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THE COOPERATION BETWEEN THE CHURCH 
AND SOCIAL AGENCIES*

TH E REVEREND FREDERICK E. REISSIG
Chairman Social Welfare Committee Federation of Churches 

Rochester and Monroe County
All agencies that have as their aim, human welfare, as it pertains 

both to the individual and the group, ought not only to know what 
other such agencies are doing, but ought to cooperate in the very 
closest and finest fashion.

When one enters the main floor of a large department store, one 
is impressed by the fact that it is a unit; that there is a unified plan 
carried out throughout the entire main floor, and yet when one walks 
the length or breadth of the store, one sees many individual units,— 
men’s furnishings, jewelry, gloves, etc. Here we have an example 
of many units and yet one unified plan and program. We working 
in the field of human beings have not been as wise in our plans and 
programs with the group or with the individual where a unified plan 
and program is absolutely essential for personality and group develop
ment and adjustment. From almost every angle, some agency has 
made an attack on the individual or group, regardless of what any 
other agency was trying to do. Is it to be surprised at that we have 
had such a dismal record in the field of human adjustments and hu
man rehabilitation. Nowhere have I been able to discover an account 
of a satisfactory cooperative relationship between the agencies, in
cluding of course the church, which are working for human welfare. 
This is to be deplored.

As life becomes more and more complex and difficult of adjust
ment, as we continue in this industrial, machine age, as we put off 
the fair adjustment of our economic system with its poverty and its 
wealth, the more does it become essential that all of us who are work
* Read before the Fifty-eighth Annual Meeting of the National Conference ofSocial Work, Minneapolis, Minn., June, 1931.
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2 Church and Social Agencies
ing in this field must somehow correlate and integrate our work so as 
to achieve the greatest possible results in the matter of prevention and 
adjustment, and rehabilitation.

W ith these thoughts in mind, we began in Rochester, New York, 
through the Social Welfare Committee of the Federation of Churches, 
to initiate in a very small way a plan of cooperation. We were faced 
with the fact that our Community Chest supported hospitals were 
without any regular religious ministry. We might have said without 
any further ado—“let’s place a chaplain in these hospitals.” Within 
four months of the time we faced this situation, we did have a full
time Chaplain for these hospitals. But how did we go about it? We 
sensed that when a patient was taken to a hospital, the hospital was 
in charge of that patient and felt its responsibility for him. So we 
invited the superintendents of all of the hospitals as our guests for 
luncheon. We had prepared sixteen questions which might form the 
basis of our discussion. Each one present received a copy of the 
following questions:

1. Does religious work help accomplish what the hospitals are 
set to do?

2. W hat IS religious work, and what ARE the hospitals set to 
do?

3. W hat are the results to be avoided in religious work?
What are the results to be achieved in religious work ?

4. How often should a hospital visitor “make the rounds ?”
5. Is a clerical attire to be desired, or is a visitor better off with

out one?
6. W hat attention should be paid to people of other faiths than 

the visitor’s ?
7. How much should a visitor go into the case history (at office) 

of the patients?
8. Would some knowledge and practical experience in the field 

of mental hygiene and psychiatry add to a visitor’s usefulness ?
9. W hat possibilities are there of a religious visitor cooperating 

with the Social Service worker of a hospital?
10. Is there any religious ministry that can be performed for and 

with the nurses, internes, and other workers in the hospitals, 
such as weekly chapel service with devotional address, reli
gious interviews, etc.?
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11. Would it be helpful if a religious worker should sit in at 

hospital staff meetings occasionally, so as to be able to enter 
more intelligently into the spirit of the hospital work?

12. What cooperation is the hospital prepared to give religious 
workers in finding cases that should be referred to the various 
pastors of all faiths and denominations ?

13. What value, if any, have public or ward services of worship?
14. Are programs of entertainment helpful in any of our institu

tions ?
15. Is any service needed from the churches in the line of supply

ing reading matter, music, radio, etc?
16. What further form of service may be rendered by the 

churches through authorized channels?
However, the real question was, “how can we as a church help 

you to help the patient under your care?” To make a long story 
short, the answer was—the right kind of a chaplain. The right kind of 
a chaplain was called. At once, we had the cooperation and goodwill 
of the hospital authorities. We feel now that we as the organ
ized church are working hand in hand with the hospitals. We under
stand each other much better and it makes for more effective and 
fruitful work with the patient. We feel sure now that we are in no 
wise working at cross-purposes with the hospitals. This was accom
plished in the early part of 1930.

Having been successful in this first attempt, our Committee on 
Social Welfare when it met for its first meeting in the fall of 1930, 
decided to call together the leading workers in the field of delinquency 
and crime and ask them “what can we do to help you in your work.” 
This was done. A very fine meeting was held at which were present, 
judges, probation officers, Director of Public Safety, Chief of Po
lice, and representatives of penal institutions in and around Roches
ter, members of our committee, and other specially invited clergymen. 
The following subjects were proposed for discussion:

1. We are all working in the interest of “problem folk,” such as 
the delinquent and the criminal. We are all conscious of the 
fact that this particular type of work is exceedingly difficult 
and perplexing. We, therefore, are eager for all the wise 
cooperation and expert counsel possible in our dealing with 
this great human problem.
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2. Some of the individuals with whom you are working are from 

church families. How can the church help in these cases?
3. Is there a place for closer cooperation between the church and 

your organization, or the particular work you are doing?
4. Where does religion come in, in dealing with these “problem 

folk?”
5. What facilities does the church have which could be of assist

ance to you in your work ?
6. W hat is the church’s place in the prevention of delinquency 

and crime ?
The church was heartily congratulated by the court for this move, 

a move which had been slumbering in the mind of the court for some 
time. When, however, it came to proposing some definite ways of 
cooperation, it was felt that since the courts and other agencies in 
this field were dealing with folks of all three major religious groups, 
it might be well to seek the cooperation of the Catholics and Jews in 
this matter. This was done. Both of these groups responded whole
heartedly. Bishop J. F. O ’Hern appointed five of his finest priests 
to cooperate. This second meeting was a very significant one. Be
tween thirty and forty people were present, representing the Catholic, 
Jewish, and Protestant groups, the courts, the penal institutions and 
the Police Department. The result of this meeting was the appoint
ment of a committee of eighteen members, six from each religious 
group, which would work out in conjunction with them ways and 
means of cooperation. The Committee of eighteen met and named 
itself “The Inter-Religious Court Committee.” The larger committee 
was divided into six committees, each of which has on it a Catholic, 
Jew, and Protestant. The committees are as follows: 1—Super
visory; 2—Pre-Court; 3—City Court; 4— Juvenile Court; 5—Adult 
Court; 6—Parole Officers’ Committee.

Each of these committees was to meet with the group it was to 
work with and plan further. In most cases, the committees met 
monthly with their respective court group to discuss cases and meth
ods of procedure. Cases in which the church can make a special con
tribution are referred by the court to a member of the committee 
according to the religion of the case in hand. This committee mem
ber then handles the case himself or refers it, as in most instances, 
to a church which can most adequately deal with this particular prob
lem. Although the Committee of eighteen with its sub-committees
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has been functioning only since the early part of March of this year, 
some 50-60 cases have been referred to these committees and the 
reports show that very helpful relationships have been established. 
The judges, Chief of Police and Probation Officers have expressed 
themselves in enthusiastic terms over this plan of cooperation. Even 
though the average clergyman is somewhat of a layman in dealing 
with problem cases, yet it is felt that because of his interest, and of 
his connections and relationships and what he stands for, he can help 
considerably. Not only is the work of this Inter-Religious Court 
Committee limited to the help of the problem person, but it lends 
moral support and influence to the work of the court. One needs 
to sit in the court room only for a short time to realize the responsi
bility of the court, and to feel that our judges need our moral sup
port.

At its last meeting held last Friday, three important steps were 
taken:

1. Due to the tremendously heavy case-load of the probation offi
cers of both the City and Juvenile Courts, committees were 
appointed to interview both the City and County authorities 
with the purpose of increasing the probation staffs. The case
load of the city probation officer is 158.5 per officer.

2. Another committee was directed to study the results of parole 
work and the percentage of persons reclaimed who have been 
dismissed from our reform and corrective institutions. Some 
institutions say their number of reclamations is under fifteen 
per cent.

3. A move was initiated looking toward the formation of a Do
mestic Relations Court. Judge Arthur Wilder will bring in a 
report of the steps necessary to form such a court at the next 
meeting.

By no means are we saying that we have a panacea, but we are 
happy in the fact that we, representing the religious forces of our 
city, are cooperating with the courts and other agencies in this difficult 
problem. Together—not separately—we are seeking for light; to
gether—not separately, we are seeking to do our best for the mal
adjusted boy and g irl; man and woman.

No matter what our conception is of the factors that bring about 
delinquency and crime, whether we call them sin or not, we neverthe
less believe that in religion there is a power that can work wonders in
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human life. The great problem is, how can we bring our religion to 
bear upon these folks. O r the greater problem is, where can we find 
folks with the quality of religion that will make them into patient, 
persistent, understanding and sympathetic workers with problem peo
ple. Something of the Spirit of Jesus is needed in all our social 
work.

The church must enter the field of social work along with the 
social agencies or she will lose her own soul.

While on the one hand the church is seeking to help in the matter 
of prevention through her educational program, how effective she is, is 
another story—she must also with a warm heart and a wise hand help 
to readjust and reclaim those which she and others have failed to 
help from maldevelopment.

The church ought to be a tremendous factor in the moulding of 
a healthy social conscience. But she along with the schools and gov
ernment and other agencies have fallen far short of producing a so
cial conscience which makes delinquency and crime a matter of small 
significance. While our social conscience is as it is, we will have an 
increasing amount of problem folks and the church must take her pro
portionate share of responsibility in the work of readjustment and 
reclamation.

Then I should like to report on our attempt to discover what shall 
be the relationship of the Church to the Council of Social Agencies, 
or rather to Family Welfare Agencies, or still more, what place has 
the church in social work? This past winter, we began a series of 
conferences with representatives of the Council of Social Agencies in 
the attempt to discover this relationship. The following questions 
were raised:

1. W hat influence does the present organization of social forces in 
Rochester have on a program for the coordination of the work 
of churches and social agencies ?

2. W hat influence does the program of the Federal Council of 
Churches have on the local situation?

3. Should discussion center on the federation or the individual 
church?

4. Is the church primarily a church and secondarily a social 
agency ?

5. Should the church be a principal or an assistant?
6. Whom should the church serve:
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a. Protestants (non-Catholics and non-Jewish)
b. Its church membership primarily?
c. Its neighborhood ?
d. The community ?
e. Those known to agencies?
f. Those not known to agencies ?

7. In what field should the church serve ?
a. Case work for families and children.
b. In group work.

8. Shall the church serve by:
a. Employing paid workers under own supervision.
b. Employing paid workers assigned to agencies.
c. A conscious effort to recruit workers for social service (both 

volunteers and selected laymen)
Along with this study, we are going ahead experimentally. This 

past year we have been urging each church to form a social welfare 
committee. We have called the chairmen of these committees to
gether three different times for conferences. At two of the meetings, 
we had representatives of the agencies speak types of work and ways 
and means of cooperation with the agencies. Our aim, of course, was 
to bring about the best possible understanding between the churches 
in a cooperative program with the agencies. Due to the stress of 
unemployment, the appointment of the local church committee was 
influenced largely by this particular program. I think we have ac
complished something. Another year will probably bring about some 
more fruitful results. It is a step, it seems, in the right direction. 
In the fall of 1929, a committee of fifteen pastors organized into the 
Pastors’ Unemployment Committee and studied this problem. The 
Committee was lauded by the press and others for its work, sugges
tions, etc. After Rochester’s now well-known Civic Unemployment 
Commission was organized and well under way, the pastors’ commit
tee was discontinued and the Social Welfare Committee of the Fed
eration of Churches took over most of its work.

In this paper, I have limited my discussion largely to the work 
and relationship of the organized church to the social agencies. An
other story would be the many splendid contacts and relationships 
and positions that some of the clergy and lay churchmen have in the 
social agencies of the community. These relationships are no doubt
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paving the way for a clearer understanding and for a closer coopera
tion between the church and the social agencies.

The church, I think, is perfectly willing to admit that she is not 
equipped with resources or training to do all the social work of the 
community. She is ready to acknowledge that trained workers are 
needed in this field and that the social agencies have them in large 
and impressive numbers. But the church does feel that it has a 
necessary contribution to make to social work and without this con
tribution the social agencies are handicapped as far as attaining fruit
ful results.

The sooner the social agencies on the one hand and the church on 
the other realize that each needs the other in the program of human 
welfare, the better will it be for our program of social work in our 
communities.



MEDICAL SOCIAL CASE WORK*
BERTHA C. LOVELL

Field Director, American Red Cross, Letterman General Hospital, 
San Francisco, Cal.

Clumsy phraseology seems to be, at our present stage of develop
ment, a concomitant of social work. Could anything be more awk
ward than the loosely strung phase “medical social case work” ? 
Using it, however, for want of a better term, can we not perhaps 
wrest from its very clumsiness a sense of its significance?

There is a certain satisfaction in pulling to pieces a phrase that 
breaks up so easily. The root of the matter is obviously the same 
case-work method that has long been familiar to the learned profes
sions of law and medicine—the method of approaching a particular
ized and segregated problem scientifically, using, as Max Eastman 
has stated “the mind and the stores of human knowledge persistently 
and skilfully and accepting the discipline of science,” the discipline 
of “suspended judgment, elimination of the personal factor, patience 
in the attempt to be consistent, and a serene passion for verification.” 1

Where the line should be drawn between a legal and a social case, 
or a medical and a social case, it is hard to say. Boundary lines are 
notoriously provocative of discussion. The distinction is certainly 
not based upon any essential difference in kind between the clients of 
the lawyer and the doctor and those of the social worker, since that 
difference does not exist any more than does a difference in the 
method employed. All three groups of practitioners, that is, doctors, 
lawyers, and social workers, use the case-work method and give skilled 
personal service to the every-day run of people. How then does social 
case work define itself, recognize its own corner-stones? Among 
the many definitions that have been given, there are three that seem 
of special significance. Lee phrases it as follows, “Social case work
* Read before the Twenty-third Annual Meeting of the California Conference of Social Work, Berkeley, Cal., May, 1931.
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10 Case Work
deals with human beings who have found difficulty in the conditions 
of social life in making their way to acceptable organization of 
existence.” 2

Kelso centers his definition about the conception—so widely ac
cepted today—of adjustment. “The adjustment of the individual to 
his surroundings, with the highest degree of protection and advan
tage to the community and the greatest happiness to himself.”

Cabot calls social case work “a work of establishing new and 
better connections between the patient and his proper sources of 
strength, physical, mental, and moral,” and, may I add, “social and 
economic.” I doubt whether we can hit upon a more useful concep
tion than this one of the “establishment of new and better connections 
between the patient (or client) and the proper sources of his 
strength,” even though it is a conception that doctors, lawyers, 
teachers, and clergymen, alike, will have quite as good a ground as 
do social workers for claiming as an expression of their own held of 
activity.

However, and this I think is the crux of the matter, while each of 
the professions undertakes the project of connecting the client with 
the proper sources of his strength, there is in each of the professions 
except social work an underlying emphasis on one particular type of 
source; the doctor builds up the connections with organized medicine 
—its special knowledge, its highly developed techniques and skills, 
its provision for personal care; the lawyer builds up the connections 
with organized law—and he too has behind him the bulwarks of a 
vast body of knowledge, the key to which he holds by virtue of his 
legal training. He has access, moreover, to the complicated machinery 
of the courts, the probation system, parole, and penology. The 
teacher and the clergyman, both, feel themselves rooted in disciplines 
of ancient lineage. The teacher seeks to interest his pupil in the 
acquisition of knowledge through evaluated personal experience, in 
the appropriation, too, of whatever the recorded experience of other 
men of both yesterday and today holds of challenge to his own growth 
and activity; the clergyman, to point the way to the idealism of the 
church, its literature and its history.

To the social worker is left the task of integration—the forging 
of the connecting links that bind into one whole the man who needs 
the help that is in medicine, law, education, religion and whatever 
other organized forces the community provides and the channels 
through which this help finds expression.
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The present day social case worker considers that her special 

contributions should be three:
FIR ST—a knowledge of the sum total of resources, material and 

non-material, personal and impersonal, available to a client.
SECOND—competent judgment as to which of these resources 

should be tapped in any particular case; as to how those persons and 
groups who control or comprise these resources may be made to 
understand the client’s needs and extend their assistance; as to how 
the client, on the other hand, may be guided to a desire for and 
acceptance of this assistance—to an active participation in his own 
readjustment.

TH IRD —skill in effecting the union between the client and his 
sources of strength; an ability, in other words, to execute the project 
she undertakes through a leadership that is as truly a mark of profes
sional attainment as the surgeon’s mastery of the scalpel.

If  it is, as we have said, the every-day run of people who make 
up the clientele of the social case worker, at what periods of their 
lives do they need her professional service ? There is a phrase coined 
by the sociologists that has significance here—“the equalization of the 
impact of disaster.” It is when disaster has struck an individual that 
he must call in outside assistance—disaster that may overwhelm a 
man as completely if it comes in the form of a chronic incurable 
illness, the loss of his job, or his conviction for theft as if it appeared 
in the guise of a cyclone that blew down his home. There is, in fact, 
no end to the number of shapes disaster may assume, no time-limit 
which it sets itself, no age group which is immune to it. It respects 
no man’s convenience. The same family which loses the husband and 
breadwinner in January from pneumonia may in July find itself 
aghast over the problem presented by the birth of a child to an 
unmarried adolescent daughter.

What does actually happen to this family of the tragic January 
and July? Assuming they are like the average working man’s family, 
and have themselves accumulated little or no financial reserves, they 
must avail themselves of reserves that have been accumulated by 
other individuals or by associations of individuals, the reserves per
haps that have been accumulated by the collective body of citizens 
and which constitute the public funds of the city, the county or the 
state. For, in the type of social and economic organization under 
which we live, the individual who cannot himself supply his needs
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becomes to a greater or lesser degree a responsibility of the whole 
group. We are unwilling knowingly to let a man starve. That we 
assume. We assume also that no child should forego education 
merely because his parents are unable to pay tuition, and no home
less sick person should lie on the streets unwashed. A community 
that is indifferent to the personal disaster of even its least defenseless 
members is a community that we of the twentieth century know to be 
both unsafe and unpleasant as a habitation for those who wish to live 
serenely. And because the twentieth century has become interested— 
both within and without university walls—in the social sciences, and 
talks and reads and thinks psychology and sociology, even if only in 
an A B C language, we are interpreting the phrase “disaster” much 
more broadly than did our forebears.

To us personal disaster includes not only actual starvation, il
literacy, and gross neglect; it includes as well some of the less startling 
forms of suffering and deprivation, which nonetheless distort the life- 
pattern of an individual so grievously that he cannot restore it unaided. 
With aid, the pattern may often be restored completely; sometimes 
an even more pleasing pattern may be created out of the ruins of the 
old. The impact of disaster is equalized by the distribution of the 
load that one pair of shoulders cannot support over many pairs of 
shoulders. There is no need to enumerate fully the forms of suffering 
and deprivation which our united community resources are daily 
alleviating, but it can do no harm to emphasize the distance that we 
as a civilized society have yet to go to achieve the full acceptance of 
the idea that the load, if it is to be borne without undue damage, 
must be distributed. A man’s house burns; he is insured. He gets 
from the insurance company money to rebuild the house. A man’s 
automobile is smashed; in this case, too, we hope, he gets insurance. 
A man’s leg is broken, and he is incapacitated for work during a 
period of months. He probably does not carry insurance to cover this 
catastrophe. Though the principle of the equalization of disaster 
through insurance has been long recognized, the habit of insuring 
against ill-health, unemployment, and especially the unemployment 
due to the infirmities of old age, defects of character, inadequacies of 
development, etc., has never been firmly established in this country. 
As long as the community has within itself a wealth of resources, 
food and shelter and the knowledge, skill and sympathetic under
standing of its individual citizens (which latter assets may be of
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greater value even than the food and shelter), personal disaster to 
any member of the community can mean to the social case worker 
only a challenge.

The community has gone far enough today in its social thinking 
to know that the relief of disaster is not sufficient. Wherever 
possible, social case work connects the individual with his sources of 
strength before the full force of a disaster strikes him. Prevention 
is a deservedly popular slogan.

Probably in no department of social case work is there so promis
ing an opportunity to avert disaster as in medical social case work. 
For medical social case work deals with individuals brought to the 
attention of a physician as in need of medical diagnosis and treatment, 
who, because of their medical need, or because of circumstances 
arising out of it, are, for the time being at least, unable to organize 
their lives adequately with the resources of which they are already 
availing themselves. They are generally people who are sick.

It may be the respiratory, circulatory, or digestive system that is 
affected. It often is the glandular and nervous system. Somehow, 
either because of outside forces—as an injury to bone or muscle or the 
introduction into the body of a harmful agent, as in the infectious 
diseases or because of a biochemical change originating within the 
body itself, as in the degenerative diseases, the activities that relate 
the doctor’s patients to their environments are disturbed.

Disease, actual or imminent, is upon them. At best, they cannot 
function on the highest level of which they are capable until their 
physical ills are lessened.

In many instances, of course, physical ills can be lessened through 
a combination of the patient and the doctor alone. The patient, in 
such cases, is a mature individual, or a child in the care of a mature 
individual, intelligent, well-informed, emotionally adjusted to his own 
limitations and the limitations of his environment, equipped with suf
ficient financial reserves to carry out any suggestions which the situa
tion indicates, and blessed with friends who can act as feet and 
hands and eyes and ears for him while he is invalided.

It is because not all patients conform one hundred per cent, to 
these specifications that the doctor has called the medical social case 
worker into the picture. If he is to do his own job successfully on 
the less than one hundred per cent, patients, he needs her assistance. 
Many of his private and most of his clinic and hospital patients are
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poor—too poor to find it easy or even possible to follow the rules he 
wishes to lay down for their guidance. Sickness, our modern statis
ticians tell us, is in a sense a social register and respects economic 
levels.3 It appears oftenest where the scale of living is lowest. And 
if the doctor’s patients are not poor, they are often unhappy and 
embittered. What Barnes labels their “glandular orchestration” is 
faulty.

The social worker may be called in even before the doctor knows 
what treatment he will prescribe—called in, that is, to enable him to 
obtain sufficient findings on which to make a diagnosis. The social 
study which she provides ranges sometimes over the entire field of the 
patient’s social relationships—school, employment, domestic life, de
pendence upon welfare agencies, and may cover not only the patient’s 
own lifetime but the lifetime of his parents, grandparents and siblings. 
It gives the doctor an understanding of both nature and nurture— 
heredity and environment—that he could only with difficulty secure 
through his own interviews.

Often, of course, the doctor is able to make his diagnosis without 
needing a knowledge of the patient’s background and past behavior. 
Though the social worker’s findings may aid in the differentiation of 
so-called nervous indigestion and gastric ulcer, there is little that she 
can contribute towards the determination of a diagnosis such as “lung 
abscess.” In the treatment of a lung abscess, however, she may be 
indispensable. Presumably, a given patient is receiving the best medi
cal care. He is failing, however, to get the full benefit of this care 
because of his disturbed emotions. He is worried, let us say, about 
domestic affairs. His wife is tiring of drudgery and debts and of his 
irascibility. He does not know whether he will even find a home 
awaiting him upon his discharge from the hospital, and he does know 
only too well that this discharge will be followed by months of com
pulsory idleness. O r the patient may be a housewife with organic 
heart disease. Can a damaged heart continue to function adequately 
if the woman who is inconvenienced by it believes her inconvenience 
is immeasurably less to be considered than the comfort of her children, 
a comfort which she believes she can purchase only at the price of her 
own over-exertion ? Can a healed tubercular lesion be prevented 
from breaking down if the man in whose body the doctor finds it 
keeps himself fatigued through the heavy daily work that seems to 
him a social and economic necessity? Can a diabetic child live and
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thrive unless he learns to adapt himself to a regime of never-ending 
self-discipline ?

There are few today who do not admit that the hospital exists 
primarily for the benefit of the patient and that there must be in each 
community some provision made for hospital care for all those whose 
physical condition makes such care necessary, irrespective of their 
financial resources. The hospital, that is, represents the acceptance 
by the community of its responsibility for equalizing the impact of 
disaster that has taken the guise of sickness. As yet, however, this 
acceptance of responsibility has been, in most instances, limited. 
It has been limited to what may be considered “first aid” only. It 
has placed the bandage on the wound, and stopped the hemmorhage, 
but it has not followed the man out into the street to see whether the 
man’s quite-to-be-expected behavior would cause the wound to burst 
open again and another hemmorhage to start. It takes imagination 
to envisage what happens beyond our own range of vision. It takes 
imagination in a community to see that it is a stupid procedure to 
spend hundreds of dollars on arresting the process of infection in a 
diseased bone, as in a case of osteomyelitis, and then let the future 
care of the bone rest entirely with the ignorant man whose leg, un
fortunately, depends upon this bone for its usefulness. The man 
has little medical knowledge. He is no magician to mold circum
stances to his liking. Does the community understand that it must 
teach this man what he must do and equally what he must not do to 
keep his leg free from painful sores? Does it understand that it must 
provide skilled personal service to open up to him resources latent in 
the community and in himself, but beyond his power to grasp if he 
has only his own efforts to rely upon? If the community does not 
understand this, and other similar demands made upon it, it must go 
on blindly, giving a grudging welcome to the repeaters, the men and 
women and children who return again and again to hospital beds, the 
costliness of which we are all well aware of today. Or it must see its 
bread lines swelled by the addition of men who could have been made 
employable if the hospital had provided, in the social case worker, a 
channel for their tie-up with a rehabilitation agency.

It is not enough for the community to provide comfortable hos
pital beds and skilled nursing, and high-grade medical care. It must 
go a step further. It must provide high-grade care by a medical 
social case worker. As she makes the necessary connection between
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the man for whom medical science alone is insufficient and the sources 
of his strength, physical, mental, moral, social and economic, she is 
acting as an agent of the community. The sources of the patient’s 
strength can be tapped if the social case worker is on hand to clear 
the way, and the community will, through her, be once again accept
ing its responsibility to equalize the impact of personal disaster.

REFERENCES
1. (Max Eastman, The Swan Song of Hunmane Letters, Scribner’s Maga- azine, Dec., 1930.)2. Vocational Aspects of Medcial Social Work—Pages 7 to 11—Study- published by American Association of Social Workers.3. Illness and Dependency by Frank J. Bruno—Committee on Cost of Medical Care. Page 4—“in a recently published study by the United States Public Health Service of the influence of influenza during the 1918 epidemic among nearly 100,000 persons classified by economic status and association between the incidence of epidemic, influenza, and economic condition was manifested. Apparently the lower the economic level the higher was the attack rate.”“English studies point to the conclusion that deaths among the lowest economic group are between two and three times as frequent as among the well-to-do group. Similarly the various American studies . . . lead to the tentative conclusion that the illness rate among the lowest income group in this country is approximately twice that of the illness rate of the group with satisfactory incomes.” p. 8.“From the findings of these studies (two contemporary unpublished studies) it may be stated that not less than three-fourths of the families under the care of family agencies present one or more health-problems, and that there are probably not less than two persons in each family suffering from some physical disability serious enough to require medical service.” p. 9.



THE COOPERATION OF SOCIAL AGENCIES AND 
PHYSICIANS WITH REPRESENTATIVE AMER

ICAN BIRTH CONTROL CLINICS
NORMAN E. HIM ES 

Somerville, Mass.
The main purpose of this paper is to show that increasingly pri

vate physicians and social service agencies are cooperating with the 
clinics for contraceptive service of which there are now nearly eighty 1 
in the United States—more than in Great Britain. The clinics on 
which data are presented are those located at Baltimore, Philadelphia, 
Detroit, Chicago, Los Angeles and Alameda County, California, 
Cleveland and Cincinnati.

Baltimore and Philadelphia
At the Bureau for Contraceptive Advice in Baltimore, for exam

ple, which deals only with a small group of carefully selected patients 
in order that it may keep records as complete as possible, the 183 
patients advised during the last year (September 26, 1929 to Sep
tember 24, 1930) were referred by 81 different physicians in Balti
more, by 14 different physicians in Maryland outside of Baltimore, 
and by 2 different physicians in neighboring states.2 * At Philadelphia’s 
Maternal Health Center 164 new patients were advised in 1929, and 
500 new patients in 1930. These 664 patients were referred by the 
staffs of seventy-three welfare organizations including public health 
nursing organizations, hospital social services, church federations,
1 For published lists see: (1) Caroline Hadley Robinson, Seventy Birth ControlClinics. Baltimore: Williams and Wilkins, 1930; and (2) pp. 24-25 of Hearings before the Subcommittee of the Committee on the Judiciary United States Senate Seventy-first Congress Third Session on S. 4582. Washington: Government Printing Office, 1931. P. 84. This is a report of the hearings on the Gillett bill. (3) Margaret Sanger, My Fight for Birth Control. New York: Farrar & Rinehart, 1931.
2 Third Report of the [Baltimore] Bureau for Contraceptive Advice (1931).P. 14.
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and family relief organizations; by fifty-one different physicians and 
by twelve different individuals, presumably lay persons.3

Detroit
In Table I is given a list of the agencies referring patients to 

the Mothers’ Clinic for Family Regulation at Detroit. This clinic 
was organized in the summer of 1927 at the suggestion of Mr. Morris 
D. Waldman, then Director of the Jewish Welfare Federation of 
Detroit. The figures for 1927 are small because half a year had 
elapsed before the clinic was ready to receive clients; and because it 
is the experience of every clinic that a few years are required before 
the social agencies of the community become fully aware that the 
clinic is there to serve their clients.

It is especially noteworthy that approximately half of the patients 
(470 out of 986) were referred by the Visiting Nurses Association. 
Second in rank are the private physicians who sent 141 patients. 
Then came the Detroit Board of Health with 110 patients. These 
sources alone totaled 721 patients, or 73% of the total. The Detroit 
Associated Charities seemed hardly cooperative compared with the 
record of the Jewish Social Service Agencies. The police department 
and the Red Cross sent one client each. The official report of the 
Detroit clinic states that “The free clinics of the various hospitals 
in the city have been slow in referring patients that are in need of 
contraceptive advice. A total of 103 patients were referred to the 
Mothers’ Clinic in a period of three and one-half years from the 
entire group of 12 leading units in the city.4 This service is not 
offered by any hospital in the city.”

Doubtless more patients would have been referred by the Board of 
Health nurses had they been permitted to take the initiative in men
tioning the clinics to the mothers in need of this service. Such nurses 
may not direct patients to the Mothers’ Clinic. The patient must 
herself voluntarily request the physician at another clinic for a letter 
admitting her to the birth control clinic. While this policy doubtless 
arises from a desire to avoid friction with certain religious groups in 
the community, it must be observed that the policy cannot be defended
3 Report on Work Accomplished Over Two Year Period. January, 1929-1931.Published by the Maternal Health Center, 6816 Market Street, Philadelphia.See p. 2.
4 Max Wershow, M.D. A Social Experiment in Birth Control. An analysis ofover 1,000 cases from the records of the Mothers’ Clinic of Detroit.Detroit: Mothers’ Clinic. 1931. See p. 4.
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on the grounds of public health or preventive medicine. Would one 
think of waiting for a patient with appendicitis to “suggest” its re
moval? This would be considered malpractice. Some day the same 
attitude will doubtless prevail at least in the instance of the most 
urgent contraceptive cases also.

Chicago
Table II is based on the first two years’ work of the first four 

birth control centres in Chicago. It will be noted that out of a total 
of 1329 cases, 504, or 37.9 per cent., first heard of the clinic through 
the influence of friends; and though there has been excellent support 
from welfare organizations, from physicians and medical students, the 
outstanding fact of social significance in this table seems to be the in
fluence of the newspapers. It may be here observed that a study of 
the sources of patients at English birth control clinics shows that 
there also newspapers and friends (or former patients) are by far the 
most important factors in getting future patients to the clinics.

The Annual Report of the Illinois Birth Control League, dated 
April 30, 1931, notes “the increasing cooperation between our organi
zation and the various social and charity agencies. There seems to 
be a growing understanding of the service which we offer, and with 
the help of these agencies we have been able to give valuable aid in 
this year of depression. For some time past, the United Charities has 
been paying our minimum fee of $2.00 for all patients sent to us, and 
we have been glad this year to reduce the fee to $1.00, which at least 
helps to pay for the supplies, if not for the instruction given. We 
have been asked to cooperate with the Jewish Charities, the Kenosha 
Service League, the Babies’ Friendly Society of Wilmette and the 
Evanston Charities.” 5 Fees have been reduced on account of the 
prevalence of unemployment. In all really needy cases, supplies and 
instruction have been given free of charge. This is a common prac
tice of British and American birth control clinics. Chicago also 
reports a number of instances of desertion of fathers caused by the 
growing responsibilities of an increasing family. The clinic officers 
believe that the clinic is helping to prevent such family catastrophies; 
and it hopes to reduce the frequency of such cases in the future.

Of the 1,679 patients advised in 1930 at the 6 different centres 
in Chicago, 200 women were unable to pay even a portion of the cost
5 Annual Report of the Illinois Birth Control League, April 30, 1931, pp. 4-5.



20 Birth Control
of either advice or supplies. The United Charities sent 204 cases; 
the Infant Welfare Society 240 cases. Very few of these women 
were able to make any payment for the service rendered.

Table III  shows the source of patients in 1,340 cases at Chicago 
advised during 1929. It will be noted that there is a substantial 
degree of cooperation with hospitals and social service agencies, as 
well as with private physicians. Friends and former patients still 
form, however, a substantially important source. This is generally 
the case at clinics where advice is given for economic as well as for 
purely medical reasons.

A noteworthy feature of the Chicago work is the large number of 
different nationalities reached. This is of course a consequence of 
the cosmopolitan nature of the Chicago population; but it is also a 
result of the distribution of the clinics in various poor neighborhoods. 
Centre No. 6 (The Mary Crane Nursery) reaches many Italian and 
Mexican women, one of the officials there speaking both Italian and 
Spanish. A physician at one of the west side clinics instructs women 
in Polish, Russian and German.

Centre No. I in Chicago, which receives most of the well-to-do 
patients, has not only paid expenses, but contributed something 
toward the upkeep of centres located in poorer quarters of the city. 
The clinic in the neighborhood of the stockyards is reaching many of 
the South Side colored women.

Los Angeles
The Los Angeles Mothers’ Clinic Association, Inc., reports in a 

private communication that a survey of the first 3000 cases reveals 
that 40.5 per cent, were referred by various departments of the 
Board of Health, 32.5 per cent, by friends and former patients, and 
10 per cent, by the County Charities. Less than one per cent, were 
referred by each of the following: private physicians, the American 
Birth Control League, various insurance companies, and hospitals. 
This survey was made in May, 1929. Since that time the percentage 
of patients referred by private physicians has increased steadily. 
The Association is a member of the California Conference of Social 
Workers, and cooperates with all the social service and charitable 
organizations of the city and surrounding country.6

In the case of those American clinics accepting patients on serious
6 Annual Report, 1930. P. 1.
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medical indications only, a selective force is operating so that the 
source of reference is always a physician even though, in the first 
instance, a social worker took the patient to a physician either to se
cure a diagnosis or to confirm one. The freer the clinics are in ac
cepting patients for economic and social reasons, the more likely are 
newspapers and former patients to play a significant role in securing 
new clientele for the clinic.

Alameda County, California
A report of the first 500 cases at the Mothers’ Health Clinic of 

Alameda County, California, has recently (1931) been published by 
Boyden.7 The original stimulus to visit the clinic varied from the 
suggestions of police officers and social agencies to stimulus from 
other patients. Still others read about the clinic. Social agencies of 
one kind or another, however, sent 57.8 per cent, of the cases, private 
physicians approximately 7 per cent. “Hospitals, health centers, 
teachers, drug stores, patients, nurses, newspapers, and others have 
sent patients to the clinic. With such individuals and agencies recom
mending its work,” continues the author, “it seems reasonable that 
the clinic holds an established place in the social service work of the 
San Francisco Bay community.” 8

Though the point is not germane to the main purpose of this 
paper, it is worthy of note in passing that Boyden’s report is probably 
the first to classify patients according to their degree of dependency 
upon the community. Of the 500 cases studied, 107 (Class A ) 
were distinctly charity cases whose fees were paid by someone else, 
usually a social agency; 228 (Class B) could barely pay the cost of 
contraceptive supplies; 58 (Class C) “could pay a little more;” 49 
“could almost, but not quite, pay the services of a private physician.” 
Class E, 53 cases, could afford the fees of a private physician, but 
preferred to be instructed at the clinic. The author then proceeds to 
present vital data on the clinic series according to this classification. 
Those who wish the details should turn to the original report; but a
7 Mabel Gregg Boyden, “The Mothers’ Health Clinic of Alameda County, California.” Birth Control Review, xv, 286-288 (October, 1931). As early as the publication of the first report (1926 ?) Los Angeles reported that the “Mothers’ Clinic has quickly established itself in the estimation  ̂ of other medical and social agencies as a useful addition to existing organizations.” (First Annual Report of the Los Angeles Mothers’ Clinic Association, p. 3.)
s Ibid., p. 288.

I
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few points may be summarized here. Thirty-one nationalities are 
represented in the series. Americans led, followed by Mexicans, 
Portuguese, and English in that order. The Mexican and Portuguese 
husbands constituted 16 per cent, of the total. The former are fre
quently laborers on the Southern Pacific Railroad. Occupationally, 
about a third of the husbands come from the least skilled trades, i.e., 
they are factory workers, and general laborers (163 cases). In 150 
cases the husbands were clerks, skilled artizans or salesmen; in only 
8 instances did they belong to the professional classes. More than 
25 per cent, show unemployment for periods of three months or more. 
The reasons for seeking advice were chiefly economic, and only sec
ondarily medical. A high percentage of the patients had used some 
form of contraception prior to the clinical visit. Experience shows, 
therefore, that many patients come to the clinic to secure a more satis
factory and less harmful method. Twenty-five per cent, of the 
pregnancies end in abortions, spontaneous or induced. Boy den con
cludes : “From the above data it would seem that the lower class 
families are eager and anxious to help themselves by having families 
of a size more commensurate with their economic means, if only they 
have the opportunity. It seems reasonable that, if reliable informa
tion from properly controlled sources were available to such people, 
they would use it gladly, and that this would tend to eliminate the 
differential birth rate.”

Cleveland
The Cleveland Maternal Health Clinic was opened on March 22, 

1928, and operates under the direction of a carefully selected medical 
board, the active work being in the hands of specially trained women 
physicians assisted by nurses. As at the Baltimore Bureau for Con
traceptive Advice, no special effort has been made to induce patients 
to attend the clinic. The object has rather been to serve a few patients 
well, and to gather scientific information in order that we might 
know where we are heading in this field. Only eight patients are 
accepted at each clinic session. The clinical histories are carefully 
recorded by the physician and by social workers. An excellent 
.follow-up system is being carried out by two full-time trained 
nurses who visit patients in their homes. Every patient is seen 
either at the clinic or at her home every three months. Two-thirds of 
the total number of patients (300) are active in the sense that the 
officers of the clinic know that they are using the methods advised
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and returning to the clinic for supplies. There is reason to believe 
that Geveland has an unusually effective system of follow-up.

During the first year of the clinic’s operation, patients were ac
cepted only for health reasons (as is still the case at Baltimore) but 
in June, 1929, the Maternal Health Association, the sponsoring body, 
voted to accept patients for social and economic reasons. Contrary 
to expectations, the change of policy did not result in a sudden in
crease in the number of new patients. Clients are accepted only by 
appointment. The clinic hours are so arranged as to be convenient 
for patients in different social classes and circumstances.

Table IV shows in detail, and Table V in summary the sources 
of patients served at the Cleveland Maternal Health Clinic during 
the first three years of operation. Of the 1046 patients, 761, or 72.8 
per cent, were referred by some responsible agency. Of these, 705 
(67.4 per cent.) came through accredited health or social agencies of 
the usual type. Seven per cent, were sent by private physicians.

It is interesting to note that, following a practice adopted some 
time ago by the Walworth Women’s Welfare Centre in London, the 
Cleveland Clinic has instituted a service for men at the Monday 
evening session, a male physician having been added to the staff for 
this work. A new type of cooperation is that of the various local 
churches with the premarital work of the clinic. In December, 1930, 
the policy of the Association was modified to allow the acceptance 
of men and women for premarital advice, when referred by the 
minister who is to marry them, and when they bring their marriage 
license. Only a few patients have been so referred to date; but the 
service is hardly known to the community as yet. This work 
undoubtedly has a bright future. At the English clinics, if the circum
stances warrant it, unmarried women are sometimes given contracep
tive advice without the production of a marriage certificate. 
Women about to be married and to embark for a foreign land 
(usually the colonies), or women who live long distances from the 
clinic have been advised, though unmarried. The number of such 
cases remains, however, negligible, when viewed in relation to the 
total number advised. The Cleveland policy has the advantage of 
giving additional protection to the clinic against misleading statements 
by clients; and helps to forestall the untenable argument that the pre
marital work encourages promiscuity.
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Cincinnati

In the spring of 1929 the Cincinnati Academy of Medicine formed 
a committee on Maternal Health. In the fall of the same year it 
opened in the the Department of Obstetrics and Gynecology of the 
Cincinnati General Hospital a birth control clinic. Here, as in a few 
other instances in the United States, notably in the New York hos
pitals cooperating with the National Committee on Maternal Health, 
contraceptive advice forms only one part of “a comprehensive pro
gram of preventive gynecology, which also includes premarital ex
amination, conjugal adjustment, sterilization, therapeutic abortion, 
and the prevention and treatment of sterility.” 9 The Cincinnati Com
mittee has been substantially assisted by Dr. Robert L. Dickinson, 
Secretary of the National Committee on Maternal Health, and by Dr. 
Samuel R. Meaker, of Boston, a leading authority on sterility.

It will naturally require some years to get the inclusive pro
gram under way. The organization of the clinic dealing with fitness 
for marriage is not yet completed. The Committee has, however, 
enlisted the aid of private physicians who have volunteered to give 
such advice without fee to patients who might be referred to them. 
The contraceptive service, on the contrary, is well started at the 
Outpatient Dispensary of the General Hospital.

“Patients are accepted when referred by private physicians, by 
clergymen, by departments of the General Hospital or other hospitals, 
by the Outpatient Dispensary of the General Hospital or other hos
pitals, by accredited social, church, and health agencies.” 10

Analysis of the first 300 cases served at the Cincinnati Clinic 
shows that 97 per cent, were sent by physicians, hospitals, or health 
agencies for health reasons.11

The advisability of accepting patients referred by social agencies 
was at first questioned, the fear being that they might place undue 
emphasis upon economic and social indications. It was, however, 
decided to reserve judgment; to permit the agencies to refer, and 
to base future policy upon the results. Patients so referred were 
accepted during a trial period. An analysis of the cases so referred
9 Robinson, op. cit., p. 32.
10 Alice C. Boughton, “First Report of the Committee on Maternal Health:Organization and Operating Policies.” Journal of Medicine, January, 1931.Reprint, p. 2.
11 Ibid.
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showed that the social agencies sent much the same type of case as 
the hospitals; so that now full confidence in the social agencies has 
been established.

Table VI lists the length of time and number of agencies 
assisting the first three hundred cases at Cincinnati. This table fur
nishes, perhaps, a clearer picture of the economic status of the pa
tients served than statistics of wage incomes or of occupational status.

If it is true that social service agencies select carefully the types 
of patients to be referred to contraceptive centres; and if it is true, 
as it seems to be, that social agencies refer mainly the types of cases 
that private physicians would refer, then we may conclude that the 
neighborhood houses and social settlements of New York and Chicago 
play an especially interesting role. It is probably known to most 
readers that a birth control centre is operated in Hull House in 
Chicago.

It is not so well known that several settlements in New York 
operate clinics. According to a recent report by Nash for the New 
York City Committee of the American Birth Control League,12 one 
hundred cases were seen at Madison House between the institution of 
the service late in October, 1930, and the date of reporting. The 
patients were mostly Italian and foreign-born Jewish women, the 
average age being thirty years, and the number of living children four. 
There is extreme overcrowding in the district. Ninety per cent, of 
the women were treated gratis; the remaining ten per cent, paid, ac
cording to their means, sums ranging from twenty-five cents to two 
dollars.

At the Maternal Aid Society in New York, a Jewish organization 
doing prenatal work with mothers, fifty women have received advice 
between the time the service was instituted on February 9, 1931, and 
the date of reporting. Only four of the fifty women were financially 
able to pay any fee. Birth control centres have also been opened 
recently in Council House (in upper part of Manhattan) and in 
Christ Church House, on the lower West Side. The latter institution is 
located in an old-law tenement district where there is considerable 
overcrowding. It is expected that two more centres will be opened in 
the fall of 1931; and there is a fair prospect that one will be opened 
soon in Brooklyn.
12 Birth Control Review, xi, 31 (August, 1931).
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One notable feature of the birth control clinic in the neighborhood 

or settlement house is the fact that the mothers, being more or less 
intimately known to the staff, will have someone to turn to for sympa
thetic leadership and guidance in a matter which certainly requires it. 
It is the opinion of Nash—and I thoroughly concur in it from my own 
observations—that a neighborhood clinic has a special opportunity to 
reach the women ordinarily lacking in the initiative or the courage to 
visit a strange physician or clinic at some distance to secure much 
needed contraceptive advice. It seems to me highly probable, there
fore, that the work of the neighborhood clinic is likely to be particu
larly eugenic. I must admit, however, that this is merely a subjective 
opinion based upon general observation, and not upon the kind of 
quantitative study which can furnish a definitive answer to the ques
tion. Moreover, the fact that such settlements are usually in poor 
neighborhoods, with friendly contacts already established with the 
inhabitants, makes it possible for such neighborhood clinics to reach 
the under-privileged and those in special need of contraceptive advice.

Summary
It is evident from the above discussion that representative Amer

ican birth control clinics have been able in recent years to enlist, to a 
very considerable degree, the cooperation not only of private physi
cians but of many different types of recognized, conservatively-man
aged social welfare organizations including even police departments, 
Boards of Health, and the Red Cross. No mention has been made 
in this paper of the extent to which birth control clinics cooperate 
with hospitals in referring patients in need of specialized treatment, 
usually of a gynecological nature. This is frequently the case, though 
few data are as yet available on the subject. Neighborhood settlement 
houses are in an advantageous position to institute contraceptive 
services for the mothers of the localities they serve.
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TABLE I

A gencies R eferring P atients to t h e  M others’ Clinic  
at D etroit. F irst 986 Ca se s .

Agency 1927 1928 1929 1930 Total
1. Associated Charities of Detroit.......... 1 1
2. Brightmoor Community Center .......... . . . 1 1
3. Children’s Aid Society ......................... 7 4 11
4. Christ Church House ........................... 2 1 3
5. Clinic Staff ............................................ . 1 6 5 12
6. Department of Labor ............................. 1 1 2
7. Detroit Community Union ................. 2 1 3
8. Detroit Board of Health ..................... 9 42 59 110
9. Dodge Community House ................. 2 5 1 8

10. Franklin Street Settlement .................. 9 7 16
11. Ecorse Public Schools ......................... 1 1
12. Grace Hospital ........................................ . . . 1 1 2
13. Herman Kiefer Hospital ..................... 1 1
14. Harper Hospital ................................... 3 3
15. Highland Park Hospital....................... 1 4 5
16. International Institute ......................... 3 6 9
17. Jewish Social Service ......................... . 9 14 10 10 43
18. Merrill-Palmer School ........................... 1 1
19. Neighborhood House ........................... 1 1
20. North End Clinic ................................... . 1 5 10 14 30
21. Physicians (Private) ........................... . 7 24 58 52 141
22. Psychopathic Clinic, Ann Arbor ---- 1 1
23. Psychopathic Clinic, Public Schools.. 3 4 7
24. Police Department ................................... 1 1
25. Probate Court ........................................ 1 1 2
26. Red Cross .............................................. 1 1
27. Receiving Hospital ............................... i 1
28. Sanger Research Clinic, New York.. 4 l 5
29. St. Johns Church ................................... 1 1
30. Tau Beta Clinic ..................................... i 2 2 5
31. Travelers’ Aid Society ......................... l 1
32. Tuberculosis Health Society ............... 2 2
33. Wayne County School Commission.. 2 3 4 9
34. Woman’s Hospital ................................. . 1 2 2 10 15
35. Wyandotte General Hospital .............. 10 21 31
36. Wyandotte Welfare Society ............. 1 1
37. Visiting House Keeper Association.. . 6 7 12 4 29
38. Visiting Nurse Association ................. .. 10 61 148 251 470

Total .................................................... . 35 138 349 464 986
Rejections not included in above list........ . 51
Total number of patients, including rejections.. .1,037
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TABLE II

Sources of Reference of 1329 P atients Received at th e  F irst F our B irth 
Control Centres in  Chicago in  th e  F irst T wo Years 

of O peration a

Sources:

Total

Number Percent.
1329 100.0

Newspapers ............................................................................. 504 37.9
Friends ............................................................................ ..... 235 177
Medical Sources ....................................... 91 6.9Physicians and medical students........ .............  29Hospitals .............................................. .............. 62
Social Agencies ........................................ 392 29.5Infant Welfare ..................................... ............... 144United Charities ................................... ............. 178Settlements ............................................ ................ 38Charity Organization ........................... .............. 20Other organizations ............................. ................ 12
Miscellaneous ............................................ 79 5.9
No record ............................................................................... 28 2.1

a Compiled from Annual Report of the Illinois Birth Control League dated April 13, 1926. Centre No. 1 had been operating 21 months, six days a week; centre No. 2, 13 months, four days a week; centre No. 3, four months, one day a week; centre No. 4, one month, two days a week.

TABLE III
S ource of Reference of 1340 P atients at Chicago Clinics D uring 1929 b

Sources:
Number
1340

Percent.
100.0

Friends and former patients ................................................ 624 46.5Social Agencies ..................................................................... 314 23.4Infant Welfare Society ........................................ 167United Charities ....................................................  89Other social agencies and settlements.................  58Medical Sources ..................................................................... 293 21.9Hospitals and clinics ............................................ 141Private physicans ....................................................114Nurses .....................................................................  38Miscellaneous ......................................................................... 109 8.2
b Compiled from the Annual Report of the Illinois Birth Control League, April 30, 1930. P. 6.



TABLE IV
D etailed T able of S ources of P atients at t h e  Cleveland M aternal 

H ealth  Clin ic . F irst T hree Y ears. (M arch 21, 1930-M arch 30, 1931) c

Sources: Total
1928-29 1929-30 1930-31

225 285 536
Health Agencies ................................................ 133 151 210

University Nursing District ......................... 46 43 58Babies Dispensary .......................................... 24 40 43S t Luke’s O.P.D............................................... 4 1 28Other Clinics .................................................... 37 32 12Western Reserve Maternity Dispensary.. . . 2 0 12City Hospital, O.P.D........................................ 0 0 11City Hospital Sanatorium ............................... 0 0 9Lakewood Hospital Clinic ............................. 6 5 10Visiting Nurse Association ............................. 11 27 10
Out-of-Town Nurse......................................... 0 0 4
East Cleveland Clinic ..................................... 3 3 0Lakeside Hospital ............................................ 0 0 3Board of Health .............................................. 0 0 3
Cleveland Clinic Hospital ............................... 1 0 2
County Nurse .................................................. 0 0 2Woman’s Hospital .......................................... 0 0 1Lake County Public Health League............. 0 0 1Cleveland Heights Hospital ......................... 0 0 1

Social Agencies .................................................... 28 57 126
Associated Charities ........................................ 12 31 95
Jewish Social Service Bureau ....................... 7 15 22
American Red Cross ....................................... 6 6 7
J uvenile Court .................................................. 0 3 1
Lorain Social Worker ..................................... 0 0 1
Humane Society .............................................. 1 2 0
Friendly Inn ...................................................... 1 0 0
Mother’s Pension ............................................ 1 0 0

Other Agencies .................................................... 17 9 30
Fresh Air Camp .............................................. 2 0 0
Social Hygiene Association ......................... 1 0 0
American Birth Control League ................. 12 6 11Cleveland Board of Education ..................... 0 1 7
Child Guidance Clinic .................................... 0 0 5
Clinical Research Bureau ............................. 1 0 3Philadelphia Birth Control League ............. 0 0 1
Association for the Blind ............................... 0 1 1Woman’s Protective Big Sisters................... 0 1 1Y.M.C.A................................................................ 0 0 1Y.W.C.A............................................................... 1 0 0

Individuals ............................................................ 47 68 170
Source Unknown ............................................ 0 0 1
Osteopath .......................................................... 1 0 0
Patients ........................................ •.................... 6 14 60
Private Physicians .......................................... 15 18 37
Secretary of Clinic .......................................... 3 9 23
Interested Individuals ....................................... 11 22 15
Friend ................................................................. 0 0 15
Minister or Pastor’s Assistant....................... 1 2 11
Newspapers ..................................................... 9 2 4
Private Nurse .................................................. 0 0 3
Company Nurse .............................................. 0 1 1
City Nurse ........................................................ 1 0 0
c Data furnished by secretary of Maternal Health Association.
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TABLE V

S u m m a r y  of S ources of P atients at t h e  Cleveland M aternal H ealth 
Clin ic . F irst T hree Y ears (M arch 21, 1930-M arch 30, 1931)

Total 1930-1931 1928-1930
Num- Per Num- Per Num- PerSource ber Cent. ber Cent. ber Cent.
1046 100.0 536 100.0 510 100.0

Health Agencies ................. 494 47.2 210 39.2 284 55.7Social Agencies ................. 211 20.2 126 23.5 85 16.6Other Agencies ................. . 56 5.4 30 5.6 26 5.1Individuals ......................... 285 27.2 170 31.7 115 22.6

TABLE VI
Length of T im e  and N umber of A gencies A ssisting Cin cin na ti B irth 

Control Clinic  F amilies d
1 case aided by agencies for 17 years (19 agencies)1 case aided by agencies for 17 years (9 agencies)1 case aided by agencies for 16 years (23 agencies)2 cases aided by agencies for 14 years (21 agencies)1 case aided by agencies for 14 years (17 agencies)1 case aided by agencies for 13 years (14 agencies)1 case aided by agencies for 13 years (3 agencies)1 case aided by agencies for 11 years (18 agencies)1 case aided by agencies for 11 years (11 agencies)9 cases aided by agencies for 10 years (10-25 agencies)10 cases aided by agencies for 9 years (8-13 agencies)11 cases aided by agencies for 8 years (10-16 agencies)19 cases aided by agencies for 7 years (3-19 agencies)22 cases aided by agencies for 6 years (5-13 agencies)25 cases aided by agencies for 5 years (5-15 agencies)29 cases aided by agencies for 4 years (7-16 agencies)41 cases aided by agencies for 3 years (2-12 agencies)39 cases aided by agencies for 2 years (2-12 agencies)40 cases aided by agencies for 1 year (3-9 agencies)45 cases aided by agencies for 1 to 11 mos. (1-6 agencies)2 cases aided by agencies not at all

d First report—p. 3 of reprint.



WHAT RESULTS HAVE BEEN OBTAINED IN THE WAR ON TUBERCULOSIS? HOW LONG WILL THEY LAST?*
KENDALL EM ERSON, M.D.

Managing Director National Tuberculosis Association
The phrase, “War on Tuberculosis,” is not a chance catch-word. 

We speak of the Public Health Service as engaged in the task of 
“fighting” preventable disease, implying a series of short, sharp 
struggles with epidemic outbreaks, varied by periods of patrol duty 
when the enemy is inactive. By contrast tuberculosis work is the 
trench warfare of preventive medicine. This is true of certain other 
endemic diseases but none connotes so typically the sleepless vigilance, 
the continuous offensive, needful to conquer so inveterate an enemy 
of mankind. For there is no therapeutic remedy for tuberculosis 
and no specific protective agency. We are thrown back upon the 
resources of preventive medicine along its whole embattled front. 
There is no department of Public Health Service which this warfare 
does not call into action, from Administration, to Epidemiology. 
The results hitherto obtained have been achieved by the coordination 
of all its forces in their fullest development.

Now an examination of these results is possible only by at least 
brief reference to statistics. Omitting the temporary influence of the 
European W ar there is no mortality rate which has shown so con
sistent a downward trend as that of tuberculosis during the past fifty 
years. By decades the figures are as follows: 1900—201.9, 
1910— 160.3, 1920— 114.2, 1929—76.0. On the other hand there 
have been certain diseases which show more striking curves, such as 
yellow fever, malaria, typhoid and diphtheria. But in each instance 
some outstanding discovery has been made which has revolutionized 
the method employed for its control. Again during this same period 
we observe the upward swing of certain mortality rates in those
* Read before the National Conference of Social Work, Minneapolis, Minnesota,June 15, 1931.
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32 The War on Tuberculosis
maladies falling outside the category of preventable disease, such as 
cancer, pneumonia, kidney and heart affections.

From these figures it would appear that we might assume our 
preventive methods to have been effective in handling tuberculosis 
even though we have not profited by the discovery of a specific 
method of treatment. Certainly we have had the satisfaction of 
seeing a steadily improving mortality curve without such specific aid 
which can scarcely be attributed to chance. Moreover during this 
same period we have seen no comparable fall in the equally pre
ventable venereal diseases while mental disease has shown a steadily 
upward curve. There is no sufficient evidence that the human race is 
getting automatically healthier. Some planned and premeditated 
influences have been at work during the past half century that have 
partially solved the tuberculosis problem. Our task is to analyze the 
present situation, appraise the results attained and ask the question, 
“How long will they last?”

One of the material results to date of the war on tuberculosis is 
the 650 sanatoria scattered in every part of the United States where 
there was none in 1880. In 1887 the first of this imposing array 
was established at Saranac accommodating two patients and now 
famous as “The Little Red” cottage of Trudeau. In 1900 there 
were 33 sanatoria with 4,000 beds and today we have 75,000 beds 
with still long waiting lists of patients in every section of the country 
unable to find hospital accommodation. Other nations have not per
haps kept pace with our rapid development but the tuberculosis 
sanatorium has taken root in every civilized country of the world and 
its importance as a central factor in tuberculosis work is less ques
tioned with every passing day.

The philosophy of the sanatorium demands a word of comment. 
It sprang up at the moment of disappointment following Koch’s 
discovery of the tubercle bacillus when the truth was borne home 
that this epochal event was not destined to lead to an immediate 
curative procedure. The early objective of the sanatorium was the 
cure of patients by that slower process of rest and care which was 
recognized by the ancient Greek writers on medical topics. It is only 
necessary to allude to the saying of one of these who observed that if 
he had the consuming disease he “would pitch his tent on the sunny 
side of a mountain, buy him a goat and rest.” Qear air, sunshine, 
milk and rest, these have stood the test of time as our therapeutic 
agents.
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The first sanatoria sought to treat the early case which gave hope 

of cure or arrest of the disease. Their effectiveness was thereby 
limited in that they made small contribution to the preventive phases 
of tuberculosis work, leaving the advanced case to spread his infec
tion widely through his community. This fallacy was recognized and 
hospitals were built or wards added to existing general hospitals for 
the advanced and presumably hopeless cases. The past decade has 
seen a vast change in our definition of the early case. Most of those 
so named thirty years ago would be classed today as moderately or 
far advanced. And so at the moment the complexion of the tubercu
losis sanatorium has changed and taken on what may be considered 
more nearly its final form. No institution is considered complete 
without its infirmary for bed cases and small indeed is the number 
of admissions, even among the earliest detected cases, which does not 
receive a period of complete rest in bed as the first step in treatment.

Two other notable changes have come about in sanatorium practice 
both of striking benefit in the control of the disease. Up to 1900 the 
private institution predominated but since that time the state, county 
and municipal hospitals have increased with amazing rapidity. This 
change has been made possible by our altered estimate of the impor
tance of climate and location as essential to the success of sanatorium 
treatment. Bringing the hospital to the patient has been effective 
both in saving his money and in inducing him to enter an institution 
where he will not be cut off hopelessly from friends and home 
interests.

But the greatest advance of all has come in making the sanatorium 
the General Headquarters of the army waging war on tuberculosis. 
It is at the sanatorium that the skilled physicians and technicians 
naturally gather. So long as these shock troops in the fight were 
segregated at Saranac, Colorado Springs or Southern California their 
usefulness on the front line of preventive medicine was gravely 
limited. Placed in the community served their problem no longer 
remains merely to care for the sick under their roof, but to direct and 
conduct the public health aspects of the control of tuberculosis.

At the sanatorium are located the men and the machinery for 
studying the epidemiology of the disease in the region round about. 
From the sanatorium radiate lines of force which react in the diag
nostic clinic, through the organized medical profession, the public 
health nursing service and the schools, whence they reach down into 
the house of the people where the deadly contacts with the disease
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occur and where the fight must be won if it is to be successful in the 
end.

Being among the more established factors in the war on tubercu
losis, the sanatorium’s influence is sometimes inadequately recognized. 
As the strongest arm of the Public Health Service in tuberculosis 
work it should receive more credit for its past accomplishments and 
be given more complete responsibility, accompanied by far more 
generous financial support, for the further prosecution of an enter
prise for which it is preeminently equipped.

And so we may take as our first conclusion that the establishment 
of the sanatorium and its logical development as the focal center of 
tuberculosis work has been one of the prominent results of the war 
on tuberculosis.

No forward step in civilization is taken until the demand for that 
step has become insistent. Such demand can arise only through 
creating a feeling of need. This in turn is accomplished through the 
education of public opinion. Now there are few tasks more formid
able than the attempt so to direct community thinking that it will lead 
to action in matters not visibly affecting the immediate environment. 
Much of the work of the Public Health Service is planned with a long 
look ahead, much of its expenditure must be in connection with per
sonnel and equipment well beyond the mental capacity of the man in 
the street to appreciate. A vast amount of educational work has 
been necessary to put public health where it now stands, and God 
knows that is still far from where it should be. The Public Health 
Service has done much to advance general knowledge of its value but 
any organization meets serious difficulties in an attempt to further its 
cause against the popular accusation of self-interest. It has required 
assistance from all available sources.

There are several such sources of aid, among them the medical 
profession, the trained nurse and the volunteer health association. 
More recently the Board of Education has also come strongly to the 
rescue but even here a good deal of ploughing and planting had to be 
done before the teaching profession recognized its responsibility. 
Of late, too, other sources of help have been wheeling into line, the 
industrial agencies, among the earliest the insurance companies for 
somewhat self-interested reasons; chambers of commerce which are 
growing to appreciate that a healthy environment is a seductive argu
ment to attract trade; civic clubs now in the process of dividing 
among themselves definite interests in the broad fields of both preven
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tive and curative medicine; women’s clubs and parent-teachers asso
ciations with their special interest in maternity and welfare of 
children. One must not forget to give due credit to certain character
building organizations which have for many years stressed health 
among their major objects, the Y ’s, Boy and Girl Scouts and others, 
though their contribution has perhaps been rather in holding up an 
ideal than in marking out practical pathways of progress.

Time will not permit a general discussion of the many factors 
involved in a program of popular education along the lines of pre
ventive medicine. But the National Tuberculosis Association may be 
taken as perhaps the outstanding example of this sort of service. It 
would be quite idle to speculate on the question as to how much effect 
the Association has had on the decline in tuberculosis mortality. Dr. 
Fishberg, writing two years ago in the Mercury, denies that it has had 
any. From this extreme we may pass to the other where we find the 
over-enthusiast claiming too large a share. Of one thing there can be 
no doubt, the educational value of its work lies in the manner of its 
founding and in the type of guidance it has always commanded from 
leading thinkers in medicine, education and social work. In 1904 a 
group of physicians and laymen came together to consider this 
problem of tuberculosis, then the leading cause of death especially 
among the younger and more valuable members of society. All of 
them knew the devastation wrought by the disease; all of them knew 
the failure to discover a cure; to all of them had come the conviction 
that the fight would be a long one and that every resource must be 
pooled to assure success. The most effective weapon in sight was 
popular health education, and so it has remained from that day to 
this. It took courage to admit the fact and to face the stupendous 
task involved. But the first step was the right one, enlisting physi
cians, nurses, social workers and laymen as allies in an organized 
effort to face down all difficulties.

Twenty-seven years have passed and the National Tuberculosis 
Association is still guided by high-minded volunteers in the medical 
and nursing professions and disinterested laymen in the fields of 
education and social welfare. It has spent many millions of dollars 
on the dissemination of health knowledge among the adult population 
of the country. It has organized a complete health education pro
cedure in the schools known as the Health Crusade, now supplanted 
by the more modern methods of teacher training in health education. 
Through its annual method of fund raising it has seized the oppor
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tunity to drive home with the little Christmas Seals easily learned 
lessons of health, both personal and community, and the ways of 
preventive medicine. It now conducts a spring campaign of educa
tion each year selecting again some simple text that shall be readily 
applied to daily life even by those not too ready to assimilate the 
rational argument for healthy living. Through its two magazines 
and countless lesser publications it makes available much of the 
modern knowledge of preventive medicine in digestible form. And in 
its 1,400 state, county and city organizations it reaches personally a 
vast multitude of citizens who would otherwise be largely overlooked 
in the less detailed procedures possible to the official health organiza
tion.

The Control of preventable disease is in the hands of the Public 
Health Service. Let us examine for a moment the effect on the 
development of that service which the war on tuberculosis may have 
had. A communicable disease which like smallpox can be eliminated 
by a mechanical procedure known as vaccination does little to develop 
the wider aspects of public health. A few nurses could control it 
with adequate legal backing in any community. The same may be 
said of diphtheria and typhoid, while a good sanitary engineer with 
sufficient labor at his command can drain the swamps of vast malarial 
territories. In sharp contrast are the requirements of a Public Health 
Service when handling an endemic disease of which the epidemiology 
is so little known as is the case in tuberculosis. Every skill and 
cunning possessed by the trained health officer is brought into play. 
Laboratory research must be supplemented by research in the field of 
sociology and engineering and the highly technical diagnostic pro
cedures required in the process of case-finding, nursing care and fol
low-up work.

Through the epidemiological studies of the Public Health Service 
the common method of communication by direct contact with an active 
case of the disease has been established. When it was demonstrated 
that the bovine type of the tubercle bacillus caused the alarmingly 
prevalent bone and joint cases in children through the ingestion of 
infected milk, it was the Public Health Service which stimulated the 
destruction of infected cattle and the establishment of tested herds. 
Through its industrial division studies of the dust hazard have led 
to the establishment of protective laws covering those occupations 
entailing constant exposure to pulmonary irritation. And the sani
tarians have made their contribution in securing better housing for



K. Emerson 37
the poorer classes, condemning unhealthy tenements, preventing over
crowding and teaching ventilation of both sleeping and living quarters.

The social aspects and implications of tuberculosis are too well 
known to require extensive mention. Not only is it an expensive 
disease to handle because of the need of segregation or prolonged 
and watchful training if treated at home, but its duration is protracted 
and therefore costly even in the so-called early case while in those 
more advanced five years or more of treatment without economic 
productivity is by no means uncommon. Such a social burden es
pecially when the wage earner of a family is attacked may well dis
hearten the boldest social worker, and I fancy it has a good many 
of you. The advance made in case work with the tuberculous lies 
in recognizing that each problem is one of long time budgeting and 
adjustment. Direct relief is our poorest implement and most danger
ous. Early solution of the economic situation for an indefinite period 
ahead is the effective procedure in handling the problem of family 
support. There are few severer tests of a social worker’s ingenuity 
and tact. While still a bit gun-shy when a tuberculous case presents 
itself welfare organizations have shown their usual admirable 
cooperation and especially of late years are handling this burden 
superbly. This is one of the phases of progress which we may count 
on with confidence to endure and to improve still more as time goes 
on.

Progress in clinical diagnosis has resulted from refinements in 
technique both along the lines of physical examination and in the use 
of the X-ray. Through both these means we have learned that what 
we once thought early cases of the disease are really moderately ad
vanced and therefore more difficult to treat and more dangerous to 
their community since for some time they may have been unrecog
nized spreaders of tuberculosis. Our search for the early case has 
led us back to childhood and infancy during which period, as shown 
by the tuberculin skin test, the great majority of city dwellers have 
been exposed to tubercle bacilli and a certain proportion of these are 
found on X-ray examination to have suffered from extensive infec
tion leading to evidence of cured or arrested glandular disease. Pre
ventive work stresses the importance of protecting such individuals 
from possible future breakdowns.

Only a word need be said regarding the newer treatments of tuber
culosis. The sovereign method still remains rest, fresh air and suitable 
diet, just as it was in the days of ancient Greece. In addition certain
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surgical procedures have been generally adopted as a means both of 
saving lives and shortening the period of so-called “cure." The 
simplest is compression of the affected lung by the introduction of air 
into the pleural cavity, which after all is merely a manner of increas
ing the essential rest. Cutting the nerve to the diaphragm is another 
way of keeping the lung quiet and in severer cases collapse of the 
chest wall by cutting the ribs and compressing them to obliterate the 
lung chamber on one side of the body has proved effective. These 
measures are of course not preventive and have little bearing on the 
future control of the disease but they are serving to lower the general 
death rate from tuberculosis by keeping alive cases which have not 
responded to the older procedures.

Forever hopeful, the pathologist and bacteriologist is carrying on 
patient studies of the tubercle bacillus itself. In the past five years 
more has been learned of its natural history, its composition, its be
havior in the body tissues, its likes and dislikes, the amount of oxygen 
it needs to breathe, the specific effects manifested as symptoms in 
the tuberculous sick of its various component parts such as fats, 
starches and proteids, then in all the years before. At the same time 
further experiments with tuberculin, the injection of killed bacilli and 
the use of BCG have been going forward. None of this work thus 
far has given us any reason to change our conviction that drugs have 
very little curative value. But our greater knowledge of the peculiar 
qualities of the tubercle bacillus has helped us to understand why 
this is so and has given us a number of suggestive lines along which 
to work still hopefully in searching for a cure.

Research into the epidemiology of the disease, that is how infec
tion takes place and how the germ lives outside the body, requires 
much further study before we can feel sure of our methods of pre
venting infection. It has been discovered that the bacilli in an in
fected pasture will survive the rigors of a Minnesota winter and be 
ready to infect non-tuberculous animals turned out in the spring. 
The question of inherited resistance or susceptibility to the disease 
still remains an enigma, as well as the puzzling problem of allergy 
and acquired immunity. Racial studies have never been made on a 
controlled basis which gives firm ground for argument for or against 
the theory that certain human breeds present more fertile soil than 
others for the growth of the bacillus.

More progress has been made along sociological lines and it is be
yond controversy that squalid surroundings, under-nourishment, over
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work and the nervous strains of certain periods of life and certain 
living conditions, all tend to raise the community percentage of in
fection as evidenced by increased mortality. There is grave fear that 
this present epoch of business depression may yield as one of its 
by-products an appreciable rise in the morbility curve. Indeed in 
New York City this tendency began during the winter just passed 
and the death rate has not fallen so strikingly as in some other cities.

I have deliberately saved to the end the progress in tuberculosis 
control made by the nursing profession. The reason for this is that 
I wish to stress its importance and to register as my measured opinion 
that to the faithful but not spectacular work of the Public Health 
Nurse should go a vastly larger share of the credit for results ob
tained than has ever been accorded. Physicians may and do report 
the discovery of cases of tuberculosis in patients who consult them. 
But the physician may not fare forth freely to hunt down the disease 
in its hidden habitations. But the Public Health Nurse not only may 
but does exactly this thing and in her hands increasingly lies the 
responsibility for discovering and breaking contacts with active cases 
before the latter have infected those nearest to them with massive 
and dangerous doses of the bacilli. The Tuberculosis Nurse de
veloped as a specialist in the Public Health Service some years ago. 
More recently the so-called system of generalized nursing has become 
more popular and rightly so since by this means we have the whole 
army enlisted in the fight instead of a small battalion of specially 
trained individuals. We have shouldered an ever increasing burden 
upon the nurse. She is the case-finder, searching out the clinical 
material. She engineers the detail of the clinic itself, cares for the 
tuberculous sick and assumes the responsibility for follow-up work 
and after-care. Without her faithful and intelligent aid we could not 
look upon our past achievement with satisfaction nor our future pro
gram with assurance.

By way of brief summary I will discuss the second part of my 
subject, “How Long Will These Results Last.” The results already 
obtained have been stated statistically in a single paragraph. Since 
then we have discussed the topic from the more general angle show
ing, I hope, that in statistics alone we would find but a partial answer 
to our examination of the question. The fight against tuberculosis 
has developed more than that against any other pandemic disease the 
theory and practice of preventive medicine. It is the banner under 
which much of the rapid progress in Public Health has marched
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swiftly forward during the past fifty years. It has called into being 
new social forces and developed the old. There are few branches of 
either health or welfare work upon which it has not stamped its 
permanent imprint. The results of the fight then, will last just so 
long as it seems good to the people of this and other countries to 
support and expand their social service ideals and activities. It is 
inconceivable that there can be any backward movement. And at the 
present rate of progress, with perhaps some still hoped-for additions 
to our resources, tuberculosis in another generation may sink from 
its age-old position as the most widespread of human pestilences to 
that of a medical curiosity.



PRINCIPLES AND PROBLEMS OF AFTER
SANATORIUM CARE*
EDW ARD HOCHHAUSER

Executive Director, Committee for the Care of the 
Jewish Tuberculous

In a campaign for public health any tuberculosis program that 
ignores the possibilities of prevention is hopelessly incomplete. If 
such a program is not concerned with early diagnosis and with pro
visions for adequate treatment, it must fail as a humane enterprise, 
aside from its deficiencies as a public health activity. Furthermore, 
if it ignores or neglects the patient after he has had the benefits of 
sanatorium treatment, it not only fails him at a critical time and 
endangers the health of his immediate family, but has the effect of 
squandering the usually large amount of public or private funds that 
have been invested in his “cure.”

Public concern with this important problem, which is based on 
dissatisfaction with the experience of patients after their graduation 
from sanatorium care, is not limited to the United States and Canada. 
Many of our friends in England and France are agreed that provi
sions for after-care have not found their proper place in the anti
tuberculosis program.

In the provision of facilities, as well as in the improvement of the 
technique of the medical and surgical treatment of the tuberculous, 
there has been marked progress in the last twenty years. There has, 
however, been very little progress in the quantity and quality of the 
after-care phase of the problem.

Mrs. B. D. Burhoe of the National Tuberculosis Association 
recently estimated the number of discharges from hospitals and sana
toria in the United States as approximately 100,000. The non
tuberculous group numbered 5,000, the mortality 20,000, the chronic
* Read before the Twenty-seventh Annual Meeting of the National Tuberculosis Association, Syracuse, New York, May, 1931.
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or progressive cases who would probably never be able to return to 
work, but who would require custodial care or careful supervision, 
25,000, and those able to care for themselves but requiring medical 
supervision only, 25,000. The remaining 25,000 in this figure will 
probably be dependent upon some sort of social agency for assistance 
in getting back to gainful employment.

An “after-sanatorium” program should be concerned with the 
public health aspects of tuberculosis work, such as the danger of in
fection of other members of the family and of others associated with 
the tuberculous patient by contact. But it should be emphasized that 
the primary immediate objective is the patient himself whose return 
to normal activity and economic independence is the goal. Such a 
program includes all of the best approved procedures for the control 
of infection, the examination of contacts and the medical supervision 
of the patient for a period of three to five years after his discharge 
from institutional treatment. Supervision of this kind is best given 
by a trained worker capable of dealing with the spiritual as well as 
the physical hazards inherent in this disease. It should also include 
the prompt reporting by the sanatorium of all patients discharged— 
to assist in the program of follow-up. Admissions should be simi
larly reported in order that contact may be made with the patient and 
his family from the start in preparation for his ultimate discharge.

The criticism implied in the statement “a patient is not a pair of 
lungs on legs” is that other organs may be involved and that condi
tions other than tuberculosis may be overlooked and therefore neg
lected, and has some bearing on the work of after-care. Much time 
may be lost and demoralization follow if the patient is compelled to 
spend the first few weeks after his discharge from a sanatorium at 
dispensaries trying to secure the kind of treatment that should have 
been given (and could have been given more effectively) at the sana
torium. The patient should be fully equipped on discharge for what 
we know to be one of the most trying experiences of his life. It 
takes very little mischief in tuberculosis to undo the institutional 
efforts of months or even years. In  our public and semi-private in
stitutions we are obliged to deal with all types of patients, most of 
them recruited from the underprivileged class, who are not always 
easy to educate, but this difficulty only emphasizes the importance of 
the problem.

Today we are more conscious of the danger of demoralization in 
patients than we were in the days of Hermann M. Biggs, the pioneer
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who said “We admit self-respecting sick workingmen to our institu
tions and turn out healthy loafers.” We cannot overemphasize the 
importance of preparation at the sanatorium. At many institutions 
we find an appreciation of the importance of mental therapy, of talks 
and lectures that are inspirational, educational or vocational, of the 
need of the discussion of the problems that the patient is compelled 
to face after leaving the sanatorium. Individual talks are often given 
by the superintendent or his associates which point out certain dan
gers, while at the same time emphasizing the possibilities of rehabili
tation. In discussing this need, Dr. Mariette says “We have pro
vided something for them but was it anything to prepare them 
spiritually or mentally for their return to industry ?” His point is to 
conserve the work-habits acquired before the patient entered the 
sanatorium and to give him training in the hope that this additional 
equipment will, in part at least, offset his physical handicap. He has 
developed at Glen Lake a most comprehensive plan of diversional, 
educational, and vocational training.

Or, as Dr. W. A. White said a few years ago, “We spent twenty- 
five years getting the tuberculous out of industry—we will have to 
spend the next twenty-five years getting them back into industry.” 
The social-economic status of the patient and his family are impor
tant, often determining whether he will continue to remain well after 
discharge. W orry over finances resulting from inadequate income 
will surely aggravate and frequently bring a relapse of his tubercu
losis.

The patient should always be considered in his relationship to his 
family. The condition of other members of the family, physically and 
socially, affect the patient almost as vitally as he affects them. Dr. 
David Lyman, in his address before the Board of Trustees of Monte- 
fiore Hospital in New York some years ago, made this statement, 
“If at discharge from the sanatorium I could prescribe in $1,000 
checks, it would be of more importance to my patients than any other 
one thing I could do for them.” Many experienced workers in the 
tuberculosis field insist that the provision of the necessities of life 
for the patient and his family is fundamental to any rehabilitation 
program.

The extension of public assistance under the Mothers’ Pension 
Law, as practiced in New York City under the Board of Child Wel
fare, is of great aid. While this law was planned originally for the 
purpose of permitting the hospitalization of needy patients through
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pensions for the wife and dependent children, it was later amended 
to permit the continuance of these pensions after institutional treat
ment, provided further treatment should be necessary and provided 
that the patient has left the institution with the consent of the medical 
authorities and secured the approval of the local department of health. 
The number of pensions continued after sanatorium care is still 
small, since it represents only 20 out of a total of 417 cases of tuber
culosis in New York City receiving financial aid. (In  April, $26,200.) 
This allowance, though not adequate, provides $65 per month for a 
wife and two children, with an allowance of $15 per month more 
for each additional child. The New York City Board of Child Wel
fare is generous and cooperative in its attitude toward returned pa
tients engaged in sheltered workshops who are unable to work full 
time.

We are told by medical statisticians that patients possessing initia
tive and intelligence, who are cooperative and in the very early stages 
of the disease, can, in a large percentage of cases, take their place in 
the community with almost the same expectancy of life as the normal 
population. This opinion emphasizes the importance of early diag
nosis and adequate treatment. Most of our patients, notwithstanding 
our campaigns for early diagnosis and our case-finding activities, are 
moderately advanced or advanced cases of tuberculosis. The pa
tient’s fear of a relapse that presents such serious mental and physi
cal hazards in his treatment will be found among our early cases. 
The average tuberculous wage-earner is not a person of initiative, of 
background, or of experience that has made him resourceful, coura
geous, or endowed with a sense of humor.

Dr. Varrier Jones, in the British Journal of Tuberculosis (October 
1930) says “If nothing is done to see that tuberculosis persons who 
can work are enabled to work, we might just as well throw most of 
our expenditure on anti-tuberculosis work into the sea for all the 
lasting good it will do. Sanatoria are excellent for the treatment of 
early cases, and the true early case in many instances can be brought 
to a condition of quiescence. But for the middle class of case, that 
is to say, for the largest proportion of tuberculosis cases undergoing 
institutional treatment, existing measures are entirely and admittedly 
inadequate, unless supported by effective employment schemes.”

The contributing public has a tremendous investment in tubercu
losis institutions, a sum representing quite $300,000,000, besides a 
very large annual expenditure for maintenance of more than $85,-
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OCX),000. Despite these huge expenditures, the care of patients who 
are discharged from sanatoria not in a ready condition for employ
ment forms one of the weakest spots in the entire tuberculosis pro
gram. The percentage of relapses among graduates of tuberculosis 
institutions who have improved as a result of sanatorium treatment 
continues to be needlessly large. The after-care program in the case 
of the patient suffering from a progressive condition must, of course, 
include further institutional treatment or, at the least, careful super
vision at home.

For the aged or chronic cases unable to work but not in need of 
intensive medical supervision custodial care should be provided at a 
non-medical institution or at home. In the City of New York two 
hospitals reported that 16 per cent of their patients were in this class, 
although some could work in a sheltered workshop, if such facilities 
were available. The school child with a negative sputum and an 
arrested condition should be returned to an open-air class under medi
cal supervision.

The housewife, who has improved at the sanatorium, should be 
provided with a plan of graduated work at home that would enable 
her slowly to assume normal household responsibilities. It is more 
difficult to graduate the hours of work for the mother with children 
than for the patient in industry. At one English sanatorium house
wives are given training under skilled domestic science teachers who 
teach economy of effort, provide graduated exercise and give practi
cal courses in domestic science.

We then have a large number of adult patients who are discharged 
improved or quiescent or who have made a complete recovery and 
are discharged able to work part-time or full-time under good condi
tions. Fortunately a large number of these patients are able to make 
their own job readjustments and require only medical supervision and 
follow-up. This group includes patients who possess initiative, and 
friends or employers who are interested and cooperative.

For the patient who is able to return to full-time work, his old job, 
with few exceptions, such as the extra hazards due to working condi
tions, and physical strain, has obvious advantages. It is important 
to secure the cooperation of the employers. Dr. Frank L. Rector, 
Chairman of the Industrial Hygiene Section of the American Public 
Health Association, said: “It has been the experience of observing 
physicians in industry that once the sub-standard worker is fitted and 
adjusted to his work he becomes less a risk than the so-called ‘nor-
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maV individual. The explanation is that the defective worker knows 
his limitations and will not overstep them, while the normal worker 
will expose himself to dissipations and excesses of various sorts, and 
in times of emergency subject himself to strains beyond his powers 
to withstand. It has also been the experience of many physicians in 
industry that persons who have suffered a disabling sickness, such as 
tuberculosis, and later returned to work, are usually more careful of 
their physical welfare than those who have not undergone such ex
periences.

“From these illustrations it is believed that the employment of sub
standard workers does not carry with it the risks usually thought in
herent in such cases and, when we consider further that the 
employment of this group in some capacity is essential to its existence, 
it seems only logical that a place be found in industry for its members 
rather than that their care be forced upon the community.”

To assist in the placement of these patients we have special Bu
reaus for the tuberculous, an employment center for all types of 
handicapped workers, or, for similar purposes, a special worker in 
a general employment service. The great difficulty lies in securing 
jobs for our ex-patients. We frequently find complications which 
aggravate this difficulty because of the language and problems of 
personality in the applicant.

Through the State Bureaus of Rehabilitation and some municipal 
activities, many patients are being retrained or provided with addi
tional training in the jobs that they formerly held in order better to 
equip them for their readjustments to normal life. Many of the 
Bureaus lean to the side of caution in accepting tuberculous patients 
because of the danger of relapses. In New York City applicants are 
examined by a tuberculosis expert and accepted for retraining only if 
they are found able to do a full-day’s work. According to their 
experience, 70 per cent, of those patients who are referred as suitable 
for retraining are rejected on this examination, and of the remainder 
who are accepted, one-half relapse after retraining. The Director 
of the Bureau recently stated that a man’s physical condition must 
fit into the job rather than the job into the man’s physical condition 
and that hardening processes should be provided at the sanatorium or 
at sheltered workshops preparatory to retraining.

The length of time required to rehabilitate patients is even more 
uncertain than their treatment. Variations are due to the amount of 
time needed not only for physical rehabilitation but for mental, social
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and vocational readjustment, which are often necessary. The prob
lem is naturally modified by the age, personality, stability, adapta
bility, education and industrial training of the patient. The attitude 
of the employer is an important factor. The post sanatorium sub
committee of the New York State Health Commission mentioned five 
considerations involved in the return of the individual to a satisfac
tory economic status:

1. That usually if a tuberculous person is fit for work he will get 
his own job.

2. That if he is not fit for work he must be prepared to obtain a 
job.

3. That with the majority of patients discharged a hardening 
period is essential.

4. That there are no provisions for part-time jobs—except under 
unusual circumstances.

5. That the advanced cases usually become considerations for 
custodial care either in homes for aged or country general hospitals.

Dr. Varrier Jones, discussing the advanced case, stated, “But as 
we know that moderately advanced cases, even if reduced by treat
ment to a state of quiescence, will cease to be quiescent the moment 
they are exposed to the condition of the outside world, what is the 
use of pretending to direct the treatment of such case toward this 
end ?”

Mrs. Alice Klein and Dr. Grant Thorbum, in the report on the 
New York Tuberculosis Association’s three-year experimental em
ployment bureau, stated, “Fully two-thirds of the applicants would 
be better off if they started to work on a part-time basis and some 
should not work more than part of each day or three days a week 
for months after their discharge, if ever.”

There are two accepted theories in providing part-time work. In 
the order of preference these are (a) returning the patient to his 
former employer in a new position or on some readjusted basis and 
(b) his placement in a special workshop, institution or colony. In 
some communities we find the practice of setting patients up in small 
trading, such as the establishment of news stands and cigar stands.

There are many obvious advantages in the first of these plans if 
there is intelligent supervision and cooperation on the part of the em
ployer. Through company or mutual aid funds these patients are 
assisted so that they need not apply to relief agencies. (One very
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large company has given credit to the sheltered workshops for point
ing out the possibilities and the methods of carrying them into effect 
and, in fact, consider it excellent personnel work.) The extension 
of this idea with medical supervision by the medical department of 
the company or by a tuberculosis association is one of the most worth 
while activities in a scheme of after-care. Large industry offers the 
greatest possibilities, although many interested small employers are 
often glad to cooperate. On frequent occasions industry has over
come many seemingly insoluble problems in manufacture and dis
tribution. It can provide part-time or graduate work if it has the 
will to do so, or is made to feel communal responsibility towards its 
employees.

Our part-time worker may require sheltered work temporarily, 
since there is always the probability that under carefully graduated 
work his condition may improve to such an extent that he can return 
to normal industry within a few years. A workshop of this character 
is fundamentally interested in the physical and mental rehabilitation 
of the patient and only incidentally in his training for a trade. In its 
general appearance, in its plan of organization and in its method of 
payment it resembles normal industrial establishments. The primary 
concern of these workshops is to stimulate self-confidence on the 
part of the patient and prove his ability to work in competition with 
his normal fellows. A director of one of these workshops referred 
to it as a place “where garments are well made and patients made 
weIl.,,

In the English report on care and after-care schemes in tubercu
losis we read “On the question of finding employment for patients 
—the most difficult single problem to be faced—we take the view that 
efforts should be directed more particularly to cases which are certi
fied as not physically fit to return to their previous employment and 
not to those who are unable to find employment simply on account 
of prevailing economic conditions or because they are, for a variety 
of reasons other than medical, unemployable.”

Discussing the graduates from sanatoria and their classification, 
the report continues “There remains therefore a balance of some 35 
per cent, who are both medical and economic responsibilities on the 
nation. (Mrs. Burhoe for America estimates this group as 33 per 
cent.) It is to this group that employment schemes in tuberculosis 
should cater, but we have held strongly to the view that such schemes 
should be regarded as means to the end rather than the end itself.
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Their function is to continue the healing process in a diseased lung 
and not to maintain a healed lesion in a state of perpetual innocence 
in a special community.

“We believe that the problem of the healed or arrested case is 
not, strictly speaking, a medical problem at all. Post-mortem statis
tics show that cases of arrested tubercle in ordinary industry are the 
rule rather than the exception. On the other hand the demand for 
places of sheltered employment amongst the large group of cases 
recently quiescent and in whom the prognosis is good, provided the 
immediate economic future can be safely adjusted, is so great that 
such places should be thrown open to this class of patient and this 
class alone.”

Permanent sheltered work is necessary for patients who can work 
part of the day or even a full day for an indefinite period but who 
can only do so under sheltered conditions. A larger number of these 
patients are now employed in tuberculosis hospitals and sanatoria 
than in special workshops or institutions.

Colonies such as Papworth Hall in England provide permanent 
sheltered work for the patients, as well as homes and work for mem
bers of their families. They offer conditions that are almost ideal 
and have an excellent system of public health control. Sheltered 
workshops, preferably located in the community in which the patient 
and his family will continue to reside, are more easily maintained than 
these colonies. They are less expensive, provide a more normal 
family life, and give to the children all of the social and educational 
opportunities of a large community. The patient who requires tem
porary sheltered employment and the patient who is permanently 
limited can be cared for in one workshop, as in the case of the Altro 
Work Shops in New York, for it is often discovered that the patient 
who was considered on admission eligible for graduation within two 
years actually requires permanent care (and vice versa).

Special institutions, such as the Central New England Sana
torium and Industrial Colony, Tomahawk Lake Camp, and Potts 
Memorial also care for patients requiring temporary sheltered work. 
Under social and medical supervision positive-sputum patients may 
be employed at such workshops.

There are many chronic cases in institutions, most of them of long 
standing, and some of them at home in idleness, that could be cared 
for in permanent sheltered workshops with much satisfaction to 
themselves and with a substantial saving to public and private philan
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thropy. Instead of being condemned to the scrap heap, these pa
tients may work and earn part or all of their financial needs and main
tain besides a normal family life.

Early diagnosis and adequate treatment in their relation to the 
possibilities of ultimate rehabilitation are brought home to us in the 
statement of Dr. Plunkett, Director of the Division of Tuberculosis 
of the New York State Department of Health and by Dr. Edward S. 
McSweeny. Dr. Plunkett stated that the majority of the patients 
discharged from New York sanatoria are unfit to return to their 
occupations—24 per cent, were discharged as quiescent, arrested or 
cured. Dr. McSweeny, in his study of patients discharged from a 
group of sanatoria, found the mortality in incipient cases six times the 
expected figure, in moderately advanced cases sixteen times, and in 
far advanced cases thirty-eight times the expected mortality.

Premature departure from the sanatorium is bound to affect ad
versely the probabilities of ultimate rehabilitation. The suggestion 
that patients continue at sanatoria for an additional year after their 
condition has become arrested has raised serious doubts. Does this 
prolongation of the stay of the patient in an institution make for 
demoralization? Does prolonged separation increase the danger of 
estrangement from the family? Is it a misuse of beds that may 
urgently be needed for the segregation and treatment of acute and 
sub-acute cases? The cost in the initial capital expenditure and in 
the subsequent maintenance is much greater in the sanatorium than 
it is in a special workshop or colony.

SUMMARY
An after-care program in tuberculosis should concern itself with 

the following factors:
1. Early diagnosis.
2. Prompt and adequate treatment in kind and in duration.
3. Early preparation during institutional treatment through edu

cational, therapeutic and industrial training.
4. Supervision of all cases after discharge until rehabilitation is 

complete.
5. Financial assistance for patients and their families, whenever 

necessary.
6. Follow-up and after-care of housewives and their children.
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7. Placement or aid in returning to normal employment, and re

training when necessary.
8. For wage earners who are not ready physically or mentally for 

full-time work, an opportunity for graduate work with their former 
employers, if possible, or a special workshop or colony (and when 
able to work full day, placement or retraining).

9. For the chronic patient permanent sheltered employment, if 
he is able to work. Institutional care at home for chronic patients 
for those who, because of age or disease, are unable to work but do 
not require hospitalization.



THE PLACE OF SOCIAL SERVICE IN THE 
TREATMENT OF TUBERCULOSIS*

M ARIE LU RIE
Director of Social Service, Jewish Tuberculosis Service, Chicago, III.

It has always been the function of state and local associations to 
see community needs in relation to tuberculosis, to start activities, and 
then turn them over to official local agencies. That is the reason I 
am bringing to your attention the need for social service in the treat
ment of tuberculosis.

The biggest gap in community programs, the whole country over, 
is the lack of social care for the patient and his family during the 
time the patient is in the sanatorium, and the lack of post-sanatorium 
care for the patient who is discharged from the institution. There is 
need, at present, for integrating every aspect of the whole tuberculosis 
program, and in this integration, there should be a good social service 
set-up.

Tuberculosis, with its chronicity, its insidious attack on young 
people, and its community relationships, presents many social com
plications which intimately influence medical treatment, and to which 
little or no attention is given.

In a survey recently made for the White House Conference, it 
was found that out of 505 tuberculosis hospitals, only 23 have social 
service departments. These figures are startling and speak for them
selves as to the need for stimulating communities to do a complete 
job.

The Majority of sanatorium beds are filled by young men and 
women, forced to leave their work during the most productive period 
of their lives. Bad social conditions, in many instances, were predis
posing factors in their breakdown, and medical treatment, either at 
home or in a sanatorium, while it helps the patient, does not remove
* Read before the Twenty-seventh Annual Meeting of the National TuberculosisAssociation, Syracuse, New York, May, 1931.
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countless social problems that reach out and touch the patient, his 
immediate family, his friends, and his whole community.

The social worker sees these problems and simultaneously with 
securing medical treatment for the patient, she tries to remove or 
change those factors that may have contributed to the breakdown. 
These may include improper food, overwork, an unsatisfactory indus
trial adjustment, insufficient earnings, bad home conditions, and 
countless others. It is she who sees the patient in relation to his 
family, his job, his employer, his friends, his church, and many other 
influences in the community, and she utilizes all the resources of that 
community for the best interests of that patient and his family.

A diagnosis of tuberculosis spells tragedy to family relationships. 
If it is a man who has been diagnosed, it often means leaving a wife 
and children without any means of financial support. If it is the 
mother who has.to be separated from her children, we often find the 
husband helpless to cope with a family of growing children.

Besides the financial problem, there are countless others. There 
is discouragement and despair, and it is at this critical period that the 
social worker is called upon for help and guidance. She sees the 
problems objectively and can very often adjust them so that the 
patient is able to accept the medical treatment indicated.

The social worker stands by the family in this emergency period 
and helps them to make the adjustment. Often it entails securing 
financial support from relatives, state aid, or social agencies. It 
means seeing all the many problems that come up in the family situa
tion, and working with the family to raise standards and maintain 
themselves as a family unit during the absence of the patient. It 
means slow painstaking work, trying to change the family’s mode of 
living, moving the family out of crowded housing, working with 
them to raise health standards, and so forth.

Taking care of a family includes routine contact examinations 
over a long period of time. These examinations may bring to light 
the need for preventorium care for undernourished children. Here 
again it is the social worker’s job to interpret to the family what the 
doctor’s recommendation means—how preventorium care at this time 
may prevent infection from becoming active disease in later years.

Very often patients will not complete their cure in the sanatorium 
because they are worried about their families and they leave the in
stitution against medical advice, nullifying, to a great extent, what the 
sanatorium has done for them.



54 Treatment of Tuberculosis
The social worker, who looks after his family, sees the relation

ship between inadequate income, behavior problems in the home, and 
the patient’s physical condition. At the same time that she is visiting 
the family and helping them, she visits the patient in the sanatorium, 
relieving him of worry and taking from him responsibility for his 
family, so that he can remain in the sanatorium as long as treatment 
is indicated and get the full benefit of his stay there.

We all know that a period of sanatorium care is of inestimable 
value, but it would be interesting to evaluate, if we could, the bad 
factors of sanatorium care. During his long stay in the sanatorium, 
a patient learns many good things. He is taught the value of rest 
and relaxation. He is given a foundation of good health, not only 
for himself, but for his family. But of what value is it to cure a man 
of tuberculosis and to have, as we do in many instances, a lazy, de
pendent, fearful, egocentric personality, who, when he leaves the 
sanatorium, makes life miserable for his wife and his children, re
fuses to work because he is afraid of another breakdown, and is mal
adjusted to his normal environment.

The social worker faces the difficulty of working with these 
intangible, subtle attitudes which the patient has acquired in a slow, 
gradual manner. Changing them is difficult and requires long con
tinued patience and effort. It is the job of the social worker to watch 
for the changes in personality and to recognize attitudes that are bad. 
It is she who works with the patient, salvaging, in sanatorium life, 
those things that are good, and helping him to maintain a personality 
that he will be able to adjust satisfactorily when he leaves the insti
tution.

Long before the patient leaves the sanatorium, the social worker 
has tried to change conditions at home so that his return is possible. 
After he leaves the sanatorium, she helps him to make an industrial 
adjustment and aids him in carrying through an intensive program 
of post-sanatorium care. It is she who stands by the patient and his 
family when he first enters the sanatorium and on through the long, 
discouraging period of enforced absence from his family, and then 
through an even harder, long-drawn-out post-sanatorium period.

When the patient is ready to leave the sanatorium, what happens ? 
There are a few industrial workshops, a few convalescent homes, and 
a few placement departments, but the majority of patients who are 
discharged from institutions are discharged as though sanatorium 
care was an end in itself. Without any resources at our command,
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each year many thousands of patients are being discharged from in
stitutions to trying conditions, which, in many cases, were contrib
uting factors in their first breakdown.

There is no one plan that can adequately care for the whole 
tuberculosis problem. Each year thousands of patients are being 
discharged with a limited working capacity and it is almost impossible 
to adjust these individuals to industry. Each year our institutions 
send back into industry another group—those patients who are ap
parently well. They have had six or eight months of sanatorium 
care, where they have supposedly learned how to take care of them
selves, and yet, each year a large proportion of these favorable cases 
are re-admitted.

Sheltered workshops, colony systems, with sheltered employment 
under ideal environments, are attempts to meet the problem for the 
individual whose medical condition makes a return to a normal en
vironment impossible.

But for the many thousands of individuals who are discharged 
each year as arrested, with a full-day’s working capacity, these shel
tered industries are neither practical nor feasible.

Our responsibility is not ended when patients are discharged from 
the sanatorium as arrested, able to work a full eight-hour day. Each 
year we throw back into industry and normal environmental condi
tions, individuals who, because of their long period of enforced rest 
in the sanatorium environment, cannot easily adjust to the busy life 
of our industrial world. There are many obstacles that stand in the 
way of a complete return to normalcy. Very often these obstacles are 
small, but the cumulative effect of a bad industrial adjustment, worry 
over finances, or a domestic difficulty perhaps, may soon nullify the 
good effects of the long sanatorium period, and a costly relapse is the 
inevitable result.

The monetary loss is enormous. Hundreds of thousand of dol
lars are lost yearly, for relapses occur during the most productive age 
of the individual. If  the social worker, through temporary financial 
aid, industrial help, or other social adjustments, can prevent recur
rences, there is a great economic saving to the community, and if 
recurrences are prevented, there is also prevented the further spread 
of disease in the community.

It is the patient who is discharged in good condition, who quickly 
forgets the many “don’t’s” learned at the sanatorium. It is so very 
easy to go back to the old habits, many of which were the predisposing
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causes of the first breakdown. In order to make sanatorium care 
effective, there should be an intensive follow-up on each patient who 
leaves the sanatorium, and this work should be done by a hospital 
social worker, whose senses are alert to recognize those things which 
stand in the way of complete recovery. Strict medical supervision 
should be urged, but equally important is following the patient into 
his home, into his place of employment, seeing him in his community, 
carrying out a program of health education, not only for the patient, 
but for his family as well, teaching them all to build on the good 
foundation which the sanatorium has given.

Adjusting himself to industry is one of the most discouraging 
things a patient has to face. When the patient steps from the lazy 
existence of sanatorium life, into the ever-busy field of industry, 
which entails anxieties over wages, working conditions, hours of 
work, physical exertion, and other employment factors, he finds the 
adjustment a very hard step. After overcoming his deep-seated fear 
and overcautiousness, there remains the more difficult problem of 
overcoming the prejudices of employers. Employers are not at all 
eager to engage people who have had tuberculosis, so that most 
patients have a very difficult time getting back into a normal industrial 
life.

Even if the patient is fortunate enough to be able to work a full 
eight-hour day, he has a hard time finding a job that will permit him 
to stay well. It is almost impossible to find part-time work, unless it 
be in the sheltered workshops.

The social worker should know that there are very few light easy 
jobs, and because of her experience in the industrial world, she can 
convince the patient that an inside job, preferably the old one, under 
proper conditions—the job that will utilize past work experience and 
will insure a good wage and a chance for advancement, is by far 
preferable to the light, easy, out-of-door job, that does not exist.

Post-sanatorium care, at the present time, in most places, if it is 
given at all, is done through a card-index system with a perfunctory 
letter to a patient every few months or so, asking about his present 
physical condition. Reminding the patient once a year, through a 
letter or a card, does not insure his adjustment to what are, in many 
cases, very unfavorable conditions. A good program of after-care 
includes the knowledge that the patient has no social problems that 
need attention. If there are problems, they should be adjusted. 
Urging periodic medical examinations and seeing that they are car
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ried out, does not insure the patient’s remaining well, but if the social 
worker is in close touch with the patient and the doctor, and will help 
to carry out the physician’s recommendation that the patient should 
have a short vacation, that he should do no overtime work, or, if it is 
a woman patient, that she be helped with the heavy work in the house 
and relieved of the care of her children for a short time, then medical 
recommendations are of value.

In addition to the sum total of individuals who are helped, a 
community benefits by a good social service program. Doctors and 
nurses do not have their senses attuned for social pathology, for re
sources in the community and for methods and technique in making 
social adjustments. The social worker, by stressing contact examina
tions for other members of the family, often prevents infection from 
becoming active disease. Through an intensive post-sanatorium pro
gram, relapses are prevented, and with this comes an economic sav
ing to the community, for relapses occur during the most productive 
ages of the individual. Social workers often become the mirrors that 
reflect factors in the community that are predisposing causes of dis
ease and with sufficient evidence, communities often limit or change 
such factors.

It is the function of state and local tuberculosis associations to 
stimulate local institutions and communities to see the need for social 
service in a good tuberculosis program and until this complete program 
is evolved, you must recognize the fact that there is a place in your 
own organizations for a social worker who will temporarily do the 
job.

There have been one or two examples of how much can be ac
complished through a set-up in a state office. The Wisconsin Anti
Tuberculosis Association and the Massachusetts State Department 
of Health have both included social workers as a part of their staff 
organization. The results have been very gratifying and have clearly 
shown that there is need for picking up the loose ends and coordi
nating and integrating every angle of the whole tuberculosis program.

A social service department in a state office serves as a clearing 
house, consultation service, and also as an example to smaller com
munities who are well intentioned but uninformed.

The Wisconsin State Association is now considering the plan of 
adding to its staff a demonstration social worker, who would be sublet 
to the sanatoria not yet ready to introduce a social service department 
of their own. Time does not permit a detailed discussion of every
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thing this one department is doing, but it is encouraging to know that 
one state association has already seen the need for bridging the gap 
and, through the establishment of a social service department, is 
demonstrating that this is a function which can very profitably be 
included in a state organization.

Because so many things that are worth while were started through 
the initiative of the local tuberculosis associations, we are hoping that 
you will see the need for social work in connection with sanatoria 
and clinics and, through the establishment of such department, help 
in making complete our tuberculosis program.



COMMUNITY PLANNING FOR CHILD WELFARE*
ROBERT W. KELSO

Director, The Community Fund of St. Louis and St. Louis County
St. Louis, Mo.

Child welfare is the most important function of any community. 
Furthermore, because of the intensification of urban life, the 
urge for community planning in child welfare becomes more and 
more intense as the years go by. Given any community—and by that 
I mean any population swarm, such for instance as the people of 
Minneapolis, of St. Louis, of Detroit, of Chicago—and given the 
necessity for child welfare service, the question before us here is, 
what method or process of development will produce the most effec
tive plan that shall be at the same time the most comprehensive.

Follow me if you will, through a few preliminary considerations 
of our problem—first, whatever plan is developed must depend upon 
money for its execution. That money comes from two sources and 
two only. The first is taxes; the second is benevolences. Note that 
I include capital endowment and the small items of sales refunds and 
fees in benevolences. The second set of metes and bounds that I call 
your attention to is the usual picture of child welfare effort as we find 
it in most cities throughout the world, and in particular in the cities 
of the United States. Invariably we have some effort carried on by 
organized government; and some effort, usually the larger in volume 
and the more effective in operation, by voluntary groups or organiza
tions.

These various efforts, public and private, are highly department
alized. Thus, in the public service we meet usually, some special 
effort at hospitalization for sick children. Most commonly, there is 
a Court devoted especially to correctional problems of children. Very 
frequently there is a department quite separate from either of the
* Read before the Fifty-eighth Annual Meeting of the National Conference ofSocial Work, Minneapolis, Minn., June, 1931

59



60 Community Planning for Child Welfare
others, for the care of dependent children. In the less progressive 
communities this service involves an almshouse or some other public 
receptacle in which dependent children are housed. Sometimes there 
is still another public body administering widows’ pensions or mothers’ 
assistance; most commonly however, this is closely allied to the 
department caring for dependent children. Almost always in the 
larger cities, there is some place of detention and of correction for 
delinquent children. It is a political accident whether this service is 
offically connected with any other of the elements of the public child 
welfare program. Finally the government undertakes a process of 
park and playground maintenance which may or may not be recog
nized as a feature of the public plan in child care. I omit considera
tion of the public school system outside of its distinctive play and 
recreation features, only because we are in the habit of treating that 
in the field of education rather than social welfare.

On the private side of this planning border is found a variety of 
agencies. The most obvious among them, because it is the most 
ancient, is the orphanage; which may have some form of social service 
liason for the leading of its children back into community life, but 
usually doesn’t. Second in volume perhaps, is our so-called character 
building service; carried on by neighborhood settlements, church 
centers, Scouts, and Young People’s Associations. In most large 
centers today, are to be found child placing societies, which may or 
may not relate their work closely to that of the orphanages, but which 
are engaged essentially in the process of placing and maintaining 
children in foster family homes. Most large communities have park 
and playground associations or similiar bodies, seeking the develop
ment of comprehensive community programs for child recreation and 
health protection. Private maternity and unspecialized hospitals do 
most of the community’s work in child hospitalization.

With this picture of the varieties of child care experience before 
us, let us return to our basic query; and let’s restate it this way: 
What constitutes a valid community plan and how should it be brought 
about? Let us call to mind for a moment, the several values that a 
community child welfare program ought to contain. In the first place 
why have child welfare work? Why not let the children vegetate? 
I take it the aim of society, and therefore of the community, is to 
breed its children with the best physical start, at the least damage to 
mother and home, and to rear them to individual competence, with 
the highest practicable degree of achievement in intelligence, the
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ablest condition of body, and the most acceptable development of 
personality.

With that basic object in view, the people of the community will 
find it necessary—are in fact finding it so—to hedge about the home as 
a central institution, a variety of protective and developmental serv
ices. The valid plan involves pre-natal instruction and preparatory 
care theoretically for every prospective mother in the community, 
and practically for all of those who for themselves or with their 
children are likely to become dependent upon the resources of the 
community.

The comprehensive plan involves a scientific delivery of infants, 
protecting the mother and safeguarding the child from accident or 
disease, and it involves also such facilities for hospitalization as will 
provide for children those services which cannot be or are not com
petently rendered in the home.

We are apt to say that when the home fails in support or protec
tion of the child, the community should step in. The new version of 
this philosophy must be that the community is there all of the time, 
with its program of service; and that in that program the home is 
doing the best it can under the circumstances. Where the home, 
through sickness, poverty, desertion or other interfering cause, is 
unable to rear the child reasonably within the terms of our basic 
object which I have already stated, then the valid community plan 
must afford artificial processes outside of the home, to effect this 
basic purpose. Some of this service naturally will be through fam
ily relief agencies; much of it will be through the orphanage and 
other congregate institutional care, although decreasingly so in the 
future. The most important service auxiliary to the home, and where 
needed, in substitution for it, is the child placing organization con
ducted on a Civic basis. Standards now reasonably developed 
through instrumentalities such as the Child Welfare League of 
America, indicate the sound line of development in this branch of the 
community plan.

If play is the business of childhood, through which personality 
and therefore character may unfold, the community plan must 
contemplate a thorough-going system of supervised play for children, 
not from the viewpoint of broken or under-privileged homes, but as 
a process viewing the whole of child life in the community. Obvi
ously, this plan for child play must be closely intermembered with the 
schooling process on the one hand and with the park and recreation
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division on the other. On the horizon of this branch of the plan, 
destined in a few years to be rated as fundamental in it, is the process 
of zoning and of city and town planning; for unless a city be 
made a decent place for children to be born in and to live in, decent 
children may not be expected as the result.

Another important value in the child care plan is the process of 
corrections. This involves an effective juvenile court or court of 
domestic relations in which child care problems can be handled un
trammeled as far as practicable by the historical woodenness of the 
criminal law. It involves some cooperating service, to which a court, 
disposing of the legal aspects of cases, can turn the child over for 
social treatment.

Finally, the whole community plan must be sufficiently definite 
and sufficiently comprehensive in its units of service, so that a high 
degree of classification is practicable, by which classification the 
crippled child, the child who is mentally sub-normal, the child who is 
diseased, who is delinquent, or who has lost his home support may be 
identified and given treatment suitable to his immediate difficulty.

If you will accept these points as representing roughly the basic 
values in the community plan, how can the plan be developed, with 
the knowledge we have of social engineering and with the facilities 
that exist as units of service in child welfare ? There are five steps to 
be taken. First, the existing units of service must be brought to
gether in a continuous process of discussion and analysis of prob
lems and methods. In this get together the public and the voluntary 
groups must be so closely allied as to discount the natural tendency 
to herd apart.

The second step is scientific analysis of the field of work through 
joint effort. This is an elaboration of the process of analysis and 
discussion. Sound programs cannot be built on guess work, nor upon 
presuppositions, moral or economic. The child welfare group in any 
community that does not know its facts down to the ground, will not 
be able to build a program from the ground up.

The third step is the projection, through the joint effort of all 
interests, of a set of objectives cast in the form of the community 
plan of child welfare. This should be as definite as blue print specifi
cations, and should be reviewed at every new departure of community 
affairs to guarantee its thorough applicability.

The fourth step is the marshalling of ways and means. On the 
public side this involves the setting up of governmental analysis of
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the problem, with the resulting reports as a ground work for appro
priations. On the private side it requires careful collaboration in the 
voting of budgets; and is best accomplished with the backing of a 
community chest in which the community council as a deliberative and 
fact-finding body is solidly built in as the foundation for action.

The fifth step is that of interpretation of the program to the pub
lic. After all a community program in child welfare is the effort of 
the community, not of the few doctors and leaders who are pro
pounding it. In the end no community program will succeed that 
has not the community behind it. It is essential therefore, that the 
community plan of child welfare be expressed in its simplest terms, 
and presented to the entire public so attractively, so constantly, so 
insistently through constant repetition, ingenious device, and refresh
ing angle of approach, that the public cannot avoid understanding it, 
and keeping its proposals in mind. Without this fifth step, a com
prehensive child welfare program is impossible.

How can the citizens of any community interested in social work, 
develop and maintain such organization as will foster and advance 
these five steps of the program ? What should the scheme of organ
ization look like?

To illustrate the practicable plan, I offer for your consideration 
this picture. First, a federation or council of all of the social agen
cies, public and private, in the community. This council, made up of 
the representatives of all of these agencies, carries on a continuous 
forum for the raising and discussion of needs, problems and remedies, 
and undertakes such analysis of social conditions as will provide a 
factual basis for sound consideration and for the reaching of con
clusions as to program.

Second, as an auxiliary to this council, a community chest, con
taining in its membership, as many as practicable of the member 
agencies of the council, undertakes to provide adequate continuous 
financial support, through contributions, and works shoulder to shoul
der with the council, for the formation of sound public opinion 
which shall insure wise public appropriations to take care of the dis
tinctly public functions in the administration of social work.

In the relationship between the chest and the council, it should be 
recognized clearly, that the fundamental body is the council; and that 
it acts as the fact finding and deliberative body with regard to func
tional policies for the chest.
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The third element of this picture is the miscellaneous group of 

social work agencies constantly weighing their respective fields of 
work in order to discover the rational program of integrated service 
which will be most effective. In this process they will tend always to 
repair gaps and weak places, and to eliminate duplications.

Finally in the picture, the entire group of agencies in the coun
cil and chest, undertake by increasingly scientific methods of inter
pretation, to set the truth of their problems and their program before 
the whole public. This involves a thorough-going department of 
publicity, supported through the fund.

In rapid summary then, the five vital steps in community planning 
for child welfare are these: first, a common forum for discussion by 
all child welfare interests, public and private; second, scientific analy
sis of the field of problems, through joint effort; third, projection of 
a concrete plan of operation as definite as a wall map, to be referred 
to and revised as new knowledge indicates; fourth, guarantee of 
stable and continuous financial support that is adequate to the reason
able execution of the program; and fifth, constant, popularized inter
pretation of the program to the general public.
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In considering standards for the convalescent homes, the Advisory 
Committee on Convalescence defined convalescence as the peroid be
tween the patient’s acute illness and his return to his previous state 
of health.

The importance of convalescent care is becoming more generally 
recognized throughout the country and in New York is playing a very 
important role in the rehabilitation of the person who has been ill. 
To assist in this work the Hospital Information and Service Bureau 
of the United Hospital Fund has established a convalescence service 
for the placement of patients who are in need of convalescence. 
Since its inception about three years ago the Service has been used 
by the social service departments of hospitals, welfare agencies, phy
sicians and laypersons. This Service knows where there are vacancies 
in the convalescent institutions and handles the entire placement for 
some homes. This not only tends to a more rapid placement of the 
patient but also gives a definite picture as to the adequacy of the 
convalescent facilities available.

An analysis of the patients referred to the Convalescence Serv
ice during 1930 shows the following as to available and non-available 
vacancies Text (Figure I)

(1) That of the 354 men referred, vacancies were available for
282. There were no vacancies for 72 men or 20% of the 
total number referred.

(2) That of the 727 women referred, vacancies were available
for 649. There were no vacancies for 78 women or 11% 
of the total number referred.

65



66 Convalescent Field
(3) That of the 537 boys referred, vacancies were available for 

412. There were no vacancies for 126 boys or 23% of the 
total number referred.

(4) That of the 626 girls referred, vacancies were available for 
506. There were no vacancies for 120 girls or 19% of 
the total number referred.
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(5) That of the 1358 babies referred, vacancies were available

for 1199. There were no vacancies for 159 babies or 12% 
of the total number referred.

(6) That of the 385 mothers with children referred, vacancies
were available for 293. There were no vacancies for 92 
mothers with children or 14% of the total number re
ferred.

The needs in the field of convalescence as shown by the cases not 
placed were:

(a) Additional beds for men who are convalescing from an
acute medical or surgical disease, a cardiac condition, a 
neuro-mental condition or those who require a special diet.

(b) Additional beds for women who are convalescing from an
asthmatic, cardiac or neuro-mental condition or those who 
require a special diet.

(c) Additional beds for boys between the ages of 10-16 years
who are convalescing from an acute medical or surgical 
disease, a cardiac condition, an asthmatic condition or 
chorea.

(d) Additional beds for girls convalescing from an asthmatic
or cardiac condition or chorea.

(e) Additional beds for babies recovering from an acute medical
or surgical condition.

( f )  Additional beds for mothers with children convalescing
from acute medical or surgical condition.

(g) Additional beds for Negro adults, convalescing from an
acute medical or surgical disease.

There are at present about 4300 beds for convalescent patients 
residing in Greater New York. About 1000 of these are opened only 
during the summer months. The following classification shows the 
number of available beds as to sex and age..

(1) 1550 beds for adults; approximately % of which are for
men and ^  for women.

(2) 2250 beds for children. Approximately % are for children
under 5 years of age and the balance for children over 
5 years. There are about 100 beds more for the girls in 
this group than for the boys and the age limit for the girls 
is older as the girls are accepted to 16 years while the age 
limit for the boys is 10 years in most cases.



68 Convalescent Field
(3) 470 beds for mothers with children. In some instances 

these beds can be used for the mothers without their 
children or the children without their mothers.

A /O . O E  B E D S

There has been an increase of about 470 beds in the past three 
years. This is as follows Text (Figure I I)  :

(a) 35 more beds for men which is an increase of 9%
(b) 79 more beds for women which is an increase of 8%
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cent, of them at some time during life have sufficient extension of 
their disease so as to cast the germs of tuberculosis from their bodies, 
it is obvious that a very large number of foci will appear during 
this and the next generation among those who are now apparently 
well but who have already been affected.

Many a victory close at hand has been lost by fighting forces 
of nations because of over-confidence and failure to appreciate the 
strength that the emeny was capable of developing in a short time. 
So much greater is the strength the tubercle bacillus can develop in a 
brief period of time than that of any army that the world has ever 
known that a comparison is impossible. Yet the fighting forces 
against the tubercle bacillus are already manifesting an extremely 
dangerous over-confidence. Some have even asked “Since tuber
culosis is under control, what next?” Let us not fail to learn a 
lesson from Europe. Before the World W ar some of their work
ers were boasting of the lowest tuberculosis mortality that had been 
reported in their history. Some were even asking the questions 
our workers had in mind, “What shall we do next?” Before the 
World War was closed, the incidence of tuberculous disease had 
increased to such proportions that the problem was greater than 
ever before in history. “The costs of tuberculosis prevented and 
tuberculosis cured come fairly high; but they are trifles compared 
with the cost of tuberculosis neglected.” —Stewart.

A world wide financial crisis is at hand. In the wake of such a 
crisis, just as in the wake of a war or any other great catastrophe, 
has often followed a marked increase of communicable diseases, 
particularly tuberculosis. Under such conditions, the workers find 
it necessary to increase their efforts in order to hold the ground that 
has already been gained. Today, that is our great problem. The 
European nations did not do it. They were not prepared. Our 
workers should profit from this lesson and be prepared at all times 
to hold the ground that has been gained. Our tuberculosis societies 
should rejoice in the apparent success of their work, but while they 
are rejoicing they should be planning for the greatest attack that 
has ever been made on tuberculosis. So far as I can determine 
from the literature, our present knowledge has equipped us with 
weapons which are unequaled by any which man has possessed since 
the time when, through his so-called civilization, he spread bacilli 
to the uttermost parts of the world.
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In our future program, we should make the greatest possible 

use of all of the available facilities. The advisability of building 
more special institutions is questionable since general hospitals can 
provide just as good care for the tuberculous. Special institutions 
do not necessarily give the finest service at the lowest cost to the 
community. Special institutions already erected which are of the 
first class should be continued and supported to the nth degree. 
Those which are not of the first class, and there are many of them, 
should either have their standards raised so as to qualify for the first 
class list or they should be abandoned.

The provision for a tuberculosis division in a general hospital 
has been recommended for years by the National Tuberculosis 
Association, the American Medical Association, and the American 
Hospital Association. A wider use of the facilities of general 
hospitals, both tax-supported and private, with available space to 
isolate and treat large numbers of tuberculous patients annually should 
be instituted. The experiment which Laird conducted in Duluth, 
Minnesota, is a striking example of great saving of funds to a com
munity and of providing the patients with as good care as they could 
possibly receive in any special institution. Dr. Laird, the superin
tendent of the County Sanatorium, realized that the general hospitals 
of Duluth could play a very effective part in the tuberculosis cam
paign of St. Louis County. Working with Dr. E. L. Tuohy and 
other influential persons of that county, he made a provision whereby 
St. Luke’s Hospital and St. Mary’s Hospital would devote a certain 
amount of space to the care of tuberculosis. This plan has been in 
operation sufficiently long so that its value has been proved. Some 
objections which were anticipated, such as patients suffering from 
other diseases refusing to enter a hospital where tuberculosis wards 
were in operation, were never even presented. In fact, the plan is 
ideal. It provides the residents of that county with a greater number 
of beds and excellent service at a far lower cost than would be possi
ble otherwise. Throughout this country, there are large numbers of 
general hospitals in which the same plan could be and should be put 
into effect.

There are other hospitals which are already filled to capacity. An 
addition, such as a pavilion, but under the same management would 
provide for the tuberculous patients who need hospitalization at much 
less original cost and a lower maintenance cost than can possibly be 
provided through the building of special institutions. This plan, too,
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has been successfully carried out in many places. Ancker Hospital 
in St. Paul, Minnesota, is a striking example. Here is a city hospital 
with a tuberculosis pavilion, which, in reality, is the tax-supported 
sanatorium of Ramsey County, an institution providing for the tuber
culous patient service of the first class at a decidedly reduced cost to 
the tax payers.

Where such plans have been put into effect, they have resulted in 
the development of a greater number of interested workers, whereas 
the special sanatorium plan tends to lessen the interest in tuberculosis 
on the part of nurses and physicians. There has been an unfortunate 
trend in these professions to feel that they had very little part in tuber
culosis control, largely because a diagnosis of tuberculosis having been 
made, the patient is transferred to a special institution usually some 
distance away. The physician has a keen interest in the patient in 
whom he has found tuberculosis and should have that interest stimu
lated and should be encouraged in every way to become and keep well 
informed on the modern methods of treating tuberculosis. If the 
disease is one that requires prolonged treatment and the patient’s 
funds become exhausted, the physician’s interest in the disease and 
in the welfare of the individual patient is sufficient to cause him to 
carry on with observation and treatment after the days of hospitaliza
tion are over. Such a plan, therefore, will develop an interest in 
large numbers of nurses and physicians who, by our present plan, 
have been driven from the disease.

With ample hospital facilities provided by our present special 
institutions and by general hospitals where existing space can very 
easily be set aside or where pavilions can be added, our future pro
gram will include the isolation of persons discharging tubercle bacilli 
and the treatment of those for whom treatment will be of some 
avail, which unfortunately is often a small percentage, thus rendering 
their sputa negative to tubercle bacilli, and making them reasonably 
safe associates for others.

In the past we have practiced extremely short-sighted economy. 
We have waited for tuberculosis to develop to such an extent as to 
cause illness before we even looked for it. The greater part of our 
Early Diagnosis Campaign work for the past twenty-five years has 
had to do with symptoms of tuberculosis. In other words, detecting 
the disease after it has caused enough destruction of tissues to make 
the patient ill. A brief citation of this following family will suffice 
to emphasize this fact.
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In 1915, a dentist died of tuberculosis. During his illness, there 

were three children in the home. Apparently very little attention was 
paid to these children by physicians, nurses, or anyone else who should 
have known the dangers to them. Because they were not ill with 
tuberculosis in three months after the father’s death, it was assumed 
that there was no danger. Undoubtedly, the germs of tuberculosis 
had been planted in large numbers in their bodies. The highly 
specific tuberculin test would have determined this, but no one thought 
of applying it. If it had been applied and had showed that tubercle 
bacilli were present in their bodies, no account would have been taken 
of it in those days. The mother would have been told that nearly 
everybody reacted positively to the test,—therefore, it means nothing. 
No X-ray examinations were made of the chests and the other parts 
of the bodies of these children to detect possible foci of tuberculous 
disease. In 1922, seven years later, the youngest child in the family 
fell ill. Examination revealed tuberculosis, involving the upper parts 
of both lungs. Since 1922 she has been confined to tax-supported 
hospital beds. Each lung has been partially collapsed. In 1923 her 
sister fell ill. She was found to have extensive destructive tuberculo
sis, which, no doubt, had been developing for years. She has had the 
ribs removed on one side with a fairly complete collapse of the lung 
and the chest wall on that side. In 1928, the only remaining child in 
the family, a young man, who was helping to support his mother and 
sisters, fell ill. Tuberculosis has developed in both of his lungs and 
at present each lung is partially collapsed.

I offer this case and can cite large numbers of similar cases to 
prove the awful economy that we have practiced. The members of 
an excellent sanatorium medical staff recently complained about the 
preponderance of hopelessly advanced cases of tuberculosis being ad
mitted to their institution. They could not understand why the phy
sicians of the district they serve did not detect tuberculosis earlier 
and send the patients in while treatment would be of some avail. It 
is not the fault of the physicians,—it is the fault of the plan of attack 
on tuberculosis. Everyone can be assured that this high incidence of 
advanced tuberculosis found on first examination will continue until 
the plan is changed.

One can compare tuberculosis to a huge, poisonous reptile. If we 
qrm ourselves with clubs and attempt to kill the snake and succeed in 
striking only its tail we accomplish something but not as much as we 
should. We tantalize the snake in this manner and prevent it from
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going about basking in the sun and striking its prey with its deadly 
fangs as it ordinarily would. To accomplish the best result, we must 
strike at the snake’s head. Even after the snake has been killed and 
we have waited for the proverbial sundown for its final paroxysms, 
the deadly poison is still potent if contact with that poison is made. 
In our tuberculosis work, we have been striking at the tail of the 
snake. The tubercle bacillus has not accomplished all it would have 
otherwise. We have been waiting for people to fall ill with tuber
culosis before they were examined or treated. We did not dig deeply 
enough into the nature of tuberculosis and learn that often a period 
of years is required for the disease to develop sufficiently to make the 
host ill. We have not killed the snake; in other words, we have not 
brought tuberculosis under control. Even if we had, we could not 
rest securely since the tubercle bacillus, like the poison of the snake, 
is potent even though the body of the host is dead.

What we have called tuberculous infection in the past must be 
considered in a different light. Since 1907 and 1908 we have had 
harmless tests which are highly specific for tuberculosis. In other 
words, they determine with a high degree of accuracy whether tuber
culosis exists in the body of the person tested. Unfortunately, the 
test tells us nothing about the extent of tuberculous disease. It is so 
delicate that an area of disease of microscopic proportions will be 
registered. Tuberculin is introduced into the layers of the skin; 
therefore, the test is known as the intracutaneous tuberculin test. It 
has also been named after its founder, Mantoux. In the past, when 
we would find this test positive but the physical examination and the 
X-ray revealed no evidence of disease, we said this individual has 
been infected but does not have disease. We know now that everyone 
reacting positively to the test has, of course, been infected but also 
has disease.

With this fact in mind, it now becomes a question of degree or 
extent of disease. Fortunately, in large numbers of people reacting 
positively to the tuberculin test, the area of disease is very small, so 
small that it cannot be detected except after death and even then the 
microscope may be necessary to determine with certainty. A smaller 
percentage of persons reacting positively to tuberculin will have areas 
of disease sufficiently large to be detected during life, particularly by 
X-ray examinations. A still smaller percentage will have gross areas 
of disease; therefore, we must speak of every person reacting posi
tively to the tuberculin test as a person having tuberculosis. Another
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fortunate fact is that large numbers of persons with small lesions 
such as those found only by post-mortem examination and even some 
sufficiently large to be demonstrated during life never become ill with 
tuberculosis. In other words, the protective mechanism of the body 
holds the disease under control through the lifetime of the individual. 
Moreover, we believe that the small percentage of the population who 
fall ill with tuberculosis at some previous time passed through a stage 
when they would have reacted positively to the tuberculin test but 
when they were not ill. In other words, the positive tuberculin re
actors contribute all who die or who become disabled from the 
onslaught of tuberculosis.

With this fact so definitely established, our plan of attack is clear. 
With the highly specific tuberculin test, we have a method of screen
ing out all who have tuberculosis regardless of its extent. This 
method is harmless, highly accurate, and relatively inexpensive. If 
we take the childhood population of a given area regardless of size, 
starting with the infant and including all up to the young adults of 
eighteen or twenty years, and if we apply the tuberculin test to every
one of these, we will be able to determine almost everyone who has 
tuberculosis in his body.

The communicability of tuberculosis is a well-established fact; 
therefore, we know that everyone who reacts positively to tuberculin 
has been exposed to the disease. In other words, there is a source of 
the tubercle bacilli which has resulted in the area of disease in each 
one. It is now a question of finding the source in every case. We 
must go back to the food supply, particularly the dairy products, and 
determine whether they have been rendered safe for human consump
tion by having all tubercle bacilli destroyed by heat or by tuberculosis 
control measures among cattle. If this has not been done, immediate 
steps should be taken for protection against further exposure to the 
cattle type of tuberculosis germ. The next step is to determine 
whether tuberculosis has existed or now exists among any of the 
human associates. To learn that some close associate, perhaps a 
member of the family, has died of tuberculosis aids in determining 
the source in the body of the child, but it is not sufficient since other 
members may be infected also. Careful examinations of all the asso
ciates, including tuberculin tests and X-ray examinations, should be 
made to determine whether there are other sources. In this kind of 
work, almost unbelievable facts come to light. Persons who are ap
parently in fine health, such as parents, grandparents, uncles, aunts,
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or other close associates, are rather often found to be spreading large 
numbers of tubercle bacilli. Not all of them have symptoms; in fact, 
some are working every day, yet they are sources of exposure to 
others. To stop the source of exposure is the best treatment for a 
child or young adult with tuberculosis. To stop the source of ex
posure is protection for all others in the community from that same 
source or possible multiple sources resulting from the original one. 
To find the disease in a person who is spreading the germs but who is 
not definitely ill and to treat that person will often prevent an untimely 
death.

The next step in our new plan of attack is to carefully examine 
all the children of the community who react positively. A few years 
ago this would have been said to be a physical impossibility because 
of large numbers of children and young adults reacting positively, 
but conditions have so changed that in many parts of the United 
States the number reacting positively in a community is not now 
very great. In fact, it is rarely over 30 per cent., except in our great 
cities, and in some places under 10 per cent. Where such examina
tions have been carried out in different parts of the United States, 
they have been found to be very much worth while. There have 
been brought to light cases of the destructive type of tuberculosis, 
particularly among girls and boys of teen ages which had never been 
suspected but which were destined to cause them much suffering and 
even death. One revelation has been that such lesions are frequently 
found in the bodies of those who seem to be most fit physically, in
deed those engaged in major athletics are not exempt. To find such 
cases of tuberculosis and to treat them often prevents the stage when 
they are disseminators of tubercle bacilli without even knowing of the 
existence of the disease and likewise often prevents untimely death. 
Those with less serious tuberculosis, whether it can be found by our 
methods of examination or not, should be informed of the existence 
of the disease, as evidenced by a positive tuberculin test, and should 
be treated in such a way as to keep up their general health. More
over they should be examined, including X-rays, at rather frequent 
intervals in order to detect developments of disease that would re
quire special treatment.

So far we have discussed only the children of the community 
who already have tuberculous lesions in their bodies. At this time 
they are the only potential cases of adult and destructive types of 
disease in the community. We have a great responsibility in dealing
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with the children and young adults in a community who react nega
tively to the tuberculin test. There is a preponderance of them, vary
ing in many communities from 70 to 90 or more per cent. Until we 
have removed all the sources from which are emanating tubercle 
bacilli, whether among animals or human beings, in a community, this 
70 to 90 per cent, are in considerable danger; therefore, tuberculin 
tests should be applied to them at least every year and preferably 
every six months. When this is done in the early years of tubercu
losis control in a community, one experiences considerable disappoint
ment in finding children previously reacting negatively to now have 
positive reactions. But the encouraging fact is we have now come 
to the point of true early diagnosis. We know if the tests are given 
every six months that in those who react positively but were negative 
six months previously that the lesion has developed within the six 
month period. We know moreover that there has been contact with 
a person or animal suffering from tuberculosis or acting as a carrier 
of tubercle bacilli within approximately six months. We are now so 
near the source from the standpoint of time that it probably has not 
been removed by death and must be found. When we arrive at the 
point where we consider this group as the only group in whom we 
can make early diagnoses of tuberculosis, we will have taken the 
greatest possible step toward the control of the disease.

Much has been said about the great susceptibility of the Indian 
and the Negro to tuberculosis. All that has been said is based upon 
an insecure foundation. Evidence is now accruing quite fast, which 
leads one to believe that the Indian and the Negro, like the infant of 
any race, is no more susceptible to tuberculosis than other races of 
people or ages beyond infancy. The determining factor of suscepti
bility is largely a matter of dosage of tubercle bacilli. Dosage is fre
quently determined by social conditions. The helpless infant, fondled 
and kissed by a relative suffering from tuberculosis, receives an 
excessive dose of tubercle bacilli; therefore, the mortality in infancy 
is high. The Indian and the Negro, because of mode of living, takes 
from the tuberculous patients in his environment huge numbers of 
tubercle bacilli. The mode of living, therefore, in all probability is 
the greatest cause for their incidence of tuberculous infection to be 
three times or more as great as among other races of people in the 
same community, and also for the mortality ranging from two to many 
times as great as among other races of people in the same community.

With the present attempt to educate Indian children and white
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children in the same public schools,—in other words to bring about 
an intermingling of the races, a great tuberculosis problem presents 
itself. The Indian children with their high incidence of tuberculous 
disease are likely to produce more spreaders of tubercle bacilli during 
the teen-ages and early twenties than the white children with a much 
lower incidence of disease. This problem is one that can be solved 
but it will require a long period of time to train the Negro and the 
Indian in health habits and in hygiene; in other words, in a mode of 
living that will reduce materially the spread of tubercle bacilli from 
their sick to their well members. This training perhaps is best done 
by experts of their own races; therefore, we should begin im
mediately to develop more excellent social service workers, nurses, 
and physicians among the Indians and the Negroes.

What is true of the Indian and the Negro is also true of student 
nurses and recent graduates of nursing. The extremely high inci
dence of tuberculin reactors and the mortality among nurses which 
in some places is many times greater than that among girls of the 
same age in other fields of work has called forth the explanation that 
the student nurse is more susceptible to tuberculosis than other girls. 
Such logic can hardly be expected to stand investigation. An ex
planation that fits the facts more closely is that the high incidence of 
tuberculosis among nurses is purely a matter of opportunity for ex
posure to large dosage of tubercle bacilli. The veterinarians have 
recognized these facts and in one of the most successful campaigns 
ever waged against any disease have proved that tuberculosis among 
the animal herds can be controlled, but only through treating it as a 
communicable disease. In other words, by stopping the opportunities 
for exposure.

The tuberculosis program for the future, then, does not include 
any new and startling procedure nor any revolutionary ideas. Rather 
an intelligent understanding of the facts at hand and the employment 
of these facts as a tried and true foundation for future actions. These 
include the greatest possible use of the hospital facilities at hand, 
efiforts to raise the standards of existing institutions which are not of 
the first class, a widespread testing of children in order to screen out 
those who require special supervision and treatment before symptoms 
appear, and a whole-hearted continuance of the present educational 
campaign so that the essential facts of the disease will be household 
knowledge throughout the length and breadth of the land.
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There are now at least fifty-four recognized birth control clinics 
in the United States, twenty-two of which are connected with hospi
tals in various large cities. Today methods are taught in many out
standing medical schools and private physicians in all parts of the 
country are giving instruction to their patients. These resources are 
available to the trained social worker, but inaccurate knowledge of 
the subject coupled with the impression that such clinics are illegal 
or promoted only by fanatics has made the average worker slow to 
use existing facilities. A study of the laws of each state, a talk with 
a few outstanding medical men in each community should correct 
these impressions, but the trained worker still needs to know how to 
use these facilities. It is the purpose of this paper to give a back
ground for the effective use of this form of health service by social 
workers.

To begin with, one should not confuse contraception, the volun
tary use of methods preventing conception, with abortion which is 
interrupted pregnancy, nor with sterilization which is permanent 
sterility. Contraception is family regulation and suggests a definite 
plan on the part of parents. When instructed in proper methods by 
a physician parents are able to avoid a too rapid succession of preg
nancies which undermine the mother’s health and lower the moral 
standard of the family. It is safe to assume for instance, that eight 
pregnancies in eight years is too much for any woman even under 
the most favorable circumstances. Fear of pregnancy and ensuing 
tension in family life is a disrupting factor in many homes beside 
those that have been actually broken for this or other causes. If 
unwanted pregnancies are avoided there will be greater opportunities
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for the health and development of each child. It is a new tool in 
family rehabilitation.

The need of family regulation is clearly indicated in certain 
instances. First, there are serious organic conditions where contracep
tion is indicated and advised by most physicians as a therapeutic 
measure, necessary for the improved health of the mother and the re
habilitation of the family. These instances are now being recognized 
and accepted by many physicians. Beside such physical indications, 
contraception is indicated as a constructive measure in various forms of 
psychosis involving either the man or the woman, especially encyclical 
insanity. There are also social and economic conditions where con
traception can be suggested as a relief measure by social workers but 
which physicians and others do not so readily accept as a sufficient 
reason. These conditions include a history of feeble-mindedness, 
or epilepsy, the over-crowding of already large families, and con
tinued unemployment with consequent dependency and delinquency.

Fortunately for the social worker most parents under any of the 
above situations desire family regulation, but have been frustrated in 
their efforts to secure reliable advice. The use of patent medicines, 
material picked up at drugstores, the practice of all sorts of methods 
learned from neighbors and from house to house peddlers, plus the 
well-known and altogether too frequent abortion, are evidence of this 
desire. The evidence of the desire is encouraging, but the effect of 
these experiences is to be deplored, since it has left the majority with 
the feeling that all methods are fallible, except abortion, which they 
admit is sometimes fatal. The result is a general feeling that noth
ing is effective—the common phraseology is “if you get caught, do 
something.” There probably will never be an accurate check of the 
harmful effects and fatalities caused by the practice of abortion in 
America, but social workers know that it exists to an alarming extent. 
Failure of methods tried and the fact that patients earnestly seeking 
help from physicians have often been laughed at, has left them with a 
natural skepticism toward any method of regulating conception. It 
is this skepticism and lack of information regarding the newer meth
ods now accepted and used by those in more favorable circumstances 
which make the problem a difficult one for the social worker.

The criteria for methods of contraception taught by the physicians 
at the Maternal Health Clinic of Cleveland are: they must not be 
physically harmful; must not be psychologically harmful; must have 
a high per cent, of effectiveness; and must produce only relative
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sterility. Methods which most nearly come up to these requirements 
depend upon the initiative of the individual and are a good deal of 
bother, therefore, the interest of the patient is essential.

No one should be urged to attend a family regulation clinic unless 
so urged by a physician for a serious health reason (cardiac, active 
tuberculosis and certain kidney diseases). This is a health service to 
be used voluntarily and is preferrable to the practice of self-induced 
abortion or other methods of family regulating which are frequently 
either physically or psychologically harmful. The limitation of a 
family for economic or social reasons may seem desirable to the case 
worker but this plan can only be effective when it is the desire of the 
parents themselves. Whenever possible it should be the joint plan 
of both parents, and not the desire of one imposed upon the other. 
The Roman Catholic Church and certain other religious denomina
tions have made voluntary family regulation a moral issue, therefore, 
it would be a grave mistake to raise a conflict by even suggesting this 
possibility to clients whose church has taken a definite stand against 
such regulation.

Notes from the experience of the Maternal Health Clinic of 
Cleveland give an indication of what can be accomplished when clinic 
and social agencies work together. At this clinic 761 or 72.7 per 
cent, of the 1,046 patients who used the service between March 1928 
and March 1931, were referred by the social and health agencies 
of the city. On June 1st, 1931 there were 831 or 62.9 per cent, who 
were still using successfully the methods taught at the clinic, con
tinuing to return regularly for supplies. This high per cent, of suc
cess is probably due to three factors: the intelligent referral of 
patients by the various agencies, the careful individual instruction 
given by the clinic physicians, with recurring visits as a check-up on 
the use of method, and follow-up work of nurses in the homes to 
insure proper understanding of the doctor’s instructions.

Three years’ experience in this clinic refutes the criticisms that 
these methods cannot be effective with clients of low mentality and 
that under-privileged people will not be dependable in following such 
bothersome methods. If  clients honestly desire temporary sterility 
(release from pregnancy) no effort seems to be too great in order 
to secure the desired result. Crowded housing conditions and conse
quent lack of privacy is an obstacle which can usually be overcome 
with ingenuity. The majority of women attending the Maternal 
Health Clinic of Cleveland have a high record of fertility yet con
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traceptive methods have been successful. A steadily increasing num
ber report that this is the first time they have been free from 
pregnancy for so long a period—to have a baby two years old before 
another is on the way is an unusual experience for many.

Family regulation implies ability to have children when they are 
wanted. In such cases patients have been encouraged to report to 
the clinic ahead of time and records show immediate pregnancy when 
methods are discontinued. This too bears out the previous assertion 
that the effectiveness of the methods advised depends entirely upon 
the interest and cooperation of the client.

There is a small group, approximately seven per cent., who, not 
having confidence in any method, have become pregnant after coming 
to the Cleveland Maternal Health Clinic. They readily admit their own 
carelessness and usually return to clinic methods after their delivery.

Many situations show a happier family atmosphere and renewed 
interest in the welfare of existing children. In several instances 
plans for a separation or divorce which were being considered when 
the family first came to the clinic have later been dropped. Once or 
twice men have claimed this as partly responsible for their staying 
at home instead of deserting as they had done in past crises. A few 
women have reported their husbands to be less promiscuous as they 
themselves became less irritable when no longer fearing pregnancy. 
Family case workers have also reported this changed atmosphere.

Family regulation, which to many still means family limitation, 
is not a panacea for all social ills, but when used intelligently may be 
an effective tool to be used in the difficult process of family rehabili
tation. It was recently indicated in a situation where a family 
(Protestant) of seven were living in over-crowded quarters in a 
poor neighborhood. The man slept with two children in one room, 
his wife with three children in the other. The health of all was 
affected and plans to move to larger quarters were frustrated by the 
woman mainly because she felt the present arrangement was a pro
tection against pregnancy. There are many other situations where 
this would be one step in an improved family situation.

W hat a change there has been in the chance for young babies 
since the establishment of pre-natal and baby clinics! The time is 
coming when parents will learn to secure for their children a better 
heritage by planning each pregnancy at a time when they are physi
cally and mentally sound. They will learn to avoid the drain on 
health and finances of too rapid pregnancies, to have their children
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spaced near enough together to be playmates, but far enough apart to 
ensure reasonable shelter, enough food and fresh air for each child 
and to allow more chance for the teaching, training, and guiding of 
their minds and habits. Thus would the heritage of each child be 
secured. This is the hope and aim of many mothers today who do not 
yet understand that they can secure this opportunity for their children.

This field is hardly touched by social workers, yet one offering 
untold possibilities. It is a social worker’s responsibility to substitute 
the best medical advice on contraception for the unsatisfactory meth
ods now in common use and which are the only ones usually available 
to the women whose physical, social or economic situation make 
immediate conception undesirable.



EDITORIAL
Objectives Not Always Understood

From an active out-patient department comes the complaint that 
the chief-of-clinic was incensed over the repeated refusal of a medical 
social service worker to take dictation of his physical findings of 
patients for entry on the history record. “This is unwillingness to be 
helpful and poor social service work” he exclaimed. The enraged 
doctor’s knowledge of medicine may be sound, but his understanding 
of the philosophy, functions and objectives of social service, of which 
the worker is a representative, is erroneous.

It seems that even intelligent and intense efforts do not lastingly 
impress many hospital and clinic doctors with the professional prin
ciples of medical social service as a necessary supplement to the 
medical care of patients in poor circumstances.

What shall be done to have doctors understand and accept medical 
social service ? It is of some concern that even the distinctive and 
colorful smocks do not set social service workers apart from other 
clerical workers in the eyes and minds of doctors. Evidently some
thing more compelling than mere color is required to impress the 
doctor in the wards or clinics with the correct appreciation of medical 
social service. At least, he should be expected to regard social service 
as an aid in diagnosis and treatment, with no less confidence than his 
stethoscope or prescription blank. As one doctor said, “I have been 
working in the clinic for ten years, but it only occurred to me today 
that the social service worker had much to do with the speedy re
covery and avoidance of recurrence of disease.” This incident which 
moved him to regard past lack of appreciation of the medical social 
service worker was when a ward patient (a distant relative in whom 
he was especially interested) was sent to a convalescent home follow
ing a serious abdominal operation, and during the mother’s illness and 
convalescence her infant was provided with a home and fresh mother’s 
milk.

The hospital social worker rarely has her due; her work is fre
quently misunderstood and often confused. There are numerous
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examples in the daily run of a clinic or hospital ward rounds to 
support this contention. For much of this many hospital social 
workers have themselves to blame. They seem to carry on their work 
with an apologetic air instead of asserting their position and function, 
which very much like what the doctor desires, strive to bring about 
an early and lasting recovery of the patient and his comfort during 
illness.

Organized social service workers must insist on the proper recog
nition of the imminent role they play in medical service to the poor. 
They should propagate their cause and continuously acquaint and 
reacquaint doctors with the philosophy and practicability of social 
service as an indispensable aid to doctors and patients. This requires 
a steady and ever-continuing program of education and propaganda 
by way of lectures and literature to be placed close to the ear and 
under the eye of hospital and clinic physicians.

J. J. Golub, M.D.
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The Social Hygiene Association of New South Wales has an

nounced a Social Hygiene Congress to be held in Australia next 
Spring.

The Cincinnati Social Hygiene Society according to advices re
ceived from its office, is considering plans for establishing an agency 
comparable to the Institute of Family Relations of Los Angeles, 
California, and other family consultation services for the promotion 
of successful marriage and parenthood. Dr. W. S. Keller, President 
of the Cincinnati Society, has been studying the methods and results 
achieved by the Los Angeles Institute and other agencies in this 
country and abroad, and believes that a real service can be rendered 
to Cincinnati through a similar bureau.—Jour. Soc. Hygiene.

Miss Grace M. Clarke resigned her position as Secretary of the 
Convalescent Service, to accept the position of Executive Secretary of 
The Speedwell Society.

The Tuberculosis League of Pittsburgh is conducting a 2-year 
study of tuberculosis among Negroes.

Of the 24 children recommended for admission to the Maryland 
School for the Blind during 1928-1930, only 2 were victims of 
ophthalmia neonatorum. In 1905, 40 per cent, of the new admissions 
were cases of this unnecessary cause of blindness. O f the total en
rollment of blind pupils, in 1905, 27 per cent, were blind because of 
ophthalmia neonatorum, while in 1930 the schools had only 9 per 
cent, blind from this cause. Dr. James J. Carroll, ophthalmologist, 
concludes his report by pointing out that through the universal use of 
Crede prophylactic, this tragic cause of blindness may be eliminated 
almost entirely.—Sight-Saving Rev.

The New York City Department of Health maintains several 
tuberculosis consultation stations. The purpose of these stations is
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to make it possible for persons who cannot afford examination, X-ray 
and other expensive aids to diagnosis, to have expert examination 
and treatment. Physicians are urged to send such patients to stations 
and to take advantage of the diagnostic assistance offered.

According to an estimate prepared by the Welfare Council of 
New York City for the Coordinating Committee on Unemployment 
nearly one million family units in New York City are now affected 
by unemployment.

The New York School of Social Work will hold the 5th Institute 
for Institutional Personnel February 1 to 28, 1932.

The New York Tuberculosis and Health Association conducted an 
Extension Course on “The Current Significance of Tuberculosis as a 
Social Work Problem” during the month of November and December. 
The course was given in cooperation with the New York School of 
Social Work.

A weekly clinic for industrial workers engaged in work involving 
occupational disease hazards has been established in the hospital of 
the Medical College of the University of Illinois. The clinic is being 
conducted under supervision of the Illinois State Department of 
Health.

The California State Board of Health held an examination for 
public health nurses in May. One of the girls who received the 
highest grade in the written examination answered the question as to 
how medical social service differs from public health nursing as 
follows:

MEDICAL SOCIAL SERVICE
(1) Determines eligibility for care at public expense.

Cases may be referred to medical social worker from other 
social service worker or case worker.

(2) Assists patients to settle economic and family problems in 
order to enter hospital to receive proper care.
Helps patient in hospital by helping settle family and business 
affairs.

(3) Follows cases after patient goes home.
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Helps patient make adjustments to his health and limitations. 
May sometimes locate contacts or sources of infection of 
disease.

PUBLIC H EA LTH  NURSING
(1) Refers to clinic or hospital for care at public expense. 

Finds cases in field and persuades patient to apply for needed 
care.

(2) Almost no work done in hospitals now.
Prevention could be done—child welfare taught in maternity 
and pediatric wards.

(3) Makes home visits and helps patients in health problems. 
May do much to prevent a relapse and assist in normal re
covery.
Sees that doctor’s orders are being carried out.
May also advise economically and do same type of work done 
by medical social worker in mental hygiene and general advice. 
Watches contacts and helps prevent communicable disease.

—Amer. Jour. Pub. Health.

The Siamese Red Cross Society conducts an Anti-Leprosy Divi
sion for the purpose of diagnosing and treating insipient cases of 
leprosy as may be rendered non-infective. A Leper Clinic in Bangkok 
is also maintained; advanced cases are segregated and treated in the 
Leper Asylum near Bangkok.

The new unit for patients of moderate means of the Mount Sinai 
Hospital, New York City, was opened in November. The building 
was especially designed so that a system of group nursing could be 
installed thus reducing the cost of private nursing care. Attending 
physicians and surgeons voluntarily agreed to reduce their fees. The 
structure is 12 stories high and provides accommodation for 150 
patients who will enjoy the privilege of private hospital, medical and 
nursing care at a cost within their means.

According to report the Western Electric Company, Kearny, New 
Jersey, has adopted the policy of hiring when possible cripples or vo
cationally handicapped persons at the same rate of pay as other 
workers.
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Health News reports that another hospital, the Benedictine Hos

pital, Kingston, Ulster County, has adopted a special flat rate for 
maternity patients. A fee of $50 is charged for a ten-days' stay at the 
hospital. This fee includes hospital service, delivery room charges, 
care of baby, dressings and the service of the physician during clinic 
visits and confinement. This system was adopted in order to en
courage better prenatal care.

In an effort to eliminate all preventable accidents from a district 
embracing 150,000 population, including 33,000 school children, the 
Bellevue-Yorkville Health Demonstration conducted a vigorous safety 
campaign and designated the week ending November 25th as Child 
Safety Week. Posters and pamphlets giving simple safety rules for 
home and out-of-doors were distributed. The schools and members 
of both the traffic and patrol police force gave their full cooperation. 
As a result thousands of children had the importance of accident 
prevention impressed on their minds in the homes, in school and in the 
street.

The famous old Beaujou Hospital, Paris, France, is to be razed 
and a new $3,200,000 hospital will be erected on the old site.

A recent study of Japanese children and young adults who were 
born in the United States of Japanese parents and reared in this 
country, reveals that these people are from 2j4 to 4 inches taller, on 
the average, than native Japanese people of the same age and sex in 
Japan. The investigator, Dr. Ishiwara, attributes the difference to 
the fact that the parents were larger, on the average, than the natives 
who remained at home, and also to better nourishment, better under
standing of the laws of hygiene and sanitation on the part of young 
people in this country and to a good climate. The Japanese of this 
country are residents principally of the Pacific Coast.—Illinois Health 
Messenger.

A survey of 18 months of social service in the Lowell, Massachu
setts, venereal disease clinic shows that during this time 83 sources of 
infection of gonorrhea and syphilis were examined, as compared to 9 
examined in the previous 6 months. Several cases are reported which 
show the importance of search for the source of infection in the
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original patient. In one case 3 other cases of syphilis and 4 of 
gonorrhea were discovered by tracing the source of infection.

Social service in the Lowell venereal clinic, which was established 
in December, 1919, has accomplished the following:

Increased the number of patients regularly under treatment 
for gonorrhea, especially among women.

Doubled the number of new admissions for syphilis.
Returned a large number of old cases of syphilis to the cilinc 

for needed further treatment or observation.
Maintained the high average of visits per patient in the face 

of increased clinic registration.
Attained the reduction to an almost irreducible minimum of 

lapsed cases not actually returned to treatment somewhere.
Secured the almost immediate return to treatment of 96 per 

cent, of lapsing cases of gonorrhea and 98 per cent, of lapsing 
cases of syphilis.

Secured the examination of 66 per cent, of the relatives and 
contacts of patients with gonorrhea requiring examination, and 
58.5 per cent, of those of patients with syphilis.

Secured the examination of 68 per cent, of the identified 
sources of infection of gonorrhea and 74 per cent, of the identi
fied sources of infection of syphilis.

Accounted for 33 per cent, of all the new admissions to the 
clinic in the first year of social service.

Secured the increased cooperation of the social agencies in 
referring cases to the clinic.—Jour. Sac. Hyg.

The Sisters of the Poor of St. Francis, New York City, have 
planned a campaign to raise $1,000,000 to build a hospital for chronic 
cases.

Dr. C. C. Burlingame, Director of the Howard Retreat, has 
announced the establishment of a school of nursing at the Neu
ropsychiatric Institute and Hospital.

The Statistical Bulletin of the Metropolitan Life Insurance Com
pany reports that indications are that the death rate for policy
holders in the United States and Canada for the year 1931 will be the 
lowest ever recorded. Deaths from tuberculosis declined 7^4 per 
cent.; diphtheria dropped to a new minimum 3.9 per 100,000, a decline
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of 34 per cent, in a single year; typhoid fever, diarrheal complaints 
and puerperal conditions show an improvement; the mortality from 
heart disease shows a slight increase; deaths from pneumonia show no 
increase. The diseases which show important increases in mortality 
during the January-September period are influenza, cancer, diabetes 
and poliomyelitis. The mortality record for cancer is the most un
favorable; the mortality from diabetes has increased nearly 12 per 
cent, as compared with corresponding period of 1930.

The school system of Rochester, N. Y., provides for its handi
capped children in many different ways, which are described in a re
cent issue of School Life. These include special and ungraded classes 
and pre-vocational training for children who are seriously retarded 
mentally, a class for adolescent boys who are behavior problems, and 
instruction for delinquent children temporarily detained in the city 
shelter conducted by the Society for the Prevention of Cruelty to 
Children. An orthopedic school is well equipped for giving the 
crippled pupils corrective treatment. The Rochester School System 
has the distinction of having organized the first troops of crippled 
boy and girl scouts. A camp on the lake is in charge of a physio
therapist and two teachers give crippled children a combined home and 
school for nine summer weeks, and an open-air school is conducted 
during eight summer weeks. At the children’s hospital and the sani
tarium for the tuberculous teachers are furnished for children who are 
in condition to receive instruction. The children in the sanitarium 
who have been removed for preventive purposes from homes in which 
a member has tuberculosis attend the regular schools. Sight-saving 
and hard-of-hearing classes, individual instruction for stutterers by a 
speech teacher, and special work with non-English-speaking children 
are among the other special school activities.— U. S. Children's 
Bureau, Washington, D. C.

A study of eye defects in pre-school children is being made by the 
American Foundation for the Blind.

Chicago, 111., is conducting an extensive campaign against diph
theria.

The Ballard School, Central Branch of the Y. W. C. A., is con
ducting a course of lectures and demonstrations in First Aid. Fee $15.
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The Gold Dust Corporation has granted the use of a building on 

Corlears Street, New York City, to the Salvation Army for a 
temporary headquarters for homeless men. The building will 
accommodate 2,000 men.

The New York City Health Department has issued a series of 
illustrated booklets on the health of infants and children. These 
booklets are free for distribution.

Mr. Gandhi has signed the Declaration of Geneva. In doing so, 
he has not only formally identified himself with a cause which is in 
harmony at many points with his own philosophy, but he has joined 
a notable company of leaders of men who have already signified their 
adhesion to the principles of this Declaration of the Rights of the 
Child. Mr. Gandhi stands as the representative of the masses of the 
Indian people and more particularly of the depressed classes: just a 
year ago the Declaration was signed by an Indian ruling prince—the 
Maharajah of Bikaner—as chief representative of his country at the 
Imperial Conference. Is it too much to hope that, considered to
gether, these signatures may be taken as symbolical of the determi
nation of a united India, whatever changes may be in store for her, 
to place the welfare of her children in the forefront of her national 
policy.— World’s Children, England.

BOOK REVIEW
The Psychology of Sex. By Erwin Wexberg, M.D. Translated 

by W. Beran Wolfe, M.D. New York: Farrar & Rinehart, 1931. 
215 pp. Price $2.50.

In the words of the translator, “to the college man and woman 
who meets the problems of sexual adjustment for the first time, these 
outlines of sexual conduct should be an invaluable guide. To the 
parent who needs to clarify his own mind before imparting sex 
knowledge, as well as to the teacher who is constantly faced with the 
task of repairing the damage already done in the home, this common 
sense treatise should be especially useful.” The book is a frank 
pushing of the Adlerian psychology into the field of sex; to wit, 
everyone carries in himself the germ of insecurity which drives him
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to seek significance through recognition of his fellows. On this 
hypothesis he traces clearly why love has become the premise of suc
cessful sexual contact because it proceeds from the first satisfaction at 
finding favor in another’s eyes through the tender expressions each 
to the other, on to the mutual surrender joyously given and gratefully 
received.

He recognizes sex as a group of physiological functions and ten
dencies more or less directly related to bi-sexual reproduction but in
sists that because it is so important a school for the development of 
the individual’s social activities, man can no longer allow primitive 
biological patterns to dominate his sexual life.

With this thesis in mind, a chapter on sexuality is given to show 
that the motives for man’s sexual behavior must be sought in his 
individual goal in life which reaches far beyond the bounds of sex. 
He who recognizes sexuality for what it is—"a useful mechanism to 
bring enjoyment and happiness as often and insofar as it is necessary 
or desirable will find little occasion to do battle with it.” His treat
ment of the pleasure premium in sex relations indicates that the most 
popular goals in the consciousness of man are pleasure and power. 
The mechanism of sex pleasure exists primarily to secure the repro
duction of the species which is of indifferent interest to man. His 
desire to project his own personality to his children and through them 
to attain immortality, (evidence of his striving for recognition) is a 
strong reinforcement and increases what is termed “forepleasure” as 
a drive toward sex union.

Under “Sex and Character,” he holds a brief for women whose 
“typically feminine” dispositions he feels is largely determined by 
male dominence and the inferiorities thus developed. In like manner 
the “he man” is evolved from an over-emphasis on the masculine 
pattern—over-compensation—based on a sense of inferiority born of 
fear. These behavior patterns thus disclose various paths to the same 
goal. The increasing economic independence of women bids fair to 
adjust this difficulty and be a benefit to both sexes.

The chapter on “Conflict and Perversion” is a very sympathetic 
treatment of masturbation, homosexuality and certain difficulties evi
dent in marriage with constructive interpretation. He finds in all of 
them more evidence of psychic than pure physical trauma and traces 
their causes to lack of social adjustment through feelings of inade
quacy and again stresses his point that because successful sex expres
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sion requires mutuality our greatest social disasters occur in this 
realm.

When he raises the question of what to teach the young he sums 
it up in the terse statements: “Let us awaken the erotic conscience of 
our children in the direction of using their sexual pleasure not as a 
goal in itself but as a means to the attainment of proper relationships 
to the other sex.” “The correct sexual behavior is that which furthers 
the commonweal.” “Each is responsible for own commissions and 
omissions in the sense that they must be logically justifiable to him. 
We can calmly trust the consequences once an individual has ac
quired insight into his acts. He who exaggerates the value of sex
uality denies its reality when he surrenders to it. That man or 
woman who wishes to suppress his or her sexuality indicates by his 
or her action that he or she is afraid of it and over-values it. Sexual 
happiness lies in the naive enjoyment of the senses which a human 
being, conscious of his responsibilities and entirely unhampered by 
the bad conscience of eternal combat, is capable of experiencing.”

In view of the much discussed questions of premarital relationships 
and practices I especially commend for thoughtful consideration the 
sections on love (with a treatment of “petting”) homosexuality, im
potence, and frigidity and the value of its arguments will depend on 
one’s acceptance of the validity of the theory.

The book is an avowed pronouncement of a theory. It is in part 
somewhat technical yet helped by smooth translation. It is very 
readable, without one offensive note and much illuminating discussion.

E dith H ale S wift, M.D.

The Prevention of Disease in the Community. By Curtis M. 
Hilliard. New Y ork: McGraw-Hill Book Co., 1931. 193 pp.

There is a growing conviction that a college education is incom
plete unless the student receives a working knowledge of personal and 
community hygiene. This is a salutary attitude because the college- 
trained individual is most often the community leader. When he is 
fortified with sanitary knowledge, he will be interested in the promo
tion of the public health and his supplementary understanding of the 
principles of personal hygiene will help to keep him healthy so that 
his public interest may be exercised in an efficient manner.

Professor Hilliard’s little book is designed as a college text on 
community health. The author presents in simple language a concise
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review of such topics as bacteriology, infection and immunity, the 
sources and modes of infection, the prevention of diseases by contact, 
waste disposal, the sanitation of water and food, insects and disease, 
and organization of public health activities.

Although primarily a student’s textbook, this little volume will 
serve as a suitable introduction to the study of public health by nurses 
and social workers, to whom knowledge is power in their dealings with 
preventable sickness.

James A. T obey, D r. P.H.

Communicable Disease Control. The Report of the Committee 
on Communicable Disease Control. George H. Bigelow, M.D., Chair
man. White House Conference on Child Health and Protection. 
New York: The Century Co., 1931. 243 pp. Price $2.25.

This book is the last word on scientific procedures for the control 
of the communicable diseases. It was prepared under the auspices of 
a distinguished committee of physicians and sanitarians for presenta
tion at the notable White House Conference on Child Health and 
Protection, held in Washington, D. C., in November, 1930.

Among the subjects discussed in this valuable report are factors 
in the control of the communicable diseases, their prevalence and 
mortality rates among children, their general trends, and procedures 
for the control of individual diseases. Under each malady are given 
such significant data as the cause, diagnostic criteria, mode of trans
mission, incubation period, administrative measures, and other perti
nent facts.

This book will be indispensable to any person who is concerned in 
any way with the prevention and control of infectious, contagious, and 
communicable diseases. The economic and social losses caused by 
these scourges are so tremendous that every effort must be made to 
reduce them to the irreducible minimum. In that worthy endeavor, 
the reliable information in this excellently printed book will be of 
inestimable value to all sanitarians, and through them to the general 
public.

James A. T obey, Dr. P.H.
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“Heart Disease, Prevention and After-Care.” I. C. Riggin. 
Illinois Med. Jour., 1931; LX, 219.

Heart disease ranks first in the list of causes of death and for 
every death from heart disease that occurs during a year there are 
probably 10 persons living impaired and deficient lives because of the 
breakdown of the heart function. Heart disease is generally regarded 
as a disease of middle-age and old-age but while most of the deaths 
recorded occur after 50 years of age heart disease is just as important 
in the early years of life as many of the diseases commonly associated 
with childhood and youth. The knowledge of these facts presents a 
serious community problem. A large group of heart defects may be 
classified as those caused by the degenerative diseases in middle-life. 
Approximately 40 per cent, of all cases are of this type. The etiologi
cal factor of 10 per cent, of heart disease is syphilis. Statistics fur
nished by the American Heart Association show that approximately 
7 out of every 1,000 school children have some heart defect which 
impairs their general health and between the ages of 10 and 14, heart 
disease is the greatest cause of death. By some observers it has been 
conservatively estimated that 25 per cent, of all heart disease is due 
to rheumatic infection and that 75 per cent, of heart disease occurring 
in children under 10 years of age is rheumatic, while only 10 to 15 
per cent, of rheumatic heart disease occurs in persons over 40 years 
of age. Rheumatic infection is seldom found in children under 3 
years of age, and is rare under 4 years. The maximum incidence is 
found between 7 and 9 years of age and is more common among girls 
than boys. There is apparently little difference as to race suscepti
bility ; it is thought by some that heredity plays an important role but 
with a disease of such wide prevalence it is entirely possible that 
several members of a family might be affected without the factor of 
heredity being considered. Climate and unhygenic living are con
tributing factors. It is conceded that rheumatism is an infective 
condition. St. Lawrence made a study of the incidence of rheumatism 
and tuberculosis in a group of families. In 100 families in which at 
least one member suffered from acute rheumatism he found the per
centage of cases of actual rheumatism among exposed persons to be 
14.8; a similar investigation in regard to tuberculosis revealed the per
centage of actual cases among persons exposed to be 14.6. St. Law
rence points out that “it is difficult to evade the proposition that
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rheumatic disease, and therefore cardiac disease, is communicable to 
a degree not generally imagined.” St. Lawrence observed 65 children 
who had manifestations of rheumatic heart disease elsewhere than in 
the heart. These potential cardiac cases were kept under observation 
for 4Yz years; 25 per cent, developed a cardiac lesion of some kind; 
the remaining 75 per cent, he regards as certain to develop cardiac 
lesions as many of the children had severe recurrence of rheumatic 
fevor or chorea. Rheumatic heart disease in its active stage manifests 
itself as carditis; pancarditis occurs frequently; myocarditis occurs in 
every case of rheumatic heart disease; endocardial involvment shows 
itself in the active stage of rheumatic heart disease as acute endocar
ditis and valvulitis. Rheumatic heart disease is generally a chronic 
disease running an extremely variable course. Early recognition of 
rheumatic heart disease in children is of the utmost importance. As 
the germ or germs causing rheumatism are not known preventive 
measures are important. All foci of infection should be removed and 
proper care and rest prescribed where infection seems evident. Po
tential cases should be under constant medical supervision. Each 
cardiac patient presents an individual problem. With adults the 
question of occupation enters. It is important that patients be given 
individual study and direction according to their reaction to diagnosis. 
Rehabilitation presents many economic and social problems and 
social work is of vast importance in assisting the patient to adjust 
himself, and to the physician who must have an intimate knowledge 
of home conditions. This interesting comparatively short article is a 
complete guide for those dealing with the problem of prevention, 
after-care and social adjustment of cardiac care.

“Occupational Therapy. The Science of Prescribed Work for 
Invalids.” T. B. Kidner. Nosokomeion, 1930 ; 265.

Principles formulated by the American Occupational Therapy 
Association a re :

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

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

3. In applying occupational therapy, system and precision are as 
important as in other forms of treatment.
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4. The treatment should be prescribed and administered under 

constant medical advice and supervision and correlated with 
the other treatment of the patient.

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

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

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

8. As the patient’s strength and capability increase, the type and 
extent of occupation should be regulated and graded accord
ingly.

9. The only reliable measure of the treatment is the effect on the 
patient.

10. Inferior workmanship, or employment in an occupation which 
would be trivial for the healthy, may be attended with the 
greatest benefit to the sick or injured, but standards worthy of 
entirely normal persons must be maintained for proper mental 
stimulation.

11. The production of a well made, useful, and attractive aricle, 
or the accomplishment of a useful task, requires healthy exer
cise of mind and body, gives the greatest satisfaction, and thus 
produces the most beneficial effects.

12. Novelty, variety, individuality, and utility of the products en
hance the value of an occupation as a treatment measure.

13. Quality, quantity, and saleability of the products may prove 
beneficial by satisfying and stimulating the patient, but should 
never be permitted to obscure the main purpose.

14. Good craftsmanship and ability to instruct are essential quali
fications in the occupational therapist; understanding, sincere 
interest in the patient, and an optimistic, cheerful outlook and 
manner are equally essential.

15. Physical exercise, games and music are useful forms of occu
pational therapy, and fall under two broad heads:

A. Gymnastics and callisthenics that are given for their value in a 
patient’s physical re-education, or in habit training in mental 
hospitals.

B. Recreation and play activities, such as music, games, folk

i
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dancing, etc., which are provided because of their general and 
social value for the patients.

The author qualifies each principle and gives a lucid and inspiring 
analysis of the theory of occupational therapy, the application and 
curative value in the treatment of mental and physical disorders. 
Special emphasis is laid on the importance of adequate training for 
the work. Administrators, physicians, nurses, social workers, in fact 
anyone who has to do with the mentally or physically handicapped 
should read this illuminating article. One is impressed by the fact 
that the author never loses sight of the spiritual value of occupational 
therapy.

“Public Health and Chronic Disease.” H. L. Lombard. Tr. Nurse 
and Hosp. Rev., 1931; XXXVII, 602.

The ideas and phraseology of the author’s quotation from a report 
of the Massachusetts Sanitary Commission published in 1850 are 
singularly like health advice given out by health authorities today. 
The passing years have wrought changes in living conditions. Vital 
statistics also show marked changes. Causes of death have changed, 
chronic degenerative diseases have steadly increased. Cancer, 
nephritis, heart disease and arteriosclerosis some 50 years ago caused 
1/3 of the deaths, today these diseases cause 2/3 of all deaths. Massa
chusetts has made an intensive study of the chronic disease question 
and the findings are enlightening. One-fourth of the individuals in 
Massachusetts over 40 years of age have some form of chronic 
sickness. The development of public health originating with the 
idea of prevention, has enlarged itself to include cure, just as 
medicine, beginning with cure includes preventive medicine. The 
forces of medicine and public health cannot be separated, cure and 
prevention merge and cannot be considered as two separate dis
articulated forces. The author considers the degenerative diseases 
a grave public health problem and stresses the importnace of 
cooperation between the medical profession and public health workers. 
Much can be done by educating the public in preventive measures and 
by emphasizing this the advantages of seeking medical care before 
illness incapacitates.
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“Rheumatic Infection in Childhood.” H. W. Elghammer. III. 

Med. Jour., 1931; LX, 133.
Rheumatic infection in childhood must be considered and defined 

as a general systemic infectious disease. Heart disease occupies the 
first place among the causes of death. Most cases of heart disease 
among young adults can be traced to infections in childhood. Among 
other predisposing causes climate seems to have a decided influence 
upon the incidence of rheumatic infection. Bellevue Hospital, New 
York, reports 43 per cent, of rheumatic manifestations occur during 
spring and early summer. The highest incidence in London, England, 
was found in late summer and fall. These periods correspond to the 
most changeable and damp seasons of the respective countries. 
Rheumatism is a disease of early life; 67 per cent, of rheumatic 
diseases in children occur between the ages of 5 and 9 years. Sta
tistics and clinical experience clearly point to a marked family 
tendency. Children brought in close contact with rheumatically 
infected patients frequently develop various forms of rheumatic 
disease. This would suggest the possibility of contagion. Repeated 
tonsillar and adenoid infection, dental caries and sinus infection are 
regarded as causes of rheumatism. Recognition of these conditions 
with medical and surgical treatment has done much to prevent and 
lessen the incidence of rheumatic infection, but by no means has the 
problem been solved. To intelligently cope with rheumatic infections 
careful study of all possible foci of infection is necessary. By re
search and careful clinical observation the pre-rheumatic condition 
of the child must be recognized. One of the early systems of rheu
matic infection is fatigue. Tiredness is always a serious symptom in 
a child. It should put the physician on guard. Crankiness, the result 
of fatigue is mistaken frequently for bad manners. Pallor, not a true 
anemia; hemoglobin may be normal but a marked paleness to the face 
may mean a toxic vasomotor phenomenon. Stationary or actual loss 
of weight may also indicate infection. There is a great similarity 
between the early symptoms of rheumatic infections and tuberculosis. 
Physical examination, the X-ray and the tuberculin test will establish 
the differential diagnosis. The heart may become involved early, 
late or at any stage of generalized infection. Carditis in children is 
not ushered in dramatically; its onset is most insidious and only by 
careful routine and repeated examinations is its early detection possi
ble. The symptoms of early carditis are those of the pre-rheumatic
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state together with a high pulse rate, temperature variations becoming 
more marked, exhaustion after moderate work, shortness of breath, 
various fleeting pains, vague abdominal pains. The physical findings 
in regard to the heart also are vague. The electrocardiograph gives 
valuable aid in making a diagnosis. Careful attention must be given 
to all foci of infection; the finding of one focus should not prevent 
further search as there may exist a combination of several foci. In 
rheumatic infection in a child the focus or foci of which has been 
determined the general state of the patient must be considered. The 
most careful medical supervision should be given these children before 
and after surgical interference. The physician should outline a 
schedule for diet, rest, sleep and general hygenic living and both the 
child and his parents must be made to realize the importance of this 
schedule. In the case of early cases of carditis rest and time are the 
most important factors; drugs are only complements to the treatment. 
The physician must explain to the parents that carditis is not a com
plication of rheumatic infection, but only one phase or one of the 
various organs or tissues affected by this systemic, all-invading infec
tion. The author makes the following summary: 1. Rheumatic
infection in childhood is a systemic infectious disease, the etiology of 
which is not clearly understood at the present time. 2. This disease 
complex has a symptomatology differing vastly from that of rheu
matism in the adult. 3. The importance of recognizing this disease 
early, particularly during the pre-rheumatic state. 4. Attention and 
interest should be focused on the general supportive treatment rather 
than trusting to produce a cure by surgical means atone. 5. Carditis 
is common in childhood. If recognized early and treated according 
to a rigid scheme of management, gratifying results are obtained and 
many patients saved from becoming permanent invalids.
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