment, 
and what the end result will be. The deformity o f Pott’s disease can
not be corrected even though the progress o f the disease may be 
arrested. A  transplanted tendon, however successfully done, will 
never entirely replace the normal one, and a stiff joint while correct
ing deformity or curing disease will itself always be a disability. 
While no miracles can be performed, orthopaedic surgery can restore 
most cripples to active and happy lives, and with training make them 
capable of becoming self-supporting and useful members o f society.

An interesting and important question arises here as to how much 
parents should be urged to consent to treatment when they are disin
clined, or as to whether coercion is ever justifiable. There are unintelli
gent or misinformed, although well meaning, people, frequently met 
with who have the idea that once a cripple always a cripple, and that 
the handicap must be accepted as the will of God. There are others 
who believe that the doctors want to experiment, and again those who 
will not make the effort through shiftlessness. The procedure de
pends, of course, on the individual case. When a decided improve
ment may confidently be expected I believe we should exert 
■considerable pressure in order to obtain consent for treatment. If we 
are confident in being able to correct a deformity without danger to 
life, particularly when this deformity will leave the child a permanent 
cripple or where the disease is likely to endanger life, I believe we are 
justified in going the limit in taking the case to court for authority 
for treatment in spite of parental objections. I may illustrate this 
point by specific instances. A  child, six years of age, was brought to 
me by a public health nurse. There was a very severe congenital 
club foot which the parents positively refused to have treated. W e 
know that good results can be obtained in the correction of club foot, 
and I therefore advised the nurse to take the matter up to the court. 
The child was committed, operated on, and is now well. Incidentally, 
the parents now see the error of their way and are exceedingly grate
ful. Another incident comes to my mind: a poorly developed and 
nourished child, four years of age, was found to be suffering with 
Pott’s disease (tuberculosis of the spine). It was fairly early in the 
course of the disease, and the home was in a deplorable unsanitary 
condition. The gravity of the situation was carefully explained to 
the parents with the likelihood of a progressing deformity, danger to
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life, etc., but in spite of this they were stubborn and refused treat
ment. Here again due process was obtained through the court and 
the child placed under treatment. These are only rare instances, 
however, for it is generally the rule that parents are cooperative and 
are willing to make great sacrifices.

Another problem which frequently arises is the disposition o f the 
child for whom there is not much hope. This particularly applies to 
cases of Little’s disease with idiotic minds. These are tragic cases, 
and are brought in large numbers to almost every clinic. It has been 
my experience that the number of these unfortunates run a close 
second to those disabled by infantile paralysis which is likely the most 
common cause of cripples in children. It may appear cruel, at first 
thought, to tell parents frankly that no treatment will benefit. W e 
must do our best to secure the confidence of these parents, who 
generally insist that their child is bright, if for no other reason than 
to prevent them from falling into the hands o f charlatans who are 
interested only in the fees to be derived from unnecessary and un
fruitful treatments. It is far better for parents with limited financial 
means to save their money for the future care of the child.

Where shall the examination be conducted? In communities 
where there already exist orthopaedic dispensaries and hospitals the 
children unquestionably should be brought to these centers where all 
facilities are provided. The problem, as I see it and have so intimated 
before, is not so much for this organization to reach the child in 
communities where facilities already exist as it is to reach the child in 
districts remote from an orthopaedic clinic. It becomes necessary 
then to bring the clinic to the child.

Here in Ohio diagnostic clinics were found to be most useful in 
arousing interest and as educational propaganda. In conducting these 
clinics the local Rotary Club cooperated with the county health au
thorities and the local physicians to make a complete survey o f all the 
crippled children in the county. On the day set aside for the clinic 
various volunteer organizations transported the children to and from 
the clinic, usually held in the county seat, where a visiting orthopaedic 
surgeon examined each child and made recommendations for treat
ment. These clinics, o f course, received considerable publicity in the 
local press, and thus was brought before the public the problem o f 
the crippled child who formerly, in many cases, was hidden. Com
munities which before had not believed such a problem existed were 
brought face to face with the large number o f crippled children



uncovered by these clinics. The writer, I believe, was the first to 
conduct such a clinic which was held at Ravenna, Ohio, at the request 
o f the county health officer, Dr. Worden. Following this beginning 
clinics were soon being conducted throughout the state. In spite o f 
physical disadvantages the local diagnostic clinic played a very im
portant role in the stimulation of the care o f the crippled child. 
Originally, in this practically virgin field, the diagnostic clinic was 
the only means in being able to examine all the children reported 
as needing treatment. As the corrective work continued we caught up 
with the old or long standing cases in a few years, and are now able 
to relax for we are confronted at present chiefly with those cases as 
they occur. Children are now brought for examination to the hospital 
clinic by the county or Rotary Club nurse. There is, of course, a 
decided advantage in this over the local clinic for the child can be 
examined under ideal surroundings, more complete and accurate 
records can be made, and X-ray and other laboratory facilities are 
available. Former records of old or postoperative cases are at hand 
and progress notes can be made.

Patients, particularly orthopaedic cases, must be examined at 
regular intervals over a long period of time after discharge from 
hospital treatment. Only in this way can we determine end results 
and the efficiency of treatment. Deformities may recur, or new ones 
develop, which in most instances can be prevented. Braces may be 
outgrown or in need of repair, or as time progresses may be discarded. 
The old tuberculous joint is always suspicious and potentially danger
ous even after the absence of symptoms for years. It is difficult for 
this follow-up work to be conducted at the local diagnostic clinic 
where records are not available, and I therefore believe that in the 
present state of affairs the local clinic in Ohio has outgrown its 
period o f usefulness.

While this organization is concerned only in the care of the crip
pled child, I cannot refrain from digressing and make an appeal on 
behalf o f the crippled adolescent and adult. I can speak only from a 
knowledge of conditions as they exist locally, but I believe I am not 
in error in believing that they exist generally throughout the country. 
A  notable exception exists, however, in Memphis, Tennessee, and I 
would urge you to read the reports of the Hospital for Crippled 
Adults.

It is true that we lack no facilities for the care of crippled 
children under the age of 13 or 14 years, but it is also a fact that if
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the child is unfortunate enough to be over 14 years o f age we have no 
provision locally, excepting at Elyria (and here the age limit is 18 
years) where he can be placed in an institution for a prolonged 
period of treatment so frequently necessary in orthopaedic cases. Again 
and again we see cases of tuberculous joints in older children who 
cannot receive the benefit of modern treatment because there is no 
provision made for them. W e have spent large sums of money for 
pools in the treatment of the paralyzed patient, but only the young 
child may use them. The situation for the adolescent or adult is still 
worse. Our hospitals are set up primarily for the “ acute” patient, 
and there are no funds with which to do an appreciable amount of 
work for the needy adult. It is comparatively easy to obtain funds 
for the treatment of crippled children, for they have a universal 
appeal touching the hearts of everyone. The public through organiza
tions and clubs unselfishly pour out money and favor legislation in 
their behalf. On the other hand, the child who has passed the age 
limit beyond which he cannot be committed is condemned to perma
nent invalidism, and must depend for support upon the community in 
which he lives. No responsibility is assumed for the adult indigent 
cripple. Adults are just as amenable to operative treatment as chil
dren, and correction of deformity and relief of disability is even more 
urgent in the case of the wage earner whose family depend upon him 
for support.

I would like to suggest this, confessing some fear and trepidation 
at being considered irreverent, that instead of this organization solicit
ing funds for more or less elaborate equipments which are really not 
necessary, although desirable, to supplement our already existing hos
pitals for crippled children, that this money be used to endow even 
one or two beds in our present orthopaedic centers for the treatment 
o f the adult indigent cripple. It would, of course, be necessary to 
exercise a most rigid selection of cases in order that the greatest good 
could be done for the greatest number.

It was pointed out in the study of disabled soldiers in the recent 
world war that from an economic standpoint alone it was much less 
expensive to rehabilitate a soldier than to pay him a total disability 
for the rest of his life. From the humanitarian standpoint there is, 
o f  course, no issue.



PLACEMENT OF HANDICAPPED CHILDREN*

JOH N  A. K R A T Z

Chief, Vocational Rehabilitation, Federal Board for Vocational 
Education, Washington, D. C.

I find it difficult to separate education and placement for handi
capped children into distinct and unrelated departments. I conceive 
the education of handicapped children to be but a specialized phase of 
the general education program for children in any community. Cer
tainly the handicapped child has as inherent a right to education as 
has the normal child. In fact, it would not be difficult to make a 
better case for him. One of the greatest stigmas upon our modem 
system of democracy in education is the failure on the part of our 
educational leaders to have developed adequate facilities for the edu
cation of handicapped children. Maybe the fault lies rather with the 
public. I am not unaware, however, o f the splendid work that has 
been done thus far to develop an adequate program of education for 
handicapped children in many of the large centers, and more recently 
in some of our rural sections. The point that I do want to emphasize 
is that there should be developed in the thinking of educators the idea 
that in the general development o f special facilities for all types o f 
children, the needs of the handicapped child should receive as careful 
consideration as those of normal children. Furthermore, it should be 
emphasized particularly that whatever special facilities for the handi
capped are developed, they should be made an integral part of the 
whole system o f education. In other words, I am looking forward 
to the bright day when our general educational facilities will provide 
equal opportunities for handicapped children.

I must approach my subject, however, in the light of its rehabilita
tion implications. Mr. Foster of my staff has developed some of the 
fundamental principles involved in the guidance and vocational train
ing of handicapped children, and he has covered, in part at least, the

* Read before the Tenth Annual Convention of The International Society for
Crippled Children, Cleveland, Ohio, April, 1931.
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significance o f placement in the whole process. In our experience in 
the so-called civilian vocational rehabilitation program, we have never 
found it possible to consider independently of one another such funda
mental processes as guidance, preparation for employment, and place
ment. In the actual procedure followed in rehabilitation these factors 
must be combined into one central determining objective 
and process. I come naturally then to the first principle of my 
thesis. I cannot discuss placement irrespective o f its involvement 
with guidance and training. Obviously, placement is the goal toward 
which we strive. It is the ultimate objective toward which we direct 
all our efforts. No one questions the validity of a service to handi
capped children which will place them in satisfactory employment. 
Whether consciously or not, all persons are directed in their educa
tion, either dependently or independently, toward their own ultimate 
adjustment to the vocational life of their communities. But few 
persons in this world are relieved throughout their entire lives of 
anxiety with respect to arriving at a place in society in which they 
may be self-supporting and contributing members. All education is 
directed to this end, but it is significant in the development o f certain 
of our American institutions in recent years that with respect to find
ing a productive place in society, it is decidedly to the advantage of a 
person to be born with or to acquire a physical disability o f some 
kind. I have often heard it said that the best training to be found 
under public auspices in this country, and perhaps in other countries, 
is that given to handicapped children. And going a little further, one 
can easily say without fear of contradiction that in the United States 
alone do we find a unique service, under public auspices, concerning 
itself with physical rehabilitation, general education, and vocational 
training and placement of disabled persons. O f course, I refer to 
our State rehabilitation programs. In these programs we have from 
the beginning found it axiomatic in principle that the most effective 
work is done when preparation and placement processes are considered 
as inter-related and interdependent functions. Consequently, you 
will find a case worker in rehabilitation being responsible for and 
carrying out both o f these processes. Any other method of treatment, 
except that of individual case treatment, where one worker has re- 
sponsibilty from the inception of a case to its close has been found 
ineffective.

Having been in the civilian program since its inception, and having 
observed procedures which were carried out in the early days in the
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soldier rehabilitation work, I would be in a position, had I the time, 
to demonstrate conclusively the reasons for failures in a program 
which attempted to departmentalize the functions of guidance, train
ing, and placement. Such procedure simply did not work and was 
responsible for lots of grief in the early days of the soldier work.

You cannot think about placement of handicapped children, nor 
develop adequate machinery and services for carrying it out, without 
giving thought and attention to the development of the machinery of 
counsel and preparation for employment. In the development o f the 
service of placement for a handicapped child you have to consider, 
first, his needs with respect to training for employment. All of your 
decisions, plans, and treatments with respect to placement have to 
be developed in the light of an inventory of the complete needs o f the 
child with respect to physical rehabilitation, education, and vocational 
training. That a specific program for each child is made necessary 
is readily understood when you think about the variations in children 
as well as adults with respect to capacity, temperament, physical con
dition, and many other factors not so tangible. When you think of 
placement for handicapped children you are forced to think of place
ment for Mary Jones or John Smith. I have often thought that we 
would have fewer failures in our general education program, and I 
would even say in our physical reconstruction, and our vocational 
education programs, if we were in a position to treat all children as 
individuals, and not as groups. I do not mean to say that you cannot 
conceive of training en masse for handicapped children, but I am 
saying that if you are to be responsible for and effect satisfactory 
placement o f such children, you have to consider them as indi
viduals and develop individual programs for their vocational adjust
ment.

I think I have stated my ideas sufficiently clearly to indicate that 
the placement process is the key-note or motif o f such vocational 
service as is desired for handicapped children. All other services, no 
matter what their character, must be built around this objective. I 
would not have you think, however, that I am considering the interest 
o f the handicapped child in a narrow and too practical light. I am as 
much concerned with his spiritual and cultural attainments and de
velopment as I am with his vocational training, but I do say that when 
you are considering placement, you have to determine your proce
dures and objectives in all functions leading to placement in a 
pragmatic manner.
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The next principle to which I call your attention proceeds entirely 
out of the first one. N o program for the welfare of handicapped 
children is complete without the placement process. I am fully aware 
of the splendid work that has been done in the field of physical recon
struction of crippled children. I give unstinted praise to doctors and 
surgeons, and to laymen, for what has been accomplished in this field, 
but for years I have wondered why these programs stopped with 
reconstruction and education. These services are not sufficient to 
insure vocational adjustment o f disabled children. If this statement 
has been demonstrated as absolutely true with regard to adults, it 
must certainly be true o f children. T o  assume that after providing a 
crippled child with physical reconstruction and opportunities for 
general education he will work out his own vocational salvation is, like 
the ostrich, to stick your head in the sand. I recently heard one of the 
leaders in the crippled children’s movement say that their program 
as it had been developed was similar in its present status to a situation 
in which a manufacturer might find himself had he for a number of 
years been making a product and not been providing for its distribu
tion through a sales system. Yet that is what has been done, and 
now we find the International Society adopting as its slogan “ finish 
what you start,”  which translated means, “ place your physically re
constructed and educated child,”  but if my experience in rehabilitation 
means anything, it is that you will have to start “ finishing what you 
start”  when you start it.

I have said that we have a responsibility for providing a complete 
program of vocational rehabilitation for disabled children. This 
means guidance, physical reconstruction, education, vocational train
ing, and placement. The greatest o f these is placement; that is, if you 
can make any distinction in relativity of importance of the rehabilita
tion functions. This reminds me of a comment by a person who had 
just listened to a rather dry speech by a speaker such as myself at 
some such meeting as this. He said that when they applauded the 
speaker at the beginning, that was “ faith,”  when they applauded him 
in the middle o f his speech, that was “ hope,”  but when they applauded 
him at the end of his speech, that was “ charity,”  and the greatest of 
these three is charity. But seriously, placement being the principle 
objective becomes the most important function in the whole process. 
Hence, it deserves a much more careful treatment than it has received 
even in our rehabilitation programs. It is a function for which the 
State service must assume full responsibility although the cooperation
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o f other agencies may and should be enlisted. The supervision of 
the placement process is something which cannot be delegated to 
other agencies. I think I have given you enough of argument to bear 
this out, that no person, be he child or adult, can be considered re
habilitated until he has demonstrated by actual performance on the 
job his capacity and ability to carry it on.

I dare say that in looking over your programs you anticipated 
that I would be in a position to set up for your consideration certain 
suggested plans, either on the basis of experience or theory, which 
would be practicable for the placement o f handicapped children. This 
I do not purpose to do. I would say, first, however, that I am unalter
ably opposed to the setting up of placement agencies for handi
capped children. I feel that this function is a proper responsibility 
o f State rehabilitation departments, which is now being exercised by 
them for children between the legal age of employability and 21 years. 
W e do not need new machinery; we need rather an expansion of all 
the facilities which are used for the preparation of handicapped chil
dren for employment, and if this is carried out, the placement process 
will take care o f itself. In this connection there have been developing, 
particularly in recent years, private agencies for the placement of 
handicapped adults. Several of these are doing very good work, and 
most of them are cooperating with State rehabilitation departments, 
in a number of instances on an organized basis. But when you get 
into the field of handicapped children, you are riding a horse of a very 
different color. The children as a group are par excellence those 
who are feasible of vocational training. Naturally, many of the 
adults served in rehabilitation departments are by reason of age, 
locality, background, or other factors, not feasible o f formal voca
tional training. Placement through vocational guidance is the only 
type of rehabilitation service that can be given them. But I can see 
no need for a placement agency as such for disabled children. If they 
are trainable for vocations they should receive such service in State 
rehabilitation or other departments which are also responsible for 
their placement. For such children as are not feasible o f vocational 
training, the rehabilitation department will undertake to rehabilitate 
them through placement. To send children not feasible o f training, 
however, to a public or private employment agency is to do next to 
nothing for them.

I shall not go into detail with respect to the technique of the place
ment process. I take it that you are all familiar with how it is done



by rehabilitation departments. Frequently the training agency assists 
in placement. Cooperating agencies also aid. Where vocational in
struction is given on an employment training basis, placement natu
rally follows in many cases as a corollary to training. Again, the 
disabled person is at times made to feel responsibility for securing his 
own placement under the guidance and help of the department. But 
do not think for a moment that this placement business for handi
capped children, or adults for that matter, is simply a matter o f 
pooling o f persons and jobs. The placement process must be a re
habilitation process. This means fitting the person to the most satis
factory job, most satisfactory in the light of his capacities, abilities, 
background, temperament, and other factors. Such placement cannot 
be carried out by untrained or inexperienced persons no matter how 
sympathetic and earnest they may be. This function is a rehabilita
tion technique and not any or everybody can carry it on.

In conclusion, I want to summarize the salient points I have cov
ered thus far. 1

1. The placement of handicapped children cannot be considered 
independently o f other functions because guidance, preparation 
for employment, and placement are so closely inter-related as 
to form but one rehabilitation process.

2. Placement, like rehabilitation, is a rehabilitation function, and 
must be carried out on a case work basis.

3. A ll services for handicapped children must be built around the 
placement objective.

4. Placement completes the rehabilitation service and is its princi
pal objective.

5. Placement of handicapped children, like vocational rehabilita
tion, is a function of State rehabilitation departments.

3 9 6  P lacem ent
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INSTITUTIONAL CARE FOR THE CRIPPLED 
ADOLESCENT BOY AND GIRL*

FR AN CES E. S H IR L E Y

Superintendent, Industrial Home for Crippled Children, 
Pittsburgh, Pa.

The word A D O L E SC E N T entirely specializes the subject of this 
paper and the word C R IPPLE D  increases this specialization. The 
adolescent age has been considered a problem age— it is an age which 
calls for careful guidance and intelligent counsel. It is considered so 
perplexing that much is written about the subject and it appears for 
discussion on many programs. The crippled boy or girl has an added 
burden during this age as, at this time, the reality of his handicap is 
more keen, and the future appears more uncertain. In discussing the 
subject the following questions immediately arise:

1. Does institution care for the adolescent crippled boy or girl 
differ from the care of the small crippled child?

2. Does the institution care of the crippled adolescent boy or girl 
differ from the institution care o f the adolescent boy or girl who 
is not physically handicapped?

My answer to each question is, “ Yes.”
Most experienced workers with crippled children will agree that 

the small crippled child who is living a fairly normal life— who, there
fore, is being treated and educated— is a cheerful child. This I say of 
the small child— the boy or girl before adolescence. In fact, these 
small crippled children who are receiving education, care and treat
ment are very often unusually sunny and happy. This attitude may 
be due to the great amount of attention bestowed upon them by inter
ested persons, although there may be moments of great seriousness for 
them. They frequently give out a sense of joy which is contagious 
and far reaching in its good. Is this true o f the crippled boy or girl

* Read before the Tenth Annual Convention of The International Society for
Crippled Children, Cleveland, Ohio, April, 1931.
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of adolescent age ? Sometimes, yes, but many times, no. The future 
for the adolescent crippled child who is a keen thinker may be a vast 
uncertainty. It may present problems of health, problems o f prepara
tion for a life work, but greatest of all, the problem o f social adjust
ment. It isn’t the social adjustment during the child’s institution life 
which is his problem— this may be the problem for the institution 
staff— his problem is that of future adjustment to society. Does he 
talk about it? Not generally— the teacher or “ good friend” who has 
maintained for him a clear concept of his place in life and whose 
steady, warm, continuous interest has not lagged, may be rewarded 
with the child’s confidence and given the rare privilege of extending 
to him wise and loving counsel. In many cases this encouragement is 
a requirement necessary to assure hopefulness and happiness for the 
crippled adolescent boy or girl during periods which might otherwise 
be periods of depression.

The foregoing may suffice for an introduction to the subject, 
“ Institutional Care for the Crippled Adolescent Boy and Girl.”  It 
presents the problem, and its solution should be the part of the regular 
program of every institution which cares for crippled adolescent boys 
and girls. It has been my observation that adolescent crippled boys 
do not adjust as readily as crippled girls o f the same age. This, 
however, is another point which might be discussed at length. The 
crippled boy and girl whose home is an institution does, I believe, go 
through a period of adjustment during adolescence which is an addi
tion to the adolescent problems of boys and girls who are not physi
cally handicapped. His may be a distorted mental attitude or it may 
be a sense of unrest due to his handicap. The solution, the care, for 
this unrest should be effected by a staff of interested workers whose 
wisdom, understanding, and affection are unrelenting. Honesty, jus
tice, and fairness which are requisites in any undertaking should be 
natural qualities o f every worker. The institution care for the 
adolescent crippled boy or girl might be divided into the following 
five heads:

I. H O M E  LIFE, covering every part of the child’s life which 
is under the care o f parents in private homes.

II. R E C R E A TIO N , which is closely allied to Home Life and 
should include a full program o f play, clubs, dramatics, social 
contacts, social intercourse, entertainment, etc.

III. E D U C A TIO N , which includes regular public school instruc
tion and in addition special education with definite vocational 
guidance, preparing the crippled child for the future.
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IV . O R T H O P A E D IC  CARE, fourth, but no doubt first, includ

ing operative, post-operative, and physiotherapy.
V . PLA C E M E N T, which is not the final goal, not an end but an 

aim— truly just a beginning, the opportunity for the crippled 
young man or woman.

First I wish to consider “ Home L ife” pointing out that an atmos
phere of intelligent love, inspiration and wisdom should be provided 
for every crippled adolescent boy and girl. Every child has the right to 
an attractive, wholesome environment. He has the right to shelter, 
food and clothing. May I go so far as to say comfortable shelter, 
good, well-prepared and appetising food, and sufficient attractive, 
even up-to-date clothing? Would not the loving parent give this to 
his child and should it be denied the adolescent crippled boy or girl? 
He may have already learned that a happy, bright face, cleanliness, 
and careful grooming detract from his deformity. Give him, too, 
attractive surroundings by teaching him to love the beautiful— flowers, 
plants, good books, good music, art, and surround him with pleasant 
faces o f workers who are interested in him. He will then be a fortu
nate child. The boy or girl in his own home has his mother and 
father interested in his welfare, but the child in an institution has 
doctors, nurses, physiotherapists, supervisors, teachers, social workers, 
and a throng of adults who daily supervise his actions— many times 
his thinking. W e who work with adolescent crippled children can
not afford to put in charge of them inferior individuals. Indeed, 
they should be superior persons with heart and soul in their work. 
How can the boy or girl who is making an adjustment, necessary 
because of his physical handicap and of an uncertain future, approach 
those in charge of him if they are not enthusiastic, interested, patient, 
understanding, and above all, loving? One of the first requirements 
in helping the adolescent crippled boy or girl to solve his problem 
and to face the future fearlessly is to surround him with skilled, 
trained workers who are striving to understand the mental reactions 
of the crippled child and who have learned to analyze, compare, and 
apply their knowledge. Many institutions, no doubt, are handicapped 
because small budgets do not permit employing educated, cultured, 
workers who have high standards. Would it not be well to economize 
in some other way in order to give the boys and girls the best 
“ mothers” which can be procured for them? Moral problems can be 
practically eliminated from institutions which have efficient, trained, 
sympathetic, intelligent workers. Interested, educated workers will
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see that each boy and girl has his free time filled with useful activi
ties or wholesome free play. Since working with children I have ,
continuously observed that a happy child is always a busy child, <
but a busy child is not always a happy child. The child’s “ business” 
should be wholesome and purposeful. This point cannot be stressed 
too strongly. Failures in institutions to keep the adolescent boy or 
girl free from problems of sex, falsehood, theft, and other moral 
disturbances might have been eliminated had there been workers with 
understanding and vision in charge. The crippled adolescent boy ,
and girl should be receiving adequate orthopaedic care, and in addition 
physical care, including regular examinations by a medical practi
tioner. Often a disgruntled child can be cured of his disagreeableness 
by correcting physical defects. Fitting o f glasses and care o f teeth 
have done much to improve so-called “ bad dispositions.”  Provision 
for spending money in regular allowances greatly adds to the happi
ness of institution adolescent boys and girls.

In some institutions for crippled children it is possible for a large 
per cent, to attend schools and churches in the community. This may 
entail provision of transportation, but surely the benefit derived makes 
it a paying investment. Carefully planned daily chapel may prove a 
basis for moral guidance as there the seeds of right thinking and 
right acting can be sown. Just as the parents assist their children to 
properly use the hours out of school, so should those who work with 
crippled children in institutions direct their reading, practicing, play, 
and recreation. With it all, the child should have a sense of freedom; 
wisdom and understanding on the part o f the worker bring about 
this freedom. A  boy or girl cannot be free if there is interference or 
trespassing upon his rights. There should be a sense o f freedom 
which will permit him to approach the one directing him with confi
dence and he should receive just and affectionate counsel. Wise 
parents see that their children have regular duties around the home 
and thus they have a fair amount of responsibility. Not only are they 
taught to care for their own personal belongings but for the home 
and for the property o f others. It would seem that each institution 
child, though physically handicapped, should have daily obligations.
Because of special education, including private instruction in music, 
art, or “ what not”  the crippled adolescent boy or girl will find his free 
time limited. In many cases it is more to his advantage to study, 
practice, or read, than to wash dishes, clean, or mend. His tasks, 
however, might be educational. If he is musical and sufficiently
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advanced, he might supervise t i l  ? eri° ds, °| the f  ™ 8”
children. Very intelligent and talented children mignt aSSEl UllUn§ 
the play periods with the younger children. This is an individual 
matter, however.

Very closely following all this which has been discussed under the 
subject of “ Home L ife” comes the second point, R E C R E A TIO N . 
A fter years of study with this subject my conclusion is that recreation 
practically solves the behavior problems o f institution adolescent boys 
and girls. Recreation is a big subject— almost too large to deal with 
briefly. When beginning my work with crippled children I thought 
recreation included sports such as baseball, football, and other games 
but I have learned that in a well-organized institution for crippled 
adolescent boys and girls these games are eliminated. These boys and 
girls are in the institution for corrective treatments. Corrective treat
ments and rough play do not go together. It may be interesting for 
the passersby to see the handicapped boy or girl having a happy time 
playing baseball. W e like to believe that the crippled child can do the 
things which other children can do, but with operative, post-operative, 
and physiotherapy part of the daily program games commonly known 
as “ sports” should be eliminated. If the institution is up-to-date it 
has a swimming pool— this gives the boy or girl great satisfaction 
and benefits him at the same time. Games should be carried on under 
the direction of a physiotherapist. Miniature golf, croquet, archery, 
and bowling may be substituted for ball games. With a swimming 
pool, a salt water tank, stall bars, rings, ladders, lamps, electric 
apparatus, and scales the Physiotherapy Department has the atmos
phere of a gymnasium and gives satisfaction to the boys and girls. 
Recreation for the crippled adolescent boy or girl includes a great 
variety of activity. At the Industrial Home for Crippled Children, 
Pittsburgh, Pennsylvania, for the adolescent girls there is a Girl Re
serve Club which has been functioning for over three years. This is 
a branch of the National Organization and the girls of the Home 
take pride in keeping in touch with other clubs. Recently the boys, 
between twelve and eighteen, under the direction of a very fine leader 
and with the assistance of a Staff member, organized a Boy Scout 
Troop. For years this was the boys’ desire, and finally the right 
leader made it possible. These same children are particularly fortu
nate in being daily transported to one of the city high schools. Here 
they make acquaintances and many times helpful friendships. During 
the winter and spring months the bus is used twice each week to take
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children to the Carnegie Museum where an outlined course o f instruc
tion is given them. The bus also makes it possible for the older 
children to participate in church activities, and to attend concerts and 
the theater. These activities provide an opportunity for social con
tacts and outside interest, the value o f which cannot be estimated. 
Music, in its many forms and phases, might be considered under the 
subject of recreation, although it is part of the child’s education. 
Pleasant hours may be had practicing instruments, developing a har
monica band, a toy symphony, a school orchestra. A  library filled 
with good books is necessary for the adolescent boy or girl. Aside 
from books possessed by the institution regular allotments o f books 
from public libraries should be secured when possible. Dramatics, 
handcraft, gardening, and the study of birds, animals, and flowers 
can fill many hours with happy recreation.

Third comes the subject of E D U C A TIO N . The adolescent crip
pled child’s education differs very little from that of the child in the 
regular class. To be self-respecting and happy he should have the 
academic background given every public school child. I f he has been 
denied schooling he may have an additional handicap at the adolescent 
age and present a social problem. Pie should then be placed in a 
rehabilitation class or given special instruction. In the rehabilitation 
class he finds opportunity. There individual instruction brings the 
teacher and the child into very close contact. In an atmosphere o f 
intelligent love and devotion his sense of self-pity changes to one o f 
inspiration and ambition. This transition from self-pity to ambition 
is often characterized by joy, enthusiasm, and sane thinking. His 
more advanced age may enable him to accomplish in one year what the 
younger child does in two or three. Earnest desire, enthusiasm, con
centration, welded firmly with individual instruction will help him 
toward rapid completion o f  the required courses. At this period a 
crippled boy or girl is often condemned to vocational training— this is 
not fair. If the adolescent boy or girl who has extraordinary mental 
ability desires a professional training and is physically able to go 
through the routine of the profession a -&ay should be found to pro
vide the necessary education. That the child is an individual and 
must be treated individually should not be overlooked. Music, instru
mental and vocal, should form a large part o f the daily instruction o f 
the crippled child for he reacts as strongly to it as other children. It 
stimulates his physical and mental action and gives him a feeling of 
contentment and joy. It has a dynamic influence on his emotional
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function and the good, the true, and the beautiful bring out the 
spiritual. This spiritual growth is of vast importance for it enables 
a boy or girl to be fine and pure, enriching his character and laying a 
foundation for future success. The adolescent crippled boy or girl 
should have an opportunity to develop his particular “ urge” or specific 
talent. It may be art, it may be literature, it may be printing, or any 
one of many things. He will give more time to some special educa
tional desire than the average child, and will add to it perseverance, 
determination, concentration, and application. “ No stone should be 
left unturned” which will aid with the crippled child’s future. His 
social adjustment should be one of satisfaction— it should be right for 
him and if right, one which will give him opportunity for growth, 
and promotion. It may be necessary to permit the handicapped girl 
or boy to try out several desires or ambitions before he finds the occu
pation by which he can earn his livelihood. This may seem expensive 
but might prove to be economy if it brings satisfaction, not only to 
the boy or girl, but to others.

Fourth, O R TH O P A E D IC  CARE, including operative, post-op
erative, and physiotherapy treatments should be considered. It would 
seem that the crippled boy or girl should not be in an institution unless 
he is receiving orthopaedic supervision. Many times requests to admit 
into institutions children who have been deformed by accident, whose 
legs or arms have been amputated, are refused. In most cases these 
boys and girls can receive education and care outside of institutions 
which are specializing in the care for crippled children. If they do 
not require treatment which other children in the institution require 
they may become behavior problems. As long as it is necessary for a 
crippled boy or girl to live in an institution it should be necessary to 
give him orthopedic supervision. There may be exceptions to this—  
each institution can decide. Muscle training, phototherapy (artificial 
and natural sunlight), electrotherapy, correct walking instruction, 
salt water tank treatments, corrections by frames and tractions, etc., 
are continuously used to benefit children who have been crippled by 
paralysis. Our Physiotherapy Department is very frequently referred 
to as the “ gym” as among the equipment are stall bars, overhead rings, 
a Sayre head sling, and other devices for corrective treatment. The 
orthopaedic care is, o f course, left entirely up to the orthopaedic sur
geons, physicians, and physiotherapists. Every employed staff mem
ber in institutions, however, should be instructed about each child’s 
orthopaedic requirement. For instance, each supervisor should know
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how each child should walk and when and how his appliances are 
used. They should be thus instructed in order to eliminate swinging 
on crutches, incorrect walking and other bad habits which are over
come only by perseverance o f those in charge. This constant super
vision has a psychological effect upon the child, not only while in the 
treatment room but at all times as he is always expected to walk cor
rectly. Up-to-date scientific institution care for crippled boys and 
girls will, therefore, surpass home care.

Finally comes the fifth and important subject o f PL A C E M E N T , 
The education and training o f the crippled boy or girl should be com
plete before placement in a position is attempted. At this period the 
“ good friend” has a golden opportunity for employers must be pre
pared to receive the trained crippled boy or girl. Employers must be 
educated— they must see that a trained crippled boy or girl will be an 
asset to their organizations. This idea can be promoted by giving the 
child adequate preparation and by placing him in a position which he 
can fill efficiently. Pity should not enter into the placement. The 
child is not to be patronized but should be respected for his ability 
and should have an opportunity to earn his living by it. When one 
crippled boy or girl makes good, the road is open for many others. 
Employers will learn that crippled boys and girls are valuable em
ployees because they have less to distract them and fewer temptations. 
Their powers of concentration should be developed more highly for, 
in most cases, they have undivided interest in their work. They have 
leached a goal which in early years seemed an impossibility, and can 
fulfill efficiently a position which gives them great satisfaction. When 
the crippled adolescent boy or girl has been successful in a position he 
should not be forgotten. Follow-up visits by a trained social worker 
or “ the good friend” will keep enthusiasm and interest directed. Those 
who work with crippled boys and girls cannot set their standards too 
high. Their opportunity is God-given and no remuneration can com
pare with the satisfaction received from sending into the world physi
cally handicapped girls and boys who are self-supporting and self- 
respecting— men and women, who instead o f being a burden, are an 
asset to their families and communities.

May I give in conclusion these lines o f mine which, I believe, point 
out the needs of the crippled child.
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Hope of a life of usefulness, and the thought, “ I ’ll find my place,’ ’ 
Bring light o f loving purpose and assurance to his face;
Y ou ’ve seen it there, you’ve heard him laugh, and you’ve heard him 

shout with joy
When a good friend  has shown him that he is just like any boy.
The crutches he may carry, yes, for many, many years—
They are trifling, aren’t they, compared with selfish fears 
O f discontent, unhappiness, dire poverty and such?
But a good friend  has found him and supplied the loving touch.

But what about the wee Johnnies and the little Marys too,
W ho aren’t yet discovered— is this up to me and you ?
They may be in the country or may be in a city home—
Yes, there’re many Johns and Marys— shall we leave them quite 

alone ?
It’s not just a crippled body, but crippled vision too;
No hope, no love, and no good friend— just a distorted view 
O f life and all its problems that is troubling Johnnie m ost;
It doesn’t need to be, when of a  good friend  he can boast.

Will you be a good friend  to Johnnie— to Mary, if you like,
And find a crippled kiddie and spur him on through strife?
First he needs a lot of care, his crooked body to transform.
With intelligent love and new hope his spirit is reborn;
Then with “ special” education he finds what he can do—
He learns to smile, and he learns to sing, and he knows the dear God 
W ho brings the golden moment when at last he finds his place.
He has a job which needs him, t h e  good friend  can leave the race.

F rances E. S h ir l e y , 
April 9, 1931
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SPECIAL CLASSES FOR CRIPPLED CHILDREN*

JO H N  J. LEE

Director, 5"tote 0/  Michigan, Department of Public Education, 
Division of Special Education for Handicapped Children, 

Lansing, Michigan

With reference to the organization and administration of special 
classes, we are reminded, first, that education is the function and 
responsibility o f the State. W e must accept that as a fundamental 
principle. W e appreciate, on the other hand, that there are many 
agencies— denominational schools, parochial schools, social organiza
tions, etc.— doing fine work as well as our public schools and that 
the State shares responsibility for the work performed.

With reference to crippled children in special classes, the crippled 
child under five years of age is primarily a medical problem. From 
five until sixteen years of age the child, in addition to being a medical 
problem also presents an educational problem. Here we have a two
fold responsibility. Experience which has come from the work done 
by the International Society and from our special schools in the d if
ferent states confirms this conclusion. When cripples are sixteen or 
more years of age, when they have reached adult life, they become 
an economic problem. They are dependent if not trained for some 
occupation and independent if trained. Rehabilitation service and 
vocational education renders service particularly for our adult group, 
to make them self-supporting and establish them successfully in 
some vocation.

If we provide all kinds of physical restoration but do not educate 
crippled children, we have restored them physically but left them 
unable to work. If we educate them without physical restoration, 
then we have educated individuals who are left crippled. 
Any complete program embodies all those services and to my way o f

* Read before the Tenth Annual Convention of The International Society for
Crippled Children, Cleveland, Ohio, April, 1931.
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thinking, the organization and administration of special classes play 
an important part in complete, or as nearly complete rehabilitation, as 
is possible. In Michigan, Ohio, New York, and other States laws 
have been passed permitting Boards o f Education to organize special 
classes for children who are crippled, blind or partially sighted, deaf 
and hard-of-hearing. Saying that such classes may be organized 
leaves it to the Board of Education as a “ permissive” right. So, from 
the standpoint o f a State Supervisor, we look to the Board o f Educa
tion to organize such a class if there are enough children needing 
special education. W e look to the superintendent of schools as the 
executive officer of the Board of Education and perhaps we may 
outline a delegation o f responsibility here. The superintendent will 
choose a supervisor of education, at least, in a sizable city and that 
person will have the responsibility of coordinating a program of 
special education and all o f its services. In my judgment the super
visor is the logical person to whom the children should be reported. 
I shall not discuss the matter of finding crippled children; that has 
been discussed time and again and standard practice is pretty well 
established. The children, when found eligible, should be reported 
to the supervisor of special classes who, in cooperation with other 
agencies, such as a Rotary Club nurse, sees that that child goes to 
an orthopaedic surgeon. The program becomes a scientific program 
from that time— first, the finding of the child, second, a diagnosis of 
the disability and what treatment is necessary, and third, seeing that 
medical treatment is provided through hospitals.

During the time the crippled child is in the hospital, he is under 
the jurisdiction of the hospital authorities. A fter successful hos
pitalization, then comes convalescence in a convalescent home, a 
fourth step in the program. In one o f the leading convalescent 
homes in the State, the average time the child stays is from six to 
seven months. In many instances, however, he remains two or 
three years, so it is obvious that education must be carried on during 
convalescence. Education is a fifth and most necessary part o f any 
state program of service for crippled children. After discharge 
from the convalescent home the child goes back to his home city and 
enters a special class. The supervisor of special classes having the 
complete record of the service rendered to the child while in the hos
pital and in the convalescent home will attend to the transfer and 
admission to a special class. The school and the supervisor are now 
responsible for the education of the crippled child and the program
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of special training must be adapted to the needs of the child. Then 
comes the question o f physiotherapy. W e believe, in order to be in 
accord with the ethics of the medical profession and physiotherapists, 
this treatment should be administered only on the recommendation 
o f the orthopaedic surgeon; hence, the responsibility of the orthopaedic 
surgeon to cooperate and give complete reports so there will be no 
mistake in the treatment given. This is imperative if we are to ob
tain the greatest degree o f recovery and physical restoration possible.

There is also the question of occupational therapy to supplement 
physiotherapy. The best services are obtained where the orthopaedic 
surgeon visits the school, if located in the same city and advises the 
therapist. In this way the work is coordinated under the direction of 
the supervisor but the recommendations of the orthopaedic surgeon 
are followed.

W e come to the next point where the child has finished his educa
tion. W e have enabled him to recover physically; we have given him 
the instruction which carries him by grades through the public schools 
and he has reached the age where he should decide on an occupation 
and prepare himself for self-support.

I feel compelled to digress one moment to leave this concept 
with you. It is a concept which I believe is a most fundamental one 
in the education of crippled children in a Democracy. W e all know 
that the benefits we enjoy under our form of government may be 
classified under rights, benefits, and privileges. And we know that 
the only ways we can be permitted to enjoy these rights and priv
ileges and benefits is through the performance of duties, assuming 
of our responsibilities as citizens and rendering of services. The 
old economic law that “ W e cannot consume more than we produce”  
applies to citizenship and government as truly as to business. W e 
might easily come to the deduction that the average “ self-sustaining 
citizen”  will just be able during his life time to produce as much as 
he consumes, in other words, to achieve as much through duties, 
responsibilities, and service rendered as he receives in privileges, 
benefits, and rights.

During our childhood all of us were at the “ receiving end” both 
in relation to our family and in relation to all the units o f govern
ment. As adults we must give more than we receive during adult 
years.

Now what about the crippled child? Fate has afflicted him with 
a handicap! Unless through medical science, education, and reha
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bilitation we remove or minimize that handicap we leave him com
pelled to dependency and prevented from what should be his pride 
and joy as a citizen— a right to live, to produce, to serve his fellow 
men, and to be self-supporting.

In a Democracy we must have some “ super-citizens,”  if you 
please, some people who are willing to do a little more than is done 
for them, some people who are willing to give a little more than they 
receive. By their efforts our handicapped who otherwise would be 
left as “ insufficient citizens”  in a Democracy are restored in body, 
educated in mind, and through rehabilitation are taught a trade and 
are established as self-supporting persons. By this means most of 
them are able to become “ self-sufficient citizens”  and not a few  of 
them in later years are able to establish themselves in the ranks of 
our so-called “ super-citizens,”  giving more than they receive and 
helping others.

Now, when the child has gone as far as he can in school, through 
high school if possible, the question of becoming established in a 
vocation must be answered. Through .vocational guidance and vo
cational training we must put that person on a job. To rehabilitate 
we need to harmonize the service of the orthopaedic surgeon, the 
teacher in charge of special classes, the physiotherapist, the occu
pational therapist, and the specialist in social service. All con
tribute valuable and indispensable service to the work of preparing 
the crippled child for life and making him a self-sufficient citizen 
and if possible, a super-citizen. All these agents are highly trained 
and professional “ specialists” and by combining their efforts the 
marvels of an “ expert”  are performed. T o  combine and coordinate 
these services so that the highest standards both in service and in 
professional ethics will be observed is the responsibility o f both State 
and local supervisors o f special education.
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PLAN FOR A PARENT-CHILD-GUIDANCE CLINIC 
AND RESEARCH CENTER IN CONNECTION 

WITH A  CHILDREN’S HOSPITAL

R U T H  PE A R SO N  K O S H U K  

Chicago, III.

Scientific interest in many fields is today focused more and more 
closely upon the first few years o f life. From the several stand
points of health building, mental hygiene, and personality develop
ment it is now realized that early childhood is a time of basic habit 
formation, during which the powerful influences of group life and 
first social relationships shape the attitudes and interests o f the grow
ing child. It is increasingly recognized, moreover, that all aspects o f a 
person’s development are interrelated. Every problem o f feeding, 
rest, play, or illness is at the same time a personality problem, and 
must be handled as such if complete success is to be attained. The 
trend in research is accordingly toward coordination. A t child 
welfare conferences questions are discussed by experts for the benefit 
of their colleagues working in distinct but related fields— viz., papers 
on nutrition, for psychiatrists; and on pediatrics, for nutrition 
workers and sociologists. The Committee on Child Development of 
the National Research Council has done much to encourage such 
coordination.

This increased interest in early childhood is reflected in the grow
ing number of nursery schools, preschool laboratories— often in 
connection with universities— guidance clinics, etc., which combine 
child care and service to the home with favorable opportunities for 
research. There is apparent, also, in the research programs under 
way, a significant heightening of emphasis on personality problems.1 
Studies which have been made at the adult and adolescent levels, as 
well as practical experience, show the need for more specific knowl
edge of the detailed processes and mechanisms through which the 
transfer o f culture-patterns from one generation to another is accom-

411
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plished. W e know that the child finds, through trial and chance 
success, in each social situation, the particular set o f relations which 
best enable him to fit in. He begins very early to adapt himself to 
the demands and expectations of each social group, being in each in 
reality a different child. This is only another way of saying that 
personality is relative to group life. There is probably no such thing 
as x-the-person, except as the term is understood to include x-at-home, 
x-at-his-grandmother’s, x-in-the-nursery-school, x-with-the-gang, etc. 
In each group the child’s emotional life is involved; in each he plays 
a distinct role; his habits and attitudes are constantly modified, and 
new meaning given to the world about him. This indirect learning, 
so close to us all that its power has only recently been suspected, 
goes on continuously throughout the preschool years— and of course 
continues into later life. It is therefore necessary, if we would know 
the whole story o f  even one growing personality, to analyze the 
child’s experience in terms of all the groups of which he is a member, 
with their social patterns, either mutually complementary or conflict
ing. Social psychology provides the needed point of view, or frame 
o f reference, for such studies of social conditioning in early life.

A  children’s hospital presents certain definite advantages as a 
research center. Here the child is brought, for a period of uncertain 
length, at a time when illness has precipitated a crisis in the family 
life, and when all concerned are most anxious to do what is best 
for this young member of the group. The parents’ natural apprecia
tion o f service rendered should ensure their cooperation in any 
research program which might appropriately be devised. It would 
undoubtedly be possible also to continue the contact and secure further 
records after the child had left the hospital. Certain special prob
lems, closely connected with the conditions o f  illness and convales
cence, would make this desirable, and mutually beneficial to the home 
and research center. It is well known, for example, that a serious 
illness may be expected to result in noticeable personality change—  
not always of a desired sort. The child while sick is necessarily the 
center of attention to a degree unusual in his experience. He finds 
this element of adult attention pleasant, and upon recovery strives to 
retain it, so far as possible. Unless the parents are given insight 
into the situation, they may unwittingly act in such a way as to delay 
the return of the child to normal life and activity. Consultation at 
the guidance clinic could be o f  vital assistance at this point. Such a 
service might be known as personality after-care, or the mental hy
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giene of convalescence. Data gathered on all admissions over a 
period of years would constitute a valuable increment to human 
knowledge.

The cooperation of staff members, with the addition of one or 
two others, in particular a sociologist specializing in the study of 
early life, would provide the needed personnel for such an extension 
o f hospital service. Intelligent recommendations in each individual 
case would depend upon an understanding of the child’s life history, 
secured largely through parent interviews and a clear cross-section 
of his life just before entering the hospital, including group relation
ships, major interests, home daily time schedule, etc., supplemented 
by the patient’s own story, gathered in the course of informal inter
views during convalescence. Such a study should be followed, at 
least in special problem cases, by systematic observation o f the child 
in all his social groups, after discharge, with problem-progress and 
social interaction records.

Many behavior difficulties might be expected to yield to changes 
in home care recommended. In other cases, remedial group experi
ence outside the home could be provided by parents. Certain mal
adjustments, however, would undoubtedly need carefully regulated 
conditions and extended observation. This could best be provided 
at the center, and such children, if o f preschool age, might make up 
a morning play group, with changing membership, available also for 
research purposes. The required set-up would include, as essential 
features, a playroom with standard nursery school facilities and 
equipment; a roof, porch or yard for outdoor play; a lavatory; ac
cess to kitchen or provision for sending in meals on occasion; and 
an observation alcove with painted screen, enabling observers to watch 
the children without themselves being seen. In addition, if controlled 
experimentation were undertaken, a room should be available for this 
purpose only.

It should be possible also, in connection with the hospital, to offer 
the services o f the parent-child-guidance clinic to all parents who 
might wish to avail themselves of it. Here children, not necessarily 
outstanding problems, would be brought for observation, study, and 
perhaps remedial experience for as short or as long a time as might 
be recommended, with personality diagnosis or evaluation as the chief 
aim.2

To sum up: A  children’s hospital presents unusual opportunities 
for personality research. Such a program would necessarily combine
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research and guidance, offering practical advice to parents in the 
management o f their children, and learning much from them as to 
conditions and relationships in the home, successful and unsuccessful 
control methods, and the effect o f crises such as illness. Four aspects 
o f the work might be undertaken:

A. Consultation with parents of child patients, regarding child’s 
social adjustment, personality after-care, mental hygiene of 
convalescence, etc.

B. Consultation with parents o f  non-patients, this “ well-baby 
consultation” service corresponding to that o f the infant wel
fare centers in the health field.

C. Remedial group experience at the guidance clinic, under con
ditions corresponding to those o f the modern nursery school; 
such a play group to be limited to children of preschool age.

D. Controlled experimentation in the field o f social behavior.

Although many of the factors entering into personality formation 
can be controlled, and encouraging results secured, even at the present 
stage o f our technique, the writer feels that the need today is for 
more extended systematic observation of young children in their 
every-day life situations, and analysis of the interaction records se
cured. Such work is preliminary to the formulation of sound ex
perimental problems, and enables us to discover the significant factors 
involved. A  responsible board, deciding to take a step in advance o f 
customary practice, would no doubt direct that services A , or A  and B, 
above, be first introduced. Some such trend appears inevitable, in 
view o f modern recognition that the whole child is the unit to be 
dealt with.

R E F E R E N C E S

1. O f 425 investigations listed in the first directory of research in child 
development, published by the National Research Council in 1927, 21 per cent, 
dealt with emotional traits and personality adjustment.

2. Compare the Yale Psycho-Clinic, under Dr. Arnold Gesell.
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NOTES ON FACILITIES AND COSTS IN THE CARE 
OF CONVALESCENT AND CHRONIC SICK*

S A M U E L A . G O LD SM ITH

Executive Director, The Jewish Charities of Chicago, 
Chicago, III.

So much has been written of late years concerning the costs and 
the extent of illness, that it may seem gratuitous at this time to again 
call your attention to the background against which any discussion o f 
the care of the convalescent and chronic sick should be considered.

W e have not been so fortunate here in the city of Chicago as to 
have competent studies made of the extent of illness and cost of 
illness. Occasionally, things are being done here, as for example, the 
limited studies made by the Rosenwald Fund and others; but no com
plete health inventory has been made for Chicago, and no complete 
study, or fairly complete study has been made of our needs in the way 
of institutions or organizations to be established for either the promo
tion o f health or the alleviation of illness.

In New York City a recent study seemed to indicate that there 
were between 125,000 and 200,000 people sick in bed every day; that 
two to four times that number were ill but not in bed ; and that about 
$150,000,000 a year was being spent on illness. Crudely, of course, 
for the city of Chicago, we would want to halve these estimates o f the 
extent of illness and the cost of illness, since our population is about 
one-half that o f New York City. One would presume that in some o f  
the cities from which members o f this Conference come, the ratio o f 
the population to New York City’s population would not by any 
means produce similarly valuable estimates of the extent and cost o f 
illness.

Naturally, my function today is not to discuss the extent and cost 
o f illness, but really to discuss the cost of facilities required for the 
care of convalescent and chronic sick. However, it is well for us to

* Read before the Regional Conference of the American Association of Hospital
Social W orkers, Chicago, 111., February, 1931.
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understand right from the outset that the care of the convalescent and 
chronic sick is an essential process in the community’s work with the 
problems incident to illness. It is also logical for us to propose that 
part o f the costs involved in caring for the sick should be allotted to 
the care of chronic sick, and naturally, so far as personal expenditures 
by individuals are concerned, some of the costs have been definitely 
incurred by people who are chronically ill.

* * * * *
A  number of intelligently conceived and directly stated papers 

have been read to this conference with respect to convalescent care. It 
is my function merely to summarize the situation and to indicate to 
you the kind of facilities that communities should project in actually 
getting to work on the problems of convalescent care and later to do 
that same sort of thing in the problems of the care of chronic sick.

As you know, it has been estimated that approximately 10 per 
cent, o f the hospital discharges and 5 per cent, o f the dispensary or 
out-patient cases are fit subjects for convalescent care. W e have such 
crude ratios which people assume are correct and which, sometimes, 
intensive studies indicate, may not be correct. For example, a study 
made by The Jewish Charities of Chicago in 1926 indicated that the 
Jewish community of Chicago, which then numbered about 275,000, 
required approximately 130 beds for convalescent purposes. This 
study was based on a case study of individuals in the family welfare 
organization and individuals who had been patients in hospitals or in 
out-patient departments. The kind of intensive study that this project 
denoted is probably the sort of thing that ought to be done in basically 
determining the needs, rather than merely using crude ratios.

It is probably well to indicate that the aims of intelligently con
ceived convalescent programs embody within themselves procedures 
that are not only medical or semi-medical, but also vocational, and 
include, so far as many individual patients are concerned, the applica
tion o f all the elements o f social case work. All o f this is true because 
the convalescent institution takes patients who are past the acute stage 
of their illness; patients who are curable; and who, with the proper 
care, sufficiently long applied, may regain not only their health, but 
should, if possible, return to their usual vocations.

This very broad and rather complicated aim of the convalescent 
home or hospital implies a complete adjustment back, for the patient, 
to a status of physical and mental vigor which will enable him to ade
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quately again take his place in the community from which he was 
ejected by his illness.

In practice, there are all types of convalescent facilities. There is 
the in-hospital convalescent home, such as that which is included in 
the Presbyterian-Columbia University Medical Center of New York, 
or at least was included in the plans of that institution. This is a 
means for relieving pressure on the beds available for acute illness 
and for permitting the hospital to really discharge its patients in a 
state approximating health, rather than in a state just the other side 
o f acute illness.

Convalescent homes are also often designated as country or as city 
convalescent institutions. Some individuals, such as Dr. Brush of the 
Burke Foundation, are firmly convinced that the country convalescent 
homes are the only type worth fostering, and that the city convales
cent homes for general convalescent purposes are doomed to failure. 
In some communities convalescent homes have been divided into con
valescent homes for adults and convalescent homes for children; 
whereas in other instances, institutions endeavor to do the work for 
all ages and both sexes in the same plant, though, of course, not all 
in the same building.

The aims of the convalescent homes which have just been stated 
should imply some method o f follow-up o f patients in order to ascer
tain whether or not an adjustment back into the community has been 
made. O f course, some of the patients normally do come from social 
agencies, and these patients, quite as normally, would be referred back 
to the social agencies and followed up by them. But a good many of 
the patients do not come directly from social agencies, and probably 
do not want to be the subjects for social agency care. Some form of 
follow-up care for such patients should be devised so that the work 
of the acute hospital and convalescent home, or the chronic hospital 
and convalescent home, or whatever other concatenation of institutions 
there exists, would be conserved.

As to costs, I think a crude ratio that can be used is the ratio of 
convalescent home to acute hospital cost. In almost every instance 
these costs are about one-third. It costs about one-third as much to 
build a convalescent home of 100 beds as it would cost to build a 
hospital of 100 beds. It costs about one-third as much to equip and 
maintain a convalescent home as it does to equip and maintain a 
hospital. In other words, if it costs $6,000 a bed to build a hospital 
in a given community, it should cost about $2,000 a bed to build a
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convalescent home. I f  it costs about $7.50 a day to maintain a patient 
in a hospital in a given community, it probably would cost $2.50 a day 
to maintain a patient in a convalescent home.

It has, as you know, often been urged that convalescent care may 
relieve pressure and does relieve pressure on acute hospital beds, and 
at the same time provides beds at a much lower cost for patients who 
would otherwise occupy the acute hospital beds.

I shall not, at this time, delay your deliberations by citing to you 
the various types of patients that are to be found in convalescent 
homes. To some extent these types of cases have already been cited 
this morning. Nor shall I delay you by indicating the proportion o f 
beds that might be utilized for adults and for children. In certain 
respects, however, the types of cases to be found in convalescent 
homes and the types of cases found in organizations that deal with 
chronic sick have a tendency to overlap. This is true o f some of the 
neurological conditions and of some of the cardiac conditions where 
convalescence is protracted and where, for administrative purposes, 
the patient might be placed in one or the other of these types of insti
tutions.

Before leaving the subject o f convalescence, however, it is im
portant to indicate that the convalescent facilities that we have been 
discussing are only the institutional facilities, and that we have not, 
by any means, covered the subject of convalescent care. W e have 
mentioned the in-hospital beds that might be devoted to convalescent 
care, and by this I mean beds built in a building adjoining an acute 
hospital and built typically as convalescent beds. W e have talked 
about the country or city convalescent home as a separate institution 
where intensive medical procedures are not available and where, in 
fact, some of the people engaged in convalescent work feel that they 
are contraindicated.

It remains to be stated that, particularly in work with children 
and also to some extent in work with adults, the foster family home 
in the suburbs or in the country has been found a valuable adjunct 
as a convalescent facility. The types of children, for example, who 
might be so placed have been indicated in the published proceedings 
o f the National Conference of Social W ork, and the experience of 
any well adjusted child welfare agency will indicate that this is a 
valuable type of facility to have in mind.

In summary, convalescent care, permeating as it does the vast area 
o f  preventive medical work, offering as it does an opportunity o f res-
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toration to full health and vigor and to usefulness in society, is a 
weak link in our chain of medical facilities at the present time. Un
doubtedly, in every community are numbers of persons who should 
receive convalescent care but do not receive it, and who face the 
world with depleted energies and depleted resources. It is a form of 
care that can be given at much less expense than hospital care (in fact, 
at about one-third of the expense) and, in the main, requires country 
as well as city facilities, though we are concerned here with pref
erential arrangements rather than with absolute arrangements.

When we speak of the care of chronic sick, we speak not only of 
a weak link in the chain of medical facilities, but almost of a missing 
link. Some persons who have either worked in the field or who have 
studied the field have a very decided feeling that the care o f the 
chronic sick offers the great field for future medical progress. It is 
trite to say, but by way of introduction it nevertheless should be said, 
that medical science has devoted itself to making progress in the pre
vention of illness and in the saving o f infants, but it has not made 
concomitant progress in prolonging, for human beings in the later part 
o f life, years of usefulness and comfort.

Not very much is known about the incidence o f chronic disease. 
Here and there, as in Boston and New York, some definite studies 
have been made of those facts that were fairly readily available. In 
Boston it was found, in a study presented under the direction of Dr. 
Haven Emerson, that one out of every 185 people in the population 
was sick with a disease that had been diagnosed as a chronic disease. 
It was further estimated that of these 185, 62 were in institutions and 
the rest were cared for in their own homes.

In New York City, in a study made under the direction o f the 
W elfare Council, 20,700 persons were found to be chronically sick 
and under the care of 226 agencies. In 1926, in the same city, 42,144 1 
were discharged as chronics from the various public hospitals o f the 
city, and there were to be found, in these various hospitals, 6,536 
chronics on a given census day.

In the New York Study dated December 30, 1929, chronic sick 
were defined as follow s: “ Persons who have been or are likely to be 
incapacitated by disease for a period o f three months, i.e., are unable 
to follow the daily routine o f an average normal adult or child, and 
will probably continue to be disabled for an uncertain period, includ
ing those: (1 ) who are in need of medical or nursing care either in 
an institution or in their homes; and (2 )  who, because of unfavorable
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economic or family conditions, need to have attendant care in or out
side of their homes.”

In ascertaining the number o f chronics, the following diseases or 
physical conditions were excluded from the list of chronic sick: pul
monary tuberculosis, mental diseases, blindness and deafness.

Surely the incidence of chronic disease which these studies might 
indicate has a significant bearing on the desirability of organizing 
facilities to meet the need.

From the standpoint o f types of care required, Dr. Ernst P. Boas, 
in his various studies of chronic sick, has more or less popularized 
four divisions of facilities and treatment.

The A  type of patient requires care in a hospital where all possible 
therapies and operative procedures are available. He is, if the term 
may be used, in an acute stage of chronic disease, requiring sometimes 
radical treatment. At any rate, he requires all the medical facilities 
available in well conceived and administered hospitals.

The B type o f patient requires medical and institutional facilities 
available in what is sometimes called a hospital for chronics or, dread
ful word, “ incurables.”  This type of patient requires some intensive 
nursing and occasional medical attention.

The C type o f patient requires custodial care, possibly the service 
o f an attendant from time to time, and possibly occasional nursing 
service.

The D type of patient is more or less ambulant and can be helped 
through out-patient departments or clinics or private physicians that 
may treat his particular disease.

Naturally, these divisions have to do with people who are either 
dependent or in need of some form of custodial care outside o f their 
homes. Many people who are economically able and are to be found 
in type C may be cared for in their own homes. There is some divi
sion of opinion with respect to the desirability of establishing a 
special hospital for chronics. Certain persons, like Dr. Boas, feel 
very definitely that in a hospital devoted exclusively to the care of the 
chronic sick, the greatest amount of progress could be made for the 
benefit o f the patient through the very innate emphasis on the prob
lem, as well as through the very agglomeration of chronic sick; and 
thereby the best care will be given the patient.

Some hospital administrators, particularly in communities smaller 
than the largest cities feel that the acute hospital can set aside a 
certain number of beds for chronic sick who are o f the A  type or in
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the ^  stage. There is some feeling that if the chronic sick are to 
be treated in an acute hospital, this chronic section should be in a 
separate wing or building, because chronic sick cannot really be inte
grated with the other patients. The routine may prove too strenu
ous for them, they may depress the acutely ill, they are not of 
sufficient medical interest to the regular attending physician, and 
the cost of their care over a long period of time is very high.

The social worker might perhaps well leave these quarrels to the 
hospital technicians or the hospital administrators, provided he is 
assured that sooner or later (preferably sooner) some type of hospital 
facilities will be made available to that type of chronic sick who are 
in need of such facilities.

All of you are familiar, o f course, with the public institutions and 
public hospitals conducted under the auspices o f either the State, or 
the County, or the City, with their provisions for chronic sick or 
what they call “ incurables.”  Undoubtedly, since we are discussing 
facilities, you are also familiar with certain special types o f institu
tions under private philanthropic auspices that are particularly con
cerned with the custodial care of chronic sick.

Might I draw your attention to a type of institution that is gen
erally to be found in cities with moderate sized populations or large 
populations and one o f whose dominant problems is the care of chronic 
sick ? These institutions are the homes for the aged. Chronic illness, 
aside from those distressing cases that are to be found among children, 
strikes generally people over the age of 50, and chronic illness makes 
its incursion into all the homes for the aged. Surely much progress 
might be made in providing general facilities for the care of the 
chronic sick if the homes for the aged can be induced to do two 
things:

First— To define “ agedness” not as a matter of years, but as a 
matter o f physical condition, and to reduce their age of admission 
to approximately 50 years;

Second— By their providing, in greater number than at present, 
so-called infirmary facilities for the care of those who may be 
chronically sick.

There isn’t sufficient time to go fully into the matter at this mo
ment, but in the homes for the aged, increasingly, we should have 
modernized facilities for dealing with the problem of chronic illness, 
particularly insofar as the B type and many of the C type cases are 
concerned.
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Rapidly, one might indicate that a considerable number of chronic 
sick are under the care of the Visiting Nurse Associations, family 
welfare societies, occasionally, among children, under children’s or
ganizations, and certainly many are under care of private physicians. 
There isn’t the opportunity now to go into the distribution of the 
chronic sick, except that I might say, in passing, that at the Monte- 
fiore Hospital in New York, which is devoted exclusively to the care 
o f chronic sick, at one time when a census was taken, it was found 
that the cases cared for in the course of the year could be divided as 
follow s:

629— Medical 
542— T  uberculosis 
366— N eurological 
230— Cancer 
202— Surgical

So far as family agencies, Visiting Nurse Associations, and 
children’s agencies are concerned, it is, o f course, understood by a 
group of medical social workers, that the case work involved includes 
not only application of medical procedures, but also vocational pro
cedures, institutional procedures, visits to clinics, coordination of 
work within the family, and the usual type of case work implied in the 
general social consequences of an attack o f chronic disease. I may 
be repeating what is well known to some of you when I say that to 
deal with the problem of chronic illness, we must deal with an inte
grated program which includes beds in hospitals devoted to the care of 
chronic sick; and beds available in acute hospitals for the care of 
chronic sick; and mere custodial care either in homes for the aged or 
adjunct buildings; and in service rendered by medical social workers, 
so that the entire program will conserve whatever is done in the hos
pital and will make comfortable and useful, when possible, the life o f 
the person suffering from a chronic physical condition.

As to costs, it is obvious that cost of care in a hospital for 
chronics will approximate the acute hospital cost, whatever that may 
be in the community in question. Quite obviously, o f course, the 
custodial facilities should not be supplied in hospitals since a person 
chronically sick would stay under custodial care approximately one 
year, whereas he might stay in hospital care approximately six 
months, and since, actually, costs should be approximately one-half 
for the care of the custodial patient of what they would be for the 
care of the acute hospital patient.
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In dealing with the chronic sick, we are, o f course, after all dealing 

with the general problem of continuing or prolonging the usefulness 
o f human activity and human life. W e are dealing truly with a 
problem of alleviating intense and prolonged suffering, and we are 
actually undertaking to do something about prolonging human life. 
Surely in time we can hope that the cases of chronic conditions will 
be “ interesting” to the medical profession, and surely we must know 
that to those of us who are social workers and to whom therefore the 
human being is a very precious thing, the adequacy o f the provision 
for the care of the chronic sick is not merely o f importance, but o f 
paramount interest.

R E F E R E N C E

1. Noted in a study made by the Bureau of Jewish Social Research— New  
Y ork Communal Survey.



EDITORIAL 

Adult Sex Hygiene
Divorce in its ever-mounting tide, the mighty rivers o f family 

desertions and of venereal diseases, as well as our American birth 
rate falling in every class except among the dependents, the one 
place where the rest o f us would welcome a decline— are all serious 
portents demanding steady, long-time programs to meet them. 
Nothing then, can be more important than the Adult Sex Hygiene 
service instituted in Chicago and now fully described in the present 
issue o f this magazine.

One is glad to see too, that the family case-work agency re
sponsible for this important step realizes that somehow, somewhere, 
pre-marital advice must also be provided. Their new, purely marital 
sex hygiene service has greatly benefited two or three hundred families 
since 1922, but these families had already most commonly three 
children and wives o f the age o f thirty-five and had accumulated 
serious deficiencies to the number of 619 in a tabulation o f only 172 
families. That is, there was an average o f four things wrong with 
each family, varying from feeble mind down through the scale to 
sexual incompatibility. Now there can be no doubt that no one 
recognized sooner than each couple themselves that serious diffi
culties (whether they could or could not name them and put them 
into words) were showing up successive to the wedding day, or at 
least after the birth o f the first children. Each child is a great eye- 
opener. I f  these unfit couples had had pre-marital advice, they might 
have been less maladjusted sexually, or they might have summoned 
fewer offspring to join the family maelstrom, or at least they might 
have known where to seek additional advice. With all their faults 
Jewish families in this study kept down their child mortality to a not 
bad figure— which encourages the belief that they were of a calibre to 
have benefited by pre-marital advice in their own love-lives and in 
limitation of their children to a manageable number. As it was in 
sad fact, very many were problem children.
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But the forestalling of children better left unborn is scarcely the 

main motivation in the sex hygiene department described. In the 
most elevated spirit o f social work, the department labored not mere
ly to relieve the community of future dependents, but to increase 
individual human happiness within the sexual and domestic spheres. 
Their triumphs in curing the parents’ disharmony are not only scien
tifically analyzed by Mr. Lurie and assistants, but simple-hearted 
reports are repeated: “ now he is in love with me again” ; “ relations 
enjoyed now as in youth.”

Items o f interest to specialists in this field are set forth as fol
lows: There was great economy o f operations; usually only one
visit to a physician by each pair, an average of sixteen calls upon 
the special nurse, and only five calls by her, sufficed to keep each 
family under training for a year. Double contraception was pro
vided extensively for both partners to use, apparently in part for the 
sake o f improving sexual conscientiousness and courtesy. The 
report gives figures confirming the opinion o f divorce court students 
that sexual rather than economic difficulties are potent to cause 
quarreling in the home.

Caroline H. Robinson



NEWS NOTES

IN T E R N A T IO N A L  H O S P IT A L  A SS O C IA T IO N

At the close o f the Second International Hospital Congress which 
met in Vienna from June 8th to 14th, the repesentatives o f the 41 
countries participating in the Congress voted unanimously to organize 
an International Hospital Association.

The purpose of the Association is to bring about an international 
exchange of opinion and international cooperation in all problems and 
in all fields of hospital work and in all relationships, economic, so
ciological and hygienic. The Association is composed of two classes 
o f members: ordinary members consisting of national hospital asso
ciations and associate members.

These comprise two groups o f persons interested directly or indi
rectly in hospitals, one consists o f individuals associated in one way or 
other in hospitals or cognate institutions, the other will be representa
tives o f firms or organizations standing in a business relationship to 
the hospitals such as architects, builders, manufacturers of hospital 
supplies, merchants and the like.

The associate membership in the International Hospital Associa
tion entitles the members not only to free subscription to the “ Nosoko- 
meion,”  the official organ of the Association, to full participation in 
the International Hospital Congresses, but above all to participation 
in the work of the ten permanent committees. These committees 
under the leadership o f recognized specialists in various fields will 
devote their time in working out standards for the guidance o f the 
hospital field throughout the world. .

The annual subscription for associate members o f the first descrip
tion is $5, and for the second $10.

The undersigned beg to appeal to all those interested in the proper 
care o f the sick to become associate members. Applications may be
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sent directly to the officers o f the Association or to any member of 
the executive committee.
President: Secretary General:

Dr. Rene Sand, Dr. E. H. L. Corwin,
2, Avenue Velasquez, Paris 2 East 103rd Street,

New York, N. Y .

A  Consultation Service restricted to patients of moderate means 
referred by their family physician has been established by members 
o f the Medical Staff o f the Mount Sinai Hospital, New York City, 
in cooperation with the Administration of the Hospital. The serv
ice is designed as an aid to the physicians of the community in the 
investigation o f patients with clinically obscure conditions requiring 
multiple consultations and laboratory examinations in order to estab
lish a diagnosis.

The Illinois State Department o f Health displayed a fine exhibit 
on public health at the Illinois State Fair held recently. The sub
jects covered included tuberculosis, cancer, heart disease, diphtheria, 
pneumonia, typhoid fever and animal experimentation. The exhibit 
was o f exceptional educational value.

Owing to the epidemic of infantile paralysis the New York 
State Reconstruction Home at W est Haverstraw has planned to 
give registered nurses trained in public health work, a 13 weeks’ 
course in the care of physically handicapped children. Public health 
nurses interested in this course may obtain full information by 
communicating with the Division o f Public Health Nursing, State 
Department of Health, Albany, N. Y .

The Department of Public W elfare of the New York State 
Federation o f Women’s Clubs has outlined a comprehensive public 
health and welfare program for the season of 1931-1932.

The interest o f the American Red Cross in nutrition programs 
dates back to 1908. The present aim o f the Red Cross is to place a 
qualified nutritionist in every community to help individuals and 
groups in the choice and use of foods for building well-nourished 
bodies. In Nashville, Tenn., more than 100 adults attended nutrition
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classes conducted by the Red Cross during 1931. Membership in the 
Red Cross is a concrete method by which the individual may aid his 
community in developing this important branch of Red Cross Service.

In Vienna, Austria, every child entering a public school is enrolled 
in the dental clinic, if his parents consent, and remains enrolled 
until he leaves school at 14, or until he is 18 years o f age if he applies 
for an extension of the service; according to the Modern Hospital, 
Chicago. He receives 2 dental examinations a year, and needed 
treatments may be given by the clinic at a small specified fee, by the 
sickness insurance company to which the parents belong, or by a 
dentist of the parent’s selection. Refusal to have a child enrolled 
when he enters school or too long an absence from the clinic without 
reason excludes the child permanently from its benefits. The first 
school dental clinic in Vienna was opened in 1922, and by the end 
of 1930 all but 3 o f the districts of the city had their own service 
units housed in municipal buildings.— U. S. Children’s Bureau, Wash
ington, D. C.

The New York State Institute for Social W ork conducted by 
the New York State Conference on Social W ork will be held at 
Niagara Falls, N. Y., November 9 to 11 inclusive.

The Fordham University School of Sociology and Social Serv
ice, New York City, will give a comprehensive course in social work 
during the coming winter. The program includes Hygiene for 
Social Workers and a new evening course in the Social W orker and 
Law.

The Broad Street Hospital, New York City, in cooperation with 
the New York City Department of Health, has established a tuber
culosis clinic. This is the 3rd Department o f Health clinic organized 
in direct conjunction with an established hospital.

The milk stations and school lunches made possible for Porto 
Rican children by gifts from the Children’s Fund o f the American 
Relief Administration and carried on by local groups o f interested 
citizens should be continued for another year, according to Dr. S. J. 
Crumbine, general director o f the American Child Health Association. 
In his visit of inspection early this year Dr. Crumbine found that
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unemployment had increased and wages had been still further 
reduced since his visit to the island in 1930. Since his first visit 
a juvenile probation officer has been appointed, and a supervisor 
has been assigned in connection with the department o f education 
to direct the work of 30 rural-school visitors. Plans have been 
formulated and approved by local officials for organizing 10 health- 
service units. The program calls for the ultimate organization of 
20 such units to cover the entire island.— U. S. Children’s Bureau, 
Washington, D. C.

The 3rd award of the Walter Burns Saunders Memorial Medal 
for an outstanding service to nursing will be made in April 1932 at 
San Antonio, Texas, during the convention of the national nursing 
organizations. The recipient of this medal may be any nurse who 
is a member o f the American Nurses’ Association.

“ I f I had to name one health measure which would be most 
effective in the control of all transmissable diseases, I would say 
that a thorough washing o f the hands, at least before food was taken, 
would be most effective.”— Dr. Ray Lyman Wilbur.

A  hospital for those of modest means is to be erected in Paris, 
France, as a memorial to the late Marshal Foch.

The year 1931 marks the centennial anniversary o f the discovery 
o f chloroform.

Helen Dale, a San Diego, California high school girl won the 
national prize o f $500. for her essay in the 3rd Annual Gorgas 
Memorial Essay Contest. The subject of this year’s contest was 
“ Keeping Fit.”  Health News quotes the significant health advice 
from Miss Dale’s essay. “ Serious trouble in later years may often 
be avoided by careful and regular inspection by the family doctor. 
The wonderful mechanism of our bodies has a right to consideration 
equal to that shown our cars, radios and other machinery which 
are given attentive overhauling.”

The Illinois Health Messenger reports that cancer is the only 
disease among the chief causes o f death which is charged with a 
higher mortality in 1930 than in 1929. Fatalities from cancer in
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creased from 8,107 in 1929 to 8,430 in 1930. The rate o f 110.1 per 
100,000 is the highest on record for this disease.

Transcribing books into Braille, the system by which the blind 
read, is one of the important volunteer activities o f the American 
Red Cross local chapters. In the small town o f Lancaster, Pa., 
during the past year, 10 transcribers and 11 students transcribed 
3 books and 1 short story totaling 1,210 pages. The books went to 
the library o f Congress in Washington, D. C., and libraries in Cal
ifornia, Iowa, Virginia and the Philippines.

New York, which had 80 breadlines last winter, will this winter 
take care o f its homeless men with greater efficiency, economy and 
decency than ever before— and may be able to do this without bread
lines— if a plan worked out jointly by the City Department o f Public 
Welfare, the private social agencies, and the churches of New York 
City meets the expectations of its sponsors. The plan calls for the 
opening on October 1 o f a Central Registration Bureau for home
less men through which every homeless man applying for food, 
shelter, and other relief will be cleared and sent to the particular 
agency— public or private— best able to deal with his problem. The 
plan does not provide, however, for itinerant homeless men from 
other communities who may come to New York with the expectation 
o f free feeding and lodging.

The Bureau will be located at the South Ferry building, opposite 
the corner of South and Whitehall Streets, on the pier made avail
able for this purpose by Commissioner Taylor of the Department of 
Public Welfare.— Bui. Welfare Council of N. Y. City

Questionnaires sent to 600 hospitals asking for information con
cerning the existence o f clinics and psychopathic wards or depart
ments where examination or treatment might be given to mental 
patients were sent by the National Committee for Mental Hygiene, 
Inc., New York.

O f the 421 hospitals that replied, 122 reported special facilities; 
17 reported incidental services: 53 o f 56 hospitals that have special 
wards reported 3,298 beds for mental patients.

O f the 122 hospitals having special facilities 56 have special 
mental wards; 97 have clinics; 31 have both wards and clinics; 25 
have wards only; 66 have clinics only.— Mod. Hosp.
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The New Hampshire General Assembly has passed a law which 

permits the use of $40,000 for a 2-year State cancer program.

ERRATUM
In a review o f the book “ The Measurements o f Nervous Habits 

in Normal Children” by Willard C. Olsen. Minneapolis: University 
o f Minnesota Press, published in the September issue of Hospital 
Social Service, the date of publication was given as 1921. This was 
a typographical error and should have read 1930.

ABSTRACTS
“ The Evening Qinic and What Its Services Include.”  J. J. 

Golub and R. F. Dunning. Mod. Hosp., 1930; X X X V , 140.
This article describes the services rendered in the evening clinic 

of the out-patient department o f the Hospital for Joint Diseases, New 
York City. This service was established to meet the needs of the 
large group o f patients who otherwise would not receive medical care 
or who would be forced to attend day clinics and suffer loss of earn
ings. The evening clinic was opened about 10 years ago and fills a 
very definite need as is evidenced by the fact that from 300 to 500 visit 
the various departments during one clinic session. The following 
tabulation shows the distribution o f patients during one evening’s 
w ork : physiotherapy 155, varicose veins 110, orthopedics 68, car
diology 38, lues 30, ear, nose and throat 24, dentistry 9, general medi
cine 6, surgery 4, making a total of 444. The hospital and out-patient 
department physicians constitute one staff. The records o f the main 
hospital are accessible to the out-patient department and vice versa. 
The evening clinic has demonstrated its worth and the ever-increasing 
clientele warrants expansion of the service.

“ The Cardiac and the Placement W orker.”  Florence Rivkin. 
Rehabil. Rev., 1930; IV , 81.

In this brief article the author brings the many very serious 
obstacles in the path of the social worker in her attempt to adjust the 
cardie case to his environment and work. All placement work must 
be guided by medical advice whether it be the private practitioner 
or the clinic doctor. The patient must be made to realize his physical
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limitations, his family must be educated to be considerate and to 
make it possible for him to live without friction and exertion that 
would aggravate his condition. The employer is also a difficult 
person to convince and when convinced it is no easy matter to find 
suitable work. Once having succeeded in placing her cardiac pa
tient in a position where he makes good the task of having other 
patients fitted into jobs is easier. The whole problem in cardiac place
ment work is education, educating patient, family and employers of 
labor.

“ When Science and Sympathy Join to Prevent Mental Ills.” 
J. A. Jackson. Mod. Hosp., 1931; X X X V I, 77.

Just as every movement throughout the ages has been marked by 
characteristic structures so has mental medicine progressed from the 
stone cell to such magnificient buildings as the Institute for Mental 
Hygiene of the Pennsylvania Hospital, Philadelphia. The objectives 
and purposes o f this institution represent the latest thought in (1 ) an 
approach to the understanding of human ills and human misfits, (2 ) 
an approach to economic distress from the medical angle and (3 ) 
research into causes, reactions and their control in individuals clas
sified as suffering from diseased minds. O f every 218 hospital beds 
in the United States 118 are devoted exclusively to mental cases. 
Such figures show the increasing need o f this type o f work. The 
Institute makes it possible for the people in Pennsylvania to avail 
themselves of mental hygiene curative and preventative measures, 
either as in-patients or out-patients and offers unique educational 
opportunities for physicians, nurses, teachers and social workers. 
Intensive work is being done with children including behavior dis
orders following encephalitis. Neither children nor adults will be 
committed to the Institute; the admissions are voluntary. W e 
advise anyone interested in mental hygiene to read this description 
o f an institution where understanding and kindness will effectively 
combat the greatest peril o f civilization and save thousands from 
either partial or complete nervous or mental breakdown.

“ What Mental Hygiene Means to the Public Health Nurse.” 
A. Lower. Public Health Nurse, 1931; X X II , 182.

The average nurse lacks knowledge of mental illness and has but 
a vague conception of the general field o f mental health. Realizing 
this fact the Minneapolis Visiting Nurse Association developed for
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its staff nurses a mental hygiene program under the direction o f a 
mental health supervisor. One benefit derived from the program 
is a clearer understanding of the cases of definite mental disturbances 
that arise in regular nursing work. The constructive preventive 
aspects of mental hygiene have been emphasized. A  case which illus
trates the point that a knowledge of mental hygiene is necessary in 
order to deal intelligently with the various problems arising in public 
health work is cited. The author believes that the inclusion of mental 
hygiene in a public health program should not mean an additional 
branch o f work but serve as a tool with which to make the work less 
difficult and more effective.



IF YOU ARE INTERESTED IN 
CALIFORNIA

and what nurses are doing in the far West, you should read 
their magazine, The Pacific Coast Journal of Nursing. It 
publishes the nursing news of California as well as stim
ulating articles on the problems and activities of modern 
nurses. It should be read by everyone interested in nursing. 

PRICE, $2.50 A YEAR .
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