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Director for Medical Services, Julius Rosenwald Fund Chicago, III.
Doctor McCord told a story at a meeting this afternoon which I 

shall venture to repeat. He said that in Georgia a man was driving 
an automobile and came to a bridge. Just in front of him on the 
bridge was a man leading a small calf. When the calf saw the auto 
he balked. The man tried to move him but did not succeed, and so 
he called out to the fellow in the automobile: “Say Mister, maybe if 
you would blow your horn a bit it would help move this animal ?” 
So the man gave a great toot and the calf was so frightened it jumped 
over the bridge railing into the river and was drowned. Its owner 
said, “Well, you did what I asked you to do, so I can’t blame you, 
but don’t you think that was a mighty big toot for such a little calf ?” 
As Dr. Cabot knows, I learned long ago when to take him seriously 
and when to make a discount.

The costs of medical care have involved so much controversy that 
in approaching the subject I ought to be in the position of an acrobat 
who is able to be on both sides of a fence at once. It is important 
that although you be on either side of the fence you should never be 
on it, for if the people on either side catch you there, you will find 
yourself riding on a rail.

What is this fence? Fences divide things. This fence divides 
two sides of the problem of medical care, those who furnish it from 
those who consume it. The producers of medical care are not merely 
the physicians, but include also the dentists, the hospital administra
tors, the druggists, the patent medicine people, the quacks, sectarians 
and healers of various brands, the nurses and the medical social 
workers, the mid-wives and others. The producers of medical serv
ice and the consumers look at one another through this fence. It is
* Read before the Fifty-Eighth Annual Meeting of the National Conferenceof Social Work, Minneapolis, Minn., June 1931.
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106 Cost of Medical Care
important to get the two points of view—that of the producer on the 
one side and that of the consumer on the other, to gain a balanced 
understanding of this complex problem.

Among the millions of people who purchase medical service, there 
is wide divergence of income and the unhappy circumstance that the 
most expensive diseases do not, in this poorly ordered world, descend 
upon those with the fattest purses. A gall bladder operation may 
befall a wage-earner as well as a millionaire and a difficult obstetrical 
case the wife of either. Among the thousands of persons who fur
nish medical service, unevenness of income exists also. One doctor 
works long and inconvenient hours to eke out a net income of three 
thousand dollars a year, while another, in the same city, earns 
fifteen times as much from an apparently less onerous practice. 
The viewpoints of the producers and the consumers of medical care 
perhaps differ no more widely than those of the sellers and buyers 
of more material commodities.

Both look at the same fence, but they may see it differently, espe
cially if they have red in their eyes.

Many physicians say that medical costs are not high in comparison 
with the total expenditures of the average American family. They 
say, and it is true, that of some ninety billion dollars annual income 
which people of the United States have—or did have until recently— 
only about three billion dollars goes for all forms of the care and 
prevention of sickness, or about three per cent. This is true, and is a 
fair counter statement to the declaration that medical costs are 
“high.” The producers of medical service point out that the physician 
is not responsible for more than a small fraction of the direct outlay 
for sickness. Only about twenty-five per cent, of the three billion 
dollars goes directly to physicians and about as much more to the 
hospitals. Physicians also state that the public could pay much more 
for medical service if it would. They say that a great deal of money 
is spent by the public for luxuries which could easily and might 
well be diverted to the care of health. Some of these points are 
vitally important, all of them rest upon a body of facts, but some 
interpretation is needed to determine what weight is to be placed 
upon them.

Patients complain that hospital and doctor bills are high, but doc
tors state that some of these bills are not paid at all and many only in 
part, and that slowly. Charity from physicians is accepted by many 
persons who would scorn gifts of money or food and seems to be
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expected almost as a matter of right by a prevalent sentiment in the 
community. A growing unrest among physicians, however, sug
gests that social conditions have greatly changed since this chari
table tradition became prevalent. The public seems to expect medical 
charity for those who need it, but doctors fairly ask, “Who are those 
who need it?” If the answer be, “Those who are not able to pay 
a private doctor,” difference of opinion may then arise about who is 
“able to pay.”

The growth of hospitals and clinics has raised this question in 
acute form and behind this issue is the larger question of the general 
adjustment of sickness costs to sick people’s incomes or to community 
resources. It is not generally appreciated that this adjustment now 
takes place in a large variety of ways. Payment for certain types 
of medical service, for example, is now distributed over the whole 
public through taxation. Such is the case in the care of nearly all 
smallpox and of most mental disease, much of the care of tubercu
losis and nearly all organized preventive work.

The individual’s traditional responsibility for meeting his own 
sickness costs has also been modified in the case of hospitals. Sixty 
years ago the United States had barely one hospital bed for every 
1,500 of the population. Today there is one bed for every 140 peo
ple. The capital invested in land, buildings, equipment and endow
ment of hospitals now exceeds three and a half billion dollars, and 
over nine tenths of this has been furnished by the public as a gift 
without expectation of any business return on the investment. Even 
the well-to-do patient in the private room of a hospital generally 
does not pay and is not expected to pay the capital charges on the 
investment which he utilizes during his illness.

Still another form of adjustment of sickness costs to sick people’s 
income appears in methods of group payment. This, in the form of 
insurance, is the prevailing method throughout Europe, and is found 
to a small but increasing extent in this country, as among the em
ployees of some industrial establishments, and the members of a few 
trade union groups. Through legislation which began only in 1911 
and now covers nearly all of our states, the care of industrial acci
dents has been provided for almost entirely through a form of in
surance and is no longer paid for directly by the injured person.

In the vast field of general medical, surgical, dental and nursing 
service, most individuals remain responsible for meeting sickness 
costs for themselves and their dependants. But these services, both
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in private practice and in institutions, have become highly varied, 
specialized and complex. An almost equally complicated series of rates 
for services has appeared, and in two forms. In  the first place, there 
appear widely varying rates for nominally similar services. Hos
pitals and recently out-patient clinics are furnishing care at graded 
rates, like hotels or theatres, with the difference that the lower rates 
in these institutions are regarded as “charity” or “part-charity” and 
not as merely a lower payment for less desirable accommodations or 
service. A fashionable surgeon in a metropolis may charge $1,000 
or more for an operation which a surgeon working among another 
clientele in the same city would customarily perform for $200. A 
general physical examination in one physician’s office may be 
normally priced at $5 and in another’s at $25. In a middle western 
town of 15,000 people the prevailing rate for taking out an appendix 
is from $100 to $150, the usual charge for an office call is $1, and for 
the delivery of a baby, $35. The same rates may also be found in 
large cities, but not from the best known physicians. These varia
tions may merely reflect the general divergences in scale of living 
among communities or of different social groups. Montague Glass 
appreciated this when he made his mouth-piece, Morris, declare:

“I ’m just a plain garment manufacturer and don’t know more 
about averages than what I learned twenty- five years ago in the Allen 
Street Night School, y’understand, but if we take the family of a millionaire which spends $20,000 for operations by high priced special
ists during the appendicitis year 1927-28, and average it with the 19 families of 19 Italian laborers which spend a total of 20 cents 
for bi-carbonate of soda, during the appendicitis year 1927-28, we get the sum of $1,001 per family.

“But on the other hand, Abe,” Morris continued, “you and me know that if a member of an Italian laborer’s family gets appendicitis, nothing is spent on it except the funeral expenses, and in the Italian 
colony around Mulberry Street the expenses come under the head of amusements and not diseases.”

In the second place, there appears an actual adjustment of rates 
to individual patients. This may be designated as case adjustment. 
It takes place when the physician or the hospital administrator adjusts 
the “usual rate” for a certain service to the request or needs of the 
individual client. In common parlance this may be called the sliding 
scale.

Now it is quite a significant fact that whereas the existence of 
various price levels for similar forms of medical service is regarded
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as purely a business matter, case adjustment is considered to involve 
the element of charity. It is charity in relative terms.

Patients, doctors, hospitals and the general public all agree on 
one thing at least concerning the cost of medical care, namely, that 
“something should be done about it.” But what shall be done ? The 
producers of medical service, or some of them, have proposed a 
remedy.

Dr. Wingate M. Johnson, an esteemed practitioner of North 
Carolina, expresses the views of many other professional men in his 
article in the Atlantic Monthly for March, 1931. The indigent who 
can pay nothing must be furnished medical care, but let this care be 
paid for by the public treasury or by private philanthropy. Let those 
who are not indigent pay; and let them pay in proportion to their 
means. Let them seek and cleave to a family doctor, receive service 
from hospitals and specialists only through him, and let them depend 
upon their family doctor to fix rates which will be fair and reason
able in accordance with their paying ability. In a word, let the 
indigent be provided medical care through public or private charity 
and let all the rest of the people be cared for under the sliding scale 
administered by physicians, or by hospitals under physicians’ di
rection. The consumer is to trust the producer to fix both the quality 
and the price of the service. In the case of medical care, this may 
imply placing in the family physician’s hands both one’s life and 
one’s pocketbook. Many patients have done this very thing and not 
suffered thereby. But will the program bear general application ?

Dr. Johnson’s panacea fails to take into account certain important, 
bodies of facts. For example, he assumes that the indigent are to be 
cared for by charity. But who are the indigent? Estimates made in 
1929 in New York City indicated that out of a population of six mil
lion there were about 150,000 persons who were receiving aid outside 
of institutions from the chief organized charitable agencies. This 
group was not merely “poor” ; they had been investigated by responsi
ble charitable organizations and were known to be poor. They were 
the “certified” poor. Under Dr. Johnson’s program, they would 
probably be called the worthy indigent. Under Dr. Johnson’s pro
gram, these are the only ones to receive medical services free, if we 
take a strict definition of his terms.

As a matter of fact, the great proportion of the population of the 
United States are not indigent, nor poor in the proper sense of the 
word; they are self-supporting in normal times. This is illustrated by
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the fact that during the same year, 1929, it is estimated that approxi
mately one million people in New York City received some medical 
attention in clinics, and there were undoubtedly several hundred thou
sand persons besides who were furnished free physicians’ services 
and free or nearly free care in hospitals. This merely demon
strates the oft-repeated truth that whereas only a very small pro
portion of the people in American cities do not meet their regularly 
recurring expenditures for food, shelter, clothing and ordinary in
cidentals, there is a much larger proportion who do not carry the 
expense of the unusual and unpredictable event of illness, particularly 
those forms of illness which require care by specialists or in hospitals. 
It may be mentioned also that in New York City the Academy of 
Medicine estimated that 80 per cent, of the patients cared for in clinics 
received service in a specialty.

In other words, what Dr. Johnson’s panacea really proposes is 
that that great mass of the population who are normally self-sup
porting and self-respecting but whose incomes are only slightly above 
the minimum level of self-support are to have no recourse in sick
ness except to the personal charity of a professional man. Such an 
alternative will never be acceptable to the American population. The 
fact that professional charity may be generously and even gladly 
given is beside the point. The medical service of a people cannot 
rest upon a pavement of good intentions.

Dr. Johnson’s panacea furthermore fails to take into consideration 
a fact which is the most fundamental fact in all the economics of 
sickness, namely, that it is the unevenness of the burden of sickness, 
not its total amount, which creates most of our present financial prob
lems.

The incidence of sickness is uncertain. One cannot tell when it 
will occur or whether it will occur within a given year or at all. The 
expense of caring for “an illness” depends on the nature and duration 
of the illness and varies very widely indeed from a few dollars to a 
thousand dollars or more, omitting luxury levels. Because of its un
certainty, the burden of sickness, assuming that it does occur, cannot 
be estimated in advance. Because of these characteristics the incidence 
of the costs of sickness are highly uneven. More than half of the 
total annual expense for the care of illness in the United States falls 
on about one sixth of the population. In any given year, 15 to 20 
per cent, of all families face high cost sickness. No one can tell in 
advance whether this burden will fall upon his particular family.
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In the preliminary report on the sickness outlay of 4560 families 

by the Committee on the Costs of Medical Care, the following facts 
were found, and these only confirm what has previously been ascer
tained in studies in 1918 by the U. S. Bureau of Labor Statistics; 
in the extensive investigation of sickness in Hagerstown, Maryland, 
by the U. S. Public Health Service; and in numerous smaller invest
igations. This study showed in the first place that the sickness ex
penditure grew along with the family income. Families with less than 
$2,000 a year spent on an average $71.48, while those with incomes of 
$5,000 or more spent more than four times as much. Of the families 
whose incomes were less than $2,000, 19 per cent, had to bear nearly 
two thirds of the sickness expense during the year studied.

In the second place, the study demonstrated that the burdens of 
sickness fall very unevenly. Thirty-one per cent, of the families with 
incomes between $2,000 and $3,000 carried three fourths of the illness 
expense. Forty-four per cent, of these with incomes from $3,000 to 
$5,000 carried 85 per cent, of the expense. A little over a third of the 
families in the top group, those with incomes of $5,000 or more, car
ried 81 per cent.

The contrast between the incidence of sickness and that of such 
regularly recurring expenditures as food and rent is obvious. Most 
of the other items in the wage-earner’s budget are of the order of 
necessities or minimum comforts and are recurrent, though not at 
fixed regular intervals such as expenditures for clothing, fuel, recrea
tion. But what about expenditures for automobiles or radios, silk 
stockings, candy or cigars, items which may appear in the budgets 
of some wage earners and which occur frequently in those of the 
“middle class.” During our prosperous period it was estimated that 
the current expenditures of the people of the United States for candy 
were a billion dollars a year; for automobiles two billions; for tobacco 
and its accessories, an equal amount; for gasoline for pleasure vehicles, 
one and a half billion; for jewelry, half a billion: making a total of 
some seven billion annually for these engrossing elements of twentieth 
century civilization. This amount constituted about eight per cent, of 
the national income during our most “prosperous” recent year and is 
more than twice the total annual outlay for doctors, hospitals, den
tists, medicines, nurses, preventive work and all other forms and 
agents of health service. These comforts or luxuries are purchased 
as a result of a conscious decision to spend available funds for such 
purposes. Would it not be wiser, or is there not a moral obligation,

M. M. Davis
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to suppress or reduce such expenditures in favor of paying sickness 
bills or of putting aside money to provide against the day of sickness ?

This, and all other moral questions connected with this subject 
are hereby referred to the President of this Conference, with the 
request that he deal with them finally in his next encyclical. For me 
it is only necessary to indicate that expenditures for items which may 
be called comforts or luxuries can be planned in advance and that 
their amount can be definitely foreseen. Apart from the human appeal 
of comforts or luxuries and the incentives for their purchase fur
nished by modern advertising, these expenditures differ from sick
ness bills because the latter cannot be planned for and because their 
amounts are not definable in advance. It is uncertain whether sickness 
will occur at all. I t is equally uncertain whether the expenditure re
quired, if it does occur, will be inconsiderable, will be reasonably with
in the family’s ordinary means, or will be far beyond this limit. The 
economic conditions which thus apply to sickness bills are applicable to 
no other elements in the family budget.

At this point, I am impelled to digress for a moment in order to 
name, in a subdued voice, a sin which a few social scientists and a 
number of social workers have committed, because of failure to 
recognize the unevenness and unforeseeability of the costs of sick
ness. I refer to the habit of including an annual allowance for sick
ness in family budgets. Budgets have been prepared for various 
purposes, some for guiding other people in spending their money; 
some for wage determinations; others for displaying how the Amer
ican standard of living has been boosted by the political party in 
power or how it has been nearly destroyed by the same authority. 
I have collected some 20 budget studies, mostly made since the war, 
by different organizations, some governmental, some industrial, some 
university and some social agencies. Minimum wage boards which 
exist in certain states and which have authority to fix minimum wages 
for women in certain occupations, have, for example in Massachusetts 
in 1925, allowed $16.12 per year for a year’s care of sickness in the 
budget of a single wage earner employed in the stationery business, 
or $20.80 for one in millinery. The United States Bureau of Labor 
Statistics allowed $80 for the annual sickness allowance of a wage 
earner’s family in 1919. The National Industrial Conference Board 
in the same year allowed $31.20 in a budget for wage earners’ families 
in Fall River, Massachusetts. The usual run of these “allowances” 
for wage earners’ families has been from $60 to $80, occasionally
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more. Two very carefully worked out budgets have recently come 
from social agencies. The Visiting Housekeepers’ Association of 
Detroit issued a wage earners’ family budget in 1925, totalling $2,153, 
and including an allowance of $82 for the care of sickness. The 
Chicago Council of Social Agencies estimated for a self-supporting 
family of five a minimum budget of $1,588 without rent, or a little 
over $2,000 allowing a very moderate rental, and in this budget $84 
was allowed the family for the care of sickness.

The point is not whether the amount of $31 or $84 is sufficient 
for a year for a family of five, or whether $16 a year, or as in a recent 
budget for school teachers in New York State $36 a year, will serve 
for a single person for the annual care of sickness. The real point 
is th is: Of what use are such annual sickness allowances for the in
dividual family ? Can the individual family, by making such a budget, 
provide against sickness for the ensuing year? Obviously $16 or $36 
mean nothing to an individual for a surgical operation in a hospital, 
or for pneumonia. Obviously a budget of $60, $80, or $100 for a 
family means nothing if any one high-cost illness happens to come 
upon them. Moreover, none of these budgets allow for routine health 
service, such as annual physical examinations or preventive dental 
care. About half of an $80 allowance for a family of five would be 
used up if these services, which can be forseen and budgeted against, 
were included. In other words, the principle underlying the making 
of annual sickness allowances in family budgets is fundamentally 
wrong.

Family budgets have been useful in measuring and in helping to 
uplift standards of living; in fixing or adjusting wages; and in aiding 
social workers to administer material relief. Admitting officers in 
hospitals and clinics have used them as aids in judging the ability of an 
individual patient to pay for particular illnesses. Knowledge of fam
ily budgets of various sizes, displaying the reasonable or usual ex
penditures for food, clothing, rent and other recurring items, is useful 
in judging how much a certain family can be expected to spend for an 
illness at a given moment. Sickness allowances such as have been 
made in family budgets suggest the average paying ability of fam
ilies with a certain income. Such information may be useful in en
deavoring to increase this paying ability through wiser distribution of 
expenditure, or in suggesting how much the families of a given in
come group could reasonably expend for annual sickness insurance 
were such a plan available for distributing the cost of illness.
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Average annual sickness allowances, such as have been made in 

family budgets, may in any given year provide enough or more than 
enough for the care of current illness in perhaps one third of all fam
ilies, the one third upon whom in that year little or no illness happens 
to fall. Such allowances might provide minimum sickness care, but 
no preventive health service, for perhaps half the families. The 
remaining percentage of families must face charity or financial dis
aster.

The very process of estimating “sickness allowances” in family 
budgets rests upon the incorrect assumption that sickness is a reg
ularly recurring and predictable expenditure, and that it can there
fore be planned for in advance, as can most, if not all, of the other 
items in the family budget. The truth is just the opposite. Sickness 
is a non-budgetable emergency, so long as individual families must 
deal with it out of their own resources.

There are three ways of solving the strictly financial problems of 
sickness. Can individual families save enough to meet sickness costs 
out of their funds as they go along ? Can and “should” charity of 
the public or of the doctors, dentists and hospitals be the buffer that 
absorbs what families themselves cannot cover ? Can groups of 
families build collective reserves whereby the cost of sickness can be 
distributed over the group and over a period of time ?

When we face these questions and the facts of which I have given 
only the slightest sketch, I think we are forced to the conclusion that 
only a small fraction of the families of this country can budget indi
vidually against the larger emergencies of sickness. This means that 
every year a certain proportion of families must secure their care by 
charity unless and until some method of group distribution of the cost 
of sickness can be worked out. Is charity then the social buffer which 
will look after that one seventh or one fifth of all families who are 
faced every year with sickness bills larger in amount than they can 
possibly carry out of current incomes or cash savings ? We can look 
after the indigent by public or private charity, and we have to 
do this. But the financial calamities of sickness affect not only the 
indigent but millions of other people every year. The 60 or 70 million 
dollars raised annually by all the community chests of the country and 
the time and service generously given by many physicians are hope
lessly small to pay the sickness bills of those who cannot pay them 
themselves out of their individual family budgets. The panacea of
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charity is outworn, and it is just as unfair to the physician and other 
producers of medical service as it is to millions of consumers.

It is worth noting that a series of factual studies on the subject 
of the so-called “abuse of medical charity” has been made within the 
last twenty years, chiefly of the clientele of hospitals and clinics in 
many different parts of this country. All have agreed that the pro
portion of individuals able to pay for the services of a private phy
sician who have sought charitable care of hospitals and clinics is ex
tremely small, rarely over four per cent. I have not time to review 
these studies in detail here, but they include investigations made by 
several different county medical societies and other strictly profes
sional bodies, by public commissions, by individual hospitals and clinics 
and by social agencies. These studies have differed in approach but 
they all agree in their conclusions.

No one can read such studies, much less examine individual 
case records of hospital and clinic patients or talk with the physicians 
and others who have known the people personally without being star
tled by a sense of the exigent demands of sickness. It is true that 
financial difficulties befall families for other reasons than sickness 
and unemployment. People make unwise commitments for purchases 
beyond their means, they buy worthless stocks, they attempt small 
business ventures which fail, they plan their expenditures badly, they 
lend money to friends who do not repay them, they buy a home with 
too little capital and lose it because they cannot keep up interest pay
ments on the mortgage. Appealing stories of pinching or disaster 
arise from other causes than sickness. Sometimes it is the fault of 
the sufferers, sometimes it may not be. Sometimes sickness itself 
can be definitely traced to indiscretions or to deliberately unwise 
action by the victim. The same is true of unemployment. But by 
and large, both unemployment and sickness are not the fault of the 
individual sufferer.

One of the most recent studies of a group of families in Chicago 
brought out the further fact that among most of the millions of self
supporting families whom sickness drives to the charitable hospital 
or clinic, the primary recourse has previously been the private phy
sician. These cases give overwhelming evidence that it was only 
after they had paid for some private service that most of these fam
ilies turned to what they understood was “part” or “straight” charity.

The Heller Committee for Social Research under the auspices of 
the University of California recently published a study of the fi
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nances of self-supporting street-car men in San Francisco. Among 
this group the total family incomes were less than $2,000 in four cases 
out of five, and half spent less than $68 for all forms of medical care. 
The report goes on to say :

“Aside from the inability to provide against death and old age, the chief hardship of this group was the lack of adequate medical 
care. Their income and perhaps their pride barred them from free 
clinics, but at least half the families had a story of needed medical 
attention for which they could not raise the money. Children needed 
adenoids and tonsils removed, wives needed operations, a tuberculous child should be sent to the mountains; major dental work was out of 
the question although the wife’s bridge was broken, the husband’s teeth 
should be extracted and replaced by plates, the children suffered from 
toothache. The birth of a baby in these families usually used up a year’s savings, and the smallest illness, especially of the breadwinner, 
left the family in debt for years.”

In the various sickness surveys of the Metropolitan Life Insur
ance Company, from about one fifth to two fifths of the people with 
incapacitating illness secured no medical care. A report just issued 
by the University of Kentucky declares that in 31 counties of that 
state there is no decent medical service at all, owing to the small 
number of physicians, the absence of hospitals, and the advanced age 
of the medical men who are in these communities. I have visited a 
mountain county of North Carolina in which there were four phy
sicians, most of whom were over 60 years of age, to serve a popula
tion of 18,000. In a sickness canvass of the Mulberry District of 
New York City in 1922, 16 per cent, of people sick in bed at home had 
had no doctor, while of those who were sick but nevertheless went to 
work, 42 per cent, secured no medical service.

The Massachusetts Department of Public Health reports:
“Rheumatism patients as a rule are not receiving treatment from 

physicians. At the time of the survey, 67.9 per cent, were either 
treating themselves or receiving no treatment. This rate varied with 
the economic status of the patient. In the well-to-do group, 50 per 
cent, were receiving self or no treatment and in the poor group, 75.7 
per cent. During the past year, 30 per cent, of the well-to-do and 58.2 
per cent, of the poor received either self or no treatment. As we go 
down the economic scale, the percentage of rheumatics receiving either self or no treatment increases.”

We are familiar enough with the statement that in rural districts 
there is a shortage of physicians, but there are ample facts also to
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show that in the midst of comfortable towns and great cities, with 
more doctors per thousand of population than in any other country 
in the world, one person in every four and sometimes in every three, 
went through a disabling illness without medical attention. No short
age of doctors, but a shortage of doctoring at the very doors of the 
medical schools! Why ?

While some of this neglect is due to ignorance and a little to de
liberate decision in favor of healers and quacks, one of the greatest 
causes is lack of means. The doctors who are generous with their 
skill and would give it freely if they but knew where and when to 
give; the business men whose profits shrink because of lost time and 
of inefficiency due to uncared-for sickness among employees; the 
philanthropists and city fathers who will and do provide hospital care 
—these should reckon together the bulk and cost of neglected sick
ness in terms of dollars as well as misery.

What can we do about it? The problem of sickness is a double 
one; financial on the one side, professional on the other. The people 
face the problem of paying sickness bills. The producers of medical 
service on the other hand have the task of furnishing it efficiently and 
economically. On the professional side, there is much complaint 
about the expense and confusion of seeing many specialists. Many 
outstanding medical men express the opinion that specialization 
among doctors has proceeded to an undue extent, and that we have 
insufficient standards as to what constitutes a specialist. The present 
production of private medical services is taxed with a heavy over
head. From thirty-five to fifty per cent, of the income of physicians 
and dentists goes to meet professional expenses and does not constitute 
income for the professional man and his family.

I have no panacea to offer for the financial or professional prob
lems of medical care. They will not be solved by panaceas, but by 
experimentation. Let me review a few outstanding experiments 
that have already been made. One hundred and fifty or more group 
clinics have been established as private enterprises of physicians to 
practice medicine in an organized instead of an individualistic way. 
These clinics are mostly in the middle west. They have demonstrated 
that first-class medical service can be rendered by a clinic and that 
such clinics can compete successfully with private medical practice, 
both as to quality and cost of service. The study of the Committee 
on the Costs of Medical Care shows that the charges to patients by the 
private group clinics are about the same as the fees in local private
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practice, whereas the incomes of the physicians are substantially 
higher than those of individual practitioners in similar branches of 
work. In other words, the group clinics have made economic gains, 
chiefly by saving overhead, but they have passed on these gains to 
the producers and not to the consumers.

We need not quarrel with higher incomes for physicians, but the 
public is interested in a type of organization which will give some of 
the economic benefits to the consumers as well as to the producers. 
In this respect, the Cornell Clinic in New York City and other pay 
clinics in New York, Boston, Cleveland, Chicago, Detroit and else
where have made a significant contribution. These clinics have been 
established as public service enterprises like the typical hospital. 
They are furnishing service at cost to the patient and are paying the 
professional men for the services which they render. They are not 
charging interest or depreciation on the capital investment any more 
than hospitals do, since this investment has been made by the com
munity for the purpose of public service and without expectation of 
financial return.

Pay clinics have been a source of much controversy. They have 
usually been attacked by local county medical societies on the ground 
that they are competing with private medical practice. It may be well 
to keep in mind that in the United States competition is not a crime. 
Competition is a prized American tradition. Our American tra
dition, however, expects that competition will be “fair.” The evi
dence goes to show that most of the service rendered by pay clinics is 
in the specialties, and thus does not compete directly with the general 
practitioner. But by and large, in so far as pay clinics do compete 
with medical practice when, may I ask, is their competition fair? 
I believe it to be fair when (1) the service of the clinic is efficient, 
(2) the physicians are adequately compensated, (3) the public has 
free choice between medical service at clinics on the one hand and at 
private offices on the other.

The same principles that govern a pay clinic may apply to hos
pital service, and are so applied by that noteworthy experiment now 
conducted by the Massachusetts General Hospital in its Baker Me
morial building for people of moderate means. This represents 
joint action on the part of the lay group representing the community 
and the medical staff representing the hospital, as to what the fees 
charged patients shall be, both for hospital care and professional 
services. In other words, it means a regulated professional fee in the
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regulation of which the professional men have a part. This action 
of the two groups means also that the patient is presented with only 
one bill, instead of two.

The first year of the Baker Memorial experiment showed that 
patients were able to secure a kind of hospital service which formerly 
was not available to them except at much higher cost and that a good 
many of these patients would have otherwise had to go into the chari
table wards of hospitals in which the medical men receive no com
pensation whatever for their professional services.

Another highly interesting experiment can be observed in some 
small communities. In a county in Iowa, there is one hospital which 
is the medical center for its area. The physicians not only bring cases 
there for hospital care, but they have private offices in the building. 
Such work as they do for charitable patients is carried on in the same 
building as that used for their paying cases. The stimulation of pro
fessional association, the economies in saving overhead and the value 
of keeping prominently before the public a single center which stands 
for the efficient care of illness and the promotion of health may all be 
realized through such medical center organizations in which the public 
and the profession will join for the economical and effective provision 
of medical care. Time does not permit enlarging upon the details of 
these experiments. I can only give brief mention to a very few. In 
some localities, the medical profession itself has taken a substantial 
part in initiating these.

On the financial side of the sickness problem the interesting ex
periments are those which are endeavoring to distribute the cost of 
medical service so that it does not fall upon the sick person or his 
family at the very time when illness descends.

By taxation we may spread the financial burden of medical care 
over the whole community as we do now for mental disease and tuber
culosis. The care of sick people in city and county hospitals is paid 
for by the whole community through taxation. A few county hospitals 
in the West are set up as community enterprises. They are not merely 
for the “poor,” but take all social classes. Here the costs of hospital 
care are distributed over the whole public, though fees up to the cost 
of service are sometimes charged those patients who are able to pay.

A striking example of the use of taxation as a means of distributing 
the cost of medical service is in the Canadian provinces of Saskatch
ewan and Manitoba. In about 15 of the rural counties of these prov
inces in which the people are not unprosperous, but in which dis



120 Cost of Medical Care
tances are great and population sparse, it has been as difficult to 
secure local medical service as in many rural counties in our states. 
These Canadian counties (they call them “municipalities” ) have 
engaged physicians on salary. They are “county doctors,” but they 
serve everybody and not merely the poor. Every resident and his 
family may have the doctor’s services without payment, except that 
most of the counties charge a nominal amount for the first home call 
in a case of sickness, in order to minimize unnecessary visits for 
trivial conditions. Hospital care is not included and in fact, many of 
these areas have no hospitals as yet. An interesting account of the 
success of this plan in furnishing good medical service to rural areas 
is given in one of the reports of the Committee on the Costs of 
Medical Care.

The major experiments in distribution of financial burdens of 
illness, however, have been not through the use of taxation, but 
through the principle of insurance.

Roanoke Rapids, North Carolina, is a town of about 8,000 people, 
most of whom make their livelihood from one of the five mills— 
textile and rope industries. Through the initiative and leadership 
of a fine physician, a hospital was built by the mills some years ago 
and a plan of sickness insurance was set up. All of the employees and 
their families, that is, almost the whole population, receive medical 
service for a flat payment of less than one dollar a month which is 
matched by an approximately equal sum from the employers. The 
hospital is open to them. Home care may be furnished and the 
doctors’ offices are in the hospital building as an out-patient depart
ment which is not a place of charity, but of community service on a 
basis of self-support. Here is a noteworthy indigenous experiment in 
cooperative medicine.

On the other side of this continent, I visited a few weeks ago the 
Ross-Loos Clinic of Los Angeles, a private group clinic, which be
sides its other work, has been furnishing for two years medical care 
to over two thousand city and county employees for the flat rate of 
two dollars a month. The members of their families are not covered 
by this payment, but can secure care at specified reduced rates. The 
monthly payment covers care in sickness at home, in the hospital or 
at the doctors’ offices in the clinic. The president of the County 
Employees Association told me that the plan had worked splendidly. 
The members, she declared, (they include some social workers, by the 
way,) are highly satisfied with the service and many of them have
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received care which otherwise they would have been entirely unable 
to afford. A committee of the employees acts as intermediary be
tween the mass of members and the physicians in order to discuss 
problems of administration of this sickness insurance and to receive 
and adjust complaints.

Some of us here present became personally familiar with first- 
class medical service on an annual payment basis while we were stu
dents at a university. Many of the leading institutions have a highly 
developed medical organization for furnishing the student body with 
complete curative and preventive service. The student group, though 
in several ways not representative of the general population, presents 
an unusually favorable opportunity for demonstrating the financial 
economies and the medical advantages of organization for the preven
tion as well as the care of disease.

Sickness insurance by individual policies sold by commercial 
companies is far too expensive for wage earners and even for people 
of moderate means, particularly since these policies cover the risks 
of sickness only incompletely. Any significant application of the in
surance principle to sickness must be through organized groups of 
one kind or another. The use of insurance to provide for the care of 
sickness is gradually extending through the larger industries. For 
the middle classes what is needed is not so much a general insurance 
against sickness as an insurance against the high-cost illnesses. Fami
lies with incomes from $3,000 to $6,000 can pay for the ordinary and 
minor illnesses out of current income, but the heavy sickness expenses, 
most of which are nowadays associated with hospital care, run 
up into the hundreds or thousands of dollars for a single illness. 
Insurance against hospital illness is practicable and for the sake of the 
middle classes nothing is more needed than experiments in this direc
tion such as have been undertaken in Brattleboro, Vermont, and are 
under consideration elsewhere.

We may hope that the report of the Committee on the Costs of 
Medical Care when it is issued next year will summarize the facts 
and conclusions of a representative group of people on these ques
tions and come to grips with the economic as well as the professional 
issues of present-day medical service. I ought to say at this point 
that while I am an active member of that Committee, I am speaking 
at this time wholly as an individual.

There remains a final question about which the professional people 
have much to say. When it is proposed that medical services be fur-
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nished on some organized basis, we are confronted with the fear that 
organization will stifle the essentially personal service of the doctor. 
“Machine-made medicine,” “department-store medicine,” “medical 
slaves serving patient robots” are some of the phrases used to describe 
the clinics, the insurance and other organized plans to which I have 
been referring.

Let it not be forgotten that the patient has an interest in this ques
tion as well as the doctor and the dentist. You and I as patients want 
to receive a personal service when we are sick. We want to feel that 
the doctor is interested in us and not merely our illness; that he is 
giving us something of himself and not merely some time which we 
are paying for.

Is personal service possible in a medical organization? The 
answer of thousands of doctors who are today associated on the staffs 
of the best private and public clinics and hospitals and of the hun
dreds of thousands of patients who throng to them would be affirm
ative. Medical service through organization in some clinics and hos
pitals is hurried, mechanical, impersonal. Medical service in others 
is mutually satisfactory to physician and patient. There is a great 
professional stimulus to the physician through participation in an 
organization with other medical men. Under the right conditions, 
this stimulus more than counter-balances a tendency towards institu
tionalism.

Do methods of annual payment or the use of salaried physicians 
depersonalize the doctor’s relation to his patient ? An insurance com
pany or an industrial corporation may hire a doctor at the cheapest 
price possible, to care for policy-holders or employees. The com
pany and the patients will get no more than they pay for. I am not an 
advocate of a general system of paying doctors wholly by salary, but 
I do know that putting them on salary no more alters their scientific 
standards, their personal incentives, nor their interest in patients then 
paying school teachers or university professors by salary makes them 
careless of the personality or welfare of students. Just the contrary is 
the case. Who would prefer the private tutor paid by fees to the in
structor who has the more dignified status of a salary ? He is freed 
from financial dickering with his client to devote himself to pro
fessional service. Do not physicians possess just the same intrinsic 
professional, incentives as teachers ?

I am not afraid, therefore, of a tendency toward organization in 
medical service either on the financial or professional side, so long as
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we always recognize (as I think doctors and patients always will) 
that medical care must remain a personal service and that the goal 
of organization must be to preserve and develop personality, not to 
submerge it. This is the nub of the present-day effort in education. 
All of us now recognize that education must be conducted through 
organization, and yet the best schools and colleges, despite their in
creasing size and complexity, are successfully developing an emphasis 
upon the individuality of the student. Individualism, whether of the 
rugged or of the non-political variety is not important now that we 
have passed our pioneer days, but individuality is and always will be 
important. Twentieth century America must cultivate individuality, 
not in spite of, but as the goal of its advancing social organization.



THE ADULT HANDICAPPED AND THE JOB*
GERTRUDE L. FLETCH ER

Women’s Educational and Industrial Union, Boston, Mass.
Placement work with the Adult Handicapped includes not only job 

finding, but to a much greater extent, vocational guidance as well. For 
this reason, a bureau for placing handicapped persons will never re
semble the ordinary employment office, where the only consideration 
—besides the fee—is the job opening and a man to fill it. Every client 
must be made to feel that he is welcome; that there is no need to hurry 
over his story; that here is a real interest taken in his quest for em
ployment. On one hand he must be made to realize that this is a busi
ness contact where he must hold his own, through his abilities, yet 
where he finds also an understanding sympathy for his limitations.

Perhaps it would be well just here to note the definition of “guid
ance” which was adopted by the National Vocational Guidance As
sociation, some years ago. “Guidance is a continuous process to assist 
individuals in choosing, preparing for, entering upon, and making 
progress in occupation.” Surely that covers what we are trying to do 
for the handicapped.

In preparing our clients for work the first requisite is that each 
be restored to as good a physical condition as possible;—glasses and 
prosthetic appliances adjusted, and teeth put in good condition. This 
should all be done before the individual is referred for training or 
placement. Employers are not willing to grant special privileges 
for medical or dental treatments which should have been attended to 
earlier. Your client is not ready for placement until eyes, teeth, 
and other physical ailments have been corrected. Naturally any 
employee is entitled to time off for medical emergencies, but no new 
employee can expect this privilege for conditions known to exist 
previous to his employment. Then too, many an individual has lost
* Read before the Massachusetts State Conference of Social Work, Boston,Mass., September, 1931.
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his chance to work because of an unsightly condition of teeth. You 
case workers can approach the subject of dental repairs much more 
easily, when you know your client, than can the placement worker 
at the first or second interview.

For instance—last winter, in the Emergency Employment Bu
reau, there came an emaciated woman with a few yellow fangs 
which were distressing to watch as she talked. A volunteer worker, 
with the best intentions in the world, suggested a visit to a dental clinic 
before the woman could expect to get work. The storm of vituperation 
which that suggestion brought upon us, made us blind to all such de
fects thereafter as far as the volunteer workers were concerned. Of 
course eye defects can only be discovered either through examination 
while under medical care or through poor work and perhaps the loss 
of the job. A work history showing a failure to secure employment 
when there is a demand for workers in this same field, should suggest 
to the case worker the need of an eye examination—and yet it is 
frequently the placement worker who makes the suggestion.

Occupational adjustment depends on a thorough acquaintance 
with the individual’s characteristics. This means that every person 
considered for placement must be studied carefully. There is no such 
thing as mass placement with the handicapped. Success comes only 
through a careful study of the individual;—his hopes and desires; 
interests and emotions; resolution and balance; temperament and char
acter. Then too, there must be made a careful study of the job re
quirements, the details of the job; the materials to be handled, the 
height of the machine or work-bench, the operation of the machine, 
the hygienic conditions of the work-rooms, the type of fellow-workers, 
the location of the factory, the access to the work-room, stairs, ele
vators, and also the distance of the building from cars or trains. In 
every placement all these and the person’s abilities must coincide.

Necessarily the first interview must be long—there should never 
be any indication of haste—it takes time to get at the intimate details, 
knowledge of which leads to success. There is the usual information 
which any face sheet contains—age, sex, nationality or race, education, 
training, physical characteristics—but we must also ascertain the ex
tent of the disability and the prognosis, usually sent by the referring 
agency previous to the interview, but to be secured from medical 
sources in every case. Other details to be studied are social character
istics, interests, abilities, attitude and morale, and a detailed record of 
all vocational and avocational activities. Avocations sometime in
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dicate employment possibilities. Environmental details such as marital 
condition, number of dependents, social status, economic and present 
vocational status are also important as any one of these may have in
fluence upon placement.

The choice of the job objective, and planning for the course of 
training in preparation for it, depends on several things. The individ
ual’s mental capacity, his education and his morale, or in other words 
—his feeling towards himself, towards his employer, and towards 
society in general and his interest in the job are all important, but we 
must also know something of his personality traits—his honesty, re
liability, willingness, obedience, and ability to deal with others.

The choice of objective depends on other things as well—the con
ditions in industry, the demand for workers, and actual openings.

The training period is often limited by the fact that there are de
pendents. A man or woman seldom can see the way to spend time 
being instructed when there are several children to be clothed and fed. 
This is especially true of those who have always been self-supporting 
and have paid their way as they went along. They usually fear that 
they will be receiving charity if they accept aid during the training 
period. They are much more prone to take any job they can get 
rather than to spend time in training. Advice must be carefully given 
under these circumstances. Industrial openings have definite limits 
in age, sex and even marital condition and the existence of dependents; 
unfortunately racial prejudices exist and must be recognised. You 
can perhaps see now why your client is not placed within twenty-four 
hours after you refer him to us.

The mental attitude of a client plays a large part in the success of 
his placement. Frequently it is of even greater importance than the 
physical limitation. The will to do is what counts. Some years ago 
Mr. Frederick G. Elton, of the New York Department of Rehabilita
tion, while lecturing to a class on Rehabilitation of the Handicapped 
at the Harvard Summer School, told the story of one of his clients, 
which illustrates this. The man was paralyzed, a bed patient, able 
only to use his arms, but mentally keen. His one desire was to estab
lish a real-estate business, and he asked training for this objective. It 
seemed so utterly hopeless that everything was done to discourage him, 
but finally his personality and insistence, won out, and the training was 
given. The man made good. This is an extreme case but it proves 
the point. On the other hand, a case poorly advised as to job objective 
came to our office recently. This was a girl in her early twenties, an
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•early infantile paralysis case—wearing irons on both legs, and getting 
about most awkwardly with the use of crutches. She is a college grad
uate, a Phi Beta Kappa, who has chosen teaching for her goal. Her 
brilliant mentality is counter-balanced by her unattractiveness. This 
girl should have been persuaded to try and build up a small business 
of her own—even a pre-kindergarten school in her own home, but 
instead of that she is trying to get upon the staff on some school, pri
vate or public, and her discouragement is great. It is doubtful if any 
school would engage her for teachers must be physically active and 
on their feet a great deal. How much better for her if her early advis
ers had faced her problems with more honesty and less misdirected 
sympathy.

A number of adult handicapped persons make their own adjust
ments. They put other abilities to use or employers or friends re
cognize their possibilities and use them. There will always be a group 
which will slip into other work without the help of special agencies. 
On the other hand there will always be a group of those too mentally 
limited to justify retraining, who will have to be found routine, medi
ocre jobs within their ability.

The largest group however, are those of promising ability who will 
become industrial assets only if properly advised. To this group the 
placement worker should give the most time, in order to create valu
able workers and to prevent a breaking down of morale which tends 
to augment the number of drifters, beggars and seekers of relief.

Occasionally we are asked if routine mental examinations would 
not make our work easier. This seems rather unnecessary because a 
person’s mental capacity is usually indicated fairly well by his progress 
in school and his successful advancement in employment in later years. 
When, however there is a serious question as to the mental condition 
-of the client, this examination should be made by a thoroughly compe
tent person, before any plans for rehabilitation are drawn up. The 
group of placement workers dealing with the handicapped in Boston, 
early recognized the need of such examination and have subscribed 
to the Cooperative Psychiatric Service since the beginning of that 
work, in order to have the advice of a thoroughly competent Psy
chiatrist always at their disposal.

When the client has received the necessary training, and that train
ing should, whenever possible be secured through the State De
partment of Rehabilitation, the next step is to place him.

Years ago, when this work was very new, it was thought practical,
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after listing the various forms of physical handicap, to fare forth with 
a hypothetical candidate for a job in search of an employer. But 
experience soon taught us that in order to interest the employer it was 
not the missing leg or crippled hand that counted, but the height, dis
position, past experience or even the distance the candidate could 
reach. Have you ever stopped to think that your client lost the job 
because she could not reach the top shelf ? That a switchboard opera
tor must stretch up and out, so that the length of arm counts on that 
job? That a forewoman of an efficiently run work-room may have a  
sharp way of speaking to her workers, so that it would be useless to 
place an over-sensitive person under her ? Once that was realized we 
stopped cataloging kinds of jobs certain types of handicaps could fill, 
and began working with individuals.

The placement worker should be the one to approach the employer. 
There is nothing more annoying to a business man than to have two, 
three, or even more social workers approach him about the same in
dividual. This has been true in the past and today with all its finan
cial worries and lack of jobs is even more true. It is better, if the case 
worker plans to refer her client to the placement worker, not to inves
tigate work references, but to let that be part of the placement job. 
There should also be an agreement among placement workers, to pull 
together in this respect, and to confer with each other in regard to 
contacts with employers, so that there will be as little duplication in 
their work as possible.

Here in Boston we have accomplished this by forming the Clearing 
House for Handicapped Women and the Clearing House for Handi
capped Men. But we have not stopped at this point, for the workers 
in both Clearing Houses confer with each other as well, in order to- 
save the time of their employers whenever possible. Surely there is 
no need to explain the Clearing Houses to this group, and yet perhaps 
a word of explanation might be well. Both are a cooperative effort 
among the placement workers to exchange information in regard to- 
jobs for handicapped individuals. Each is in charge of a worker whose 
time is spent in searching for jobs and notifying either the social 
worker directing the case, or the individual registered where there is 
an opening. Because of the intensive technical knowledge acquired in 
the field work done by these workers, they are called upon to give a 
great deal of vocational advice as well.

Of course one very good reason for allowing the placement worker 
to look up the references is the possibility of finding a job with that
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employer, if not for the ex-employee perhaps for another handicap 
instead. No one firm can absorb more than a small number of handi
capped persons, new contacts must be made constantly, and through 
references is one method of finding new openings.

Another reason for allowing the placement worker to investigate 
references is that his approach is necessarily different. The case 
worker is interested in the character, honesty and the personal traits 
of her client, but is quite apt to overlook job technicalities, application, 
and the details of the work-room. The placement worker therefore 
would get the information needed much better than another could.

It is the same with follow-up after placement. The employer is 
usually willing to have the person who placed the handicapped individ
ual with him, check up, but he is very apt to resent anyone else ques
tioning him, and some employers even go so far as to refer such 
inquiries by others back to the placement worker. Then too, the 
employer may call on the placement worker for advice. He may wish 
to transfer or promote his employee or perhaps discharge him, but is 
not willing to take any step before conferring with the person towards 
whom he feels a responsibility.

We are frequently asked how we get our jobs. Two ways have 
already been indicated, through former employers and through the 
cooperation of other workers. Other means are through newspaper 
advertisements, directory listings, or suggestions from friends or even 
from registrants.

Survey of job processes are made whenever possible but only at 
the invitation of the employer. They are quite necessarily a part of 
both retraining and placement, for unless the worker understands 
what is required of an employee intelligent placement could not be 
done. It is not difficult to obtain an invitation to go through a fac
tory. Managers are proud of their plants and usually want to show 
a person who betrays any interest, how well run are their work-rooms. 
This gives the worker a chance to watch the processes and indicate to 
him where a handicap could fit in. In one instance a manager pointed 
out with great pride that his work called for a great deal of physical 
activity and that no handicap could stand it. During this time one girl 
had left her bench three times to go to the water cooler for a drink. 
The placement worker stood it as long as she could without remark, 
but as the girl resumed her seat for the third time, the worker sug
gested that a lame girl could have used her hands just as efficiently but



would probably have wasted less time running about the room. She 
placed her girl.

In regard to interviews with clients there can be no hard and fast 
rule. Two elements enter into this phase of the question, the person
ality of the interviewer and the needs of the client. As far as the per
sonality of the interviewer goes each has developed his own technique, 
his routine, and system of getting the facts; some feel that after the 
first or second interview, sufficient is known about the registrant to go 
ahead and place him. Others feel that they want to see the person 
oftener—and also feel that in order to have the person at hand for the 
job he should come to the office repeatedly. We find, too, and fre
quently, that the client needs to be encouraged, cheered up and made 
to feel that he is worth something in this world—so that it is well to 
see this type of person oftener. Sometimes after he has been placed 
he has to drop into the office for futher doses of encouragement in 
order to keep up his efforts.

There is no doubt that after a long period of idleness, and medical 
supervision, there is a letting down of the will or desire to do. For 
some time the client has been the center of medical attention, “an 
interesting case,” nurses have waited on him; the social worker has 
consulted the family about his care, and planned for him step by 
step; every member of the family has run at his beck and call. His 
whole world has revolved about him and at his will, he has had to 
make little effort. When the time comes for him to resume work, 
he all too frequently expects still to be the center of interest, he ex
pects others to make the effort, his only to make the choice. He 
demands but is hardly willing to do. The medical social worker and 
the family case worker have their share in overcoming this diffi
culty. After they have developed the will to get a job in this individ
ual, the placement worker takes up the burden and tries to develop 
the will to keep the job, and this is a real part of the work, without 
any question.

We frequently find the person who is placed for the first time after 
a long period of enforced idleness, giving up the job for the most 
trivial excuse. He doesn’t like the location of his work-bench, or 
the person working next to him. He has to get up too early, or has 
only a half hour for lunch. He has heard that workers on another 
job are better paid or he just got too tired, that’s all. One must 
have patience with this type of individual until it has been proved 
either that he can make good or that he is a failure. At the other ex
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treme is the ambitious worker who insists upon ignoring the handicap 
and who is therefore apt to overdo. This individual must be convinced 
that his best chance to make good is to work within his physical 
limitations, and to conserve his strength.

Now you would probably like to ask “What kinds of jobs do you 
actually get for handicapped people ?” To list these would be to 
name practically every type of employment open to normal persons, 
except that calling for the greatest physical exertion. What the handi
capped person can do, depends upon the amount of education he has 
received. Off hand one could mention several social workers who are 
carrying responsible positions, who are physically handicapped. The 
professions have their quota of handicaps, but of course this group 
does not come to placement workers for positions. There is practi
cally no lack of opportunity for the individual who can be trained 
for the job within his ability. When there is recurrent unemploy
ment in a handicapped person look for either a mental difficulty or a 
letting-down due to age. These are the two greatest causes of un
employment among the trained handicapped. The proof of this has 
stood out during this difficult period of depression which we are 
experiencing. Men and women who were trained and placed in 
industrial postions, have either been kept on the job as valuable work
ers, or if laid off, have been among the first called back. Again, in 
some factories where efficiency men made surveys and speeded up 
the work, we found that the power machine operators, for instance, 
who had been placed after training, were able to hold their jobs as 
efficiently as the normal women beside them. What could be more 
cheering than to have our clients stand the test of hard times and 
efficiency surveys ?

It is the duty of everyone of us, therefore, to use every effort 
within our power to encourage the handicapped individual who comes 
to us, to feel that he is of use in this world, that the period of train
ing is not a waste of time, and that he has as valuable a share in our 
economic structure as the physically sound person. For as Edward 
Guest so aptly puts it:

“Faith is the strength of the soul inside,
And lost is the man without it.”
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While weak feet in children do not differ materially from those 

in adults, still the history and the symptoms in children are so differ
ent from those in adults that a special description is warranted. Search 
of the literature reveals that this very important ailment in children 
is little emphasized. Many children are permitted to go through child
hood handicapped by the presence of weak feet which in the major
ity of cases would respond to very simple corrective measures.

Teeth, eyes, ears and the remainder of the body are carefully 
examined for pathological conditions, but the feet which are as vitally 
important in the proper development of children as any of the pre
ceding are passed over superficially or entirely overlooked. After 
a very careful study of an extensive number of cases of weak feet 
in adults, there is no doubt in the mind of the writer that in the vast 
majority of them the predisposition to weak feet, or the weak feet 
themselves, can be traced back to childhood.

In the offspring of parents in whom there is a history of weak 
feet I have not infrequently found existing weak feet or a predis
position toward them. It is not uncommon to find a mother bringing 
several children to the clinic, all suffering from weak feet, and the 
many instances of familial weak feet that I have encountered in the 
clinics suggests the possibility of an inherited predisposition in those 
cases.

In infancy and early childhood the feet appear to be flat; this flat 
appearance is not permanent, but is the result of the osseous structures 
of the arch being surrounded by pads of fat. This has been proven 
by examination of frozen sections of specimens. As the child grows 
and becomes thinner the fat gradually disappears and the arch be
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comes more conspicuous. This change usually begins after the second 
year of life and is completed after the third. Footprints of infants 
up to three years of age give a flat impression; these flat impressions 
are normal for that age period. After the third year the impression 
is the same as that found in the normal adult foot. As a rule, how
ever, the imprints do not reveal the true clinical picture. Patients 
suffering severely may have a normal footprint, while other patients 
having a very flat imprint may suffer very little or not at all.

Healthy children when left to themselves usually begin to creep 
during the seventh and eighth months. This should by all means be 
encouraged, as it meets the natural requirements and trains the bones, 
joints and muscles to bear weight later on. After this creeping 
period comes a more trying period, that of walking. The transition 
from the former to the latter should be a natural one. Where children 
are taught to stand on their feet too early, the untrained muscles, bones 
and ligaments yield to the overweight; deformities of the foot are 
produced that may lead to the marked degree of deformity which we 
see in flat foot. The weight forces the astragalus forward and down
ward upon the oblique articulating surface of the os calcis, at the 
same time calling forth an outward rotation of the astragalus. This 
intended torsion is communicated to the other bones of the foot, re
sulting in a turning outward of the foot. The inner border of the 
astragalus endures more weight, the os calcis is turned outward and 
a  weak foot results.

Hence it is safest to permit children to begin to walk when they 
themselves so desire. Premature walking aided by artificial appli
ances or devices is harmful and unnatural and should therefore be 
avoided.

Weak feet occur more frequently in females than in males. It 
is quite a common condition before the thirteenth year of age is 
reached. The condition may be congenital or acquired. Congenital 
weak feet are sometimes found in combination with club feet. There 
is a tendency to pes valgus deformity in a certain percentage of new
born infants. A marked flat-foot deformity is not of frequent occur
rence. The dorsum of the foot during the embryonic stage is pressed 
against the leg and retained in that position. The feet of the newborn 
persist in this attitude of rest for a long time. This condition should 
not be mistaken for a pathological condition, as time elapses the posi
tion of the feet in the majority of infants assumes the normal relation
ship to the legs. Should this attitude of the feet persist it can then be
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considered to be a case of congenital weak feet. In some of these 
cases the sole of the foot is flat; in others it is convex. The contours 
of the bone are visible under the skin. The peroneal, flexor and 
dorsal muscles are shortened.

Predisposition to weak feet due to heritage must be considered 
Many cases of weak feet are found to be present in the offspring 
where one or both parents have the condition. I have been strongly 
impressed with the frequency with which I have been able to demon
strate weak feet in brothers and sisters, as well as in one or both par
ents.

Acquired weak feet may be the result of or occur in conjunction 
with many conditions. In children with a general muscular relaxa
tion, weak feet are very often present as the result of muscular weak
ness. Infantile paralysis in which the tibialis anticus is involved is 
the cause of paralytic weak foot. Injuries, among which fractures are 
the main ones, often give rise to traumatic weak foot. Rickets, espe
cially with genu valgum, is often accompanied by a valgus of the foot. 
A wagon wheel passing over the foot or a heavy weight falling upon 
the foot may produce a weak foot of the traumatic variety. Over
weight is a common cause. Prolonged rest in bed from any of the 
infectious diseases inflammatory or infectious conditions in or around 
the ankle or foot, may predispose the individual to weak feet. It is 
true that in a number of cases the history of a predisposing or excit
ing factor cannot be ascertained. It is a difficult matter to determine 
the cause in these cases.

Poorly fitting shoes in children can in the majority of cases be 
eliminated as a causative factor in the production of weak feet. The 
shoes made for children are very good ones; they have broad toes 
and are roomy enough to permit free action of the small muscles of 
the foot. Attention should be given to the stockings, as improperly 
fitting stockings may damage the foot. Stockings which are too tight 
or small will cramp the foot and interfere with the proper action of 
the muscles, in that manner predisposing the child to weak feet.

In the average case the foot appears to be turned outward below 
the ankle and the axis of the lower leg presents an outward devia
tion in the plane of the ankle. The internal ankle may project from 
a slight to a considerable degree. The arch of the foot is not only 
lowered, but in severe cases appears to be convex, the bulging result
ing from constant lowering and outward turning of the head of the
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astragalus and scaphoid. The inner border of the foot appears to 
be much longer than the outer.

In  those cases resulting from a specific cause, such as infantile 
paralysis, injury, infectious process, etc., this history is elicited. Some 
children have a limp, some fall, others turn on their ankles, others 
walk with the toes pointing outwards. Again there are cases where 
there are no subjective symptoms. The children are brought to the 
clinic because they always wear their shoes out on the inner border of 
the soles and heels. In these cases examination of the shoes will reveal 
not only the wearing down of the soles and heels on their inner bor
ders but also a distinct and prominent bulging of the inner surface 
of the last the result of constant pressure of the displaced astragalus.

Occasionally the children will complain of pain in one or both legs, 
the location of which is variable. At times it may be referred to the 
inner border of the foot, but more often to the calves of the legs. 
Other children tire easily and want to be carried continually. In a 
number of cases the children are brought to the clinic to be treated 
for a sprain or facture of the ankle and the presence of weak feet 
is discovered at that time. In these cases history of any of the pre
ceding symptoms cannot be obtained. The mothers were unaware of 
the fact that their children had weak feet.

The gait of these children is awkward. They walk upon the 
entire sole of the foot. The toes turn out and the soles and heels are 
worn down on the inner border. The most important objective 
symptom is the eversion of the heels and heel cords. In the normal 
foot the heels and heel cords are either parallel to or converge slightly 
toward a line drawn perpendicularly through the center of the trunk 
and continued downward to the ground. In weak feet there is a 
tendency for the heels and heel cords to be everted, to roll away from 
this midline. This eversion varies with each case. In mild cases 
it may be very slight, while in the more severe cases it is very marked. 
With this eversion there is a lowering of the arch as a whole. In 
the early cases disturbance in the osseous structure of the arch is not 
discernible; nevertheless there may be a slight stretching of the 
ligamentous and muscular structures. As the condition progresses 
the ligaments and muscles become more and more stretched until 
finally there is complete collapse of the keystone of the arch and the 
sole of the foot is applied flat to the ground, resulting in a pes planus. 
With these changes the eversion of the heels and heel cords keep pace, 
so that marked eversion is always present in these advanced cases.
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The evidence derived from an impression of the sole of the foot 

fails to give us the true status o f affairs. Cases suffering very mildly 
or not at all may give a normal foot impression. In very young chil
dren it is of no value as all the impressions are fiat, due to the pad of 
fat which surrounds the osseous structure of the arch. It is of no 
value in determining which foot is more profoundly affected. We 
have found in our experience that very flat impressions were present 
in feet which gave very slight symptoms and normal impressions 
in feet which produced very severe pain and disability.

The displacement of the anterior tibial line is another valuable aid 
in diagnosing weak feet. Normally this line falls over the first or 
second toes; in weak feet it usually falls toward the inner side of the 
big toe or over the center of the inner border of the foot. The an
terior tibial line is found by following a line passing along the crest 
of the tibia and continuing it along the dorsum of the foot.

Spastic or rigid weak feet are rare in children. Occasionally one 
may be encountered. In these cases there is limitation of the range 
of motion due to spasm of the peroneals on the dorsum and outer side 
of the foot.

A great deal can be accomplished in the prevention of weak feet. 
The feet of children should be examined as frequently and carefully 
as the eyes, teeth or throat and where there is any suspicion of weak
ness or a tendency toward weakness proper measures should be 
instituted.

The feet of small children should not be forced or pressed into 
shoes. The children should be given frequent opportunities to walk 
in their bare feet. This permits free action of the muscles and hence 
strengthens them. Creeping should be encouraged as much as pos
sible. Infants should be placed upon their abdomens as soon as prac
ticable. The desire for locomotion will soon induce the children to 
creep and frequent opportunities will eventually accustom them to 
this new achievement. This creeping period should not be sup- 
presssed. Permitting the child to sit too early will encourage the 
child to slide over the floor on the buttocks. This will delay creeping 
and should not be permitted.

The period of creeping should be changed by the child into one 
of walking. Only when a child of its own accord attempts to stand 
up and walk, holding on to surrounding objects, should it be permitted 
to do so. To force them to walk prematurely, with the aid either of 
nurses or walking appliances is objectionable. All such devices are
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impracticable and unnatural. Hastening the commencement of loco
motion predisposes children to weak feet.

Regardless of the presence or absence of weak feet, broad-soled 
sandals for the younger children and shoes for the older ones should 
always be recommended. These permit free and unrestricted action 
of the toes and small muscles of the forepart of the feet.

In very young children proper sandals or shoes alone will usually 
overcome weak feet. The sandals or shoes should be broad-soled, 
they should have a lift of an eighth or a quarter of an inch on the 
inner border of the soles and heels. The thickness of the lift depends 
upon the amount of valgus present. The mild cases should have a 
lift of an eighth of an inch and the severer one a quarter of an inch. 
Lace shoes are to be preferred to those that are buttoned.

If after a reasonable length of time the shoes fail to relieve the 
condition braces must be added to the treatment. The brace which 
has been found to be very efficient is the Whitman brace. The brace 
is modeled upon a plaster cast of the foot taken while the foot is held 
in the fully corrected position. It fits the arch of the foot accurately, 
extending forward to the ball of the big toe, outward round the outer 
border of the foot and backward to just in front of the tuberosity of 
the os calcis. On the inner side it is enlarged upward and extends to 
a point one-half inch below the internal malleolus. With a properly 
made brace the foot should rest upon its normal bases of support i. e. 
the under surfaces of the heads of the first, fourth and fifth metatar
sals, and the tuberosity of the os calcis. These braces should be ac
curately fitted and each should be made for the individual who has 
to wear them.

The brace is made of thin steel aluminum alloy and should extend 
forward to the line of the metatarsophalangeal joint of the great toe 
and backward to the center of the heel; on the outer side it grasps 
the foot just behind the prominence formed by the fifth metatarsal 
bone and on the inner side of the foot it extends upward to one-half 
an inch below the internal malleolus. It should fit the cast accurately, 
except over the heel, where it should be slightly flattened so as to make 
it steadier. It should be worn for short periods at first, the 
length of time being gradually increased as tolerance is established. 
The length of time the support is necessary varies with the condition 
of the patient and the strain to which the feet are subjected. The 
brace should be corrected from time to time so as to conform with 
the changes taking place under its use.

J. Grossman
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In older children we have slightly different conditions with which 

to contend. Pain, rarely present in the younger children, is one of 
the common complaints of older ones. For the acute pain strapping 
offers the quickest relief. The method we use has proved very satis
factory. One end of a strip of adhesive plaster about eight inches 
long and one inch wide is applied to the outer side of the ankle just 
below the external malleolus; the foot is then adducted as far as pos
sible and the plaster drawn tightly beneath the sole up the inner side 
of the arch and the leg, being kept in this position by one or two 
strips of adhesive plaster about the calf. Strips about three-quarters 
of an inch wide are then applied in a figure-of-eight manner about the 
arch and ankle, beginning at the back of the heel and extending as 
far forward as the base of the first metatarsal bone. Strapping should 
be done twice a week and continued until the pain has subsided. 
Where necessary proper orthopedic shoes and braces should be recom
mended.

When children are old enough exercises have proved valuable ad
juncts in obtaining a successful issue. The following exercises have 
been found to be very efficient.

1. Tip-toe exercises: the patient places the limbs in the attitude 
of moderate inward rotation, raises the body on the toes to the ex
treme limit, the limbs being fully extended at the knees, then sinking 
slowly, resting the weight on the outer borders of the feet in marked 
varus, repeating about twenty to thirty times.

2. Walking in bare feet.
3. Walking on the fore part of the foot.
4. Grasping motions with the toes, exercises with foot weights.
5. Bicycling has also proved of value and should be highly recom

mended.
These exercises should be practiced twice daily and should not 

be carried to the extent of tiring the patient.
In a number of cases operative interference is indicated. This 

is especially so in those cases due to infantile paralysis and congen
ital deformities.

If after the period of spontaneous recovery has elapsed paralysis 
of the tibalis anticus has not been overcome, operation may be neces
sary. The operations which have proved satisfactory are tendon trans
plantation and tendon fixation.

Achillotomy followed by proper after measures should be re
sorted to in those cases in which the tendon Achilles is contracted.
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Arthrodesis, removal of a wedge-shaped portion of the tarsus, 

bone grafts have all been advocated.
Fortunately these operative procedures are not commonly required.
Conclusions:
1. Children should be examined for the presence of weak feet, as 

a routine.
2. Special prophylactic precautions should be taken in children 

from whom a history of the presence of weak feet in one or both 
parents is obtainable.

3. Feet in very early childhood are apparently flat. They should 
not be considered as pathological unless the flatness persists after the 
third or fourth year of age.

4. Exercises such as creeping for the infants, and those previ
ously recommended for the older ones, are very beneficial and should 
be encouraged.

5. For acute pain rest and strapping are indicated.
6. Proper precautions should be taken in infantile paralysis in 

which the tiabilis anticus muscle is involved. In knock-knees the shoes 
should be raised from one-eighth to one-quarter of an inch on the 
inner border of both soles and heels, so as to overcome the tendency 
to valgus which frequently accompanies the condition.

7. When in spite of proper precautions and prophylactic measures 
weak feet occur, a support becomes necessary; the Whitman brace has 
proved to be the most satisfactory.

8. Too much importance should not be placed upon the evidence 
obtained from foot prints, as in the majority of cases they are mis
leading and do not give us accurate data of the pathological condition 
present.

9. Eversion of the heels and heel cords is the most constant diag
nostic feature in weak feet.

10. By the application of the preceding prophylactic measures in 
every case in early childhood, regardless of the presence or absence of 
weak feet, suffering, disability and weak feet in adults will be kept at 
a  minimum.



THE SPIRITUAL EFFECTS AND VALUES OF COMMUNITY CHESTS*
GEORGE R. BEDINGER

Executive Director, Public Charities Association of Pennsylvania,
Philadelphia, Pa.

Some may say that our great nation-wide development of Com
munity Chests and Welfare Federations has no spiritual effects and 
values. It may be argued as was done by my friend, James Fitz
gerald,1 of Detroit, that the Chest is only for raising money for the 
individual agencies. If it does that, from that all other blessings 
flow; if it does not do that the Chest is a failure and the agencies will 
have to go out and raise their own money. He grants, however, that 
desirable by-products result from the operation of a successful Chest, 
such as better cooperation among the agencies, better coordination of 
functions, better standards, better case work, but he scouts the claim 
that these results are to be attributed to the directive skill or talents 
of the Chest or Council directors and staff. He states such results 
are to be attributed directly and definitely to the success of the Chest 
in its chief function of money raising. You will note the desirable 
by-products cited by Mr. Fitzgerald are in the field of greater effi
ciency and better coordination. Nowhere does he even suggest that a 
Community Chest or Council of Social Agencies has spiritual effects 
or values.

We will all agree with the fundamental importance of the Chest 
in raising the funds to carry on the well planned and organized social 
work of the community. We know we can’t run our car without 
gasoline. But is this all the Chest is for? Is it merely a jackpot—a 
piece of machinery to relieve us from countless conflicting “drives” 
and financial campaigns ? Is it merely an agency for the disbursement 
of funds to the respective welfare agencies ?
* Address given at the Joint Meeting of the Episcopal Church Conference and the Federal Council of Churches, National Conference of Social Work,, Minneapolis, Minn., June, 1931.
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Surely not. A chest conceived and operated in such a narrow 

spirit achieves no real success. We may not always recognize the 
spiritual effects and values of a Chest, but they exist even if like 
most things of the spirit they are far less tangible than material 
things.

The Chest that believes that social work is the science and art of 
human helpfulness becomes the soul of the community. It symbolizes 
the desire of the individual heart to relieve pain, prevent suffering, 
and give joy to others. Its keynote is emphasis on humanity—the 
keynote of all worth while religion itself. Its appeal, therefore, be
comes a dynamic one. Sherman C. Kingsley, Executive Director of 
the Philadelphia Welfare Federation and a past president of the 
National Conference of Social Work, believes that “The by-product 
of a Welfare Federation is the greatest contribution the movement 
has been able to make.” As he so well puts it, “The Welfare Federa
tion calls folks together at one time, in one place, for common pur
poses. These are the finest purposes a community can have. No 
community is doing a better day’s work than when it gets together 
in the name of the welfare of the men, women and children. It be
comes in a sense a modern version of the Pentecost.”

In social work we are dealing with the most sensitive and complex 
human problems. If, as Dr. Devine says, “Social work is applied 
Christianity,” the Chest which stabilizes and develops social work 
thus becomes a great agent for a fundamentally spiritual service.

The practice of charity or brotherly love is a basic belief on which 
all creeds and all races can unite. Is not the lesson of tolerance one 
we need in our American life today more than almost any other? 
Intolerance is born of ignorance and is fed on prejudice. The Com
munity Chest with its representative Council of Social Agencies 
seems to me to offer one of the most effective instruments in develop
ing tolerance. When Catholic, Jew and Protestant sit together on 
the governing Boards of Community Chests as they do in scores of 
our cities, there surely results a better understanding, a mutual re
spect, a more generous give and take than in those cities where social 
work is conducted along the old lines of sectarian and often competi
tive methods.

No one can over-estimate the spiritual effect and value to a com
munity when the annual drive of the Chest calls forth the intensive 
volunteer service of hundreds of devoted men and women of all 
creeds and races to work together as a united team in raising the
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funds to permit the welfare agencies of all kinds to carry on for 
another year. I think this breaking down of prejudice—this under
mining of deep seated racial and religious intolerance, which follows 
from the working together by all elements of the city to help the less 
fortunate, is perhaps the greatest contribution made by the Chest 
movement, greater by far than the millions of additional dollars 
raised for social work by the Chest movement than by the old non
coordinated system.

Think of what it means. Chests know what they are doing. 
They study the needs of the community. They learn through their 
budget committees, their social welfare councils and inspections of 
institutions and agencies, what services are being rendered—what 
needs are yet unmet. This study of social needs and services by Jew, 
Catholic and Protestant has great mutual value. Imagine if you can 
a good sized community which has had a wide awake, well directed 
Chest for 10 years and try to think what that Community would be 
like if that Chest was suddenly abandoned. It isn’t a pleasant picture 
—is it ? Hasn’t the Chest given to that community such deep spiritual 
values that its abandonment is unthinkable?

It isn’t all rosy, of course. I was told of a Jewish Rabbi going 
“up in the air” because the Doxology was sung at the victory dinner 
of a Chest campaign. In this same city, the Chairman of the Chest 
is a Jew with so splendid a spirit that they say he will be at the 
“gate” with the Saints. You’d call this tolerance perhaps.

The Chest which is directed with a vision of true service is mak
ing our city a splendid community because it is helping to make each 
of us splendid citizens.

Rabbi Stephan S. Wise, of New York, recently paid this telling 
tribute to the spiritual value of the Community Chest: “A Community 
Chest is the outward symbol of city-wide consciousness of the need 
of planning and striving in concert, to meet the situation created by 
the difficulties and complexities of urban like. A Community Chest 
should stir the whole community to unified action and service respect
ing those phases of its life in relation to which there is least excuse 
for separation and division.

“A Community Chest should hold not only gifts and contributions, 
but a city-wide investment of good-will on behalf of the ideal of life 
more nearly adequate and just for all its people.”

What do some other leaders both in the Church and in Community



Chests think about this special point of the breakdown of intolerance 
by the Chest?

Dean Stanley R. West, Chairman of the Social Service Depart
ment of the Episcopal Diocese of Pennsylvania, says: “I am com
pletely convinced in my own mind that the surest way to eliminate 
prejudice and misunderstanding upon the part of the various elements 
of a community is by giving them a common job of helping some 
good cause. Of this I have had abundant evidence in two respects. 
First, in Ministerial Associations and, second, in W ar Work. I 
might add a third group, in the Boy Scouts. In all of these groups, 
I have worked with men and women of various faiths and nationali
ties and have come to respect all kinds greatly. I have worked with 
Catholics and Jew s; with Polish and Italian; with white and colored; 
and in all these contacts I am impressed with the truth of Oliver 
Wendell Holmes’ words: ‘A real human heart, with divine love in it, 
beats with the same glow under all patterns of all earth’s thousand 
tribes.’ The fact remains, however, that one does not discover that 
unless he works with these others, in some good work, the common 
doing of which brings out the best in all concerned. That, in my 
opinion, is the great spiritual gain of Community Chests and all 
other Federated Movements. I am sure this is so. One reason that 
I have always been willing to work in the various Federations of 
Churches is because, in spite of much time spent in seemingly fruitless 
meetings and discussions, we get to know men and women of different 
ideas and come to respect most of them and to have deep affection for 
some of them.”

Raymond Clapp, Director of the Welfare Federation of Cleveland, 
has this to say : “One of the most interesting evidences of the break
down of religious intolerance, due to the development of the Com
munity Chest, was a meeting last fall under the auspices of the 
Schools Division of the Community Fund in which 357 parochial 
school teachers, most of them Sisters, attended a rally meeting, the 
total attendance of which approximated 1,000 and included the super
intendents, members of headquarters staffs, principals and teachers 
from the public, parochial and private schools of Cleveland. There 
was no separation of the audience. They seated themselves just as 
they came into the hall. The spirit of the meeting was most friendly.

“Another concrete example has been the development of the 
Children’s Conference of the Welfare Federation by a bi-monthly 
dinner meeting held at the various children’s homes, Catholic,
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Protestant, and Jewish, and attended by superintendents, staff mem
bers, and board members of the various children’s homes as well as 
by the professional staff and committee people of the case working 
agencies doing children’s work. I know from experience that an atti
tude of suspicion and intolerance which existed in some of the 
Protestant agency people toward the Catholics has been practically 
eliminated as a result of these conferences which have gone on for 
fourteen years. The Catholic group attends regularly and seems 
entirely at home.

“Similar experience has resulted from formation of the Confer
ence on Illegitimacy which has an even longer history than the Chil
dren’s Conference and which is similarly organized. The participa
tion of Non-Jews in a recent capital account campaign for Mount 
Sinai Hospital, as campaign workers and contributors, is another 
example of greater understanding and tolerance.”

The very nature of Community Chest activity calls for the help 
of the best minds and hearts in the city regardless of race, color or 
creed. We do not hear so much today of narrow opposition to the 
support of this or that agency which happens to have a certain de
nominational sponsorship. A fine spirit of enterprise has brought 
to each one a greater regard for the other’s point of view and his 
aims and aspirations; the lines of demarcation are less and less dis
cernible and we are coming more and more to achieve the goal of 
“one for all and all for one.”

The Public Charities Association of Pennsylvania, a few years 
ago, was so distressed by the overcrowding and general lack of facili
ties in the State-owned institutions for the insane and feeble-minded 
that the only remedy seemed a State Bond Issue for $50,000,000. 
When the State-wide campaign was in progress, I asked a delightful 
Philadelphia banker about the prospects of victory. Looking up at 
me with a genial twinkle in his eye, he said: “I can see only one 
person who will be opposed to such a good object.” “Who is that?” 
said I. “General Apathy,” was the reply. Intolerance is a near 
relative of General Apathy.

The leaders of the very successful Chests at Wilkes-Barre and 
Scranton have this to say about how intolerance is vanquished by the 
Chest. Says Harry M. Carey, of Wilkes-Barre: “The Community 
Chest breaks down intolerance. In many communities it is the only 
organization where all groups and classes unite on the common 
services.
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“I have always thought that the by-products of Community Chests 

are as important as the raising of funds. There is no doubt that it is 
good for an individual at least once a year, to do something for 
others; that a real character building process goes on in the volunteer 
worker when he gives up a week to help others, in a Chest campaign.

“I have seen many fine friendships formed between Jews, Catho
lics and Protestants in Community Chest work that have extended 
into the social life of the individuals. We are apt to be very suspicious 
of things we have a little knowledge of. By the group studying the 
program and work of the Catholic, Jewish and Protestant welfare 
organizations one knows first hand exactly what is being done and 
how it is done.”

And Dwight W. Weist, of Scranton: “The question of the re
ligious groups working together is, of course, a pertinent one when 
it comes to the question of ascertaining the spiritual values. It has 
broken down a great deal of prejudice. There is plenty of prejudice 
left however, but the whole question cannot be the same as it formerly 
was. There has been developed a new interest in our fellowman. 
There were always thousands of people in the city who felt that it 
was not their duty to interest themselves in others but that they them
selves should be ministered to. We find the spirit growing that there 
are just two classes of people in the community, those who are help
ing and those who need help, and we find a great deal of pride has 
developed in group No. 1. They have felt that possibly they were 
in the class to be helped but they grew out of that class into the 
helping class.”

At a recent luncheon to celebrate the victory of a Chest campaign 
a Catholic Priest opened the meeting by saying Grace and sat between 
a leading Presbyterian Minister and a Jewish Rabbi. Homer Roden- 
heaver was the principal speaker. The man who led the singing had 
at one time been head of the Ku Klux Klan.

What Father LeBlond, Director of the Catholic Charities, of 
Cleveland, has to say is always of value. He gives splendid testimony 
on this question: “I believe there is no field of social work in which 
prejudice and intolerance is so apt to show itself as in the field of 
child care, because if any group or agency has a desire to proselytise 
of course the best opportunity is presented when they are dealing 
with children. The most striking example of the breakdown of 
prejudice and intolerance I believe is the absolute confidence that 
exists between the various children’s agencies of the city of Cleve
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land, but unfortunately a thing of this kind is not concrete enough to 
demonstrate to those outside our city. This confidence and general 
trust in each other exist in Cleveland, I believe, as nowhere else in 
the United States, and I think it is due entirely to the contacts that 
had been effected because of the existence of our Community Fund 
and Welfare Federation.”

The following concrete example of the breakdown of intolerance 
by the Chest is given by a Judge: “One that occurs to me at this 
moment is the changed attitude of officials in charge of the various 
plants where I have spoken during the past ten years. When the 
Community Fund plan was first originated, it was obvious that in the 
mind of Jews, Catholics and Protestants the greatest vigilance was 
necessary in order to see that each group received treatment it re
garded as proper. With the passing of the years that feeling seems 
to have very generally disappeared. For example, I have become 
acquainted with many officials at the different plants and there is 
never any doubt as to the kind of reception a speaker will be accorded. 
By that I mean that no company official, be he Jew, Catholic or 
Protestant, hesitates to give every assurance that he is glad to have a 
representative of the Community Fund address his employees, and 
usually he will speak to his employees urging the merits of the Fund 
and commending the efforts of all groups to contribute because of the 
distinct advantages arising from the application of business principles 
to community charities.”

The proof of the pudding is in the eating: Cincinnati is another 
city with a most successful Chest, known all over the country through 
the leadership of C. M. Bookman. The Chairman of the Social Serv
ice Department of the Episcopal Diocese of Southern Ohio is William 
S. Keller, M.D., far-sighted layman and dynamic leader in social 
work. Does Dr. Keller think the Chest has any spiritual effects 
and values ? Let him speak for himself : “May I say that I absolutely 
agree with you about the spiritual gain through chests, at least 
that certainly has been our experience. I think that Cincinnati has 
been blessed by being a conservative city, an old city and a city with a 
cultural background. It is big enough to have all kinds of social 
work represented and not too big to be unwieldy.

“For the past five years we have had a wonderful new Commission 
form of Government with a splendid City Manager. I personally 
attribute our ability to overthrow our former boss politicians and 
former horrible government to the educational effect that our Com-
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munity Chest has had on this city for the past fifteen years. It has 
truly given our city a soul.

“When one finds five thousand solicitors (Jews, Catholics, 
Protestants and lay people) starting out to collect $2,400,000 and 
winding up with $2,409,000 you know that there is something doing. 
I have known men who never darkened the step of a church, who 
work like dogs for this cause, and men who weep like children when 
Rabbi Phillipson or the Rev. Frank Nelson speaks to the group of 
solicitors on these potential factors of spiritual and community life.

“It is just as near unity as we shall ever realize when you find a 
man like the Rev. Frank H. Nelson (Episcopalian) heading up this 
drive with an Orthodox Jew as a first lieutenant and a Roman Catho
lic as a second lieutenant. The Chest has also changed the standards 
and social aspect of our Public Welfare Department, our Courts 
(Judges) and our Health Department, not to mention the Work 
House and Jail.

“Our very clever Mr. Bleeker Marquette, Executive Secretary 
and Director of our Public Health Federation, has in a very scientific, 
practical, yet subtle way, outlined the policy of our Health Depart
ment and established standards which we probably should not have 
had otherwise for many years.

“If you interpret spiritual values as I do (things, let us say, that 
tend toward a joint and shared quest for the good life) I think you 
will agree with me that all of these things must be included.

“An elaborate public school program, especially during the drive, 
has also had a splendid effect upon moulding the minds of our school 
children. The leadership training that our great industrial and finan
cial leaders have had through the Chest has fitted them for jobs in the 
community with the Welfare Department Council and our great 
Municipal University that has served them in good stead, during this 
unemployment period, and has lightened our dependency problem 
through their cooperation in public ministration. So we have Mayor, 
Council, City Manager, Director of Public Welfare, Director of 
Public Safety, Health Commissioner, Municipal University and Social 
Agencies all working together for the common good of our city.”

Now it takes an entire community to relieve, correct and prevent 
its own ills. What did we have in the pre-Chest days? Social en
gineering was hardly known. Social work was spotty. There was 
not only over-lapping in various fields of welfare work, but vast over
looking of services, especially of educational and preventive social
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work. Nearly every agency was understaffed and pitifully harassed for 
funds. One of the very worst features was the grotesquely small num
ber of persons who supported social work at all—who seemed to take 
any interest. The classic example is Cleveland, where before the 
formation of the Chest less than 5,000 different individuals in addi
tion to 800 corporations were all who contributed as much as five 
dollars to the social agencies of Cleveland. Today a total of 264,179 
adults and 219,646 children share the privilege of doing their bit for 
Cleveland through their Community Chest. The agencies now being 
supported by the Community Fund received in 1919 (the year prior 
to the establishment of the Community Fund) $1,700,000. In 1920, 
the first year of the Fund, they received $2,850,000 and in 1930, 
$4,550,000.

Isn’t it possible that the more concrete interest of the churches 
themselves as shown by the comparatively recent creation of Com
missions and Departments of Social Service in many of the religious 
bodies has come about largely as the result of a broadened sense for 
the development of social work aroused through the Community 
Chest movement?

One of the newest Chests is that at Allentown, Pennsylvania, a 
thriving city of about 100,000 people. Before their first Chest cam
paign last fall, under the leadership of C. Raymond Chase, only 
1,400 persons were regular subscribers to the fourteen agencies now 
forming the Chest. Now 21,284 people are having a share in this 
community responsibility. That gain is by no means only a material 
one. It has great spiritual implications. Allentonians must know 
and care more about their fellowmen—thousands of them must know 
and care more. Where a man’s money goes, some of his interest will 
go also. This increase of neighborliness in a greater understanding 
of the needs of their fellowmen is of incalculable value to Allentown.

There was, is, and always will be spiritual value to any charitable 
or religious cause. If for instance, 3,000 people formerly contributed 
to all of the welfare organizations, what an increase of spiritual value 
there must be when we have in the same population approximately 
100,000 people contributing. Half of them may be school children! 
Under the Community Chest plan, all people of the community have 
the chance to get the lift which comes from helping, and from taking 
part in a city-wide enterprise.

I know of no better method of making great masses of our citizens 
love their fellowmen more than they did before. To work, eat, battle
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together for several weeks, if not months, arouses much fineness iri 
men and women. Nobody is a good picnicker who in the long run 
doesn’t bring something to the picnic.

The orbits of some people revolve in pleasant places. Some of 
our best citizens are by their very wealth and position marooned like 
a chrysanthemum that blooms by curling in rather than by curling out. 
The Community Chest gives such a man a chance to curl out. The 
spiritual advantages of such an experience are obvious. Let me tell 
you just one such instance.

At the close of a successful Chest drive a great audience, repre
senting all elements in the community, were celebrating the Pente
costal occasion. A pageant with beautiful tableaux and other kinds 
of representations accompanied by appropriate spoken words setting 
forth the various kinds of service, had registered its telling effect of 
the meaning to the community of the expenditure of the moneys that 
had just been secured for the following year’s work.

A part of this ceremony was the presentation to the Chairman of 
a leather covered booklet, which contained signatures of all the people 
who had participated in the drive, together with letters and telegrams 
expressing appreciation of his part not only in helping to manage the 
campaign but in making an initial gift that was so generous and fine 
that nobody would have thought of asking him to give a cent more. 
In addition to this he had been giving large sums of money for capital 
expenditures to hospitals, the University and other civic and social 
organizations in the community. Now this Chairman happened to be 
one of those men who until this time had not had any close contact 
with people of a different station than his own. I doubt if he ever 
carried under his arm anything that impressed him more than this 
simple token of appreciation.

He was mingling with the group after the ceremony, shaking 
hands with Poles, Lithuanians, Negroes, Prostestants, Catholics, Jews 
—representatives of every race and condition in the community. Like 
a celebrated occasion of old, they were all together with one accord 
and in one place. Even with broken English, no English, pure English, 
everybody understood everybody. For together the community had 
done something, not for the under-privileged or the down-and-out, 
but for the citizens of the community. Everyone there felt that the 
community had been at its best in this effort and had done the most 
worth while thing that any community can do, everybody with good 
will to everybody else and feeling that all had shared in the effort
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and in the spirit, and feeling assured that the blessing of the Father 
of all was upon the enterprise.

The largest, most important, and immediate problem of a Chest, 
however, is not financial but one of doing a better quality of work. 
That means spiritual values also. I wish that, even in these times of 
depression, we might concentrate our attention upon the quality of 
work we are doing rather than upon the quantity of work. It is not 
the number of lives we touch, but the results which are obtained from 
such contacts that really count. Statistical reports have their place, 
but social work is going to stand or fall, make progress or retreat, 
as we are able to produce results which can be seen and understood 
by the average citizens.

I have all sympathy with those social workers and Boards of 
Directors who see unmet needs and desire to expand their work so as 
to meet them. I would be disappointed if budget requests did not 
exceed what we are able to raise, and much concerned about the 
future of social work if we were contented with what we are doing 
and saw no need or had no desire to do a larger and better service.

No one is a true social worker whose heart does not ache in the 
presence of misery or distress which cannot be relieved. No one is a 
true social worker who, standing helpless in the presence of suffering 
or before neglected childhood or helpless old age, does not suffer with 
them. No one is a true social worker who, standing in the presence 
of youth drifting into delinquency and crime, does not suffer anguish 
of soul at not being able to extend a helping hand.

The Rev. Robert P. Kreitler, Rector of St. Luke’s Church, 
Scranton, has long been a great power and an untiring worker in 
Scranton’s very successful Community Welfare Federation. Dr. 
Kreitler told m e: “If a deepened sense of stewardship is a spiritual 
gain—most certainly the Chest may develop it. If Chest agencies are 
interested in human relations—the combined effort reveals the con
tributions of each—which should be something more than a material 
thing.”

What are the very deepest things the Chest is interested in ? Dr. 
Kreitler feels that apart from cooperation and togetherness, the Chest 
is importing to all of us strength, courage, heart, personal concern, 
kindliness, and trust in each other to aid, together, those who are 
weaker than ourselves. One clergyman told me somewhat whimsically 
that h^ never had heard more lay sermons than at Chest meetings— 
on charity, relief, mercy, etc.
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This thought of a deepened sense of stewardship gets down to 

fundamentals. To raise standards of service to a community is to 
examine motives. It touches thus on the very sincerity and integrity 
of those who run Boards of Trustees.

Let us consider for a moment the kind of contribution a Trustee 
of a welfare agency in any one of scores of cities could give to its 
problems before the Chest was organized. The ever-present question 
of how and where to get the money for the agency all too often took 
up so much time that Board meetings became finance committee 
meetings. If funds were hard to raise many Directors who could 
give or get little felt discouraged, stayed away or dropped out en
tirely. When, by the help of the Chest, the agency’s finances are 
reasonably well supplied, the Trustees can turn with renewed interest 
to the vitally important human problems and relationships of the 
agency. All problems have spiritual roots and spiritual questions 
often arise. Freedom from the gnawing trials of money raising per
mits the Trustees to become a council of advice to help the executive 
develop case work standards. A Chest is committed to the search for 
“a more excellent way” of community life—the Chest must be one 
means to the discovery of finer expressions of the art of living to
gether—the Chest must help us to realize, in a new measure, the 
dream “that they may have life and have it abundantly.”

REFERENCE
1. “What is the Chest for Anyway?” Catholic C harities R ev ., April, 1931.



WHAT IS BEING DONE TO PROTECT THE EYES OF INDUSTRIAL WORKERS? AND WHAT MORE NEEDS TO BE DONE?*
LEW IS H. GARRIS

Managing Director, National Society for the Prevention of Blindness
New York, N. V.

There is perhaps little need of speaking to a group of physicians 
and surgeons—and especially to this particular representation of the 
medical profession—about the seriousness of eye injuries or of the eye 
hazards of industrial occupations. And yet I shall presume to do so— 
very briefly, however—because a review of the seriousness of the 
problem of protecting the eyes of industrial workers should lead to a 
better evaluation of what is being done to improve this situation and 
what more needs to be done.

While no extensive, authentic statistics on the subject are avail
able, there is reason to believe, from the voluminous data in the hands 
of the National Society for the Prevention of Blindness, that acci
dental injuries of the eye now constitute the greatest single cause of 
blindness. Tremendous progress has been made toward eradication 
of ophthalmia neonatorum—long the leading cause of blindness; the 
incidence of eye diseases generally has been greatly reduced through 
preventive and curative medicine and surgery; and, of course, great 
strides have been made in the correction of visual defects, in the elim
ination of excessive eye fatigue, and in the promotion of general hy
giene. But it seems that simultaneous with all this progress there 
has proceeded a more or less steady increase in the frequency and 
severity of accidental eye injuries, particularly as the result of oc
cupational hazards.

Part of this increase is undoubtedly due to the greater mecha
nization of industry, part to the general speeding up of the work of the
* Address delivered before the Joint Meeting of the Section of Ophthalmology of the New York Academy of Medicine and the American College of Surgeons, New York, N. Y., October, 1931.

152



L. H. Carris 153
individual man or woman in factories, part to the tremendous increase 
of our industrial life—that is, up to recent years. But a very large part 
of the increase in industrial blindness is due to the fact that while a 
comparatively few large corporations have given serious attention to 
accident prevention and so have brought about extraordinary reduc
tions in all accidents, including those causing eye injuries, the vast 
majority of industrial properties are still paying little attention to the 
actual prevention of accidents.

The records speak for themselves. The employers of New York 
State are, on the whole, as progressive as any in America in the matter 
of accident prevention. Nevertheless, an analysis of eye injuries dur
ing the last six years prepared for the National Society for the Pre
vention of Blindness by Dr. E. B. Patten of the New York State De
partment of Labor, shows a more or less steady increase in the 
number of permanent total disability and permanent partial disability 
cases, from 2,247 in 1925 to 3,200 in 1930. The compensation paid 
for these eye injuries shows a slight reduction from $1,902,000 in 1925 
to $1,792,000 in 1930. And 1930 was not a particularly busy year for 
New York’s industries. A similar situation is revealed in Pennsyl
vania—another industrial state in which the employers are probably 
as much interested in accident prevention as any large group of em
ployers in America. The records of the State Department of Labor 
and Industry of Pennsylvania show only slight reductions in the num
ber of eyes lost in recent years and a considerable increase in the 
amount of compensation paid for permanent eye injuries. In 1927, 
588 eyes were lost in Pennsylvania and $882,000 was paid as com
pensation for these and other serious eye injuries. In 1929, 565 eyes 
were lost and over $1,000,000 was paid as compensation. Last year, 
despite the falling off of industrial activities, 520 eyes were lost and 
$940,000 was paid as compensation. There are numerous other 
evidences justifying the statement that, notwithstanding all the splen
did accomplishments of the industrial safety movement, the problem 
of protecting the eyes of industrial workers is today as serious as, if 
not more serious than, five or ten years ago.

So much for the problem. Now let us see what is being done about 
it. The sight of men and women in industry can be safeguarded by 
three means, and all three are vital: through mechanical devices; 
through training and education of workers, supervisors and managers 
in safe practices; and through proper administration and supervison.



Let us consider the situation with respect to each of these means, 
briefly.

Goggles and headmasks are the most common, and from many 
points of view, the most effective means of eye protection in industry. 
Tremendous progress has been made in the design and construction 
of goggles; they are far more comfortable, and more substantially 
made, though lighter in weight; lenses withstand much greater stress; 
and the glass when shattered is much more likely to remain in the gog
gle frame. The strides that have been made in the provision of 
goggles to workers in hazardous occupations are best illustrated by 
two sets of figures: a large electrical products concern reports that ten 
years ago it spent little more than $100 a year for goggles; today this 
company spends in the neighborhood of $100,000 a year for this and 
other forms of mechanical eye protection; a large optical goods com
pany reports that 15 years ago its sales of goggles and headmasks 
totalled $50,000 a year; last year this same company sold $1,300,000 
worth of goggles and masks.

Practically all of this progress, however, occurred in several score 
big industrial concerns. In the opinion of many men who are con
tinuously in touch with this problem at first hand, the small plant is 
today no farther ahead than it was ten or fifteen years ago in the 
matter of providing mechanical safeguards for the eyes of their em
ployes. And in the aggregate, the small plant constitutes the bulk of 
American industry. Much the same is true with respect to the other 
mechanical safeguards, glass and metal shields at the point of opera
tion on machine, engineering revision of process and equipment, and 
general plant arrangement and maintenance.

In the training and education of workmen, foremen, safety com
mitteemen, safety inspectors and safety engineers, important con
tributions have been made by the several safety associations, by a few 
outstanding corporations, by some state industrial commissions, and by 
a few casualty insurance companies. The fact remains, however, that 
up to a year or two ago there was not a single engineering school or 
college in America offering a course for the training of safety engi
neers, excepting New York University which gave such a course in its 
extension department. Today, twenty years since the beginning of 
the safety movement, facilities for the training of the men who are to 
be in charge of accident prevention in industry are woefully inade
quate. And within the individual shop—excepting in the case of a few 
of the larger and more progressive corporations—the training and
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education of workmen and foremen in safe practices is either com
pletely ignored or subordinated to the very intensive education, train
ing and supervision given in methods of speeding up production, 
lowering costs and maintaining standards of manufactured products.

A recent analysis of the circumstances surrounding 70,000 acci
dents has led Heinrich, of the Travelers Insurance Company, to the 
conclusion that 98 per cent, of all industrial accidents are preventable, 
and of these—88 per cent, could be prevented by proper supervision 
and administration. This opinion has not thus far been disputed pub
licly by any one; in fact, Mr. Heinrich’s study simply confirms what 
industrial safety engineers have always believed, and yet here, too, it 
is only a small group of big industries that translated this con
viction into action. In other words, in only a minority of American 
industries have the known principles and practices of accident pre
vention been incorporated in the general plant operations; in the 
majority of industries, safety is still an added frill—something to be 
done insofar as it will not interfere too seriously with production, 
labor relations or even mere tradition.

One detail of industrial administration is of special interest to 
those of us who are concerned with conservation of vision, and that 
is the mandatory goggle rule which requires every workman in a 
hazardous department or hazardous plant to wear goggles at all times 
on penalty of discharge for violation of the rule. It is our under
standing that such a rule has for a number of years been enforced in 
the Pullman Company, the American Car and Foundry Company, 
the Union Pacific Railroad System, and in some plants of the United 
States Steel Corporation—and that in all these companies the very 
radical reductions in serious eye injuries are attributed largely to this 
rule. While this is common knowledge within the safety profession, 
the vast majority of industries have not yet become sufficiently inter
ested to create and enforce the mandatory goggle rule.

There are two other important aspects of plant administration and 
supervision which justify Mr. Heinrich’s assignment to this factor of 
a  possible 88 per cent, reduction in accidents. I refer—first, to the 
fixing of responsibility upon individuals for individual accidents; and 
second, to the securing of the genuine interest of plant executives and 
owners in thorough-going accident prevention.

The Union Pacific Railroad System, which for many years has 
taken first place in almost every nationwide safety contest and whose 
record is hardly approached by any other large railroad, attributes this
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enviable record primarily to these two items of administration and 
supervision: When every workman, every foreman and every super
visor knows that every accident will be investigated and that the care
less person, irrespective of his position in the plant, will be disciplined, 
and on repeated carelessness discharged, accidents cease to happen. 
Similarly, when the chief executive of an industry really becomes in
terested in preventing accidents and ceases to be content merely with 
the financial protection provided by insurance, then, too, the frequency 
of accidents is radically reduced because the many known ways and 
means of their prevention are conscientiously used by workmen, fore
men and managers who value their jobs.

Now, what can the industrial physician or surgeon do in this situa
tion ? Frankly, there is little the medical man can do toward the direct 
prevention of accidents. There is, of course, very much that he can do 
in the protection of workers against the health hazards of industry. 
As is well known to this audience, there are many serious health haz
ards affecting the eyes of industrial workers and often leading to total 
blindness. This is especially true because of the steadily growing use 
of poisonous chemicals in industry.

There is a great deal, however, that the industrial physician or 
surgeon can do to help this situation indirectly; he can—often more 
effectively than the safety engineer, the insurance inspector or anyone 
else—inspire the genuine and thorough-going interest of executives 
in the elimination of accident hazards as well as of disease hazards. 
The industrial physician nearly always is of the type much more likely 
to inspire the confidence and respect of plant executives than is true 
in the case of the subordinate employe—often a simple mechanic, 
clerk or watchman—upon whom the grandiloquent title of safety engi
neer is placed.

It is true, of course, that in many plants accident prevention is in 
the hands of a safety engineer, who is not only deserving of that title, 
but is a man of great wisdom, ability and influence with the chief 
executive, but that is the exception rather than the rule. It is because 
of this situation that the medical man who is professionally attached 
to any industry or who has personal acquaintance with industrial 
executives has a fine opportunity to arouse on the part of that execu
tive an interest in thorough-going safety work which will save not 
only eyes and limbs, but life.



THE CANCER PROBLEM IN CALIFORNIA*
A. R. KILGORE, M.D.

San Francisco, Cal.
Cancer presents a really serious community problem and an in

creasing one. Especially is this true in California. Our death-rate 
has reached 125 per 100,000 in 1930, an increase from 118 in 1929 
and 107 in 1921— 16 per cent, in nine years—bringing cancer nearly to 
the top of causes of death. It is now second only to heart and blood
vessel disease.

Can anything be done about it? We think the answer is, “Yes.”
How much can be done about it? It is always worth while to 

weigh possibilities of accomplishment before spending time, energy 
and money.

Almost universally the earliest manifestation of cancer is a pain
less lump. This is necessarily so from its nature. It begins in an 
accident (of unknown nature and cause) by which one localized 
group of cells breaks away from the control which regulates the 
function and reproduction of normal cells (a control, the nature of 
which is still entirely unknown). W ith capacity for reproduction 
retained and even increased, the uncontrolled cells build up a line of 
descendant cells, like themselves out of control and so without useful 
relation to the normal body. Eventually a mass of wild cells ac
cumulates sufficiently large to be seen or felt and this mass constitutes 
a tumor (cancer representing one variety of tumor).

Only after a longer or shorter time of such local growth do pieces 
of the original tumor consisting of intact cancer cells break off and 
seed themselves elsewhere in the body. Here lies the secret of suc
cessful attack. Caught while still a local disease, it is easily destroyed 
or removed and so, permanently cured. After dissemination begins 
cure becomes increasingly difficult and finally impossible.
* Read before the Twenty-third Annual Meeting of the California Conferenceof Social Work, Berkeley, Cal., May, 1931.
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Now, a large group of cancers arise inside the body (stomach, 

liver, pancreas, kidneys, etc.) where the early lump cannot be seen 
or felt and no signs of the presence of cancer appear until pain from 
extensive growth and involvement of nerves or obstruction of some 
passage, stomach with vomiting, bile-duct with jaundice, etc., appears. 
The disease by then is usually incurable. The chance of success, 
therefore, with internal cancer is small and probably little improve
ment over present results is to be looked for.

A large group of cancers, however, arise on or near the surface 
of the body or in accessible cavities where the lump can be seen or 
felt early. Cancers of the skin and mouth, now taking 8,000 to 
10,000 lives a year, ought nearly all to be either prevented or cured. 
Breast cancer, now taking 10,000 to 12,000 lives a year, is an 80 per 
cent, curable disease if properly treated early. Cancers of the lower 
bowel and the uterus commonly cause early bleeding which shouts for 
attention and a high percentage could be cured by prompt action.

We ought, therefore, to save from one-fourth to one-half of the 
present yearly 100,000 cancer deaths and this is certainly worth the 
effort.

What must we do? Realizing as we have just outlined, that 
cancer is a local disease in its early stages and that in its early stages 
cure is often easy, the solution obviously requires two things:

1. Adequate medical skill and adequate equipment must be 
available.

2. The public must be educated to know the early signs of cancer 
and to seek advice early.

California has many gaps to be filled in its cancer program along 
both of these lines. It has been the experience of Europe and of the 
East of our own country that cancer can be best attacked by the 
combined efforts of a group of specialists rather than by any indi
vidual—surgeon, radiologist, internist, pathologist, experts in special 
fields as the urinary system, the eye, the ear, nose and throat, etc. 
Furthermore, these specialists should not only be experts, each in 
his general field, but should be specially trained and experienced in 
cancer. The best plan is obviously to collect such a group in a 
special clinic or institute. So far, in California, we have one such 
clinic in Oakland and one, in Los Angeles, besides a private group 
building itself on similar lines in Los Angeles.
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Through the foresight of Dr. Hassler and of the San Francisco 
Board of Health and the generosity of our citizens we are shortly to 
have a cancer institute of 150 beds in connection with the San Fran
cisco Hospital, in which we hope to see such a group of experts 
collected. Other similar developments, especially for the class of 
moderate means, are urgently needed.

The equipment now needed for the proper treatment of cancer is 
expensive—including radium and especially high voltage X-ray ap
paratus which wears out or becomes obsolete in a few years. My own 
personal feeling is that, even for the average paying-patient class, 
properly equipped and properly run cancer institutions will require 
substantial private endowment.

The treatment of cancer patients requires urgently an active social 
service organization. At the present time in California very little 
special attention is devoted to cancer social service. The importance 
of this work is the same as in the case of patients with other troubles 
with this important addition in the case of cancer, that a prolonged 
and thorough follow-up is absolutely essential. This is true for two 
reasons:—

1. For the patient. A high percentage of treated cancer cases 
unfortunately suffer recurrences. If these are promptly discovered 
and treated there is still chance of saving life. Patients must be 
kept under observation and supervision for years.

2. For the advancement of knowledge and the training of medical 
men. All advances in the treatment of cancer must be based on per
centages of five-year cures. Thus, if we desire to know in cancer of 
the cervix whether radiation or surgery is the best treatment, we 
must answer it by finding how many cases out of a hundred treated in 
one way remain well and how many out of a hundred treated the 
other way. Unlike patients with acute appendicitis who get well or 
die right away, we cannot tell whether the cancer patient is cured 
until years have elapsed.

We believe that both the public and the medical profession in 
California are more interested now in cancer than ever before. It is 
a  significant and very encouraging sign that at the last annual meeting 
of the California Medical Association, a proposal to create a perma
nent Cancer Commission received enthusiastic support and since the 
meeting the society’s council has appropriated a substantial sum of 
money to support its work.
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We look forward to progress in the near future in California’s 

attack upon the Cancer problem. I feel certain that your organiza
tion will want to take an active interest in the development of this 
work, both in the planning of social service organization and in the 
furtherance of public education.

W ith your permission, I am going to take this opportunity to 
make the constructive suggestion that the California Conference of 
Social Work appoint a cancer committee from its membership, as the 
California Medical Association has done, to represent it in the or
ganized fight on this increasing menace.



THE PUBLIC HEALTH NURSE AND SEX 
EDUCATION: A METHOD*

CHLOE OW INGS
Social Hygiene Bureau, University of Minnesota

T he Student in  P ublic N ursing
In 1929-1930 a course in the University of Minnesota “A Com

munity Program in Social Hygiene” required of students in public 
health nursing consisted of lectures, required book reports and proj
ects. The lectures presented the development of the social hygiene 
movement in geneal and present trends in community programs. Each 
student was required to prepare a written review on No. 1 and a re
view of some other book on a prepared list. (Appendix A)

In order to have good project material, the instructor consulted 
the public health nursing groups in the city of Minneapolis including 
the Visiting Nurse Association, the Infant Welfare Society and Pub
lic school nurses.

Out of the series of actual situations which were thus reported as 
being encountered in home visiting, the projects as contained in Ap
pendix B were prepared. The students assigned themselves around 
Projects 1, 2, 3 and 4 with a chairman for each group. Stenographic 
notes of the discussions were taken insofar as this was possible in
* The invitations to carry on the classroom work reported upon in this article were accepted as a part of a research in which the Social Hygiene Bureau was seeking to learn the needs and interests of parents and of students and methods to meet them with reference to sex education subject materials including the application of these materials to life  relationships involving the mating urge. This research program and its findings are in the following reports published in 1931 by the University of Minnesota Press: Paper I, A  S ocia l H yg ien e  R esearch  P ro g ra m ;  Paper II, A  C om m unity  

S erv ice  P ro g ra m  in P aren ta l S e x  E du cation ; Paper III, A  R esearch  in 
P aren ta l S e x  E du cation ; Paper IV, T he E ffectiveness o f  a P articu lar  
P ro g ra m  in P aren ta l S e x  Education . Another, Paper, S o m e C urricu lar  
P ra ctices in  S e x  E du cation : A  S u rve y  and a P ro g ra m , is in manuscript form but is not yet published.

161



162 Sex Education Training
rapid talk and class criticism. These classroom discussions and the 
method are illustrated as follows:
February 3, 1930. Four students report on Project I.

Project 1. A pregnant mother asks you “How can I tell my children I am going to have a baby?” (This is said to be asked of public health nurses by nearly 100% of pre-natal cases.)
Student: “Today we have Project I. A pregnant mother asks you “How can I tell my children I am going to have a baby ?” This means 

that you have to tell the child right away. You don’t know, of course, exactly what the mother has told the child. I read DeSchweinitz’s book GROW ING UP. Mr. DeSchweinitz has been a social worker for many years. This question is said to be asked of public health nurses by nearly 100% of pre-natal cases. You can tell a child that every living thing starts from an egg. Plants as well as animals. In flowers 
at the base of the pistil is a little part called an ovary. A fish has an ovary in its body which contains many eggs and at a certain time lays these eggs in a part of the stream where they will be protected. A hen 
also has an ovary. The eggs are kept in the ovary until they are quite large and they pass down through an opening in the tail feathers and 
are layed in the nest. Four legged animals have a nest inside their bodies. The eggs pass through a little tube from this nest through an opening in the mother’s body. Animals and humans are alike in this respect. Explain to the child that inside the body is a much safer 
place for the baby to grow. What started the egg to grow? You might start with the flower.

Illustrate with the pollen. The pollen is carried by bees and butterflies and when deposited in the pistil of the flower, the flower 
egg starts to grow. In fish, when the female fish lays her eggs, the father fish swims over them spreading a milky fluid containing sperms. 
When this comes in contact with the eggs, it starts the fish eggs to grow. The hen. The rooster places the sperm where it is less likely to be lost. He gets up on the back of the hen and from an opening in his tail feathers places the sperm in the hen through an opening in her tail feathers. This is done before the shell has formed.

Animals. The animal is provided with a tube on the outside of his body which fits in an opening in the body of the mother. The human 
father and mother are provided for in the same way. There are illustrations showing the development of the baby. In this book there is also a nice description of labor given. When the baby is ready to be 
bom, the muscles squeeze down and the baby is pushed through a tube 
into the world. I would also explain that the mother needs the help of a doctor and nurse at this time.

The book goes on to tell about the mating process in animals. In
stinct alone controls the mating in animals like a feeling of hunger- 
At certain seasons nature makes the male attracted to the female. 
Humans must learn to know and love and choose their mate. Children
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could be told that the reason the father and mother love them so much 
is because they are a part of themselves and that they were bom 
through love.Student 2: The father and mother should tell the child just what 
sex means and what it plays in the part of the individual. This at
titude should be as normal as possible. The child should be made to feel that these things are not unusual and are talked over in the home. 
If  a child comes to the mother about the origin of life, the mother and father should give this information to the child. They should not 
give too much at a time and should make clear what they intend to bring out. Another thing, when telling about himself, give him the 
proper names, especially of the genital organs so he will not be con
fused and later on can look upon the matter scientifically. The matter of itimacy about the subject. Parents should inform the child that they should regard this matter as a family matter and should come to 
the father or mother about it instead of their playmates as they might 
be misinformed or not informed at all. “Wonderful Story for Boys,” 
“Wonderful Story for Girls” are good. Love governs everything per
taining to sex. It is the supreme element in family life. They, them
selves, are the product of this love.Student 3: Creating undesirable attitudes. When a child asks for 
information instead of smiles and winks, the parents should be frank and open about it. Give him information about his own sex organs 
and the difference between the male and the female organs. The child must have answers to his questions. Mother’s attitudes are very im
portant. A child is naturally curious and inquisitive. A mother must 
distinguish whether the child’s “Why” is from habit or if he really has a problem confronting him. A mother will have to expect to go 
over these problems from time to time. She will have to go over them 
and straighten some things out. The child that asks no questions 
must be probed into. He might be mentally backward and not have 
that interest or he may be getting this information from the outside. He may be getting the wrong sort of information.

Student 4: Children should be told the truth and should be told certain facts. Yesterday a girl of 15 told me they had a new baby and 
I asked her if she knew where babies came from. She said “no.” I explained about the fish, birds and flowers. I drew a diagram of the mother’s organs and how each month a seed matured and passed 
down through the tubes into the ovaries. When she menstruated one 
egg was given off. If this egg was fertilized, it fastened itself in the 
uterus which expanded to allow the baby to grow. I explained about 
the boy’s organs. That he has two glands and how the sperm ferti
lized the egg in the mother’s body. The baby grew in the mother’s body for nine months when it passed out through an opening in her body 
into the world. I explained that the baby was a part of the father and 
the mother.

Instructor: Would you have given this information to this child 
a week ago ?
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Student 4: No, I could not.Instructor: Any comments? Who agrees or disagrees? You all 

agree that the parents should not tell a falsehood?Student: Some children are too small to realize what you are talk
ing about and parents want to evade their questions.Instructor: W hat part would you want to evade ?

Student: Birth.Instructor: How early do they begin asking questions? 6 or 7? 
Research has shown that they begin as early as 2 years of age.

Student: They would just repeat what they heard outside.Instructor: Do you really suppose a little child has sex interest? 
The little child has no knowledge of it. He is interested in his own body. He will want to know where the baby came from but has no 
interest in sex processes. How many agree we should evade the question of the actual process of birth? Do they need to know labor?

Student: Not unless they ask it.Instructor: If  they do ask, “did it hurt?” How many would go 
ahead and tell that the mother has pains ?

(A  few hands raised.)Instructor: Do you think the average mother with which the public 
health nurse deals could read and understand this book “Growing Up.”
Might she confuse “pistil” and “pistol ?” I think Miss------wanted thegroup to know there is a book like that where a mother could get help.
Miss------may I ask a question? Was this your first introduction to
this kind of literature ?Miss------Yes! My mother never gave me any information and
seems never to have had it. I told her about this book and asked her 
why she hadn’t given me facts.Instructor: You will pardon me I know if I point out that 
Miss------- has had the same reaction that children have when such in
formation comes to them as “news.” She wanted you all to have it. 
A  child wants to tell all its playmates.You as public health nurses will have to deal with the uneducated mother often. We agree then that children should have information 
when they ask about babies. Parents should get ahead of those on 
the outside and give correct information. You will be among people 
where conditions are apt to be on the material side rather than the 
spiritual. Do you think children come just because of love?
February 10th, Continuation of Project I.Instructor: As I remember it, the several points that we had notbeen able to trace out were Miss------said that this girl of 15 to whom
she gave her information was a relative of hers. When I asked her 
if it were a relative she said “Would that have made a difference?” 
Who thinks that would have made a difference ? Why ?

Student: It all depends on whether she knew this girl and knew 
her family. They might have felt she was too free in discussing 
those things.
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Student 2: I think sometimes the parents object to information of 

this sort.Student 3: We sort of take responsibilities for our relatives as a 
kind of personal duty or obligation.Instructor: Why did I raise the question as to whether or not the 
child was a member of the family?Student: First we would have to secure the girl’s confidence.Instructor: If she had that, would it have made any difference?

Student: We would need the parent’s consent to give the informa
tion, wouldn’t we?Instructor: You would agree that the parents should be consulted. 
Suppose the mother said she did not want it ?

Student: Give parents education.Instructor: In the Minneapolis public schools this situation arose. 
There was an indication that wrong attitudes were being formed. The 
visiting teacher said that the physical education teacher should do 
something about this. Within a few days there were some irate par
ents came into the superintendent’s office reporting that this physical education teacher was giving this “stuff” to their children. The teacher 
was asked to come to the office and she said the visiting teacher had asked her to talk over some things with the girls which she did 
without consulting the principal. She also told the girls to bring to 
her any personal problems or questions they had and she would try to answer them. The boys began sending in questions by the girls. 
This teacher took the initiative on the request of the visiting teacher 
without consulting the principal or parents.It was also brought out last week that inasmuch as this sex educa
tion material is so new to you, you want to share it with other people; 
that sex education is a matter of early education in the home in a 
casual, natural way so there will be no news about it. The question of sharing our thoughts with other people’s children is rather a serious 
matter which we should consider very seriously so we will not get our
selves into trouble. What were some of the outstanding points raised 
last week? 1- Tell the child the truth.2. Make it simple.

3. Not avoid questions.4. Grade it to the child’s needs.
Instructor: What are these needs ?
Student: Needs would mean family situations, a baby coming and 

explanations are needed.
Instructor: Under needs, then, would come family situations; social needs i.e., community situations.
Student: Adolescence; his development.
Instructor: Why would you bring that in.
Student: He would have to know about his bodily changes so he 

would feel they were all right. When a girl first starts to menstruate
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and does not know what is happening, she is frightened, and she might not want to go to her mother.

Instructor: What other things are there beside the plain fact of menstruation ? If you ever do have to watch a child grow up there 
are so many things besides the bare physical changes. Mental, emotional development that changes their attitudes toward their family 
and friends. What are we going to do about the child who does not ask questions ? Do you suppose that most parents whose children do not ask questions will do anything about it?

Student: They may feel it isn’t necessary for the child to know it.Student 2: It is an easy way to get out of it.Student 3: May be getting information outside.Student 4: He may be misinformed and his attitude changed so he doesn’t dare ask.
Student 5: Maybe asked questions and parents would not answer him and he doesn’t want to ask them again.
Student 6: Perhaps the child had been given information before he needed it without asking questions. His mother might have anticipated his needs. He probably believed that storks brought babies and the mother gave him the correct information without his having to ask questions.
Student 7: The mentally deficient child.
Student 8: The child whose mother thinks those questions are 

taboo.Instructor: When a mother answers a child’s questions about “Where did I come from?” she is setting a basis for developing attitudes by just giving the information casually.
We have discussed the history of the Social Hygiene movement, social aspects and some of the causes. We have discussed the prevalence, treatment and possible cure of syphilis and gonorrhea. We have discussed health procedures and we are just going into the law 

enforcement. You should know about the United States Public Health Service. I want to go into the law enforcement program. The 
principle of social hygiene is—preservation of the family. The rea
son we talked about syphilis and gonorrhea is that they make great inroads on family life, the basic social unit. What did we say was one 
of the dominant factors in family life? “Sex.” Social hygiene is concerned with the preservation of family life to the greatest individ
ual happiness and social usefulness, and sex is a dominant factor. We found that the medical measures program can be enforced only when there is public opinion to back it. Why are we going into the law en
forcement measures? We must know the enforcement measures as a program. Law enforcement is that branch of Social Hygiene which 
attempts to enforce so much of the standard of sex conduct existing at a given place at a given time as has been written into the statutes. 
Law enforcement can go no further than the community wants it to 
go. In other words, law enforcement of any kind is dependent on 
public opinion. What did Chicago do last night ? Don’t any of you



C. 0 wings 167
read the morning paper? Do you read the evening paper? (hands.) 
Well Chicago took in 915 people last night. The community said, “we cannot stand this wholesale murder any longer.”Law enforcement not only in social hygiene but in every other 
branch can only go as far as the community wants it to go. Why 
should the policemen bring in a lot of people if the community doesn’t want them brought in. The policeman is willing to do whatever the 
community wants done.We have said that sexual intercourse is the main source of infection in syphilis and gonorrhea. We also said in our discussion that 
prostitutes were largely responsible for the spread of infection. In 
what ages does the greatest infection occur.Student: 13 to 22.Instructor: Syphilis and gonorrhea then are diseases of youth. Sexual intercourse is the main cause of infection; prostitution is the greatest source of infection; and the peak of infection occurs in youth. 
This means that the abolition of prostitution constitutes one of the major efforts in a program of social hygiene. When we speak of 
prostitutes what do we mean? What do you think of ?Student: I always think of certain people who make their living 
by prostitution. I think of them as persons who are not good looking or pretty but who use a lot of make-up.

Student 2: I think of them as being very pretty and seemingly 
cultured.Student 3: Some of the girls who come into the venereal disease 
clinic show the effects of their experiences, others are young girls who 
are in perfect health at that time.Instructor: I think we have them from the young attractive girl who somehow did not mean to be a prostitute. I t just happened along. She possibly was not equipped to earn her living by some gainful occupation which appealed to her. Studies of prostitution have 
shown that many have started when they were very young, 13, 14, 15 or in early adolescence.

Student: Many girls think if they have a mishap once, they could 
not go back.Instructor: How many of you would go out of your way to help 
such a girl. It is the most difficult thing to do. I have tried to and I assure you it is a most difficult thing to do. It is one reason why we 
should try to develop attitudes in the community and try to prevent 
such situations from arising.

Student: Is it true that the average prostitute doesn’t live very 
long ?

Instructor: It has been shown by studies that the average high 
earning life of a prostitute is 10 or 12 years. H er life has been so 
uneven she doesn’t get proper rest and she finally becomes unattractive 
to the male sex so she steps out and begins hunting the lower levels. 
With all the elements involved, her health breaks. When we think
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of a prostitute, it may be a young girl of 16 and it may be a jaded 
worn out woman. Prostitutes do rouge very heavily.Prostitution is the giving or receiving the body for sexual inter
course for hire or indescriminate sexual intercourse without hire. Since 1919, 12 states call it the giving or receiving the body for hire, and in 36 states it is called common lewdness of women for hire. 
However it may be, all through the ages it has meant in some form or another forbidden intercourse. There have been various methods for 
meeting this situation from the old method of “stone her to death” down to the present modern abatement law. It is the “Madames” 
pimp and procurer who make the traffic. How many know what the 
“Red Light District” is?Student: It is a district of the city or town where prostitution is 
practiced freely and openly.Instructor: Do we have such a district in Minneapolis ?

Student: We are not supposed to have.Instructor: We do not have a recognized district but we have a 
known district.In 1910 when the greatest impetus was developed for law enforcement, there were more than 250 “Red Light Districts” in the country. 
There was a red light on the house and any man or boy walking down a street would know what it meant. There is yet at least one open 
red light district and that is Reno.

II. T he Practicing H ealth N urse
The Director of Education of the Visiting Nurse Association of 

Minneapolis, Minnesota, called at the office of the Social Hygiene Bu
reau of the University of Minnesota with a suggested outline of So
cial Hygiene lectures and asked the Director of the Bureau to give 
those on Educational Measures. The outline had been sent on request 
from Headquarters, in New York City, of the National Organization 
for Public Nursing. (Appendix C.)

The request to Headquarters was motivated by the expressed 
desire on the part of the field staff that some of the time of their reg
ular weekly conferences be given to sex education. It was suggested 
to the Education Director that as a substitute for the proposed lecture 
to be given by an educator, the individual staff members should list 
problems or situations met by them in their field work and that these 
should form the basis of discussions.

This was done. The situations were analyzed and classified- A 
bibliography was prepared out of immediately available materials. 
Each staff member was given a mimeographed copy as follows:
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Questions Submitted by Minneapolis Visiting Nurses for Discussion 
in Staff Conference

N. B. General Considerations—In the questions submitted for discussion:1. Has the Visiting Nurse a responsibility?2. If so w hat:
a. Should she educate the mother ?b. Should she educate the children?
c. Should she take the initiative if the mother makes no request e.g. I—F & G?
d. Should she ask the mother if she desires a visit from a community agency specializing in this field e.g. the 

Women’s Cooperative Alliance?e. Should she ask an Agency to call on the mother without consulting her ?
3. What are “Sex Problems” and “Social Hygiene Problems” ?

(The lists carried these headings.)4. What is Sex Education? (See Topic I.)

I. Sex Education: When— Where— By whom:
A. When should a child be given sex education?
B. Who should be the teacher and what part should the nurse play in a sex education program ?
C. Is there any real danger in nurses giving sex education 

without special training?
D. Should sex education be given as sex education or as 

a part of general social hygiene ?
II. What would you do if:

A. Mother in prenatal case asked you how to tell her 
seven-year-old boy about the coming baby?

B. Mother of a 14-year-old girl thinks girl knows nothing 
about sex problems. Mother is pregnant and does not 
want to tell her child yet. Girl inquired why mother 
goes to doctor now. (Question: Has mother asked 
advice of Visiting Nurse or does Visiting Nurse feel 
that mother is making a mistake and wants to know 
her responsibility?)

C. A pregnant mother says her children wonder why she 
is getting so fat. Should Visiting Nurse respond and 
if so what?

D. A mother states that children believe stork brings the 
baby, or Visiting Nurse may hear her tell the child this.

E. A mother says she just can’t bring herself to talking to 
her adolescent girl about where babies come from.
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F. A mother sews on the baby clothes at night after the children have retired.G. Child asks Visiting N urse: Are you going to bring us 

a baby in your bag ?
III. How explain mother's part and father's part in reproduction:

A. How much would you tell a three-year-old child (girl) who asks why everybody has to have a mother and a father ?
B. Eleven-year-old boy asked mother, “How am I related to my dad except through his marriage to you ?”

IV. Pubertal changes:
A. At what age should a girl be taught about menstruation?
B. Many mothers have been puzzled as to whether or not 

to tell her sons about a girl’s menstrual period and if so, when.
V. Informing children who have asked no questions:

A. Should a child be informed if he does not ask questions ?
B. A thirteen-year-old girl and nine-year-old boy have asked their mother no questions about the beginning of life. How shall the mother approach the subject?

VI. Is scientific vocabulary important:
A. Why insist upon scientific terms in sex education?

VII. Should Visiting Nurse discuss masturbation? I f  so, how:
A. Mother is horrified at idea of masturbation. Should Visiting Nurse say it is not harmful even though a bad habit?

V III. Bibliography:
A. What books should be recommended to mothers to 

help show them what to say in response to questions ? Most books tell beautifully what to say in a general way, but they do not say just how to make matter of fact answers.
IX. Birth control information:

A. Is there any agency or person who would discuss contraceptive measures with any woman? (Question: 
Frequency of requests to Visiting Nurses for this information.)

B IB L IO G R A P H Y :
De Schweinitz, Karl: Growing Up.
Galloway, T. W .: Love and Marriage— Normal Sex Relations.
Gruenberg, B. C .: Parents and Sex Education.
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Kinberg—Von Sneidern and Sundquist: Sex Hygiene— The A natomy, Physiology and Hygiene.
Parker, G. H . : Biology and Social Problems.Sex Education in the Home: Natl. Conf. of Catholic Charities.
Sex Education in the Home: C. C. Gilman, Women’s Cooperative 

Alliance.Child Questions and Their Answers: Asha Pub. 248.Wonder fid  Story of L ife— for Boys: Usphs V. D. 59b.
Wonderful Story of Life— for Girls: Usphs V. D. 59a.Sex Education, a Symposium for Educators: Usphs V. D. 86.
Revising Our Attitude Toward Sex: Ncmh 223.
Your Daughter’s Mother: Asha Pub. 319.Heritage of L ife: Women’s Foundation for Health Pamphlet 5.From Boy to Man— A Challenge to Boys: Asha 626.John’s Vacation: W. S. Hall, American Medical Association.
Sex in Life: Asha Pub. 52.

The discussions covering three one hour periods were to begin 
within a week’s time. They were attended by about fifty nurses and 
by the Director, Director of Education and Mental Health Super
visor and were taken verbatim as nearly as was possible in such free 
and rapid talking. These reports serve to indicate the scope of in
terest in and discussion of sex education problems in a public health 
nursing group.

D iscussions with the Staff Members 
of

T he M inneapolis, M innesota, V isiting N urse A ssociation 
February 3, 10, 17, 1930

February 3, 1930.
Sex education is to be our topic for the next three meetings and 

it seemed to me that the best way to use your time was to find out what questions you really wanted to have discussed. As I read the 
several questions which you submitted, certain general considerations 
arose in my mind.

L.1 Would you consider that there was any danger in the public health nurse attempting to give sex education? Should it be given 
separately or along with other things in general. How would you go about teaching the mother ?N.2 Every turn you make.

L. Will you illustrate?N. You may teach it along the line of sleeping habits. The hy
giene of sleeping could affect it.
1 L. stands for Leader.2 N. stands for Nurse.
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L. How?
N. Sleeping alone; sleeping with windows open.L. In the families you call on, how many can have separate rooms.
N. You could have the boys and girls separated and not have them 

sleep in the same room as their parents.L. Do children ever ask sex questions ?N. They do not think of them as sex questions. It depends on your definition of sex.
L. I don’t think they do. They ask questions about their bodies and it is only we grown-ups who integrate the idea of sex into their questions. They ask about things which grown-ups eventually 

call sex. Do you all agree that the nurse has a responsibility ? Where are you going to begin ? Should you take any responsibility about the children yourself.N. Not unless the child asks a direct question of the nurse. If they ask whether we have any babies in the bag.
L. What would you say ?N. I have no t!L. Who else would say “I have not” and quit. ( Calls for hands.)N. If the mother had told the child that the nurse would bring a baby in the bag and the child says something that the mother has told him, should the nurse right the child or contradict the mother ? The 

child might resent the mother having told him an untruth ?
L. You are assuming that it is wrong to tell the child that the nurse would bring the baby in the bag. Suppose you know nothing about what has been said ?
N. I would ask the child where he got that information.
L. Would you talk with the child before the mother ?
N. Depends on the age of the child. The nurse has a responsi

bility to educate the child but the method of her education depends on circumstances. She should be careful not to disagree with the mother openly and find out what the mother has said to the child.
L. Suppose the mother has said the nurse is bringing a baby in the bag, what would you do?
N. I think I should ask the mother how she will feel as to the reaction of the child when he gets older. He might resent having been deceived.
L. You are dealing with mothers who have had little opportunity. What about the mother who has not even learned to spell and does not have any background ? This mother is not equipped to take as much as we can give. How many believe that the mothers would 

be concerned about the later reaction of their children if she had not told them the truth? You agree that about 25% would be concerned. 
What about the other 75%. How would you approach the problem with them?

N. First, find out what the mother’s experience has been.
L. How will you find out ?



N. If you find her saying to the children: “The nurse is going to 
bring a baby in her bag.”L. Would you ask her what her information was and what she 
had been told? You could point out, couldn’t you, that the same 
thing will be true with her children. If her mother has been con
cerned, she will no doubt be concerned. Many times the mother would like to tell the children if she knew how. It may not be a question of the mother’s being concerned over the children being hurt by her deception but you can certainly drive home the fact that if she 
doesn’t give the children the right information, they will get the wrong 
information somewhere outside the home. Should the nurse take the 
initiative if the mother makes no request ?N. Time is a big factor. Sometimes we only call on a mother 
twice.L. Should the public health nurse educate the mother not to miss 
an opportunity of telling the child ?

N. Yes.L. She should take the initiative, then, to educate the mother ? You 
would say to h e r: “Do your children know the baby is coming?” M other: “I don’t know.” How far advanced in pregnancy are the 
mothers when you call on them ?

N. Six months, sometimes only three or four months.
L. There is not much change in her appearance before six months 

and the children may not yet have been conscious that there was to be 
a baby. Do you think it is important enough to broach this subject on 
the first visit ?

N. It depends on what contacts you make on your first visit. Sometimes we are not even asked in. Then there is the foreign speaking mother and you wouldn’t be able to talk with her very easily.
L. That is to say, you might have to “pass up” the first visit. Do you consider it important, whether it be a pre-natal case or any other 

health situation where there were children, to make it a conscious part 
of your program to learn whether or not the children in the family 
have correct information on reproductive processes ?

N. Usually, we visit pre-natal cases five times. Many families 
we visit only twice and we wouldn’t have the opportunity. I don’t 
believe I would if the contact was not going to be continued for some time and I couldn’t follow it up.

L. You would only exclude cases where the contacts were going to be few ?
N. When other agencies are interested. For instance the Woman’s Cooperative Alliance.
L. You will not feel any responsibility as public health nurses, then, where contacts were going to be few and where other agencies are taking the responsibility ?
N. We might assume the responsibility and refer it to some other agency if our contacts are for a short time.
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L. Would you feel justified in asking the Women’s Cooperative Alliance worker ? Should we not bear in mind the doctor in the case ?
N. I cannot recall an instance where we asked the doctor when 

we felt we were equipped. He doesn’t know what its all about.L. The physician may feel it’s not his job and he is not interested. 
He has his own professional problems.N. He is not an educator and he might bungle it. Anyway he usually isn’t interested-

L. What about the Family Welfare Association?N. They refer it to us. They are not prepared.L. What about the minister? (laughter greeted this question) Why laugh ?N. The ministers take no action. They are useless in these prob
lems. The father should also be consulted.L. I am glad someone feels that the father is to take part. The 
public health nurse then is to be conscious of a responsibility and to carry in her mind that responsibility. She is not to exercise it on short contact cases or where she can pass it on to some other agency. Where there will be a continuous follow up, she should make it a part of her job to see whether or not the children have correct information on the 
reproductive processes. You would find out the mother’s background and where she received her information. She will probably not hesitate to tell you. Indeed she may be glad of an opportunity of talking to a sympathetic listener. You might ask her if she objected if you 
sent her a pamphlet. She will undoubtedly say she would not. If you really haven’t time to undertake the education yourself, would 
you feel justified in asking her if she would like a visit from some other Organization ?

N. I wouldn’t feel justified without asking her. If we didn’t, the mother might wonder why.
L. Why do you feel that way? The Women’s Cooperative Alliance make such calls all the time.N. It might spoil our future contacts.
L. Then it all depends on the case. What is sex education ? According to your questions, it is largely giving information on the reproductive processes, but it includes more than that. We shall proceed next week from this point.

Second hour— February 10.
L. Our project for today is : What would you do if a mother in a 

pre-natal case asked you how to tell her seven-year old child about 
the coming baby? Last week we decided that you as public health nurse had a responsibility. Now how would you go about giving this informaton ?

N. (Who offered to discuss project). I don’t know as I have very much to offer but I will relate an experience I had in this connection.
N. This question came up when I was talking with a mother- I
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felt sure she ought to tell her boy about the arrival of the baby and I will tell you what I told her. Maybe it isn’t right as far as technique is concerned. I was called to this home a little over a year ago. It was my first contact with the family. The mother was not at home, 
she had gone to the hospital. I called again and the mother was 8 
months pregnant and not feeling very well. They had told her at the hospital to come back again and I took her back. I asked her if she 
had told the children about the baby. She said she had not. She had told them she was not feeling well and was going to the hospital for an operation for appendicitis. The 12 year old boy said “I hope they take some of that fat off you!” She was quite sure he did not know anything about her condition. She said she could not tell him. 
To her the whole thing was very distasteful and she did not know 
what the boy would do if he knew about it.I told her to go about it in this way. She might tell him she was not well and before very long, they would have a little brother or sis
ter. During this period a tiny baby was growing in her body right near her heart and this was why she loved it so. It was very small at 
the beginning but grew larger and larger. She could tell him she grew very tired now and perhaps he could help her with the work about the 
house. Nothing more was said.

The final week, I went back to get the mother- She expected to be delivered at the hospital. The boy met me at the car saying: “My 
mother is in bed and we have a baby brother.” When the child left the room, the mother said her husband worked nights. She became 
ill during the night and things began happening very rapidly. She 
called this 12 year old boy to help get things ready, boil the water, etc. and go out and get the doctor. She said “I told him what you told 
me and he is extremely proud of the baby.”Not long ago we were inoculating the children and he went home to get the baby. He feels he owns this baby. There is a new baby 
coming. I asked the boy how his mother was and he said “She is pretty good. She’s not feeling very well now though.” He knew she 
was pregnant and he said “You know, it’s kind of hard at our house. 
We haven’t paid the doctor for the last baby and the new one is coming but it is awfully nice of you to take care of us.”

L. Any criticisms or disagreements ? Who would have told something different? How many have taken the responsibility of askng 
the mother if she is going to tell the children? (Discussion on this
point.) Do you think Miss------told the whole truth when she saidthe mother loved the baby “because it grew under her heart ?”

N. I asked one mother if the children knew anything about the coming of the baby and she said the last time they knew the baby was coming. Everyday they came running home from school asking if the baby had come yet. She said: “They pestered me every day. The 
oldest is 14 and I am afraid she will be mad.” This mother is quite interested in telling her about menstruaton.

N. I had an experience just a short time ago. I was calling on a
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home where a new baby was born. The 12 year old girl said: “Nurse where did that baby come from ?” I said “Don’t you know ?” I was 
working for time. This was my first visit in the home and I did not know the mother. I went in to see the mother. She was quite willing 
I should explain something to the girl who happened to hear the baby in the night and came running down and saw the doctor so she was sure the girl knew something and would be glad to have me make some explanation. When I went out, the girl said “Are you going to
tell me ?” I gave her the same explanation as Miss------gave. I didn’t
have time to give her more as she had to go to school. I told her that some other time we would talk more about it.

N. (3) Very recently I suggested to a mother she tell her children some of these things. There was a young woman staying at the house who was going to have a baby. There were two children 12 and 10 and I thought it was a good opportunity to explain to these children. The mother said they were innocent and she didn’t like me to tell them. 
They were above average in school and I thought they looked intelligent.

L. You as public health nurses decided you should be alert to every possible situation. You really want method and possible words for telling a mother how to approach this very important subject of the coming of a baby. I am going to tell you what one might say but 
I want to emphasize that this is indeed a minor part of sex education.The father and mother in the home should understand the place and the universality of sex in life. Where we can give information on any point unemotionally, then we are setting attitudes. The impor
tant thing is the attitude in which the child secures his information and the attitude he has toward it. It is three-fourths attitude then and one-fourth information. You can tell a boy about his muscular 
development, how he can develop his muscles to become a wrestler, a fencer or, he can be a thug. The same way with information about 
his reproductive system. The differences in the mating impulses between boys and girls. A great percentage of divorces are given on “incompatibility” which really means sex incompatibility and this 
situation might be changed if individuals understood the differences in the mating impulses of men and women.

A mother in a pre-natal case asks you how to tell her seven year 
old child about the coming of the baby. Suppose we are all public health nurses. In the first place, you decided last week you would take the responsibility. The mother has not asked you in this case. You 
could easily say to h e r: “Have you told the children about the coming 
of the baby?” The mother might reply “No, they are innocent,” or “I don’t know how. I realize I ought to tell them but I don’t know 
how.” It is perhaps a question of vocabulary. We must not blame 
the mother. The first thing we should say is “I am not surprised. You will find you are not alone in not knowing how.” Avoid any feel
ing that you think she ought to know. Then you might ask if the 
children have asked any questions. She might say, “How can I open
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the subject?” You want to tell her to avoid taking them “aside” to 
tell them the “story of life-” Avoid setting the stage. Help her to see it as a perfectly natural thing. It depends of course on her educa
tion. I will assume that she has had no more and perhaps less than eighth grade work. She will have had very little of biology. She will 
not know terms. The mother may never have heard the word “penis.” 
You are going to go on that basis and try to help her.“Mrs.------, if you are interested, would you like to have me tell
you how to go about it,” or you might say “Would you like to have me bring you some literature ?” Try to have her say “yes” before 
proceeding further. It is most important to have her spoken cooperation. You could say “I will tell you one way some parents have done 
it.” We will suppose there are four children, two girls, 10 and 6; two boys 8 and 4. One could start in by saying “Have your children seen each other undressed?” If she said “no,” make no comment. If she 
said “yes,” one could say “I just wanted to know if your children know that boys and girls are made different because boys grow up to be fathers and girls grow up to be mothers. Supposing she said “Yes, 
they had to, we live in such close quarters.” One might ask if they ever had any discussion with her about their differences. She has pos
sibly tried to evade the discussions and would want to eliminate that from her information. You could say to her “It is a most fascinating story, or a most wonderful story. All children are interested and really want to know where babies come from. If they haven’t asked you, it is because they haven’t found the words. Children usually begin asking questions anywhere from 3, 4, 5 years of age. I would not gather them around me. I would take them one at a time beginning with the 
oldest. Put a feeling of responsibility on the older one but don’t emphasize it. Say, we are going to have a new baby in our house and I 
want you to know that; or I wonder if you knew that babies have a 
father and mother because all babies grow from a little part of each one called a cell. The child might say “What is a cell ?” Perhaps they are thinking of “selling” something e.g., an ice cream cone. You can 
say, it is a little bit of life. Babies grow from a father cell and a 
mother cell in their mother’s body until they are able to come into the 
world. It may be that this is as far as you would go. You might cut an orange at the top to show the child what the cells there look like and say that the father cell and the mother cell are very much smaller. It 
may be they won’t ask any more questions but they will later on. In order that you might be prepared to answer those questions, perhaps I better tell you a little more. Shall I ?”

Do not make her feel it is a burden. Be simple. The mother might 
say: “What you have told me might satisfy the little one but with the 
10 year old, she might ask more e.g., ‘Where does it grow?’ You could 
tell her it grows in a place called the uterus or womb. The uterus is a 
small pear shaped organ and as the baby grows, the uterus grows 
larger. The baby has to grow there nine months. Put in the question
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of time. She might say ‘How does the baby get out?’ Of course, if she asks you that, you will want to be prepared. You can tell her it comes out through a passageway nature has prepared called the vaginal passage. She will no doubt soon have forgotten these terms, 
but she will know she has had them. Would you stop there?

N. Most mothers would want to know about the father’s part or 
the child might ask “Where is that vaginal passage ? How did the cell get there ?”

L. These mothers probably have a tremendous emotional tie-up around the father’s part and that is where they need your help. The 
facts here are not as important as the attitude. This is the problem. Supposing she did say “But mother, where is that passageway?” Most 
mothers will hesitate to give that information but we must answer honestly. You could say that it is an opening between the legs. You 
can also say to your ten year old, “Of course we don’t understand why all these organs are put where they are but it is a safe place and there the baby is protected. Tell her she has several openings in her body, ears, nose, mouth. In the early care of the child, teach the girl 
the care of the vulva and the boy of his penis. Build up the attitude that there are several openings in the body and that they must take 
care of them because they are openings into the body and must be kept clean. What would the child say then?N. How does the father cell get there ?

L. She may not ask that question. More often they do not ask it 
at this point. The reason, it seems to me, to bring in the father’s part here is that if you don’t you might get a situation which is quite typical of the following incident. A mother told her children seven and five 
that there was a baby growing in her body and it was to be a secret, 
that they were to tell no one. The five year old said: “Can we tell daddy?” “Yes,” replied the mother. That evening the little girl told her father the secret. He played the game. The father, to these children, was the person who provided the home, food, clothing, toys and hospital care for the mother and the new baby.

You could make this simple statement that the baby is growing from a tiny father cell and a tiny mother cell. Ten to one she won’t ask how the cell got in there. She won’t think anything about it. One 
could immediately go on and tell her of the plans for the baby and that they had arranged with the nurse to go to the hospital. Get her interested in making something for the baby. Let her feel she is taking a part in the preparation for the coming baby. The important 
thing is that when she gets through, the little girl will not be in position to resent the coming of the baby. If the mother asks “But won’t she want to know how the father cell and the mother cell got in there?” You could say to her “Do you happen to know yourself about your own reproductive machinery ?” Unless I am greatly 
mistaken, she won’t. Give her the anatomy, biology and physiology of the reproductive system both male and female. If you don’t, how 
can she give the information to her children. If you do not know it
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yourself, you must certainly inform yourself completely about the anatomy, biology and physiology of the reproductive system including both generative and secondary characteristics. You cannot explain the father’s part without the male reproductive system. Make dia
grams. Give her the meaning of menstruation.

End of second hour.
Third hour, February 17th.

N. presents projects III  and IV.
III. How explain the mother’s part and father’s part in reproduction:

a. How much would you tell a three-year-old child (girl) who asks 
why everybody has to have a mother and a father?b. Eleven-year-old boy asked mother, “How am I related to my 
dad except through his marriage to you?”

IV. Pubertal changes:
a. At what age should a girl be taught about menstruation?b. Many mothers have been puzzled as to whether or not to tell her 

sons about a girl’s menstrual period and if so, when ?N. The question of the three year old: “Why does every baby 
have to have a mother and a father” is a very typical one. A young 
child is easily satisfied with simple answers to his simple questions. There is nothing emotional about it. The child is asking from wholesome interest. The answer should be simple and conclusive. All babies have a mother and father. Babies are better protected when 
they have a mother and a father.In the case of the 11 year old boy who asks his mother how he is 
related to his dad except through her marriage to him, would seem 
to indicate that he has acquired some sex education from playmates. It would be unfortunate if the mother possesses an unhealthy attitude 
as a result of her mis-education. She might say “I ’m glad you asked that question.” But the answer that every baby has a father and 
mother would not satisfy this 11 year old boy. By giving him more 
information, his confidence will be more readily gained. The story of the beginning of life is very interesting. Give it to him in a casual 
manner if possible so the child does not feel he is being given news of unusual character. If he should ask questions which the mother 
is unable to answer, she might tell him she doesn’t know and that they could find out together.
Project II. At what age should a girl be taught menstruation?

There is no definite age when the information should be given but it should be given before the girl really needs it. If we wait until the 
time when the menstrual period does start, she might not ask the mother about it. She may get the information from her playmates. 
It should be given before girls are 12 years of age. If they are older, 
they may feel independent and won’t ask the mother about it and 
won’t allow her to tell them about it. They may get the information 
from older girls in a way not desirable so if the mother should try to
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explain, the girl won’t care to listen to her. If  the information has 
been given step by step, it is not quite so difficult and a mother can bring in information as physicial changes occur. Possibly at the time 
the daughter was going to take a bath, the mother could help make preparations for it and might remark on the appearance of hair and 
the enlargement of the breasts. Explain what happens in menstruation. A mother must know what actually occurs before she can tell 
it to the child. Give the information in a wholesome attitude. A t
titudes count more than the information itself.I think the same rule applies with reference to the boys. It is the 
place of both father and mother to show the boy he is becoming a man and is a reason for giving sex information. In his pre-pubertal stages, one can take measurements in the home of different members of the 
family as to height, etc. It can easily be brought out that a boy develops just as well as a girl. Explain that boys go through similar changes- Explain in someway that these things are not to be discussed 
outside the family. If they understood what it was all about, they 
would do their part.L. Has anyone anything to add to this discussion?

N. I suggest being told earlier to a girl, at least by 10.L. What were some of the points that interested you?
N. Do you think it is the mother’s job to talk to the boys ?N. (2) It isn’t exactly the mother’s job but the mother is in the home more and when questions arise, the father might not be there. 

If both parents are there, both should take part. The responsibility 
belongs to both.L. It is not both the father’s and the mother’s job? The father’s part is important in all character education. Any person who would give sex information should have an unemotional attitude. There should be an attitude of cooperation between both parents. The 
family attitude is the soil out of which the child’s character grows. There must be a deliberate and a deliberated attitude between the father and mother.N. Would you plan ideally to have the father educate the boy?

L. I would plan ideally to have both father and mother educate 
both boy and girl. I see no reason why a girl should not be educated by her father. She should be answered by whichever parent is there 
but there should be a joint deliberated attitude between both father and mother. They should be perfectly free to discuss any question 
which comes up whether it relates to sex or not.Shall we return to our discussion of last week as to the father’s 
part in reproduction? You will recall that we talked about every baby 
having a father and a mother. Supposing the child you are talking to is 
an 11 year old boy. The mother might say to him “You know you are 
different from little sister. You are different because you grow up to be a father; sister probably will be a mother. Sister has no penis. Her 
organs are different. Her organs are inside her body. The part of 
her you see is the vulva and the part of yourself you see is the penis
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and the scrotum.” The mother should know these terms and the 
nurse could easily draw a diagram. The mother should also explain that the boy has testicles while the girl has ovaries and that when she was born she had little eggs which will be mother cells. “Very soon 
your testicles will begin making some fluid that is called seminal fluid. 
Sister will grow up and it is going to be something different with her.” (The boy need not know the mechanics of menstruation so soon.) 
“When sister is about 12 years old, she will also be growing up to 
become a woman and will have a menstrual flow. Later on I will tell you more about that. You are going to manufacture the seminal fluid 
and in that fluid the sperm cells will live. You cannot see these little sperm cells but they are very strong and active. Father had to put 
one of these sperm cells into mother’s body to join with the mother cell in mother’s body- The penis is the organ with which the father 
always places the sperm cells in the mother’s body.”It is important that mothers should be helped to understand that 
nobody is surprised that mothers find it hard to have an unemotional attitude in explaining these things to children. It sounds very easy but when you see a child looking at you and you are sure he is going to ask you more questions, it is not the easiest thing in the world to 
give the mechanics of mating. The child could be taken to the Art Institute and shown pictures and beautiful statuary. This is one of the 
ways parents have found it possible to give children the right attitude toward the physiological differences in boys and girls. Help the mother 
see that the normal thing is for boys and girls to know the physical differences. Another way is to arrange with some friend who has a 
baby of the opposite sex to bathe, undress and dress the baby in front 
of the child. Or even to let the child help dress the baby.

A girl of 10 was taken to a Farm School. There happened to be two boys of about 12 visiting at the same time. The pig barn was 
visited first. The pig mothers were there with baby pigs just a few hours old. On the way to the sheep barn the girl saw some stallions were in a run way. The child said “What are those horses in the run for?” The boys spoke up and said “for mating.” The child said 
“What is mating.” It was explained that mating is the time when the 
father cell is put into the mother’s body to join the mother cell. Later 
as the mother and child were alone, the child said “I just don’t under
stand exactly about the mating.” The mother replied, “You see that 
father horse has a penis. Mating is the time when the father places 
the penis in the mother to deposit the father cell in the mother’s body-” 
“ Oh, yes, now I see,” said the child. Then she exclaimed about the 
clouds and the lovely day and the subject was dropped.If we began early enough with our information, the child will get an unemotional attitude about mating and the father’s part. The par
ents have just one choice to make: will the child obtain this information truthfully and wholesomely, or will it come to him from the vulgar point of view?

The question is often asked “Is it wise to bring in the plant and
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animal reproduction ?” It is important to have the child understand plant and animal reproduction, but if the child asks about a human 
baby, he deserves an answer about a human baby. That is not the moment to explain about flowers and animals.

If he should say “Why does everybody have to have a father and a mother ?” one may say that nature has made it that way. Everything grows from a father and a mother cell.
The mother should know and use the correct terms. A child of 6 or 7 is not too young to know those terms. If a mother uses the correct terms, the child will have confidence in his mother. He may forget them but he will know he has had them and that the mother has given 

him the correct information. There would be no real reason ordinarily for discussing with a girl of 8 or 9 the facts and hygiene of men
struation. The boy and girl should be given exactly the same informa- and certainly the facts about the secretions of the endocrine glands and what they do to the growing boy and girl.In the short time left, let us pass rapidly over the remainder of the projects, returning for a more full discussion if time permits.
Project V .— Informing children who have asked no questions: 

a. Should a child be informed if he does not ask questions? A thirteen-year-old girl and nine-year-old boy have asked their mother no questions about the beginning of life. How shall the 
mother approach the subject?It should be the attitude and desire of the parents to so develop 

attitudes that perhaps a good deal of information would be given 
without questions being asked. There are two situations where children do not ask questions: the home where information is so natural and matter of fact that there is no need for questions and the home 
where the child is just bursting with curiosity but does not dare to ask questions.
Project V I.— Is scientific vocabulary important:

a. Why insist upon technical names in sex education?
Without terms everyone is tongue-tied. I suspect that no one here would raise this point now. Is  there anyone who now questions the necessity of using correct term s? (No hands raised.) You probably 

consider that a child should not say “wee-wee” or “little tail” or “tinkle, tinkle” for penis any more than, say “golly-wog” for nose. 
The nurse will need to know whether with herself it is a question of terms or a question of technique.
Project V II .— Should Visiting Nurse discuss masturbation? I f  so, how:

a. Mother is horrified at idea of masturbation. Should visiting 
nurse say it is not harmful even though a bad habit ?

No matter what we know about masturbation, to many mothers 
and to many growing boys, it is a matter which causes much concern 
and it is responsible for a good deal of confused fear. One boy of
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19, a senior in one of our up-state high schools asked me “Is it true 
that if a boy indulges in a certain sex practice he will become feebleminded ?” After a few moments of discussion, he then said “ Is it 
true that this practice kills the life of the sperm cells and the boy 
can’t be a father?”

One who is in constant contact with parents cannot fail to recognize that this is a question about which mothers often have much mental worry. Mental hygienists say that the enduring harm of masturba
tion is the mental conflict which grows up around the practice. We have not time enough left to discuss masturbation in detail. Between 
the nurse and the mother, the important thing is to help the mother to overcome her excessive fear and worry. One of the ways to help her is to have her understand that the practice is quite common among 
boys (we know less about girls) and that probably her boy will outgrow it soon if he is not punished or made to feel guilty of having 
done something very wicked. Often such mothers need “to do something.”

In order to give her something to do about the situation and to clear up the point, encourage her to consult a physician to learn if there is any tightening of the foreskin. Teach her how to instruct 
the boy in personal cleanliness; to see that his clothing is comfortable 
and does not press on the genital organs; encourage vigorous, wholesome out-door activities and fads. Let him “collect” something no 
matter how much it clutters up the house. He can have a box in a corner somewhere for his treasures. The nurse could, of her own 
responsibility if the situation warrants it consult the school principal and possibly the visiting teacher and the child guidance specialist.
Project V III.—Bibliography:

a. What books should be recommended to mothers to help show 
them what to say in response to questions? Most books tell 
beautifully what to say in a general way, but they do not say 
just how to make matter of fact answers.

I am giving you each a bibliography. Please note that single 
copies of certain pamphlets are obtainable free from the United States 
Public Health Service. You will find the address at the end of the 
bibliography.
Project IX .— Birth control information:

Is there any agency or person who would discuss contraceptive 
prevention with any women? (Question is about 100% in frequency 
from pregnant mothers.)

No I know of no such agency.
Now our time is up. You realize, don’t you, that we have not had 

a course in sex education? We have discussed briefly— very briefly— 
a few points in the field of sex education.
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A PPEN D IX  A

Social H ygiene P ublic H ealth 59 
Reading List

Each student must prepare a review o f :
I. Goodsell, Willystine: The Family as a Social and Educational 

Institution.
II. One book chosen from the following lis t:1. Addams, Jane: A  New Conscience and an Ancient Evil. 
la. Addams, Jane: The Spirit o f Youth and the City Streets.
2. Bigelow, M. A .: Adolescence.3. Bigelow, M. A .: Sex Education.4. Creighton, Louise: The Social Disease and How to Fight it.
5. De Schweinitz, Karl: Growing Up.6. Ellis, Havelock: Little Essays of Love and Virtue.
7. Ellis, Havelock: The Task of Social Hygiene.8. Galloway, T. W .: Parenthood and the Character Training of

Children.
9. Gruenberg, B. C .: Parents and Sex Education.10. Guyer, Michael F . : Being Well Born.11. Healy, W. and A. F. Bronner: Delinquents and Criminals. 

Their Making and Unmaking, Studies in Two American Cities.
12. Hollinworth, L. S . : The Psychology of the Adolescent.
13. Kinberg—Von Sneidern and Sundquist: Sex Hygiene, the

Anatomy, Physiology and Hygiene of the Sex Organs.
14. Owings, Chloe: Women Police.
15. Parker, George H . : Biology and Social Prohelms.
16. Poponoe, Pau l: Modern Marriage.
17. Slaughter, J. W .: The Adolescent.
18. Snow, Wm. F . : Venereal Diseases— Their Medical, Nursing 

and Community Aspects.
A PPEN D IX  B

Social H ygiene P. M. P. H. 59 
1929-1930

Projects for Students
(Life situations met in the field and reported by public health nurses.) 

In the following situations what would you do ?
I. A pregnant mother asks you “How can I tell my children I am 

going to have a baby?” (This is said to be asked of public 
health nurses by nearly 100% of pre-natal cases.)
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Bibliography*

De Schweinitz, K arl: Growing Up.
Galloway, T. W .: Love and Marriage— Normal Sex Relations.
Gruenberg, B. C .: Parents and Sex Education.
Kinberg—Von Sneidern and Sundquist: Sex Hygiene— 

The Anatomy, Physiology and Hygiene.Sex Education in the Home: Natl. Conf. of Catholic 
Charities.Early Sex Education in the Home: C. C. Gilman, 
Women’s Cooperative Alliance, Mpls.Child Questions and Their Answers: Asha Pub. 248. Wonderful Story o f Life— for Boys: Usphs V. D. 59b. Wonderful Story of Life— for Girls: Usphs V. D. 59a.

II. A girl of primary school age in a family of 5 children ranging 
from 1-13 years of age has embro vaginitis contracted in some way from the father who has gonorrhea. The mother 
does not know of the father’s condition nor the nature and the name of the child’s infection. A private physician says he has 
given all necesary instruction to the mother for the care of the 
child. You find the child sleeping with two other children?

Bibliography
Snow, Wm. F . : Venereal Diseases— Their Medical Nursing and Community Aspects.Social Hygiene Problems—Chloe Owings, May 1929 

Quarterly, Minnesota State Board of Control.The Social Worker’s Approach to the Problem of Ve
nereal Disease: Minnesota State Laws on Venereal 
Disease.

III. A mother reports that a neighbor boy of 11 has undressed her 
own and other little children. He has also instructed them in 
masturbation and has tried to experiment with sex intercourse. 
She asks that you do something about it.

Bibliography
Gruenberg, B. C .: Parents and Sex Education.
Facts Regarding the Sex Experience of Boys: Minn. St. Bd. of Health.From Boy to Man— A  Challenge to Boys: Asha 626.
The Boy Problem: Asha Pub. 284.Sex in Life: Asha Pub. 52.

IV. A pre-pubertal girl has either wrong information or none about 
menstruation, its meaning and hygiene.

* Reading suggestions with author’s name are books—the others are pamphlets. 
N .  B.  The bibliography was selected from immediately available materials, therefore not complete or even a model reading list for any of the projects.
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The Anatomy, Physiology and Hygiene.Sex Education in the Home: Natl. Conf. of Catholic 
Charities.Early Sex Education in the Home: C. C. Gilman, WCA. Life Problems: American Medical Association.

Your Daughter’s Mother: Asha Pub. 319.Heritage of Life: Women’s Foundation for Health Pam
phlet 5.

V. A mother asks:A. When shall I stop bathing my boy’s penis and how shall 
I teach him to keep himself clean?B. How shall I teach my baby boy to urinate?(These are said to be questions frequently asked of 

public health nurses.)
Bibliography

Habit Training for Children: Minn. State Bd. of Health, 
Child Guidance.Child Management: U. S. Dept, of Labor, Children’s Bu
reau, 143.Eliminative and Other Early Habits: Inst, of Child Wel
fare, U. of M.Development of Curiosity and Questioning: Inst, of Child 
Welfare, U. of M.Early Sex Education in the Home: C. C. Gilman, WCA. Child, Questions and Their Answers: Asha Pub. 248.

VI. An adolescent girl resented the fact of her mother’s pregnancy. This complicated an already over-nervous condition in your 
patient (the mother).

Bibliography 
Same as for IV.

VII. A young infant has a positive Wasserman. Mother is dead. Father refuses to have a Wasserman.
Bibliography 

Same as for II.
V III. As a school nurse you find these venereal disease situations:

A. Girl or boy of family of independent economic status.B. Girl or boy of family of dependent economic status.C. A boy has been infected through visits to house of prostitution.
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D. Five high school girls have been infected as a result of a “week-end” at a lake cottage.
Bibliography 

Same as for II.
IX. You have the case of a g irl:A. Pregnant by a school boy.B. Pregnant by a man about town.D. Pregnant by an unknown person.

Bibliography
Addams, Jane: The Spirit of Youth and the City Streets. 
Healy, William: Mental Conflicts and Misconduct.Lee, Joseph: Play in Education.Van Waters, Miriam: Youth in Conflict.Your Daughter’s Mother: Asha Pub. 319.

A PPEN D IX  C
P ublic H ealth N urse and Social H ygiene 1
LECTURE BY

I. 1. A Biologist Reference—Galloway—Reproduction. 
Galloway—Biology of Sex. 
Galloway—Sex Factor in 

Human Life.
2. An EducatorBigelow—Sex Education. Parker—Biology a n d  Social 

Problems.Galloway—Sex Factor in H u
man Life.

Royden—Sex a n d  Common 
Sense.Gruenberg—Parents and Sex  
Education.Gruenberg—High Schools and 
Sex Education.Spencer, A. G.—October La
dies’ Home Journal, " What 
Makes a Home?”Gilman, Mrs. R.—A  Vocabu
lary for Family Use in Sex  Education of Children.

SUGGESTED APPROACH
Trace reproduction in dif
ferent forms of life. The place of sex in reproduction. 
Sex contribution to indi
vidual development.
Sex education—a combination of phases of character and health education developed from biological 
background.

1 Received by the V. N. A. of Minneapolis from National Organization for 
Public Health Nursing, New York City.
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LECTURE BY

Women’s Cooperative Alliance Minneapolis.
SUGGESTED APPROACH

II. 1. A SyphilologistV. D. Information.
U. S. P. H. S.—October 20. Special article.

2. An Obstetrician
V. D. Information.
U. S. P. H. S.—October 20. 
Special article.

Modern methods of diagno
sis and treatment in acquired and congenital syphilis.Clinic management *How pregnancy is affected by syphilis and gonorrhea. 
Prevention of Ophthalmia 
neonatorum and congenital syphilis.

III. A Sociologist Outline and correlate com-Galloway—Sex and Social Health, munity resources, existing

IV. A Health Official 
State Law re. V. D.

repressive and protective legislation.
Next steps.
Outline of public health 
program in V. D. Interpretation of law ; current prac
tice—Next steps.

V. A Public Health NurseP. H . Nursing—Mary GardnerThe Public Health Nurse—Oct.— Virginia Robinson.P. H. N .—Nov.—Irene Armstrong.
P. H. N .—Nov.—Mary Pagaud.
P. H. N .—Dec.—Helen E. Bond.Manual o f Public Health Nursing.
Social Hygiene and the Nurse. Stokes — reprint — American 

Journal of Nursing. Published 
by Journal, Sept., Oct., Nov., Dec., 1926.

The nurses responsibility in 
the home, prenatal work, school, industry and clinic 
follow-up. Relationships with other workers, health officer, doctor, social work
er, school authorities, industrial officials, police.

* Your local situation may lead you to transfer this to the Health Official.



MOTHERCRAFT IN THE HOME*
Mrs. IRVING ROBERTSON 

President, Canadian Mother craft Society, Toronto, Canada
It is a pleasure and a privilege to speak to you on mothercraft in 

the home. There is no branch of nursing more far-reaching. It is 
simple, scientific, and at the same time practical and can be carried out 
in all types of homes. It is the foundation of health and a happy 
home life. In all parts of the British Empire the Mothercraft Society 
is humanitarian and patriotic, and has been proved to build up a 
healthy robust people.

New Zealand, the home of Mothercraft, has the lowest infant 
death rate in the world. When Sir Frederick Truby King founded 
the society 25 years ago in Dunedin, the New Zealand infant death 
rate was around 94 per 1,000, and today it is 34.1 per 1,000. They 
have had few deaths from gastroenteritis for five years, and in 
Dunedin, where the work has been carried on since 1907, no deaths 
from that cause since 1918.

You’ll possibly ask what has brought this about. Good prenatal 
care, breast feeding, the teaching of a definite technique in natural 
feeding for both mother and baby, obeying the laws of nature, proper 
diet prenatally and postnatally, exercise and fresh air, and close super
vision of both mother and baby by highly trained Mothercraft nurses. 
Nature responds marvelously when given a chance. The Mothercraft 
nurses are able to regulate a mother’s breast supply, to increase that 
supply, and also to reestablish breast milk after six to eight weeks of 
complete bottle feeding.

Sir Truby King’s treatment of the premature baby is simple, 
practical, and at the same time scientific—again a low death rate of 
9 per cent. These babies, after some months, are healthy, disease- 
resisting children. Mothercraft nurses work closely with the medical
* Read before the Thirty-third Annual Convention of The American HospitalAssociation, Toronto, Canada, September 28-October 2, 1931.
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profession. The idea is to keep the well baby well, the society’s 
slogan being, “Help the Mothers and Save the Babies.” The slightest 
deviation from the normal is immediately reported to the patient’s 
physician.

Parents come voluntarily to the society nurses for help, and we 
only go into the home by request, and then always to help.

It is interesting to note that in all the countries where real Mother- 
craft is practiced, as the breast feeding increases the death rate de
creases.

In the countries where the society has been functioning for a 
period of years the teaching of Mothercraft is carried into the school 
—Girl Guides and various girls’ clubs. The duties and sacredness 
of motherhood are explained and thus the foundation is laid for 
future knowledge.

Every mother is taught by the Mothercraft nurses how to train 
and care for her babe and how to care for her own health, in many 
cases right in the mother’s own home, or in the Mothercraft Center or 
the society’s rooms. Forty to sixty per cent, of the work of the society 
is voluntary and is carried on by lay persons.

In New Zealand today 85 per cent, of the babies are breast fed. 
It is needless to say that no tuberculous woman is ever allowed to 
breast feed. We have mothers coming all the time to have their 
supply of milk regulated, increased, or reestablished. They are 
invariably nervously upset. No woman is at her best at a time like 
this and it is impossible for her to run her home, let alone put herself 
to rights.

Here in Toronto, at the Mothercraft Center of the Hospital for 
Sick Children, trained nurses are given a post-graduate course of 
four months. These are our Mothercraft nurses. Also trained at 
the center are well baby nurses. This is a course of 16 months of 
normal work, breast feeding and care of the mother and babe being 
the foundation.

By cooperation with the Visiting Housekeepers Association, the 
well baby nurses, and other organizations—above all, the close coop
eration of the patient’s doctor and the Mothercraft nurse, along with 
that of the parents of the babe—success crowns the vast majority of 
cases. Breast feeding has been proved to be the best for mother and 
child. The willingness of the woman to do so has also been proved.

In Toronto we are at present comparatively only a small society 
and it is to the trustees of the Hospital for Sick Children that we owe
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our beginning. In the other countries of the British Empire the work 
is thoroughly established. It is amazing when you remember that it 
was only begun in 1907. Sir Frederick Truby King is a man well 
on in his seventies, and his work is known throughout the world.

The word “Mothercraft” explains itself but it is only when you 
see the results that you appreciate its real value.



EDITORIAL 
Medical Statesmanship

It is a very wholesome thing to behold the President of the New 
York County Medical Society expound what in his seasoned opinion 
should be done in order to put medical practice on a sound basis in 
New York City. Dr. Charles Gordon Hayd in his recent presidential 
address took occasion to make a series of recommendations in which 
medical social workers should be particularly interested. He stated 
that in his opinion the Medical Society of the County of New York 
should endorse as a matter of policy the following:—

1. A central registry for dispensary patients.
2. Adequate supervision of all hospitals—private, proprietary, 

semi-public and public.
3. The designation of hospital and dispensary zones.
4. That the worthy poor be treated free of all charges.
5. That the entire situation of medical and dispensary practice 

be studied and consideration be given to the possibility of 
the application of insurance principles to this problem.

6. That consideration be given to the fact that all doctors work
ing in dispensaries dealing with medical services shall be paid 
a fair remuneration in keeping with their education, ex
perience and services.

These are all important matters, some of which have been given 
consideration over a period of years by medical social workers. An 
outstanding factor is undoubtedly the need of studying the possibility 
of applying insurance principles to meet the costs of medical care.

W ith the recent development of old age pension plans, the active 
agitation for unemployment insurance, and the history of health in
surance throughout Europe, there already exists a definite trend of 
the application of insurance principles to human needs. Is health 
insurance under state auspices desirable in this country, or would 
it be preferable to develop some type of insurance under private 
auspices, such as through existing insurance companies ? Would

192
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the setting up of loan funds meet the needs of the “white collar” 
class? What representative body should study these questions of 
insurance and recommend practical and satisfactory methods?

These are but some of the matters that will press more and more 
for definite answers within the next few years. The cooperation 
of the medical profession, under the leadership of men like Dr. 
Hayd is assured. Medical social workers and other interested groups 
must do their part in helping to solve some of these problems.

Jacob A. Goldberg, Ph.D.



NEWS NOTES
The National Society for the Prevention of Blindness is making 

survey of the types and causes of injuries to the eyes in childhood.

After a 2-year study of conditions the Committee on Neighbor
hood Health Development of the City Health Department, consisting 
of a committee of 47 members of medical and welfare organizations, 
recommends the establishment of 30 health centres throughout New 
York City.

According to figures of the American Association of Hospital 
Social Workers the proportion of hospitals maintaining social service 
departments is as follows: 8 per cent, of all hospitals; 10 per cent, 
of all general hospitals; 54 per cent, of all children’s hospitals; 6 per 
cent, of all tuberculosis hospitals; 24 per cent, of all orthopedic hos
pitals ; 14 per cent, of all eye and ear hospitals.

Ground has been broken for the new $2,000,000 addition to 
Harlem Hospital, New York City. The new building will provide 
a new nurses’ home and a women’s pavilion.

Republican Spain has given more than a gesture of agreement 
with the Declaration of Geneva: she has woven it into the fabric of 
her new Constitution. The 41st article of the Constitution includes 
the following clause: “The State recognizes and will apply as its 
own, the Declaration of Geneva, or Charter of the Rights of the 
Child.” This is the first time that a nation has incorporated the 
Declaration in its Constitution. World’s Children, England.

The American Public Health Association will hold its 61st An
nual Meeting in Washington, D. C., October 24-27, 1932.

194
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Jane Addams, founder of Hull House, Chicago, and Nicholas 

Murray Butler, President of Columbia University, New York City 
have been jointly awarded the 1931 Nobel Peace Prize.

Through American Red Cross chapters 3,827 volumes of novels, 
class books and other literature have been transcribed into Braille 
for the blind.

Manual work, singing, and drawing, in addition to ordinary ele
mentary school subjects, are being taught to patients 3 to 10 years 
of age in a hospital in Lisbon, Portugal, a report from that capital 
states. This work was established through the efforts of a physician. 
The staff consists of 2 trained teachers. Though maintained by 
private contributions, the school is officially recognized as a public 
school. Motion pictures and other entertainments help to interest 
and amuse the children. The school has also brought the little 
patients into relation with children outside the hospital, for they 
recently took part in an international drawing contest. U. S. Chil
dren's Bureau, Washington, D. C.

The Leslie Dana Gold Medal, awarded annually for “outstanding 
achievements in the prevention of blindness and the conservation 
of vision” has been awarded to Edward M. Van Cleve, Principal 
of the New York Institute for the Education of the Blind for con
spicuous achievement during the year 1931.

A report from California announces that 50 children of men 
who died in service in the World W ar have already received Cali
fornia State scholarships in compliance with a recent State law. 
This law provides that young persons between 16 and 21 years of 
age who are dependent children of such veterans may be granted 
allowances not to exceed $50 a month or $450 a year to be used 
for tuition, books, supplies, or living expenses in public or semi-public 
schools of the State. If such schools are not available the money 
may be used for private tuition. U. S. Children's Bureau, Wash
ington, D. C.

The Canadian Council on Child and Family Welfare reports that 
the Old Age Pensions Act which has been in force in Saskatchewan
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since 1928 now provides pensions for over 60 per cent of all the 
population over 70 years of age. The total disbursement has been 
$971,460.80.

The next meeting of the National Conference of Social W ork 
will be held in Philadelphia, May, 1932.

Delaware has this year instituted for its public schools a dental 
program which requires that all children in the first 6 grades shall 
be examined by a dental hygienist. The present first-grade children 
are to be re-examined at their completion of the 3rd grade and the 6th. 
The actual work on the children’s teeth is to be done by private 
dentists selected by the parents, and on completion of the work the 
dentists are requested to sign the cards on which the hygienists in
dicated the repairs needed. Class-room lectures by the hygienists 
and summer dental clinics for prophylactic work with preschool 
children also form part of the program. U. S. Children’s Bureau, 
Washington, D. C.

“Dental disorders constitute one of the earliest signs of an in
ferior physical condition,” said Dr. Percy R. Howe of the Forsyth 
Dental Infirmary, Boston, in his report as Chairman of the Sub
committee on Dentistry and Oral Hygiene in their relation to Medical 
Care for Children.

The survey made by this sub-committee indicates that 95 per 
cent, of the children in this country have cavities in their teeth. Since 
“reports from all parts of the United States and its possessions are 
in extraordinarily close agreement it is urged that every available 
means be employed to control this outstanding problem. We should 
continue with unremitting effort to extend dental care and hygiene, 
beginning in early infancy with the close cooperation of the pedi
atrician. Systematic periodic dental examinations and treatment 
should be instituted to prevent the development of infections due 
to advanced caries and to avoid unnecessary extractions. Clip sheet 
A. C. H. A .

The Mount Sinai Hospital, New York City, offers 3 types of 
nursing service in the new pavilion for patients of moderate means.

I. Group (cooperative) Special Nursing.
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This is a superior type of nursing service supplied by a special 

staff of carefully selected graduate nurses, organized in collaborat
ing groups for continuous or 24-hour duty; under this plan a nurs
ing team is assigned to a small number of patients occupying ad
joining cubicles all under direct control from a well-equipped local 
nursing station; the physical arrangement is such as to insure con
stant contact of nurse with patient and to facilitate immediate at
tention to patients’ needs. The hours of duty likewise are arranged 
to insure maximum individual nursing care, and uninterrupted service 
by the same nurses is assured throughout the patient’s stay. The 
plan may be described briefly as one of cooperative special nursing. 
The cost to each patient (less than the cost to the Hospital) is $6.50 
per calendar day or fraction thereof for day and night nursing com
bined. This type of nursing service is recommended by the Hospital, 
and is available only to patients occupying designated group rooms. 
Patients transferred to other rooms or sections of the Hospital can
not be provided with this service.

II. Individual Special Nursing.
This is a type of service wherein the patient receives the exclusive 

services of a graduate nurse for the day or night, or both. A patient 
who requires this type of nursing is charged $119.00 per week for 
both day and night nurse, or $8.50 for each day or night. Nursing 
of this type is recommended only for those patients who are so ill 
as to need the continuous and exclusive service of special graduate 
nurses and is permitted only when requested by the attending physi
cian or surgeon.

III. General Floor Nursing.
This nursing care is rendered almost entirely by student nurses 

whose services are shared by all patients on floor care. Student 
nurses are unavoidably subject to frequent change in floor assign
ments and in hours of duty, due to the exigencies of their educa
tional program. This type of nursing service is furnished by the 
Hospital without extra charge.

Blood Tests in Cancer
A Dutch physician, Bendien, lays claim to the discovery of a 

blood test by which he can determine whether or not an individual 
is suffering from cancer. On hearing of this claim the British Em
pire Cancer Campaign, arranged to submit to Bendien for diagnosis
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samples of blood taken from persons suffering from cancer and 
from other diseases. Under this arrangement Bendien, who was at 
the time on a visit in London, tested 21 samples, 5 from cancerous 
patients, 2 from normal persons and 14 from patients suffering from 
other diseases. He correctly diagnosed the 5 specimens from can
cerous patients and the 2 from normal individuals and gave a diag
nosis of cancer in 1 of the 14 other samples, later investigations 
proving the latter to be correct. Ill Health Messenger.

BOOK REVIEW
An Introduction to Gynecology. By C. Jeff Miller, M.D., St. 

Louis: The C. V. Mosby Co., 1931, 327 pp. Price $5.00
This is essentially a textbook for beginning students in the field 

of gynecology. It contains only the essentials of the subject and 
leaves surgical treatment and therapy for future consideration. The 
material is laid down in such a manner as to give the student a 
firm foundation upon which to build. It is clearly written and is 
illustrated with excellent plates from standard sources. The ar
rangement of the book makes it easy to consult as a reference work.

In this book Dr. Miller makes no pretention of offering original 
material, but frankly states that he has gleaned it from many sources. 
He does, however, give individuality to the volume from his own 
wide experience. The book is well printed and has an adequate 
index of the material. It can be recommended strongly for a course 
in junior gynecology, as presenting an excellent outline of the subject.

R ichard A. Bolt, M.D., D r. P. H.

The Treatment of Behavior Disorders Following Encephalitis: 
An Experiment in Re-Education. By Earl D. Bond, M.D., and 
Kenneth E. Appel, M.D. New York: The Commonwealth Fund, 
Division of Publications, 1931. 160 pp. Price $1.75.

This is an excellent presentation of an organized effort to meet 
the problems of encephalitic children and to modify their behavior 
disturbances to more favorable levels.

The study is based upon the experiences of forty-eight post
encephalitic children and fourteen controls in a school at the De
partment for Mental and Nervous Diseases of the Pennsylvania 
Hospital.
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The authors not alone describe the physical plan and organiza
tion of the school but relate the development of their viewpoint and 
methods devised to promote juvenile welfare. Throughout one notes 
an intelligent individualized approach to the problems of each child 
in terms of his personality, and the authors have approached their 
difficulties with an admirable eclecticism unfettered by selective psy
chological approaches.

While the case histories analyzed cover a period of six years it 
is still too early for final judgment. There can be no question but 
that there is more hope evident in this sustained supervised and con
trolled mode of training and guidance than in other methods thus 
far proposed. It represents a scientific attitude based upon the long 
term; planning that is essential for working out the intricate behavior 
disorders produced by encephalitis. Perhaps the hospital school is 
destined to become an essential part of the complete treatment of 
encephalitic children that they may be returned to their homes capable 
of making reasonable adjustments to life. Post-encephalitic be
havior disorders represents illness and not constitutional malicious
ness or inherent sinfulness. And ill children should receive intelli
gent hospital treatment until cured. If a special hospital ward 
chances to be a school so much the better for the child and so much 
the greater the service of and for the community.

I ra  S. W il e , M .D .

Clinical Dietetics. By Harry Gauss, M.S., M.D., F.A.C.P. As
sisted by E. V. Gauss, B.A., St. Louis: The C. V. Mosby Co., 1931. 
490 pp. Price $8.00.

A textbook for physicians, students, and dietitians aiming to pre
sent diets for those medical conditions in which a rational basis for 
dietary treatment is recognized.

The book contemplates the needs of three groups of persons: 
medical students and student dietitians, hospital dietitians, and the 
patient. Its chapters include an interesting review of the history of 
dietetics from the empiric age with its pre-cooking and food culture 
periods to the rational age of modern dietetics in which scientfic prin
ciples of nutrition are applied both to health and disease.

There is a practical working classification and description of the 
properties of foods suited to the needs of clinical dietetics.

The chapter on normal digestion includes a section emphasizing 
the physiology and anatomy of the several types of normal body
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habitus. There are illustrations of the three types—sthenic, inter
mediate and asthenic.

The principles of diet, the normal diet, the indications for special 
diets are stated in a concise and useful manner. Diets are given for 
the following conditions—fever, gastric disorders, intestinal dis
orders, disorders of the colon, disorders of liver and gall bladder, 
diabetes, obesity, renal and muscular diseases, cardiac disorders, 
epilepsy, vitamine deficiency diseases, gout and arthritis, food poison
ing and allergy.

The diets are each presented in three forms— 1. The detailed 
calculated form; 2. As a week’s menu for use in home or hospital; 
3. In simplified language for the patient to follow.

Each diet is prefaced with a short discussion of the medical and 
biochemical phase of a subject presented and a statement of the prin
ciples on which the diet is based. Case reports illustrate the applica
tion of the diet in specific instances.

This plan of presentation is particularly helpful to those who de
sire to be well informed concerning the rational of the diet they are 
supervising. Especially valuable should this section be to students 
and medical social workers.

Dr. Gauss’ book stimulated the thought that a companion book 
might well be written dealing with the social and psychological fac
tors associated with the carrying out of diets both in hospitals and in 
the patient’s home.

Rachel H ardwick, M.D.

ABSTRACT
“Some Aspects of Psychiatric Social Work in New York State.” 

H. B. Crutcher. Psychiatric Quarterly, 1931; v. 695.
The problems of psychiatric social work vary to a degree in the 

various State hospitals under the jurisdiction of the New York State 
Department of Mental Hygiene. There are 15 State hospitals whose 
districts vary from sparsely settled rural settlements and where the 
lack of transportation facilities presents a serious handicap, to the 
densely populated districts of New York and Brooklyn where actual 
living space is a problem. The State hospitals, the schools for the 
feeble-minded and the colony for epileptics, with the entire State to 
serve, has its overwhelming aspects when the practical points of social
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•service are considered. Fortunately the author found that on the 
whole the medical staffs are interested in social work. As a direct 
'means of attacking the problem of social service in State institutions 
the superintendents, clinical directors or other psychiatrists closely 
connected with the social service departments were asked to express 
their ideas as to the essential qualifications of a good psychiatric social 
worker. The consensus of opinion was that “personality” counted 
-most. Personality was defined in most instances as (1) The social 
worker must be adaptable and adjustable; (2) She must have tact; 
'(3 )She must be understanding; (4) She must be emancipated in her 
thinking; (5) She must be devoted to her work, yet objective about 
it; (6) She must be well integrated and emotionally mature; (7) She 
must be loyal to the hospital administration; (8) She must have many 
interests and resources within herself so that hospital life will be 
satisfactory to her. It is interesting to note that such qualities as 
leadership, a certain amount of aggressiveness, initiative, and executive 
ability were scarcely mentioned. As to the necessary training for the 
psychiatric social worker the following quoted opinions cover require
ments suggested: (1) A good kind nurse trained in one of our own 
State hospitals in the material from which the best State hospital 
social worker develops; (2) A college graduate who has had special 
courses in sociology, psychology and mental hygiene; (3) A college 
graduate, a graduate of a school of psychiatric social work, with 
special emphasis during her training on State hospital work; (4) A 
■ college graduate, a graduate of a State hospital school for nurses, com
pleting her training at a school for psychiatric social work; (5) All 
possible background of education, travel and experience plus formal 
training in psychiatric social work; (6) A successful psychoanalysis 
should be a help in giving a well-trained person insight and under
standing so that she can perhaps do a better job as a psychiatric 
worker. A varying degree of emphasis was placed upon formal 
training; few doctors made no more than a vague reference to the 
value of case-work experience. Aside from endeavoring to find out 
what type of social worker is needed for psychiatric social work an 
effort was made to find out just what these doctors considered the 
work of a psychiatric social worker. Taking histories of patients, 
assuming responsibility for paroled patients, placement of paroled 
patients, making special investigations, to be on duty at clinics, to 
supply social findings with recommendations. As the hospital has a 
-definite responsibility to the community or district it serves the social
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worker is expected to assume her share of responsibility to see the 
patient through his hospital career from “start to finish” and if he 
heeds help to make his adjustment. I t is readily seen that there is 
divergence of ideas as to the function of the social worker. All doc
tors consulted seemed to feel that the social worker was a useful 
adjunct in the service rendered by the institution. The author agrees 
with the doctor who said that “all possible background of education, 
travel and experience plus formal training in psychiatric social work” 
is needed for the worker who is to function most advantageously in a 
State institution. Such a worker should be able to contribute toward 
a better understanding and adjustment of the patient and implant in 
the minds of the family a different attitude toward mental illness- 
She also has the opportunity to suggest preventive mental hygiene 
measures for other members of the family. Another reason why the 
psychiatric worker should have “all possible training and background” 
is because she represents the hospital. She is the liaison officer be
tween hospital and community and if the community is to look to the 
hospital for leadership along mental hygiene lines the social worker 
who is in close contact with the community should have background 
and every advantage of training for this difficult branch of social 
work.

“Medical Social Work and Public Health Activities.” F. L. Kelly- 
California and Western Medicine, 1931; XXXV, 164.

“The science and art of preventing disease, prolonging life, and 
promoting physical health and efficiency through organized communi
ty efforts for the sanitation of the environment, the control of com
munity infections, the education of the individual in principles of per
sonal hygiene, the organization of the medical and nursing service for 
the early diagnosis and preventive treatment of disease and the de
velopment of the social machinery which will ensure every individual 
in the community a standard of living adequate for the maintenance 
of health.” Above is the admirable definition of public health work as 
given by Dr. C. E. Winslow of Yale University. To achieve such a 
result the author states it is necessary to have the combined team work 
of physician, nurse, public health worker, social worker and every 
individual in the community. In the beginning of the public health 
movement both in this country and in England the idea was closely 
identified with the movement for social betterment. Shattuck in a 
report of the Massachusetts Sanitary Commission in 1850 clearly in-
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-dicated the interrelationship of treatment and prevention. His recom
mendations form the foundation of present-day health programs. In 
the latter part of the last century because of increased scientific 
knowledge regarding health and disease medicine seemed to draw 
away from the social sciences and the laboratory absorbed the atten
tion of the physician and public health worker. In the early part of 
the twentieth century the health of the individual, particularly the 
infant and school child became the interest of the health department. 
W ith this interest in the health of infants and school children came 
the realization that community health education and control of the 
individual’s environment was necessary. The public health nurse 
was the answer to this need. Individual family problems became 
important from the public health standpoint and the necessity for close 
cooperation between social worker and public health nurse became 
apparent. Even at this time there appeared to be no great need for 
the medical social worker in the public health program. With the 
marked increase in cancer and the degenerative diseases public health 
authorities are faced with the problem of controlling diseases to 
which they gave relatively little thought thirty years ago. The control 
of these diseases does not depend entirley on prevention; early diag
nosis and treatment are of the utmost importance and to meet the 
problem adequately it may be necessary for health departments to 
provide diagnostic and treatment service. The degenerative diseases 
tend to become chronic thus creating social and economic problems. 
If the medical social worker can be of assistance in preventing sick
ness and death from these diseases she should have a definite place 
in the public health program and take her place with the public health 
nurse and the bedside nurse as an aid to the physician and the health 
officer. The control of tuberculosis, cancer, heart disease and the 
venereal diseases is also a public health question. Each communicable 
disease presents a different problem but the control measures are simi
lar. Besides the general preventive measures we have the medical 
attack, the social and economic attack, and the educational attack on 
all major problems of public health. The medical social worker is an 
assistant in each of the above control measures. The author outlines 
the functions of medical social work as given by MacEachern in 
“Fundamental Considerations in the Developing of Social Service 
Work in Hospitals,” Hosp. Soc. Service, 1929, XIX, 357. The 
author believes the social worker is a valuable adjunct in practically 
every part of a public health program; she is the link between physi



204 Abstract
cian and patient giving the physician the social data which enables: 
him to see the patient as a whole, to visualize the patient, his environ
ment, his work, his home, his play. As a medical social worker she is 
giving service in some phases of public health work not covered by
any other workers, and in other cases is giving valuable assistance to 
those already in the work. The author considers that the social- 
worker is a valuable aid in every public health program and recom
mends that the physician, the clinic nurse, the health officer and public 
health nurse welcome the social service worker as a co-worker in the 
endeavor to provide adequate medical and nursing care for every 
individual in the community.

‘‘The Public Health Centre.” J. L. Pomeroy. Calif, and West.. 
Med., 1931; XXXV, 162.

The public health centre has a definite place in public health and 
is important in its relation to the economics of medical care. The 
significance of the health centre movement lies in the definite recog
nition of the factors of time, proper working tools, and correlation of 
effort, particularly as applied to a unit of territory. The physician,, 
health officer and social worker come together in close contact and as
a result have a clear understanding and common viewpoint of the 
community’s needs. The health centre eliminates duplication of ef
fort and enables all those concerned to focus their attention on the 
problem in hand. The modem program of public health, particularly 
in relation to tuberculosis, cancer, heart disease and mental hygiene: 
means a much more elaborate equipment, personnel and system of 
records than formerly was the case. In the health centre combined 
financial resources make it possible to have better equipment, there
fore more accurate diagnosis becomes possible. In many counties 
the cost for caring for the sick poor is borne by the county hospitaL 
Hospital treatment costs approximately $5 and $7 a day while treat
ment in a health centre clinic costs from fifty cents to $1.50 per pa
tient visit. The proper equipment and organization of a health centre 
can relieve county institutions of hundreds of patients and save: 
thousands of dollars in the course of a year. Approximately 75 per 
cent, of tuberculosis patients sent to public institutions are in advanced 
stages of the disease. Had these patients been seen earlier millions of 
dollars could have been saved. The author appeals to physicians to 
consider this fact and similar conditions in cancer, heart disease, 
mental hygiene and other neglected fields, to face facts and consider



the problem. The answer in part will be the team-work afforded by 
uniting resources in local neighborhood health centres. Whether 
funds are provided by the government, by private philanthrophy, or 
otherwise the principles remain the same. Prevention is not only bet
ter but cheaper than cure. The physician, health officer and social 
worker must work together in the solution of the problems of medical 
economics.
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“Behavior and Personality Problems in Children,” (The Social 
W orker). C. Towle. Amer. Jour. Orthopsychiatry, 1931; I, 21.

Treatment starts with the first contact and everything depends on 
the proper approach by the social worker. Before analyzing treat
ment technique the author considers the nature of the worker-patient 
relationship. The basic need of the individuals concerned is guidance 
so they turn to the worker who represents the organization to which 
they have appealed. This organization in a sense re-creates the parent- 
child relationship. The psychiatrist and social worker must assume 
the role of mother or father as the case demands. Granted that the 
worker-patient relationship is essentially a parent-child one, it is 
therefore in the life histories of the individuals concerned that the 
clues to the handling of treatment lie. “In dealing with any indi
vidual, the worker needs to consider what was there in the parental 
handling of this person that was particularly constructive that she may 
now employ; what was there that was highly destructive that she 
should avoid recreating it in the present situation.” A case which 
beautifully illustrates her point is cited. The 11-year old boy who 
was refered for speech disorder was a victim of an over-authoritative 
father who tended not only to play the role of a dominant father but 
also to crowd the mother into the background. The child was under 
the constant strain of criticism and over-supervision during his waking 
and sleeping hours. The mother in her effort to ease the situation 
became over-protective thus causing some regressive infantile trends 
which interferred with ego development. The conduct of both parents 
was attributed to influences and mental conflicts in their own child
hood. The second case was a 6-year old child reported for enuresis, 
negativism and food fads. The mother in this case also was over
protective and aroused resentment in the child. The mother in this 
case was made the patient and the father was made the focal point. 
As he was a more secure and less problematic individual he was con
sidered the key person in solving the problem. The author describes

1
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each step of approach, the application of treatment and the results 
obtained. Every social worker would benefit by studying these cases 
and following each intricate step in the solving of the problems, not 
only for the child involved but for his family. The recital of these 
cases gives one a clear sense of all that psychiatric social work means 
in the treatment of behavior problems. The author draws some ir  - 
teresting conclusions. A few of the main thoughts follow: Social 
diagnosis has attained an adequacy of technique which has not been 
realized in treatment. Since treatment not only starts with the first 
interview, but is the objective of the study, it should be a primary 
consideration. The nature of the worker-patient relationship tends 
to re-create the parent-child relationship. The worker needs to play a 
parent role, the nature of which should be determined by the early 
parental relationship of the individual concerned. Playing the parental 
role demands a capacity for emotional detachment; in short the rela
tionship of social worker and patient is essentially the same as that of 
psychiatrist and patient. The difference in treatment lies in a certain 
difference in emphasis. It is particularly important that the social 
worker have a keen awareness of the basic factors involved for she is 
less protected than the psychiatrist. Treatment cannot be given to 
any member of a family without affecting the group. Therefore this 
approach to this or that member as well as the focusing of treatment 
should be done with discrimination. In focusing treatment the more 
mature or secure parent is generally considered the key person in a 
treatment plan. The efficacy of treatment lies in the quality and 
handling of the emotional relationship of worker with patients, as 
revealed in the discussion of certain typical mother-child relationship. 
We need to carefully study the treatment responses in a large number 
of cases over a long period of time before coming to any definite con
clusions. We can formulate only through utilizing our present under
standing of the mechanism of behavior as arising from basic emotional 
needs in planning treatment.
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