MEDICAL-SOCIAL WORK A
CHARACTERISTICALLY AMERICAN PRODUCT*
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Medical-social work is the effective cooperation of a physician
who understands the patient’s disease with a social worker who un
derstands the patient and his circumstances. In practically all cases the
physician is a man and the social worker is a woman. Their effective
cooperation depends on qualities of character and traditions of de
mocracy which thus far are commoner in the United States
than in any other country known to me. Therefore medical-social
work is, I think, a characteristically American product.
In the field of surgery I wish to emphasize the need of medicalsocial work at two periods:—
1. When a more or less radical operation is under consideration,
ordinarily in a chronic case.
2. When the conditions and completeness of convalescence are in
question (a) from desire for “end results” (b) from interest in the
patient.
Why has social work been called for chiefly, thus far, in the
medical rather than in the surgical wards of our hospitals? I shall
not attempt to answer this question except so far as to.say that in
the surgery of acute emergencies, acute abdominal lesions especially,
the social worker is of little use. Whatever the patient’s personality,
what his circumstances, essentially the same operation, I take it,
ought to be done and the same after care carried out.
Medical wards contain fewer acute emergencies. When they
occur as in pneumonia, acute meningitis, diphtheria, sunstroke,
there is again very little for social workers to do. The medical
* Read before the meeting of the American College of Surgeons, WaldorfAstoria Hotel, New York, N. Y., October, 1931.
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service has essentially the same tasks whatever the personal and
social characteristics may be.
I. “Clearing H ospital B eds”

In one respect hospital surgeons have more need of social as
sistance than hospital physicians. There is usually more demand to
free the beds in a surgical than in a medical ward. Beds in old days
used to be emptied without due regard for the question, “What is to
become of the patient ?” Now the management of the better hospitals
will not allow patients to be dumped on the sidewalk. There must
be some place for them to go during convalescence and if, as often
happens, they cannot be properly cared for at home, some institution
or other agency must be found. This is the work of social service and
the only work which is recognized by some surgeons.
But in this as in all types of efficient social work in hospitals, it is
necessary for the surgeon to cooperate. He cannot simply turn the
problem over to the social worker with an order to clear out some
beds in his ward or to get such and such a patient out within twentyfour hours. If this is done the patient’s convalescence may be seri
ously interfered with, end results suffer and the candid surgeon has
often to confess that the operation has done more harm than good.
To make satisfactory arrangements for proper care of a convales
cent surgical patient, the social worker needs first accurate informa
tion from the surgeon as to the details of the patient’s need. How
long must he be recumbent ? How much nursing will he need ? When
and how often should he report at the hospital for the supervision of
his convalescence ? What diet should he have ? Does he need expert
medical and surgical care ? It does not do to leave such explanations
to be made by the house officer.
The other essential for good cooperation between surgeon and
social worker in the emptying of ward beds is to give the social
worker warning several days to a week in advance when the patient
will be ready to leave the ward. For the social worker often needs
to try several alternative places or institutions before finding one
that is both able and willing to take the patient. If the social worker
has to make some provision for the patient in a hurry, it often means
that she has to send him home to conditions almost certain to undo
the good results of his hospital treatment. Facing this the hospital
superintendent is often unwilling and should be always unwilling to
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let the patient leave the ward. Then the surgeon is annoyed or
inconvenienced and the morale of the service suffers.
To use social service effectively to hasten the turnover of surgical
ward beds the surgeon himself must give time to explaining the
surgical situation to the social worker, in detail and in advance of the
time of discharge. He must also learn from her the social and
psychological conditions under which convalescence must go on.
When he understands these and when he has explained the surgical
aspects of the case to the social worker, a proper decision as to the
time of discharge and as to the safeguarding of convalescence can be
arrived at in conference. This is greatly to the patient’s benefit.
Without it good surgical work is impossible in many cases. It will
distinctly better the surgeon’s end results and his reputation. But
it takes time and pains which it is difficult for the surgeon to spare.
In my experience not all hospital surgeons are willing to give this
time for conference with social workers. They leave it to internes or
disregard the matter altogether. Under these conditions social service
is a waste of time and money and should not be installed.
II. T he Choice of O peration in C hronic Cases
Beside the clearing of ward beds, another task of a well-organized
social service department is to advise the surgeon of social and
psychological conditions which may make a given operation unwise.
I am speaking, of course, not of the cases in which an operation is
obviously and immediately needed, but in which an operation may or
may not be the surgeon’s choice of therapeutics, according to the
circumstances of the case. In surgery of the bones and joints, tuber
culous cases, congenital dislocation of the hip, in many diseases of the
genito-urinary tract, in cases of arthritis when a fusion operation is
considered or even in cases of hallux valgus, these conditions are
well known. What should be done in tuberculosis of the spine, hip
or bones, in old people’s fracture of the neck of the femur, in con
genital malformations such as epispadias and hypospadias, in cancer
of the bladder—a more radical or a less radical operation? In our
orthopedic service at the Massachusetts General Hospital the same
surgeons and the same social workers see the patients in the Out
Patient Department before admission and also in the wards. A
patient with spinal tuberculosis may seem to the surgeon a good case
for a fusion operation. But before the operation is planned, before
the surgeon is even ready to recommend the patient to enter the
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ward, he consults the social worker to find out whether it will be
possible for the patient to secure after operation a period of recum
bency and care at home or elsewhere such as will make it reasonably
certain that the operation will be a success and the convalescence
satisfactory.
In fracture of the neck of the femur in an old person the case is,
I suppose, even more complicated. What one shall attempt surgically
should depend, I take it, not only upon what is possible or impossible
in the way of after care, but also upon the temperament and
psychology of the patient. About this the surgeon needs all the data
that the social worker can furnish. Shall he attempt to get real union
through prolonged immobilization with its risks to life? Shall he let
her get along as best she can without union or shall he compromise
on a short period of rest on a Bradford frame without splinting or
plaster?
An Italian girl of 13 suffers a compound fracture of the ankle
when an automobile crushes her foot against the curb stone. The
wound needs a skin graft. Without that convalescence will be very
slow. The hospital cannot keep her so long and the patient cannot
be cared for in her home. Her parents are Italian and understand
little English. They refuse to allow the skin graft. The surgeon
asks the social worker’s help after explaining the case in detail to her.
A visit to the patient’s home and a long talk there through an inter
preter reveals the fact that the parents think the surgeon really wants
to amputate the leg. When the need of a skin graft is explained they
protest that the patient is too “skinny” and will die. The worker
finally decides that the patient’s father will realize the need if he is
shown the wound and so realizes visually what it means. She brings
him to the hospital. The surgeon takes down the dressings, shows
the wound and explains the need and the safety of the graft. The
social worker also arranges that the father shall talk with the superin
tendent of the hospital who she knows can understand the psychology
of Italian immigrants, is ready to express sympathetic deference
for the father’s parental authority and will make no attempt to order
him about.
As a result the operation is performed and the patient makes an
excellent recovery. A brace is fitted as the peroneal tendons have
been destroyed and the patient goes home.
Sixteen days later, as nothing has been seen or heard of the
patient, the worker visits her and finds that by some slip she has
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never been told to return to the hospital for observation of the result.
She is then brought to the Out-Patient Department and seen by the
surgeon who operated on her, not merely by his assistants or interns.
He finds that she is not using the foot enough and directs her to walk
all that she can and to go to school. She, however, is ashamed of the
brace which supports her ankle and pressure has to be brought to
bear, through the school authorities. The social worker also urges
on the surgeon the importance of omitting the splint as soon as the
condition of the ankle permits.
In the end a perfect result with free motion in the ankle is ob
tained.
When there is a long waiting list for admission to the wards, as is
the case with one genito-urinary service, much can be done by the
social worker properly instructed by the surgeon to prepare the
patient’s mind and his family’s mind for an operation and all that it
involves when it comes the patient’s turn to be admitted. Otherwise,
after he is in the ward, he may refuse operation and so money and
time will be wasted.
III. “F ollow- up W ork”
Social work is identified in many person’s minds with the “follow
up” needed to ascertain end results. If this is done merely by send
ing out letters periodically, asking about the patient’s condition and
requesting him to come to the hospital for a check-up, much distress
and hardship is often occasioned. The family does not like to re
ceive letters about patients who have died and about whose death
they have already talked with someone connected with the hospital,
although the news hasn’t yet got into the records from which the end
result clerk works.
Patients are often in a condition which will be aggravated by
coming to the hospital. The loss of money and of time for those who
must accompany them may be serious. And if when they reach the
hospital they do not see the surgeon who operated on them and who
remembers the essentials of the case, they often go home much
disgruntled.
Our social service department will have nothing to do with this
kind of “follow-up” by which real harm may be done to the patient
as well as to the reputation of the hospital and of the surgeon. Our
workers cooperate in “follow-up” only when it means the surgeon’s
own supervision of convalescence, when our workers know the pa
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tient’s physical and financial condition well enough to be sure that a
trip to the hospital will do him no harm and when he can be assured
of seeing his own surgeon when he comes. Under these conditions
social service can act as a liaison officer to keep patient and surgeon
in touch with each other during convalescence, to aid the patient’s
intelligent cooperation in his own recovery and to overcome social
domestic and financial conditions interfering with convalescence.
After a year from the end of convalescence (or whatever period
the surgeon may select) a clerk can then send out letters to ascertain
the condition at that time. This can be a matter of routine. The
earlier stages cannot.
If then a surgeon desires not merely to know his end results but
to improve them and if he is willing to give the necessary time to it—
to explain details to the social worker and to see the cases himself—
social service can aid him very substantially.
IV. T he N eed of I ntimate U nderstanding B etween S urgeon
and S ocial

W orker

In all the matters that I have here exemplified as occasions for
cooperation of surgeon and social workers in the attainment of good
surgical results, the necessary expenditure of time in explanations by
the surgeon to the social worker and by the social worker to the
surgeon becomes less and less as they come to understand each other
by long acquaintance. When they know each well, are used to each
other’s ways, tempers and phrases, have attained firm mutual
respect and swift mutual comprehension, many words can be saved.
Little time then has to be spent in discussion or persuasion. Yet
each has then learned to watch for certain indications in the other
which mean that the particular matter in hand cannot be swiftly
settled in a routine manner but must be discussed in detail. Each
must have learned to trust the other’s judgment in such matters, to
know each other’s strengths and weaknesses and to allow for them in
perfecting team work.
It is here that I find Americans particularly fitted for the sort of
cooperation essential in a good hospital team. In England, France
and Germany we seldom find medical men able and willing to meet
women workers in a frank, swift, give-and-take way that is possible
only on a basis of long and intimate experience of each other’s ways.
We are more democratic and we respect women more than most
countries. Thereby it is possible for us to get better medical and
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surgical results. Surgeons and social workers cannot each go their
separate ways. They must do team work or give up the attempt to
get the benefits of social work in the improvement of end results.
In some European countries and in some American hospitals surgeons
and social workers hardly know each other by sight. Then there is
no social work worthy the name and the price. It is a waste of
time and money.
At the Massachusetts General Hospital where social work has now
been done for 26 years we have ideal team work in certain
services and little or none in others. Where there is no evidence of a
desire for team work the hospital does not put the money into salaries
for social workers. In the Department of Syphilis, for example,
there is great and obvious need for social work. But as the head of
that department does not see any such need, I have advised our
Social Service Department not to offer any workers there. They
would only be in the way.
I advise hospital surgeons to keep clear of social work unless
they are willing to give time and pains to conference with social
workers and ultimately to build up an intimate mutual understanding.
Time so spent will improve surgical results as it has already im
proved medical results. But one cannot get these results without
bother. The first result of establishing social service is more bother,
more time spent in the hospital without any direct financial reward.
It is better for the patients but harder (though more satisfying)
work for the surgeon.

CONVALESCENT HOME TREATMENT FOR
RHEUMATIC CHILDREN*
BERNARD SCHLESINGER, M.A., M.D., M.R.C.P.
Hospital For Sick Children, Great Ormond Street and West
Wickham England
The great importance of prolonged convalescence for children re
covering from a recent attack of rheumatic carditis is undoubted.
With further rest in a convalescent home, the heart muscle has a bet
ter opportunity of completely recovering from its recent inflammation.
This can be followed by a gradual return to normal life and the effect
on the damaged heart can be carefully watched so that ultimately any
necessary modification may be advised. In some who have apparently
recovered from the acute attack, and in many who have never had acute
manifestations, the rheumatic process is still active, and for these the
fresh air, good food and special care of a country home offer the best
chance of overcoming the infection and establishing an adequate im
munity.
The acute phase of the disease must obviously still remain in the
hands of the private doctor or be treated in the large city hospitals,
but patients cannot remain there indefinitely, as their beds are required
for urgent cases, and town hospitals are unsuitable for prolonged con
valescence.
Pioneer work in this connection can be claimed by the New York
Tuberculosis and Heart Association, and several special rheumatic con
valescent homes have been in existence for some years in America.
In this country, where the incidence of rheumatism amongst school
children is even higher than in America, special recovery hospitals
have not been so long in existence. Since many years Dr. Poynton,
has been appealing for special accommodation for the purpose in Eng
* Read before the Joint Conference of the Invalid Children’s Aid Association
and Central Council for the Care of Cripples on the Problems of the
Physically and Psychologically Handicapped, Drapers’ Hall, London, Eng
land, November, 1930.
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land. Progress is now being steadily made, and following the early
efforts of the Invalid Children’s Aid Association in 1919, when the
first home of this description, the Edgar Lee, was opened, other
similar residential hospital schools have been built in various parts of
the country. In 1924, the same Association opened a second and
larger home, Kurandai, in Sussex, and in 1927 this was transferred
to West Wickham, Kent, with accommodation for eighty beds in
specially designed open air wards. Meanwhile, a comprehensive
scheme had been organized in Birmingham, and in 1921 Baskerville
with ninety beds was set aside for the special educational treatment
of children recovering from chorea or carditis.
Ordinary convalescent homes are generally unsuitable for the treat
ment of children with rheumatic heart disease. The situation and
regime of these institutions are designed either for patients recovering
from an acute medical or surgical condition, or for debilitated children
often suffering from some chronic pulmonary disease. Constant medi
cal supervision with frequent examinations and special nursing are
found to be unnecessary in most cases, and for this reason no par
ticular provision is made for the purpose. It is not surprising then
that this method fails in the case of delicate rheumatic children, and in
the past more harm than good was often done by allowing these pa
tients to overtax their strength in an attempt to keep pace with the
energetic life led by others. To overcome this difficulty several homes
have reserved certain wards for the benefit of children with cardiac
affections under the supervision of a doctor with special knowledge
and interest in the subject. The Horsfall Wards at St. Mary’s Home,
Broadstairs, the Heswall Convalescent Home, at Liverpool, Cheyne
Hospital in London, the “Ida” Hospital in Leeds, and the Warren
Home at Lancing are all notable examples of institutions that have
thus been partly converted into special homes of recovery.
The Invalid Children’s Aid Association, the Birmingham Educa
tion Authority, and the St. Mary’s Home, Broadstairs, must all be con
gratulated on their pioneer work in this country. But the problem has
become too urgent and extensive to be dealt with entirely by individ
ual or charitable organizations. The prevention of rheumatic heart
disease in children is a national problem, and will only be solved even
tually by national resources. Provision of a certain number of recovery
hospitals is a great step forward and the way so admirably paved by
individual and voluntary effort was promptly followed by the old
Metropolitan Asylums Board, now the London County Council, who
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largely through the influence of Sir George Newman, are increasing
their convalescent beds at Carshalton for rheumatic children to a total
of 300. This has placed London in a much more favourable position,
and it is hoped that their example will be followed by other cities. Bir
mingham, as already mentioned, was one of the first to start the
scheme; more recently Bristol, through the efforts of Dr. Carey
Coombs, has followed suit. But apart from these isolated towns,
there is not much provision for such cases in the provinces.
The choice of the most favourable site needs careful consideration.
Preference should be given to a dry, elevated position which is easily
drained; a subsoil containing much clay is undesirable. Trees in the
vicinity certainly offer some protection against wind, but an excessive
number is a disadvantage and tends to harbour damp. It need hardly
be said that the home must be within easy reach of the town and parent
hospital, from which the majority of the cases will be sent. The clos
est cooperation must be encouraged between the private doctor or the
hospital situated in the town and the country convalescent hospital
school.
Some cases may be found unsuitable, or, in the event of a relapse,
will require transporting back to the city hospital. In others it may be
necessary to interrupt convalescence in order to attend to teeth or to
remove unhealthy tonsils, operations which are best performed at the
main hospitals with all the facilities at hand. Thus, with an eye to
economy, the best medical cooperation and quick, easy transport, the
site chosen should not be too far out in the country. On the other
hand, it is possible to err in the opposite direction and build a home on
the fringe of a city which is still rapidly developing. This is particu
larly true of London, which every year is encroaching on the country
side ; and it is wise to make careful inquiry into the building rights in
the vicinity of a proposed site. This will safeguard an expensive and
specially constructed open-air “country” hospital from the possible
danger of being completely urbanised in the course of a few years.
How many recovery hospitals will be required to deal adequately
with the rheumatic problem in this country has yet to be decided.
Many statistics have been drawn from various sources bearing on the
incidence of rheumatism in children, but none of these are sufficiently
comprehensive to give us much assistance on this point. For the
present, therefore, we must be content to confine ourselves to the
consideration of the size of each individual unit. This will naturally
depend on the number and composition of the staff and will therefore
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vary in different localities; “Heatsease,” West Wickham, has accom
modation for eighty patients, and Baskerville for ninety; both have
found these numbers satisfactory. Eighty or ninety children is about
the ideal number for one such institution, and certainly a physician
visiting regularly once a week could not undertake to look after many
more without the services of a resident medical officer. On the other
hand, from the point of view of convenience, economy, and the inter
ests of research, it would be a pity to reduce the size of the home.
Authorities are not yet entirely agreed on the part that open-air
should play in the treatment of convalescent rheumatic children. No
body doubts the value of fresh air, but some think that the provision
of open-air wards is carrying the measure to excess. At West Wick
ham, the new wards are so constructed that the whole of the front can
easily be opened if required, and the hospital is fitted throughout with
radiators.
The value of open-air treatment has been proved in such diseases
as tuberculosis, certain types of broncho-pneumonia and septicaemia,
and it may be that rheumatism in its subacute and convalescent stages
will react as favourably.
The actual plans of the lay-out and details of the buildings will
largely depend on the nature of the site and the amount of available
space. These are problems for the architect but a few of the follow
ing points may be found useful. It is often convenient to select an
old estate on which to construct the hospital. The house can be used
as the administrative block and nurses’ quarters, and can be partially
converted into wards. Main open-air pavilions can then be built in
convenient relationship and should, if possible, face south, and thus
receive the maximum amount of sunshine. They should be completely
fronted with folding doors leading on to a slightly sloping terrace.
Here patients in bed can be easily wheeled out into the sunshine, and
the surface will be found to dry quickly after rain. Two wings, each
with twenty to twenty-five beds, built on to a central part containing a
dining room, pantry, staff room, bathrooms and lavatories, is a con
venient arrangement. Facilities for isolation are of considerable im
portance, and it is useful to be able to shut off one or two beds in each
ward by means of windowed partitions. Patients with tonsillitis or
questionable infections can be nursed here temporarily, but, in addition
a small isolation ward built apart from the rest should be available at
short notice in case of emergencies.
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The unique opportunity for research offered by these convalescent
hospitals should also be considered. The degree of recovery possible in
heart disease, the recognition of activity, the real significance of fever
and rapid pulse-rate in rheumatism, the use and abuse of rest in treat
ment, and the liability to relapse, are all questions needing further
investigation. These points connected with the prognosis are still
unsettled, and it is in such hospitals, if anywhere, that we are likely to
gain knowledge. It is also probable that more light will be thrown on
atmospheric influences, on the course of valvular disease, on the pos
sible action of upper respiratory infections and of endocrine disturb
ances, and on the effect of puberty. It would be of the greatest value,
therefore, if in some of these Hospitals, opportunities were given for
skilled cardiologists and paediatricians to carry out research.
An enthusiastic medical officer should be appointed at the head of
each institution, and it would be preferable if he were also on the staff
of the corresponding children’s Hospital in the city, so that he might
be well acquainted with the acute stages of the disease. In addition,
the appointment of a number of consultants is of great value. They
would form a powerful committee who could cooperate with the
medical officer, visit the hospital periodically and give him the benefit
of their judgment and experience. Their interest will also help to
make the scheme thrive and place it continually before the eyes of the
medical world and the public. Finally the services of a local practi
tioner are required, who is attached to the hospital and who can be
called upon to deal with any emergencies. The greatest benefit has
been found to accrue from this system to the hospital and, more im
portant still, to the welfare of the children.
Complete rest in bed is unquestionably the correct treatment for
the acute stages of rheumatic heart disease, but opinions differ as to
how long this should be continued after convalesence. The dangers
of an abrupt return to normal life have already been emphasized, but
we must not be misled into recommending an irksome inactivity when
it is really no longer necessary. A child’s heart gains very little by
prolonged aimless rest in bed, and certainly the general tone and men
tal outlook of the child suffer. Once the infective process has subsided
and the cardiac lesions are stationary, there is little fear that a reason
able amount of graduated exercise and running about will produce
heart failure except in the severest cases. There is also no evidence
that this by itself will cause a relapse, provided the child’s activities
are well within the bounds of his physical capabilities. Experience
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has shown that graded exercise acts as a tonic to the heart. We have
to judge when the stage for its employment is reached by observation
of each individual case.
With these facts in mind, it should not be difficult to formulate a
system of graded exercise for children with rheumatic heart disease
which can be safely supervised.
At West Wickham the following scheme has been instituted:—
Grade 1. Complete rest in bed.
Grade 2. Bed, but allowed to walk to lavatory and bathroom.
Grade 3. Allowed to get up for 2^4 hours daily (10 a.m. to 12.30
p.m.) Mostly spent sitting in school.
Grade 4. Allowed to get up for Ay2 hours daily (10 a.m. to 12.30
p.m. and 2 p.m. to 4 p.m.) Mostly spent sitting in
school.
Grade 5. Allowed to get up for 7 hours daily (9.30 a.m.
to12.30
p.m., and 2 p.m. to 6 p.m.,) and permitted to walk
and run about in the grounds as much as they like.
Grade 6. Up all day (8.15 a.m. to 12.30 p.m., and 2 p.m. to 6 p.m.)
Breathing exercises and light Swedish gymnastics.
Grade 7. Up all day. More strenuous exercises and a walk of
about a mile.
All children who are allowed up in the morning and afternoon
(Grades 4 to 7) rest on their beds, or on specially constructed stretch
ers, in the open air for over an hour after their midday meal. Each
patient on arrival at the hospital is kept in bed on Grade 1, for at least
a week. This enables the child to settle down, and at the end of that
time, an estimate of the activity of the cardiac lesion is possible from
the pulse and temperature chart. Thereafter the patient gradually
passes through the different grades, careful watch being maintained for
any sign of overstrain or rheumatic relapse, and by the end of three or
four months the final grade is usually reached. This is continued for
another two or three months, if the child’s condition continues to im
prove, until he is finally discharged. Naturally, certain cases with
continuous smoldering rheumatic infection require several months’
rest in bed, and it may be a whole year before full exercise is allowed.
Extensive trial of this method has shown that, if anything, it errs
on the cautious side, and instances where the exercise corresponding
to a particular grade has proved too strenuous have seldom been noted.
There is no doubt that excellent results are obtained by this system,
the heart is gradually re-educated back to the life the child will have to
lead in future, and during the process there is little danger of over
stepping the mark.
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No hard and fast time limit for the length of stay can be given;
each individual case must be judged separately. I have found six
months approximately to be the optimum time, but some cases require
much longer. In this connection the parents are often the main diffi
culty. It is sometimes hard to make them realize the gravity of their
child’s rheumatic infection and the danger of leaving it incompletely
cured. Not unnaturally they become restive at a seemingly inter
minable treatment. A wise physician will warn them beforehand that
six months or longer may be required, and by obtaining their sanction
in advance, avoid a possible curtailment of the child’s stay at the
hospital later.
Those of us who have had rheumatic children under our care soon
learn to understand their rather special psychology. When working
with a system of graded exercises, we have only to see the joy at being
allowed to advance up the scale and the disappointment at being put
back, to realize that prolonged inactivity becomes at length somewhat
irksome. To prevent restlessness and unhappiness mental distraction
is needed. Rheumatic children are, on the whole, alert, sensitive and
temperamental, but owing to their repeated absence from school dur
ing the course of their illness they are often backward. Continuation
of their education must, therefore, play a prominent part in the con
valescent treatment, and four hours’ daily school serves the double
purpose of providing some form of tuition and of occupying, interest
ing and controlling a somewhat difficult mind. The head teacher
should be as carefully chosen as the medical officer and the matron of
the hospital. Tact, initiative, breadth of view, understanding and love
of teaching should rank foremost among her virtues. She must have
full power to construct her own scheme, and although based on the
Board of Education plan, as regards curriculum, it will require con
siderable modification, since many of the pupils are still bed patients.
A prominent part should be given to handwork and to indoor and
outdoor games.
At West Wickham the actual school work runs largely on the Dal
ton lines and on a modified monitorial system. The class is divided
into groups, each having their own elected leader who is responsible
for the whole of the team work. Each girl possesses a card, on which
the leader places a mark for each hour’s work considered satisfactory
by the teacher. There is a column for every subject taught, and a
series of blanks under one heading soon reveals the biggest gaps in
a child’s knowledge, for which special coaching is required.
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A taste for reading should be encouraged; the formation of a good
school library is an important means to this end. Parlour games, play
acting and mild forms of gardening, also provide excellent recreations.
Physical geography and nature study are most appropriately taught
in the grounds or neighbouring woods. Practical instruction should
play a prominent part. Kindergarten occupations, drawing, painting,
needlework, knitting, raffia, cane and clay work are suitable for the
younger children, whilst the older girls can undertake advanced needle
work and dressmaking.
Carpentering, metal work, boot making or leather work should be
given to the boys. It may even be possible to arrange typewriting,
book-keeping and shorthand lessons for some of the senior girls.
Practical instruction should always be planned with an eye to the fu
ture. Many of these children are severely handicapped in later life
through their choice of career being limited by a crippled heart. It is,
therefore, a distinct advantage for them to be grounded in suitable
occupations.
With our present knowledge it is difficult to decide which are suit
able cases for country convalescent treatment. This must depend at
first upon the accommodation available. While beds are scarce we
must use them for cases of early heart disease in which we have every
hope of obtaining good and lasting results. Great caution is needed
in deciding which cases are to be called hopeless, and therefore unsuit
able. So remarkable are some of the recoveries that, as accommoda
tion increases, it would be a pity to condemn any child’s heart as
incapable of improvement on the mere grounds of a well-established
cardiac lesion.
We cannot pretend to believe that treatment in the best convales
cent hospital will prevent children from having further attacks if they
return to surroundings likely to produce them. As our knowledge
increases we shall learn to restore these children to the best health
possible, and many will probably resist further infection as a result,
but certainly not all, until we know the whole history of causation.
Great attention must be paid to the after-care of these children
when they leave the country hospital. Housing conditions must re
ceive investigation, and if bad they may possibly be remedied. The
advisability of a special school for the physically defective must be
considered in each case, and parents instructed to continue periodic
attendance with their children at a hospital rheumatic clinic. Valu
able knowledge will ultimately be gained, if facilities are given the
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physicians in charge of the country homes to re-examine their old
cases at regular intervals and watch their progress.
Sufficient time has not yet elapsed for any reliable statistics to have
appeared on the results of prolonged convalescent treatment. In com
piling them we must always bear in mind the considerable interval
that may elapse before there is a fresh outburst of rheumatism. Free
dom from infection can never be guaranteed; renewed attacks
have been reported after an interval of ten years, which makes pro
longed observation essential if conclusions are to be of any value.
It is noteworthy that the largest number of relapses in rheumatic
children occur during the three years following the initial attack.
There seems to be general agreement that amidst the ideal sur
roundings of a country hospital the majority of children improve and
the incidence of relapse is very low. This view is fully supported by
the records for the years 1914 to 1916 at Kurandai, Hartfield, Sussex.
Only twenty-two children relapsed among 310 whilst receiving con
valescent treatment although many of them had had repeated rheu
matic attacks before admission. Eleven patients had some recurrence
of arthritis and all recovered. Five developed chorea, four having
suffered from previous attacks. These relapses occurred frequently
in the winter months. The duration of stay at the home was from
three to twelve months and children of all ages from 3 to 14 years
were admitted.1
When the later histories of these children are examined, we find
that quite a large number have a recurrence of rheumatism after they
have returned home. This question of relapse in home surroundings,
after having kept well for months in the country hospital, is one of the
fundamental problems of the disease and one which requires special
investigation. Prolonged treatment in a recovery hospital has never
been put forward as a “cure” for rheumatic infections; we must not
expect miracles and allow ourselves to become disheartened because a
certain number of relapses do still occur, despite several months’ pre
vious convalescence. When sufficient time has elapsed and many old
patients have been kept under strict observation for several years,
proof may be forthcoming that convalescent treatment greatly lessens
the number of relapses, minimizes their severity and acts as a protec
tion to the heart. We do know that it gives a child with a recent rheu
matic heart affection a better chance of recovery.
1 See “Recent Advances in the Study of Rheumatism,” (J. & A. Churchill,
England, 1931), by F. J. Poyerton and B. E. Schlesinger.

AN INTEGRATED MEDICAL AND
SOCIAL SERVICE
ETHEL COHEN
Director, Social Service Department, Beth Israel Hospital,
Boston, Mass.
The thoughtful consideration of the “whole patient” is accepted
generally as one of the aims of medical practice. The physician is
responsible for the care of the patient, but because of the complexities
of present day hospital practice he is obliged to delegate certain
aspects of the patient’s problem to individuals especially trained for
their particular function. In hospitals with social service depart
ments there is usually a division of responsibility between the doctor
and the social worker, with their respective concentration on the
medical and the social aspects of the patient.
“The basis of medical-social service is the medical need of the
patient,—a need which may be aggravated by social conditions and
require social as well as medical treatment. This service contributes
to the physician’s understanding of the patient and his problem by
bringing to his attention significant data regarding the patient’s per
sonality and environment. It may enable the patient to understand
and carry through a plan of treatment which is satisfactory to the
physician and which may necessitate adjustments in his work or
home. . . . ” *
“The primary purpose of a hospital social service department is to
further the medical care of the patient by a method of medicalsocial case study and treatment. The major activity of the depart
ment, therefore, should be medical-social case work. The method is
that of social case work correlated with medical treatment; it requires
the assembling and analyzing of data, the outlining and carrying
through of an integrated medical-social plan.” f
The procedures by which this function is executed vary con* Minimum Standards for Hospital Social Service Departments. Bulletin of
the American Association of Hospital Social Workers, July, 1928.
t Manual of Hospital Standardization. American College of Surgeons.
Chicago, 111. Page 45.
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siderably in hospitals in different sections of the country. One
method is for the social worker to assume the entire responsibility
for searching out the patients whose diagnoses have social implica
tions. Another is for the worker to review socially one hundred per
cent, of the patients on a service and to report relevant social findings
to the responsible physicians, if a problem exists. According to both
methods, the responsibility for ascertaining the social background
and present social situation rests entirely with the social worker. In
some hospitals, it is left to the doctor to refer to the social worker
problems which he finds. In other places, a combination of different
methods is practiced. Many doctors often discover social or medicalsocial problems during their own study of patients and refer them
for study and treatment to hospital social workers. This is, how
ever, a sporadic practice which depends largely on the individual
doctor’s interest in his patient as a human being, and on his interest
in social welfare in general.
Most systems of organization in hospitals arise from the par
ticular needs of the individual institution, and have special values for
the individuals who in creating them hope to improve the ultimate
service to the patient. Although these arrangements possess real
merit for the institutions in which they originate, they may be im
practicable for others. Often they flourish only in the soil to which
they are indigenous. With this realization in mind, the following
plan is described as it has been in operation for one and one-half
years in the wards of the Beth Israel Hospital, Boston, where it has
been found to be a satisfactory technique both to the doctors and to
the social workers. It was evolved from the effort by doctor and
social worker to develop in a new hospital a systematic plan for the
refer of patients.
The procedure is called “Medical-Social Service Ward Rounds,”
occurs at a specified hour each week, and is conducted by the Resident
Physician, the Senior House Officer and the social worker responsi
ble for the Service. When there are students from the School of
Social Work in training under the supervision of the worker just
mentioned, the student also accompanies the group for observation.
These “Rounds” do not replace the regular medical rounds with the
Teaching Visit, but are additional to them, nor do they in any way
interfere with the frequent informal conferences of the doctors and
the social worker for the discussion of their mutual problems or for
the refer of emergencies.
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Each patient is discussed in turn on the ward. The Senior
House Officer in charge of the wards presents orally a statement of
certain basic social facts suggested by the following outline prepared
by the Director of the Social Service Department as a guide to the
House Officer.
Patient's Background and Environment:
Size of Family
Income—Financial worries
Fear of losing job
Type of Home—
Describe neighborhood; e.g. rural, suburban, tene
ment, etc.
Number of rooms
What floor
Arrangements for dependents during illness of breadwinner or
homemaker
Emotional factors or conflicts
Considerations for After-Care:
Need of adjustment—1. Occupation (Housekeeping or Work
Outside)
2. School
Ability to understand and follow instructions
Need for Special Care—1. Convalescent or Nursing Home
2. District Nurse
3. Chronic hospital or other special in
stitution
With this information as a background, the Senior House Officer
is expected to give the following additional data:
1. A statement of the specific problem and the objects he wishes
to attain in each case.
2. Diagnosis and statement of the patient’s physical and mental
condition.
3. Probable duration of the patient’s hospitalization.
4. Prognosis for the immediate present and ultimate cure.
5. Recommendations for after-care; i.e. convalescence, chronic
hospital, home care, special diet, etc.
6. Statement of ability to resume activity or need for limitation:
(a) School, (b) Occupation, (c) Housekeeping.
This is discussed from the point of view of the patient’s im
mediate condition on leaving the hospital; condition after re
covery, or as the disease progresses.
Most of this social information is secured by the House Officer
during the course of his routine history-taking on the admission of
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the patient. Naturally, some of the facts cannot be known until
after the patient has been in the hospital for some time. The extent
and type of information depends on the particular medical problem
presented. Additional information is given on subsequent Rounds
as soon as it becomes available. During some Rounds, it is not
possible to give a definite medical diagnosis on all patients either
because of uncompleted medical study or because of the baffling
nature of the individual problem. When the diagnosis does become
established, if it is one which has social implications or if it precipi
tates a medical-social problem, the House Officer reports it to the
social worker without waiting for the weekly “Medical-Social Ward
Rounds.”
The Rounds then serve the following purposes:
1. The refer of patients with medical-social problems, including
all patients with certain specified diseases such as tuberculosis,
cardiac disease, carcinoma, etc., as potential medical-social
problems.
2. Discussion of the progress and medical plans for patients pre
viously referred to the social worker.
3. The report by the social worker to the doctor of progress in
her study and treatment of individual patients.
4. Consideration of patients ready for discharge from the hos
pital.
Among the number of patients considered ready for discharge
from the hospital are some who appeared to have no medical-social
problem when presented on previous Rounds. However, when these
patients are finally considered for discharge, it is the doctor’s respon
sibility to restate briefly the patient’s medical condition, to describe
the social background, and to indicate what plan the patient or the
patient-group have for his after-care. If, in the judgment of the
social worker the proposed plan seems unsuitable, or if the facts
suggest social problems not apparent to the doctor, the situation is
further discussed and the social worker takes up the problem for
disposition. This does not mean that all patients are held over for
discharge from one week to another for the next Ward Rounds.
If the patient’s condition improves sufficiently to warrant his leaving
the hospital soon after “Rounds,” the House Officer so informs the
social worker in one of their frequent informal conferences.
During the course of some of these Rounds more cases may be
referred than the worker is able to handle with the case load she is
already carrying. At the end of the Rounds the doctor and social
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worker review the cases referred and together select those problems
which would seem to indicate the greatest need for medical-social
study or treatment. It is during this discriminating process of
selection that the most valuable educational work has resulted to all
the individuals involved.
The Senior House Officer, who serves in that capacity for a period
of four months, has had considerable preparation for this responsible
function. In both the medical and surgical services the internship
extends over a period of twenty and one-half months. The inherent
differences in the work of the medical and surgical services provide
different responsibilities for each of the four month periods into
which their internship is divided. The varied and closely supervised
experience of the House Officer during the period preceding his
Senior Service, it is believed, serves as a good background for the
work involved in these Rounds.
There is then a rotation of service of Senior House Officer every
four months, but the Resident is a constant factor for at least a year.
He has previously completed the entire cycle of services required of
the Senior, and as a matter of fact at present both Residents, medical
and surgical, have had the experience of Social Service Ward Rounds
during their internship. The participation, therefore, of the Resident
Physician with his greater experience has been a very valuable con
tribution in the consideration of both the medical and the social as
pects of the problem. Although the Senior House Officer plays the
dominant medical role in this unit, the Resident shares actively in the
interplay of medical and social thinking. He guides the House Offi
cer in his general conduct of the Rounds, in the manner of presenta
tion and the content of his material. He enters into the discussion
to give further emphasis to points made either by the House Officer
or the social worker. Though his function is to supervise and to
approve the medical recommendations as given by the House
Officer, his influence has been significant in the progressively growing
understanding by the House Officer of the social component in
medicine.
Visiting physicians and surgeons are consulted frequently as to
medical recommendations and advice as to medical-social treatment in
complex problems.
Out of the practice of these Rounds has developed a fine correla
tion of medical and social study and treatment. The doctors who
have played their part in this arrangement believe that many benefits
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are derived from it, from the point of view of the patient, the hos
pital, and the doctor in training as House Officer. Some of the
values as visualized by doctor and social worker are as follows:
For the Patient:
1. Social adjustments are initiated promptly.
2. After-care is carefully planned in important cases, and social
judgment given on all.
For the Hospital:
1. Period of hospitalization is generally shorter inasmuch as the
patient is referred early, the social plan is made promptly, and
patient usually is discharged as soon as practicable.
2. Accommodations are available for a larger number of patients,
as a result of the frequent turn-over.
3. Increased social awareness of entire ward staff.
For the Doctor in Training:
1. A careful social history must be taken at the outset for
presentation to his superior medical officer and a representative
of another department. This experience requires him to be
articulate about social factors and personality.
2. This methodical consideration of the social elements in medi
cine tends to develop an association of ideas in this direction.
3. He becomes familiar with various types of community re
sources for the patient’s after-care, and learns how to evaluate
them.
4. He is prepared to detect medical-social problems when on his
own resources in the Out-patient Department, to refer them
to the social worker, and to avoid some unnecessary hospital
admissions.
5. He is prepared to give more effective service later to patients
in his private practice.
From the point of view of the social worker herself there are dis
tinct advantages. She must be articulate as to her function in the
hospital and in the underlying principles of social work to a degree
which will enable her to interpret them adequately to members of a
profession trained to challenge ideas. She must learn greater dis
crimination in the selection of problems, and to explain satisfactorily
the reasons for her choice. Through the orderly presentation by the
doctor of medical facts and the discussions involved, the social
worker has an invaluable opportunity to add to her medical knowl
edge. The social worker’s position as collaborator of the doctor
becomes more clear through the demonstration of what she can con-
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tribute to the study and care of the patient. In relation to the pa
tient, her position is strengthened in that the patient associates her
as an integral part of his medical care. From the point of view of
social service teaching, it enables her to demonstrate concretely in
action to students from the School of Social Work the interrelation
of disease and social maladjustment.
As has been stated above, this plan was evolved in an effort to
develop in a new hospital a systematic plan for the refer of patients
by the doctor to the social worker. During the course of its develop
ment, more and greater values have emerged than were anticipated
or consciously articulated in the original scheme. As handled by
skillful practitioners both medical and social over a longer period of
time, our experience would indicate that increasing rewards may
eventually result.
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A STUDY OF CHRONIC AND CONVALESCENT
CARE*
LEILA I. DICKINSON
University of Chicago Clinics, Chicago, III.
On every hand we hear the problem of convalescence discussed.
Somewhat less is being said regarding care for the chronic and termi
nal patients. Back of all the discussion lies the one thought, scarcity
of facilities, not only in number but adequacy for the particular need
of the patient. While all this discussion goes on the medical social
worker is faced every day with finding a bed for the convalescent,
the chronic or the terminal patient. It seems particularly important
to me that the elements in each type of care be clearly defined in the
mind of the social worker and the doctor. From my daily contact
with the problem, I’m certain it is not. It must be a common experi
ence to all of you to have a patient referred for convalescent care
when what he really needs is not an institution where he must be up
and about, going to the table for his meals, and caring for his own
room, but bed care for months. On the other hand the chronic
patient is frequently thought of as an incurable, helpless individual
who is only waiting for the end. If we can keep clearly before
us the care needed by these three types of patients, we will be
more successful in our placements and know much better what facili
ties we need in a given community.
In spite of all the discussion, it was not until February, 1929,
that any medical meeting in any country was held which devoted its
entire program exclusively to considering problems of convalescent
care. At that time the American Conference on Hospital Service
met in Chicago. At that meeting Dr. Mock of Chicago said:
“Convalescent care requires a special type of nursing. It requires
occupational therapy and physical therapy in order to help in the
* Read before the Regional Conference, American Association of Hospital
Social Workers, Chicago, 111., February, 1931.
230

L. I. Dickinson

231

functional and economic restoration of the cases. It comprises special
problems of diet and finally it requires a very close coordination of
our hospital social service and the convalescent social service with the
necessary transfer of patients to the convalescence centers and later
the follow-up of the cases and the final placement in suitable employ
ment.”
Dr. Lewinsky-Corwin of New York added “a gymnasium and
out-of-door as well as indoor recreational facilities are desirable
features of a convalescent home.”
Two years before this a committee of the New York Welfare
Council and the United Hospital Fund set forth minimum standards
for convalescent homes, to a few of which I desire to call your atten
tion.
They should be located outside the city at an easily accessible
place.
The capacity of any one unit should not exceed fifty and if the
institution is larger, it should be divided into units of this size.
The buildings should not be over two stories.
Provisions should be made for special diets and simple surgical
dressings.
The personnel should include a physician making regular visits
to the home, watching the progress of the patients and increasing their
activities.
There should be routine rest periods, suitable recreational facili
ties, occupational therapy, opportunities for education and attendance
of religious services.
On admission the complete diagnosis, a medical and social history
should be forwarded to the convalescent home.
There should be an examination on admission and discharge and
a summary of the patient’s condition and progress at the convalescent
home should be returned to the referring agency with such recom
mendations as may aid in the further readjustment of the patient.
What a change this is from the old idea for convalescent care
which was merely a house in the country where rest and adequate
food were provided for.
Just a year ago the Illinois District decided to know definitely
what their need of these facilities for care was. We asked each social
worker to keep a schedule on each patient who was referred for
either type of care. We were successful in getting only five hospitals
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of the fifteen with social service departments to take part. In this
city there are 136 hospitals with 21,863 beds. If the estimate that
28 per cent, of all patients in hospitals provided for acute illnesses
and injuries later require convalescent care in special convalescent
homes, we would need 6,121 beds for hospital patients alone.
What do we have—only 89 beds in Chicago, and only 288 in the
entire metropolitan area.
The five hospitals which actually participated in our study have a
bed capacity of 2,040. On the estimate of the need of 28 per cent,
of the patients needing convalescent care in special institutions and
allowing nothing for turn over in the three months covered by the
study, we would need 571 beds for convalescent patients, to say
nothing of chronic and terminal patients.
We had referred to us in that time:
Total
Total .......................................... 193
Convalescent ............................. ISO
Chronic ....................................... 41
Terminal ..................................... 2

Accepted
110
95
15
0

Refused
42
32
9
1

No applied tionsmade
41
23
17
1

Of these 32 who were refused care approximately 60 per cent,
were from lack of beds and the remaining number were not suitable
for convalescent home care, in the opinion of the superintendents of
the homes.
This raises the question of a lack of discrimination on the part of
the social worker in applying for care. Recognizing the scarcity of
beds for convalescent patients, we should be very careful not to use
them for patients needing a different type of care. I recently heard a
doctor speaking on convalescence accuse social workers of attempting
“to dump” their cases to get them off their minds. He was head of a
convalescent home and spoke with some feeling.
One of the most startling facts brought out by our study was the
infinitesimal number of patients referred for care—back of this must
lie the apathy of the doctor. It is likewise disheartening to realize
that there is no attempt as such to stress the value of convalescence
in the training of the medical students. Can some of this apathy be
charged to a lack of coordination between the social service depart
ment and the convalescent home which fails to bring back to the
doctor the result of the care received? The minimum standards
stress the reporting back to the referring agency the progress made
in the home. Our study revealed that of sixty-six patients no
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progress report was sent on forty-seven and of the nineteen sent it
was only at the request of the social worker. If in so large a per
centage the doctor does not have a report of what benefit actually
was derived from the stay, he cannot be expected to place much
weight on it. It, therefore, behooves us to see that this information
gets to him. If we can stimulate the medical profession to care
about this service for patients the facilities will come. Needs are met
when they are realized.
From the standpoint of the chronic patient we are in a much
worse predicament. Most of the nursing homes which exist have such
poor standards and are occupied to such an extent with senile and
mental patients that the chronic patient who can benefit by long time
bed care, good nursing, proper diet, and the other elements which go
into chronic care is not content in them. Of the forty-one chronic
patients included in this study, no application to any institution was
made in seventeen instances.
In addition nine cases were refused, so that in more than fifty per
cent, of cases we must admit failure. In not one instance was any
disposition made which revealed any ingenuity on the part of the
case worker. Ingenuity seems the only solution open to the social
worker during the interim when we are getting adequate facilities.
It is well known that the only place a Negro can obtain chronic
care is at Oak Forest and that there is nothing for him in the way of
convalescence. Miss Allen, who is now Director of Social Service
at Provident Hospital, which is a Negro hospital in connection
with the University of Chicago, has been experimenting with foster
home placement for children, and feels that she has had a rather
successful experience. She has also placed a number of pre- and
post-operative adult patients in homes loaned her by the Joint Service
Bureau. These homes have been secured for the foster home place
ment of well Negro children but were not being used at the present
time. They have been financed by a special fund which Miss Allen
has raised for this purpose. She has made some placements with the
Illinois Children’s Home and Aid. In all instances she has retained
the responsibility for the case work.
Those of you who either heard Miss Mabel Wilson of the Chil
dren’s Hospital in Boston at the National Conference of Social Work
or have since seen her paper which appeared in the January, 1931
issue of the H ospital S ocial S ervice on the Medical Placement of
the Child Outside His Own Home recall the stress she placed on the
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dangers arising unless some consistent social case work in the family
is done during the absence of the patient to prepare the home for his
return.
Perhaps Miss Allen’s experiment is too new for us to speak with
a great deal of confidence about it, but I am certain that the same
thing is being done in other places, and perhaps for a longer period of
time.
At the University of Chicago Clinics we have also experimented
with placement in private homes, using very largely homes which we
have known previously where one member of the family has been a
case in the Social Service Department. In some instances the patient
has had some nurse’s training. We have placed both adults and chil
dren. Quite recently we had a very successful placement for a
cardiac boy of ten for bed care. The difficulty with us has been a
scarcity of money to pay for such facilities.
Another field where our study reveals a real need for chronic care
is with the orthopedic patient who is not ambulatory, both among
children and adults, and I am quite certain that if we tax our in
genuity further we can find satisfactory homes.
Another one of the difficulties brought out in our study was the
inability to get care for the patient in need of a special diet. It has
been possible in some cases to get the consent of the home to take a
patient and provide special milk and cream. In one or two instances
the home itself has done this. In some cases, however, the patient
rather than being served a special diet has been expected to select
from the general diet those things which he could eat. The difficulty
there lies in the occasional meal when there is nothing on the menu
for him. It is not hard to see the difficulty from the standpoint of
convalescent home from this illustration: A gastro-intestinal case,
post operative, was accepted. One night the menu provided nothing
for his selection and a special serving of soft boiled eggs was given
him. Immediately six of the twenty patients requested soft boiled
eggs. In another instance a special tray was sent to the patient’s
room. In the minds of the others there was something queer about
her, and the reaction was such that she became unhappy and left the
home.
In most cases it is not fair to ask the convalescent home to make
these special arrangements. The study showed that in a number of
instances where the home understood the need for special diet and
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accepted the patient, the patient left because of inability to obtain his
diet.
Our most serious need for both chronic and convalescent care
lies with the cardiac group. Of the 193 patients, 68 were cardiacs,
24 convalescent patients were accepted and 8 refused; 4 chronic pa
tients were accepted and 5 refused; and for 17 convalescent cardiacs
and 10 chronic cardiacs no application was made because in the
minds of the social workers there were no facilities to meet their
particular needs. For these 27 who are more than one-third of the
entire cardiac group, we must again admit failure, due in part
to a lack of ingenuity or perserverence in our own selves.
The study has been only a beginning in showing us our problem,
and is only the first step in what the Illinois District hopes to do in
solving it. This year we must continue our efforts by working on
the problem from the angle of the convalescent homes in an attempt
to bring about better coordination, and secondly by a special study by
the case work method to see what we can accomplish in individual
placements in homes which we ourselves can locate and supervise.

SOCIAL SERVICE PROBLEMS PRESENTED BY
NON-RESIDENT PATIENTS*
PRISCILLA KEELY
Section on Medical Social Service, The Mayo Clinic, Rochester, Minn.
The non-resident patient undoubtedly has presented problems to
every hospital social service department and to every hospital adminis
trator. Apparently the number of sick persons who leave their
homes in search of medical care is increasing. Perhaps sick persons
are more and more seeking medical care at large medical centers far
away from their homes. Also, physicians are finding it advisable to
refer certain patients to institutions for specialized care. In addition
patients are sent to the medical centers by social agencies (both
public and private) or groups of friends.
Social service in hospitals grew up partly because physicians who
see their patients away from home and family surroundings are need
ing the medical social worker to interpret any social element which
may affect the plan of treatment. Now, also, social service depart
ments in large medical institutions are finding they have similar
problems. It is more difficult, in these institutions, to know the true
social situation, or to know whether the patient is really unable to
secure medical care at home or whether he is one of the “shoppers”
who never will be satisfied. It is usually more difficult to carry out
medical or convalescent care for the non-resident patient, and finally,
to solve social problems which may aggravate the medical situation.
University hospitals and large city and county hospitals may draw
from beyond their own cities and states, but usually these hospitals
are situated in cities where organizations are well equipped to work
with the sick transient. Travelers’ aid societies, public welfare de
partments, homes for transients, and so forth, are found in large
cities. Often these hospitals attract patients who have drifted to the
* Read before the Thirty-third Annual Convention of The American Hospital
Association, Toronto, Canada, September 28-October 2, 1931.
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city because of employment, or various other reasons, and who have
become ill before they could gain residence.
The problem of the non-resident patient is particularly great to
the Section on Medical Social Service at The Mayo Clinic because
the clinic draws its patients from such a large area. Only 10 per
cent, of the patients seen by members of the social service staff last
year were residents of Rochester, approximately 25 per cent, were
from the state of Minnesota, and the remainder came from about
40 states in this country. One hundred and twenty-nine came from
Canada; Alaska and New Zealand also were represented. Most of
the patients known to us at the clinic have come to Rochester for
medical care, and the problem becomes at once the problem of The
Mayo Clinic. The social service department usually must carry the
responsibility for these patients.
The Mayo Clinic is a private diagnostic organization situated in a
city of 21,000, where, outside of the clinic, case working agencies
such as are found in the large cities do not exist. The general under
standing for years, especially in rural communities and distant cities,
has been that The Mayo Clinic is a charitable institution. People
in general know that The Mayo Clinic does attempt to adjust the
charges for professional services according to the circumstances of
the patient. Many, however, do not realize that the clinic does not
own the hospitals and that these institutions require weekly payment
in advance. Many patients are totally unprepared for this situation
or even to pay for board and room during examination, nor have
the physicians who sent them understood it. Some come prepared
to pay hospital and living expenses for a limited time, but find it
impossible to plan for a long, indefinite stay. Some come prepared
to meet all of these problems, but the distance from home, the inter
ruption of work, the separation from families, the bewilderment in
finding themselves ill in a large and complicated institution, create
many problems which may affect medical treatment unless some
constructive help is given.
Although this problem seems particularly acute to us at the clinic,
I am sure that every hospital must meet it in one way or another. Of
course, hospitals are not necessarily public institutions, but if hospitals
exist for the care of sick human beings they must be prepared to
take care of the emergent as well as the otherwise unusual case,
whether or not the person legitimately comes within the requirements
of the hospital admitting office.
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In medical social service as applied to the non-resident patient,
the same technique of medical social case work must be attempted as
is followed with patients who are near their homes. This social case
work with non-resident patients is, however, complicated by the
distance from home, the question of legal residence, and the physical
condition of the patient. Always the social worker must have knowl
edge of the medical situation by working with the patient’s physician,
an interpretation of this situation in relation to social findings, and
a plan in mind which will help the patient to return to normal
activity as soon as possible. Just as the social worker whose patients
live in the same city in which the hospital is situated must use the
community resources to help her, those who work with patients
from a distance must work with the community resources in the
patients’ homes. In this, imagination and resourcefulness are es
sential. However, the patient who needs a new job because of a
physical handicap, the patient who must go to a convalescent home,
the child who needs speech training, the mother who, because of a
cardiac condition, must give up her housework, the father who must
go to a sanatorium for tuberculous patients, all need the same kind
of service, whether they come from a great distance or live around
the corner, and also whether they are dependent or are able to pay
moderate expenses.
Non-resident patients divide themselves into three groups: those
who are financially able to care for themselves but still present social
problems connected with medical care; those who are either tem
porarily or permanently financially embarrassed but who have a legal
residence; and those who are without residence entirely—the real
“non-resident dependent.” And for members of any of these three
groups both social and financial adjustment at home, to enable them
to enter the hospital, and adjustment during and after hospitalization
when the illness has particular social significance, may be necessary.
Patients who have no financial problem still may present problems
when they are in a hospital away from home. Sometimes an unac
companied child or older person needs supervision, possibly parents
need to be directed to special educational facilities for their child,
perhaps a young woman who has been ill for many months needs
encouragement and assistance so that she can gradually resume normal
activities. When patients are confronted with a physician’s sugges
tion to follow this or that routine, they often do not know of facilities
available in their own cities. Among the patients at the clinic who
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seem to need this service most are those who have tuberculosis. They
often are told to enter a sanatorium. Some may know of facilities
in their own communities, but to many it is all a strange story.
Through tuberculosis directories, which include both public and
private sanatoria, and through the material kept on file, many
patients are directed to the sanatorium best suited to their condition
and financial circumstances. Public health nurses in the patient's
own community often will help with this plan. In addition, they
help to secure examinations for other members of the family. The
selection of the sanatorium is only one of the problems; real social
adjustments may be necessary within the family to enable the patient
to leave for an extended stay.
Obviously one of the first problems of a hospital and its social
service department is to decide whether a non-resident patient who
has financial difficulties should be taken care of at that particular
hospital. This is often difficult, and the decision should be made with
the medical and social problems in mind. The question of whether
the admitting office is under the direction of the social service depart
ment has been much discussed. I am not attempting here to settle it,
but at least the social service department and administration should
be closely integrated. This is particularly true of the hospital which
attracts the non-resident patient, whether he is indigent or rich; the
problems are greater on admittance, certainly greater during hospitali
zation and on dismissal than if he were a resident. It is important to
put these patients in touch with social service workers early in their
clinical or hospital experience. If the hospital accepts this non
resident patient and provides the medical care, should not the hospital
feel some responsibility for solving the social problems which affect
treatment ? Even though the social service department may not be in
charge of admittance, that department might well be called when the
questionable case arises, especially if the patient has come from a
distance. The social worker has knowldege of the cost of treatment
for certain medical and surgical conditions, the length of time hos
pitalization is necessary, the degree of incapacity likely to follow
hospitalization, and the probable influence it will have on the social
situation. She knows the limitations and policies of the hospital and
the complications of verifying residence. She also is in a position to
know the patient’s resources and his social obligations and responsi
bilities. Therefore she has an opportunity of protecting both the
patient and the hospital. With her knowledge of community resources
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she can often stimulate interest in the patient’s home community and
can organize aid for the patient, whether it be caring for him at the
hospital where she works or referring him to a hospital nearer home.
It is taken for granted that the sick person applying for medical care
at the hospital door should be directed to the proper medical resource.
If the social worker, then, has at least a part in this problem of
admittance, particularly with the non-resident patient, one of the first
questions she must consider is the medical situation. This involves
a close working relationship with members of the medical staff. The
“emergency” case in which a hospital usually must admit a patient at
once may not present the problem on admittance that it does on dis
missal of the patient. Patients, however, whose cases do not con
stitute true emergencies, but who are in urgent need of expert medical
or surgical care, present one of the greatest problems of the social
worker. If the patient cannot assume financial responsibility himself,
the social worker has the problem not only of interpreting the policies
of her own institution but also of advising the patient where he may
go for medical care. This means that next she must have inclusive
knowledge of community resources in the area from which the pa
tient comes, whether she is going to try to secure help from that
community to keep the patient in the institution of which she is a
part, or whether she plans to send him to use whatever facilities exist
at home. She must know whether there are medical resources in that
community, whether the patient is eligible for that care, and what the
feeling of that community is toward its sick people. She has her
hospital, social agency, and public health directories; she may know
the welfare laws in the various states and counties. She knows that
certain states support university hospitals, some have county hospitals
and no state hospitals, some have both, and some have neither. The
requirements for admittance may be, in general, very similar; usually
the patient must be a legal resident. He may be a resident of a state,
but may have moved from one county to another so that he has no
residence in a county. He may come from a state where the county
he resides in must pay part of the expense if he goes to the university
hospital. In some states the county attorney must agree to residence
and sign the proper papers, in another, the county judge, and in a
third, the county commissioners. If there is a city hospital at the
place of residence, the patient cannot go to the university hospital
because he is eligible to enter the city hospital. If he lives outside the
city limits he must go to the university hospital because he is not a
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resident of the city. Some states will pay for medical care outside
their own state; some will not. Some counties within the same state
have different policies. For example, officials of one county from a
western state wrote that they would not be responsible for distant
care of a woman patient who obviously had been growing worse in a
hospital at home, under county expense; officials of another county,
from the same state, immediately guaranteed a hospital bill of $200
for a man who needed thoracic surgery which could not be performed
at home.
The social worker has more than this information which she can
easily find through her correspondence and by consulting state and
welfare laws. She has her accumulated experience of working with
these communities in planning for sick persons, which has taught her
that in sickness some rules and regulations can be and are modified,
and also that the human element, after all, must be taken into consid
eration in Working with sick persons. Every theory, rule, and
regulation must necessarily be modified in the unusual case. State
and county laws may provide for care but facilities may not be avail
able or adequate. If we could settle each problem according to our
theories and rules that every sick person should be taken care of in
his home community, all this would be easy. It is not difficult to
decide to send a patient with chronic appendicitis back to a county or
city hospital. However, when the patient has a brain tumor, a
malignant growth needing operation or radium or roentgen-ray treat
ment, a congenital deformity, or chronic empyema of long standing,
all of which require expert care, the patient should not be dismissed
with the word that he is not eligible and must return home. If
possible, some plan must be made to keep him in a hospital that is
equipped for such care.
A surprising number of communities are feeling responsibility for
the patient in the unusual case. In states where there are not
adequate facilities, tax supported organizations, as well as private
agencies, are taking an intelligent interest in helping their residents
to secure proper medical care. County and private physicians are
working with these agencies to send patients for care they cannot
receive at home. The general feeling is that unless proper arrange
ments are made previous to the patient’s departure from home, they
will not give assistance outside of their communities. However, a
great many have responded and helped their residents, even though
they have not actually sent them. At the clinic we have always
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attempted to place responsibility for the care of the sick transient on
the home community or a proper agency. Perhaps our persistence in
placing this responsibility where it rightfully belongs has stimulated
interest. Since we have had a staff of trained workers working
constantly with this principle in mind we have had to expend less for
relief, and a better understanding with local communities has de
veloped. Although we may not always be successful in securing
material relief, at least we find a ready response to requests for in
formation and investigation which represents real community thinking
and acceptance of responsibility.
In addition to raising funds for hospital expenses, the problems
of convalescence, return traveling expenses, and care after the patient
returns home may arise. These are reasons why social service depart
ments should be put in touch with patients early in their stay. Unless
members of the hospital administration staff, professional staff, and
social service department have a close working relationship, this is
not possible. Social service departments are all familiar with the case
referred to it with the direction “send the patient home,” when on
inquiry the home is found to be inadequate or not a home at all. A
farm laborer recovering from thyroidectomy cannot very well be sent
home three weeks after operation when his “home” is on the road
looking for a job; the man who is in a condition of psychosis following
operation cannot be sent back to his job as farm laborer until he has
had a few weeks to recover from that condition. If the patient can
be known early in his hospital experience a plan may be well on the
way by the time of his dismissal, as well as saving the hospital
expense, and it will be a better plan than if the start of measures for
a satisfactory arrangement is delayed until dismissal.
A man from a western state, where he had been doing strenuous
outdoor work, needed several weeks’ hospitalization and treatment
for a condition of the heart, and was told that a change of occupation
would be necessary on his dismissal. His funds were limited. In
addition to arranging the long hospitalization and treatment, a plan
was worked out through his home state department, and through the
state of Minnesota, for training in sedentary work. During his
hospitalization, the Section on Occupational Therapy helped him to
learn to use his hands. These adjustments could not have been made
in a few days. By knowing the patient early in his stay in hospital,
plans were made for conservation of his funds, for the training
mentioned, and for treatment following hospitalization.
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Some patients who have a legal residence are not satisfied with the
care they may receive at home, although adequate facilities exist.
This summer a young married man walked into the clinic asking for
an operation for a deformity of the hip for which he had been seeking
treatment for the last few years. He had no money but he had been
traveling about the country, picking up rides, and eating at Salvation
Army citadels. His legal residence was in a southern state which
was equipped to give the care he needed. He had left home, however,
leaving three children and his wife with her parents. He had been
to New York, Philadelphia, and Baltimore, during the year, applying
for operation. He said he had been told at each place that he could
not be admitted as he was not a resident of those cities. When asked
why he did not apply for care in his home state, he replied that he did
not like to impose on the public hospitals at home. He made the trip
to The Mayo Clinic confident that he would receive care. This was
obviously a case that should have received care in the patient’s place
of residence. After an examination he was advised to return there;
letters were written to an agency asking it to make the arrangements.
A letter from the agency later stated that although the patient had
reported, and a plan had been well on the way for securing care for
him, he had left for Cleveland, Ohio. He is probably still traveling.
Non-resident dependents, or those who are without necessary
money for their expenses and seem to have no legal residence,
probably compose the most discouraging group. A deaf and dumb man
whose trade was peddling applied for care this summer. When he was
told that if he stayed in one place he would be entitled to free care,
he wrote that he would rather travel and earn his living than be
dependent at home.
The wanderer, or hitch-hiker, is a common problem to every soical
agency, but when this wanderer is sick, the problem becomes more
serious. Many are migratory workers. A sheep herder or lumber
jack works from one community to another, and if he crosses the
borders of the county and states too often he finds he is without a
legal residence. Even though he may have small savings to take care
of immediate expenses he is not prepared for long illness. Families
travel easily these days with the help of kind-hearted persons who
fill up their cars with gasoline and pass them on to the next com
munity. When a member becomes ill, who is to take care of him?
With lack of uniformity in state laws, a family may easily be without
a residence. A family consisting of a man, woman, and several
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children were residents of St. Paul for several years until 1927. In
the spring of 1927 they moved to Pine County, Minnesota, and lived
there until July, 1928. They moved to Michigan in September, 1928,
and stayed until January, 1931, when they returned to St. Paul.
Their last move was to a farm in Olmsted County, Minnesota, in
April, 1931. The family came to the attention of the clinic when
one of the children needed emergency hospitalization, which was
given. In our efforts to verify the residence we found that Pine
County did not recognize them as residents because they have been
gone for more than a year. In Michigan, where they had lived for
two years, they had been given $176 and therefore did not gain a
residence. St. Paul gave temporary aid from January to April; then
the family was refused further assistance because they were not
residents, for they had been gone more than a year. Since they have
already received aid in Olmsted County they will not be considered
residents there. Neither the man nor the woman of the family is
strong, and one child already has had a serious illness. A combination
of family ill health and the father’s inability to support them probably
will present problems to any community in which they settle.
Most authorities recognize that they are responsible for the care of
anyone who becomes ill while in their community if a legal residence
cannot be established. In Rochester, where persons already ill come
for the sole purpose of getting medical care, we do not feel that we
can tax the community often for their care.
A man 55 years old, who came to the clinic from Alberta, was
given a diagnosis of active pulmonary tuberculosis and care in a
sanatorium was advised. He was born in Massachusetts where he
had lived for eight years. He had worked around in the east until he
was 30 years of age, and then had gone to Idaho, Washington, and
Montana. He was a stationary engineer and worked for construction
companies. In 1919 he had gone to Canada, at which time he had
had $1,000. He had worked in Alberta and Saskatchewan, and had
lived in a town in Alberta for four years previous to his coming to the
clinic. The problem at first did not seem great. One hundred dollars
was due him from an employer in Canada and he planned to return
to Canada to enter a sanatorium there. He was unable, however, to
secure this money. The Canadian health officer was consulted. Since
the patient was an American citizen, Canada refused to accept him.
The community responsible for him was probably that of his last
residence before he entered Canada. It was impossible, however, to
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establish a residence, for he had moved so often. The man was very
sick and needed immediate care. The Minnesota state’s attorney felt
that Olmsted County should be responsible and the patient was there
fore sent to a sanatorium in Minnesota, at coutity expense. The
social service department continued its interest, trying to find relatives
in Massachusetts. Through a social agency in Massachusetts some
half-brothers were finally found who offered the patient a home fol
lowing his treatment in the sanatorium but who could not send
material help or take him into their homes while his illness was acute.
The patient never improved enough to be moved and died at the
sanatorium nine months later. The expense to the county was ap
proximately $500. Naturally, the county commissioners feel that it
is often more advisable to pay a patient’s way to wherever he wishes
to go than to try to assume responsibility for his care.
In a study of 132 cases of non-resident dependent persons, made
at The Mayo Clinic, in which the case work method was attempted,
the results were rather discouraging. An attempt is usually made to
verify residence and to put the patients in touch with relatives who are
responsible. Often, however, after spending a great deal of time and
money, the patient is likely to wander on as he came, before the plan
is complete. It has not always been practical to pay the railroad fare
of a patient in order to place him in the care of a responsible person
or community, especially when he is not acutely ill and when it seems
likely that he will wander off again. It is not surprising that many of
these dependent patients have neurologic conditions. They often
leave home because they are not particularly adaptable to family life
and do not want to be dependent. Their families are just as willing
to allow them to wander as to assume the responsibility of the difficult
patient in the home.
A boy of 19, who gave his trade as pencil selling, came for an
examination and was advised that nothing could be done for the
injury to the nerves which had caused paralysis of his left leg and
arm. He was satisfied to wander; he even earned enough to send help
to his parents occasionally, who were poor farmers. Since he was
young and seemed susceptible to suggestion, on consent of his parents
we sent him to them with the understanding that they were to keep
him at home. We wrote that we would put him in touch with authori
ties at home who would teach him a trade. The state department of
rehabilitation attempted to place him at work, but because of lack
of funds to establish him, very little could be accomplished. The
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family tried to keep him contented at home, but it was necessary
eventually to place him in an institution. Perhaps all we accomplished
was to keep him off the road for a year or two.
It does not seem necessary to emphasize the fact that social service
departments in hospitals must depend on the assistance of community
social agencies to carry on their work with the non-resident patient.
It is the responsibility of the social service department of the hospital
to develop knowledge of this network of agencies. Ten years ago a
resource file was begun by the social service department of The Mayo
Clinic. This file has grown out of the difficulty involved in doing
social case work with patients from a distance. It is made up from
directories and lists of agencies. After an agency has been used and
heard from, the name and address of the agency and the number of
the case history concerned are entered on a card. The cards are filed
by states. There is naturally a concentration of information about
the middle western states, but the file contains data on agencies in
most of the states in this country and in Alaska, Mexico, Sweden, and
all the provinces of Canada. In January, 1931, there were 2,824 cards.
Many new ones are added each year, and many old ones are used
more than once. In the department at the clinic we are watching with
interest the development of social and health agencies all over the
country. In a western state which has never had organized social
work, one community is now planning for a county social worker;
another state is sending us a list of public health nurses which shows
a new development of health resources in that state.
Distances, after all, do not seem so great when the worker can,
through a social agency, secure assistance for her patient even when
it means working with resources in a foreign country. A nursing
association assisted with plans to continue treatment for a woman who
was sent to her family in Sweden. A dispensary in Boston reported
a case in which a social agency in China assisted with plans for a
diabetic patient who returned to his home in China. A hospital in
New York recently consulted the International Migration Service
officials concerning facilities in Lithuania before a plan was made for
the patient to have treatment in that country.
With the present trend toward deportation of sick dependent
aliens, social workers in hospitals should familiarize themselves with
the laws in relation to deportation of any alien before referring him
for public aid. Frequently assistance for the time of the emergency
may be all that is necessary. However, if during this period of de
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pendence the assistance comes from public funds he may be subject to
deportation, although there may be material and social advantages in
keeping him in this country with his family. It is important, then,
not only that social workers understand the consequences of referring
these patients to public hospitals, but also that the aliens themselves
be fully informed regarding these regulations.
Many persons have felt that it is not possible or worth while to
attempt case work with patients who come from a distance. It is
true that the social worker cannot see her patient in his home sur
roundings and is often able to make her investigation only through
correspondence. Those who are making the attempt to help the non
resident patient with plans, however, are finding that in spite of the
many difficulties involved it is, after all, possible and often satis
factory. It brings, always, new and stimulating experience to the
social worker and requires imagination and resourcefulness. The
assistance of social agencies is obviously essential with certain types
of cases. The work offers interesting possibilities in the development
in intercity and interstate community relations.

MEDICAL SOCIAL WORK IN INDUSTRIAL
MEDICINE AND TRAUMATIC SURGERY*
LOUISE C. ODENCRANTZ
Director, Employment Center for the Handicapped, New York, N. Y.
Dr. Richard Cabot in 1917 pointed out the relation of the social
worker to medicine:
“To make the doctor’s work worthwhile to himself and to
the patient, it must be done (in hospitals) in cooperation with
someone who has time and ability to teach hygiene, and to see
that it is carried out, to study the home conditions and report
upon their part in causing or prolonging disease, and to help
modify those conditions, financial, mental, moral, which stand
between the patient and recovery. This ‘someone’ is the social
worker—a man or woman trained to think of a human being as
a whole just as naturally as the physician concentrates upon a
part.” (Social Service and the Art of Healing.)
Since 1917 the development of medical social work has been so
extensive that the hospital or clinic is becoming rare where there is
not at least some attempt to supply this “someone.” There is, it is
true, still wide variation in the interpretation of the function and
duties of the medical social worker, but with increasing emphasis upon
a case work technique comes a closer realization of the function of
“the person trained to look upon a human being as a whole.”
For the patient from industry, it is particularly important to recog
nize his total situation, especially that he has been a wage-earner and
that his work has necessarily been a major interest of his daily life,
both as a means of livelihood and because it has occupied a great share
of his time and effort. To the extent that the illness or accident
interferes with this interest, it must be reckoned with in plans to
effect his recovery as satisfactorily and as rapidly as possible. Final
* Read before the meeting of the American College of Surgeons, New York,
N, Y., October, 1931.
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recovery means an adjustment of the patient back into his social and
economic life on the same level as before his illness, or on as satis
factory a basis as is possible in view of his changed condition.
For such patients, special emphasis must be laid upon their voca
tional adjustment and certain factors need consideration. For
example, to what extent can we consider a patient recovered when his
wound is healed and he again has full use of the part affected, but
he himself has lost his nerve, cannot settle down to work or continues
to pity himself as a victim of an industrial accident?
From an industrial angle, we may classify patients into two
groups. In one group are those who recover without any physical
after-effects or disabilities, who are able to live and work as they did
before their illness or accident. Their problems of adjustment fall
largely within the scope of the medical social worker functioning
within the hospital. Does his illness necessitate any temporary
change of occupation or will he be able, after a reasonable period of
convalescence, to return to his regular work? Will his former em
ployer re-employ him again? Does he need supervised employment
before he can return, in the way of occupational therapy or curative
work, to build up confidence in the use of his body and in his ability
to work again? Has his period of illness been such as to affect his
employment possibilities? Such questions arise for answer by the
physician, the medical social worker, and the patient himself, not
alone at the time of medical discharge but they require an awareness
of their implications during the course of his medical treatment.
In the second group are those who even after the best medical
care are left with some permanent disability, so that they are handi
capped either through actual physical limitations or appearance and
cannot carry on in full measure in their former social or economic
life. Those dealing with industrial rehabilitation are concerned
chiefly with this second group.
Because the disability of a patient in this second group may affect
his whole future, his outlook on life, his hopes and plans, and may
cause serious interruption or overthrow of a settled scheme of living
and working, there is special need of some one with full understanding
of his medical and social problems who can look upon him as a whole,
in relation to his social and economic environment, first as this may
affect his possible recovery and secondly as a means of understanding
and help toward his making the most satisfactory adjustment to that
environment. Recovery is affected by worry, feeling of insecurity
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about the future, depression over thwarted plans. There may be
need of reassurance that things will not be different. On the other
hand, there may be need of permanent changes in his work, plans,
method of living, social environment. There may be a fear of facing
a changed and uncertain future, and a danger of his taking refuge in
his handicap. Because of all these problems that face a patient, with
often a distorted outlook upon his condition, he needs someone with
whom he can plan a way out, someone who can see his situation as a
whole, objectively.
To illustrate the various factors that may enter into vocational
rehabilitation,—a phase of medical social work now carried on to
some extent by special people outside the hospital,—let us take the
case of a man who has become lame as a result of his illness or acci
dent, and is referred to a bureau for the handicapped for employ
ment.
This seems a simple enough recommendation. What does it in
volve ?
The first essential is a medical report of his condition, especially
an interpretation of it in terms of limitations. To what extent can
he walk or stand continuously? Should he do only seated work?
Will dampness affect his condition? Is the condition likely to im
prove or deteriorate? Can he continue in his former line of work?
What is his attitude toward his handicap ? Is there a social situation
which affects his vocational adjustment ? What is the attitude of his
family toward his handicap? For example, is there likelihood for
cooperation for any plans of retraining? Is he now able to function in
regular industry, to meet prevailing industrial requirements in the
way of regular hours of work, regular attendance, traveling to and
from work, giving a day’s work for a day’s pay? Placement in in
dustry means meeting these requirements. Or is his handicap so
severe that he should be employed at least temporarily under modified
conditions, in sheltered employment, to help him gain confidence in
himself, to re-establish regular work habits? Has he had any form
of occupational therapy or curative work to help him develop confi
dence in his ability to work again ?
This medical-social report is secured through the medical social
worker in the hospital and represents ideally the joint recommenda
tions and opinion of the physician and the medical social worker.
This report gives only some of the factors to be considered. What
in his past work experience or education can be used as a basis for

252

Industrial Medicine

rehabilitation ? What is his mental equipment ? Has he special apti
tudes? What are his own plans and resources for adjustment?
To get a better picture of his possibilities than can be obtained
through interviews with the man, a psychologist may aid with intelli
gence and vocational aptitude tests. An interview with a psychologist
may also indicate personality traits or even problems. References
from former employers may point a way. Sometimes the only
method to determine whether a man can continue at his former work
or how suitable he is for some other type of work is a try out at the
job itself.
Where it is not possible for a man to continue at a former line
of work, many questions arise. Has he the ability, time or resources
to undertake retraining ? Is his age or general background a handicap
for such plans ? If retraining is not possible, what kind of work can
he do now?
This whole analysis needs the case work approach, the application
of the techniques of vocational guidance, and a special knowledge of
the kinds of work that may be suitable for persons with various kinds
of handicaps, the resources of the community for retraining, the
possibilities of placement within industry.
When the patient is ready for placement, he meets new obstacles
in the objections that many employers have to employing any one
with any kind of handicap. These difficulties have been found so
serious that special employment bureaus for the handicapped have
been set up in some of the larger cities.
A primary obstacle, especially in larger companies, is the physical
examination at entrance, which usually bars out those with a physical
defect, even though the applicant’s general health is good and his de
fect such that it will not interfere with satisfactory performance of
the job for which he is applying. A few companies have begun to
adjust their physical examinations so that an applicant’s physical
fitness is measured in relation to the particular job. The experiences
of one large company in employing the handicapped, which has kept
careful records of production and attendance, has demonstrated the
value of this plan of selective examinations. On the whole, however,
a policy of physical examinations means debarment of all with any
physical defects.
Objections are raised by employers on the ground that persons
with a physical defect are a greater hazard, that their employment
may lead to higher compensation insurance raise, that they may be-
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come a heavy liability upon health benefit or pension plans. New York
State fortunately has a second injury clause in its workmen’s compen
sation law, so that the liability of an employer is limited to the extent
of the second injury only. Many employers, however, do not under
stand the law and consider it simpler to bar all handicapped.
Again, many do not realize the work possibilities of those who are
handicapped and reject them because they look disabled even though
there may be fine abilities behind the handicap.
One meets too the objection that a person with a handicap may
demand special consideration and attention, that he has developed
personality traits which make it difficult for him to fit in or work
with other employees. The satisfactory experiences of many em
ployers in employing the handicapped need wide publicity.
Back of many of these objections lies no doubt a common social
attitude of pity or even aversion toward those with some visible
handicap, and a tendency to consider them as a group apart. The
employer who says, “I can’t stand seeing them around,” voices a
problem that needs to be met and overcome by those who are helping
the handicapped to make satisfactory adjustments.
In order to overcome some of these obstacles, there is need of an
intermediary, some one who understands on the one hand the abilities
and potentialities as well as the limitations of persons with physical
defects, and on the other hand knows industry—the requirements of
individual jobs and the general requirements of industry and who can
interpret one to the other. Perhaps it might rather be called a job
for a high powered salesman who knows his goods and his prospects,
instead of a social worker!
Educating employers to accept handicapped persons is but part of
the task. The patient himself often does not know what he can do
or what he wants to do. He remembers an injunction that he must
have light work, without further explanations. Often the change
means entering as a beginner in a new line, at less skilled work, often
naturally at lower wages. Disappointment, the need of effort to start
afresh in new work, in new surroundings, make it the more difficult
to accept the effect of his handicap. Even after he has begun work,
his attitude may be such that at the slightest provocation he becomes
discouraged and leaves. Sometimes without work for a long time, he
has gotten out of the habit of applying himself; confinement in a work
place for a whole day irks him. This means there must be close follow
up after placement, for encouragement, for straightening out real and
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imagininary difficulties, for determining whether the work is really
suitable. The whole program means close cooperation with the
hospital social worker and the physician.
Where the patient is able to return to a former employer or a
former line of employment, the problem is much simplified. With a
former employer it may be necessary to help the man secure a change
to more suitable employment or a readjustment of some special condi
tion. Occasionally employers have called upon the Employment
Center to assist them in working out a plan of employment for an
employee who has become disabled while in their employ. Many
employers feel a deep responsibility for retaining those disabled while
in their employ, and attempt to place them in suitable work or make
changes. An outstanding example is the work of the Fisher Body
Co. in Detroit where a special rehabilitation shop has been set up for
those temporarily unable to continue at their former occupation, at
simple work, under less strain, with adjustable hours, under special
supervision.
Emphasis has necessarily here been laid upon the more difficult
problems of vocational adjustment. Fortunately there are many
people, with some defect who are able, without much difficulty, to re
turn to former employers, or at least to a former line of work, or
who have enough resources within themselves in the way of education,
background, or contacts, so that no serious problem arises. Neverthe
less an indication that a considerable number find it difficult is indi
cated by the fact that during its first three years, the Employment
Center registered some 9,500 applicants, who felt it necessary to come
to an employment bureau for the handicapped for vocational advice
or placement. On the other hand, hope lies in the fact that during
this same period employers cooperated to the extent that some 5,800
placements could be made. Again, the need of careful study of the
applicant is indicated by the fact that of the total number of appli
cants who came, presumably ready to go to work, 13 per cent, were
found to be unsuitable for placement in industry, but instead were in
need of further medical care, sheltered employment, home work, or
were too severely handicapped to undertake work of any kind. Such
should be the special problems of the medical social worker within the
clinic or hospital for earlier recognition of the need of some other
adjustment than a return into industry and thus prevent a deep dis
appointment and a discouraging setback.

L. C. Odencrantz

255

Because a handicap is not an isolated fact but influences a man’s
social and economic life, he needs usually more than medical care to
enable him to make a satisfactory adjustment. The earlier this is
recognized in his treatment the better the chance of a satisfactory re
covery. It is the person himself, with all his abilities, mental attitudes
and limitations as well as his physical handicap that must be con
sidered. The difficulties which both physicians and social workers
encounter in working with compensation cases are often traceable to
a disregard of the patient as a whole,—the effects of an accident upon
the man’s mind, a feeling of insecurity about his future, exaggera
tion or underestimation of his condition by conflicting interests, with
constant emphasis upon his handicap as the dominating interest in his
life, and lack of early constructive planning for his future. Even
people connected with compensation insurance companies are be
ginning to consider the possibility of having a medical social worker
as well as a physician to work together on a constructive program for
the recovery of the patient. It is the best method by which to enlist
the powerful factor for recovery,—“the cooperative participation by
the patient in the care of his own health.” Because of the complexity
of the problems which may arise in the situation of a patient who has
become disabled, there is need of some one with an awareness of the
factors involved, who can study and understand them, and who has a
knowledge of possible means of meeting them. To the physician the
medical social worker must bring an interpretation of these social and
economic problems as they may affect medical treatment. To the
patient himself, his family, his employer, and those others who are
concerned with his welfare, she must bring an interpretation of his
medical treatment and condition of final recovery.

WOMEN’S HELP IN CANCER WORK*
IRA I. KAPLAN, B.S., M.D.
Director, Division of Cancer, Department of Hospitals
New York, N. Y.
Generations come and go, and the world will, it is true, continue
to exist irrespective of what efforts we do or do not make to eradicate
the various scourges that at present afflict us. That is no reason or
excuse, however, for not doing our utmost to banish whatever ills
our state of knowledge enables us to remove. We would be untrue to
ourselves were we to go along about our doings, heedless of the mor
row and careless of the destruction being wrought upon this and
upon coming generations by so fearful a plague as is this cancer, when
our present knowledge, imperfect though it be, can do so much to
alleviate the misery of present sufferers and help in some measure to
safeguard future generations from similar suffering.
In Brooklyn, the city of churches, I need hardly call to your atten
tion the Biblical admonition to take good care of our bodies, nor ask
if you realize your duty in that regard. The body is a temple which
we must tend with no less devotion than we do our houses of wor
ship and we serve God by keeping well and helping others to be well
just as much as we do by our prayers at divine service.
As you know, in most diseases the cure follows close upon the dis
covery of the cause of the ailment. Unfortunately it is but too true
that although the definite cause of cancer is still unknown to us yet
despite that fact, we who work with cancer are in the position of be
ing able, time and time again, to show cures. Our knowledge of cancer
is limited and imperfect, but the general feeling that the disease is
utterly hopeless is unwarranted and is due to preventable ignorance
and unnecessary fear on the part of the general public.
* Read before the meeting of the Woman’s Cancer Committee, Brooklyn, N. Y.,
October, 1931.
256

I. I. Kaplan

257

From our observations and careful, scientific study we know this
—that at the outset cancer is a local disease, confining itself for a
long time to the vicinity first attacked and that a cure depends on the
stage in which the malady is noted and upon early and proper treat
ment. In our studies of the behavior of this disease we have learned
to look for certain recognizable manifestations indicating various
stages of its existence. To the physician who has under his charge
the care of cancer patients nothing is quite so discouraging as to re
ceive those patients in the hopeless stages when the disease has been
permitted to run rampant for a long period. Knowing that cancer in
its early stages is curable, our constant cry is “Why do not these pa
tients come to us when the disease is still in a curable stage ?” And we
know the answer. It is that there is an altogether too widespread lack
of information regarding the early signs of cancer and this ignor
ance is not, sad to say, confined to the lay public, but is in many cases
shared by some medical men as well.
Cancer patients seem to be complete fatalists—to them the dis
ease is always hopeless and if they find they have it, they regard their
doom as sealed, because they do not hope for miracles in this modern
age of science. If they do not know, but only suspect they have can
cer, they do not seek medical advice, dreading a confirmation of their
suspicion and fearing a possible surgical operation as well as the sup
posed stigma attaching to a sufferer from this disease. All these fac
tors tend increasingly to depress the sufferer and make her conceal
her affliction until it is accidentally discovered or until associated
symptoms make its further concealment impossible or intolerable.
And there is another aspect to be considered too. In the case of
most other diseases, the patient who has been cured generally broad
casts the fact and also the fame of her particular wonder-working
doctor. Not so, however, with the cancer victim, who will sit, quiet
and fearful, through a session of her favorite sewing circle which has
resolved itself into a pseudo—medical conference. While others dis
cuss with great relish almost every disease, operation and pathological
condition and enlarge upon the merits of their various individual
physicians, she, the poor cancer patient, is in a nervous sweat lest
there may be something about her to betray what had been or may
still be her malady. The entirely unnecessary fear of a certain social
ostracism implied in having cancer keeps her silent, and even though
her disease has been controlled, in which case her physician, above all
others, deserves a large portion of merited praise, she sits quietly by,
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absorbing the chatter of her friends but making no contribution to the
discussion.
In fact, this fear of ostracism in many cases leads the cancer pa
tient to lose her identity by attending a free cancer clinic and thus hide
her condition from those in her own circle. In such cases the doctor
is unpaid save for the deep satisfaction of knowing he has helped one
more cancer victim. This stigma attaching to cancer sufferers is
entirely groundless. As far as we know today, cancer is neither in
heritable, contagious, infectious or transmissible from one person to
another. The public hardly realize what a little actual knowledge of
cancer is needed to make happier the sufferers from this disease. Just
this simple message of hope which I trust you ladies will help dissemi
nate, should prove of great comfort to cancer victims—first, that in
its early stages cancer is curable, and second, that a cancer sufferer is
not thereby an unwelcome blight on her family or social circle.
What, then, is our duty in the matter ? Surely we have progressed
far from the attitude of Cain in the Biblical story—we today cannot
deny we are our brothers keeper. Our mission in life is to help where
e’er we can and in the matter of cancer prevention and cure we must
constantly keep on the work of educating the public to overcome
cancerphobia, the fear of cancer, and to keep away from the quacks
and nostrums. Too often have we seen patients, panic-stricken and
despairing who have gone from one doctor to another and only when
they finally came to our clinic did they receive that real, authentic
word of their condition which served to relieve their anguish. All
that mental agony could have been avoided had those doctors to whom
such patients had come originally been properly informed on cancer.
It is an unfortunate situation but true, nevertheless, that the attitude
of apathy and indifference with regard to cancer displayed by many
professionals is as pressing a problem for education as is the ignorance
of the general public.
Our researches in the subject of cancer are constantly being aided
by the treatment of actual cases from which we learn more and more
as to the nature of the disease. It is highly important therefore, that
we see and study the results of the treatment, and this requires that
the patients come back to the clinics and hospitals for further examina
tion and treatment. Very often, however, the patient is because of
economic reasons unable to do so. The fear of losing his job, his live
lihood, his home and perhaps his family, forces him to conceal his
condition and symptoms which would otherwise bring him for treat
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ment early. That there are countless such cases we know only too
well from sad experience. “The poor ye shall always have with you,”
say the scriptures, and we of the cancer service have ample proof of
the truth of this statement. And here is the field in which you ladies
can find your particular activity. There must be a Social Service
Department that shall see to it that the needy patient can come for
treatment early enough in the course of the disease to permit the treat
ment to be effective and at the same time relieve him from the worry
of the possible loss of his job, his home and his place in society. The
need for such social service is so acute, that I wrote to the Director
of the Budget in New York for his aid in augmenting its activities.
Due to lack of public interest and for reasons of economy, our request
was not granted. We therefore look to you to bring about a change
in this attitude towards our request in this important matter and to
secure such a service for the Brooklyn Cancer Institute.
Oliver Wendell Holmes said:
“Of all the ills that suffering man endures
The largest fraction liberal natures cures”
And he must have pre-visioned our social service visiting nurse
angels, when he further stated:
“But simple kindness, kneeling by the bed
To shift the pillow for the sick man’s head,
Give the fresh draught to cool the lips that burn,
Fan the hot brow, the weary frame to turn,
Wins back more sufferers with her voice and Smile
Than all the trumpery in the druggist’s pile.”
This is especially true in cancer, where millions are wasted on
quacks and quack remedies. Your help can save the loss of these
untold millions.
That brilliant genius Edison, who but recently passed away, was
known for his regard for having perfect tools. We cancer workers,
no less scientific, cannot pursue our tasks unless we, too, have the
proper tools to work with. Our tools comprise buildings and equip
ment. Need I tell you that the old building on Cumberland Street is
obsolete and inadequate. Anyone who has ever been through it knows
that to be a fact, and though its workers toil there night and day with
might and main, much of their work is lost unless adequate facilities
are provided for proper handling of the cases. The Mayor and the

260

Cancer Work

Commissioner of Hospitals have promised us a new, Brooklyn Can
cer Hospital, and I hope you will use your influence in stimulating
public sentiment to advancing this work to completion.
You know, of course, that one of the greatest agencies for cancer
treatment is Radium and a suitable supply of this valuable element
is essential. We must look to your association to aid in securing this
and such scientific refinements as cannot be secured from public
funds.
We not only welcome but we beg your assistance, your advice, your
financial aid, all of which we urgently need. “According to our labor,
so is our reward,” say the Sages, and in this great humanitarian
cause I know that if we work together, our reward, whether in this
world or in the hereafter, will be ample. For to paraphrase again from
the Sages, “The day is short, the task is great, the laborers are slug
gish and the cure of cancer is distant so that in our lives we may
never see it attained, yet are we not permitted to desist from doing our
share; the Almighty is our Master and He is never niggardly in His
reward to those who do this work of healing the sick.”

SOCIAL HYGIENE TRAINING FOR SOCIAL
WORKERS*
PETER KASIUS
Executive Secretary, Missouri Social Hygiene Association
St. Louis, Mo.
If we were to approach this subject logically, the first step perhaps
would be to define what is meant by social hygiene and by social work.
For the sake of simplicity we might insist that social hygiene is con
cerned chiefly with generalized measures for the improvement of com
munity conditions, such as controlling the venereal diseases, repressing
the commercialized aspects of sexual promiscuity, stimulating educa
tional procedures in those areas of human experience touched by sex,
and urging adequate recreational opportunities as a means for the de
velopment of wholesome sex-social attitudes. And on the other hand
we could insist that social workers are interested primarily in the more
individualized aspects of maladjustmnt or inadequacy as revealed by
such conditions as unemployment, desertion, alcoholism, drug addic
tion and any of the host of other problems present in case work prac
tice. But such insistence upon the separateness of social effort is more
apparent than real. The specialized divisions of social work that en
gage our respective interests may seem very real to us as workers in
the various fields, but the essence of this reality, it is well to remind
ourselves, is more often a matter of historic accident than of purpose
ful design; a fact which becomes evident when attempts are made to
circumscribe the special spheres of activity. I stress this point because
it is precisely here that we encounter the central difficulty in determin
ing what working concepts in the field of social hygiene should
constitute the normal equipment of the social worker. Both fields de
rive their basic knowledge from the same scientific sources:
psychology, sociology, psychiatry and biology. Both fields are con* Read before the Fifty-eighth Annual Meeting of the National Conference of
Social Work, Minneapolis, Minn., June, 1931.
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cerned with sex phenomena particularly in their effect upon person
ality and family life. Both fields are concerned with problems of
health, and the one no less than the other with the blighting effects of
venereal disease upon its victims. Both fields are concerned with prob
lems of sex behavior and with an understanding of the mechanisms
that produce prostitution, delinquency, perversion or other behavior
manifestations that are unwholesome for the community as well as
deteriorating to the individual.
Quite obviously it is not the scientific content that distinguishes
the two fields. If it were in the nature of things to view sex problems
with the same disinterested and unprejudiced attitude that we look
upon economic questions, there would be little need for special organ
ized emphasis upon social hygiene activity. There is hardly a field
of social effort that does not touch upon social hygiene issues at some
point. The reluctance to meet these issues is due in part to the fact
that they are usually complicated by moral imponderables. The good
life in sex does not lend itself to easy definition or to ready made pro
grams of social action. The very meagreness of reliable data on the
human aspects of sex shows how jealously people resist social instrusion into this domain of life. While every civilization and every
culture has its sex ideology, no social movement can presume to fix
its working objectives in terms of human perfection. The moment it
does so it ceases to be an instrument of social adjustment and becomes
the embodiment of a fixed ideal. Ideals in this sense may be very
effective rallying points for those who share a common philosophy of
life, and in the long run these may have a more profound affect upon
human character than any amount of ameliorative effort. Be this as
is may we should not confuse moral idealism, with all of its attendant
bias and emotion, with deliberate social process. They proceed from
different motives. The one is actuated by a vision of a better society
and cares very little for individual successes or failures, except in
terms of praise and blame; the other moves to minimize or modify
those conditions which hamper the individual in the attainment of
reasonable standards of health, decency and social adjustment. These
standards of course imply moral values, but the processes through
which they are sought should be free from any suggestion of censor
ship or moral superiority. What I am stating here reflects fairly well
I think the modern point of view in social work, and my plea is for
the application of the same attitude and the same approach in the field
of social hygiene. The social worker who is trained to this point of
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view should have no more difficulty in dealing with sex problems than
with other problems that beset her admittedly hazardous path.
Let us consider for a moment some of the specific attitudes and
skills which the social worker should acquire as the normal part of
her professional training. I list the following:
1. An absence of any feeling of the client’s “unworthiness,” no
matter what the sex difficulty may be: disease, delinquency,
perversion or whatnot.
2. Capacity to view a sex difficulty in its relation to surrounding
social and environmental factors.
3. Capacity to utilize a situation in which a sex problem is present
to interpret without condemnation possible readjustments on
more socially accepted levels.
4. Ability to analyze case material so as to determine what cases
are really susceptible to strict case work treatment and what
cases call for more executive measures.
I submit these principles not because they are at all novel, but
simply to stress the importance of the social worker’s concept of in
dividual treatment in dealing with sex problems. I think it is a safe
assumption that in the case of social workers attached to venereal dis
ease clinics their work has been dominated by the medical interest; that
of arranging for clinic appointments and routine follow-up. I would
not want to be put in the position of minimizing the importance of
maintaining clinic attendance, but I think it is a mistake to assume
that the medical social worker is essentially a clinic attendance officer.
This matter of keeping patients coming to a clinic may depend as
much upon the attitude of the medical staff as upon the persuasive
ness of the social worker. What the medical social worker even in a
venereal disease clinic must achieve by way of training is the ability to
see the problem of disease as only one of a number of elements in the
patient’s life; that the patient’s willingness to accept treatment and
the attendant disability are often dependent on his other adjustments,
the nature of which it is the business of the medical social worker
to discover. The genuinely trained social worker should be able to
make these differentiations because of her knowledge of personality
and social relationships as applied in modern case work.
Examples may clarify some of these points. We might take the
case of a young married couple whose matrimonial adventure to all
outward appearances may be harmonious but here and there are poten
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tial sources of trouble which both partners may be ignoring either
consciously or unconsciously. And then one of them—it matters
not which one—is found suffering from a venereal disease possibly
contracted before marriage. Of course the other partner must be
told. The problem which the social worker in the case must face is
whether the relationship already strained can stand the shock of dis
closure. A social worker viewing this situation from the traditional
legal or moral point of view might be inclined to allow her sympathies
to be identified with the innocent mate, and through an emotional in
terpretation of the dangers and possible effects of such a disease might
very well succeed in wrecking what is left of the marriage relationship.
The more constructive approach, however, would be to utilize the
situation for the discovery of some of the real causes underlying their
difficulties and by means of a constructive service seek to eliminate
the sources of friction and tension. It is a well-known fact, often
testified to by physicians, that among men particularly syphilis has a
very sobering effect on their outlook upon life and may bring out
many of their better qualities. Contrary to general belief, venereal
disease is rarely a cause for divorce. The social treatment of a situa
tion such as I have described is admittedly a delicate task and calls
for a degree of skill that only a trained worker can hope to acquire.
Another example of the care a case worker should exercise in the
social treatment of an individual suffering from venereal disease
arises in those types of cases where there is a known tendency to seize
upon any excuse to escape responsibility. An illness made unduly
important is all that some people need to make them confirmed in
valids. This fact is especially true of syphilis for the fears are greater,
the feelings of guilt are stronger and the threat of a prolonged dis
ability more pronounced than in most other illnesses. If our sole
concern as social workers is strictly a medical one we may succeed in
curing the disease, but in the process we may permit the individual
to deteriorate entirely as a social being. Social workers who are
alert to the constructive possibilities in a social situation complicated
by venereal disease quite often discover that the very factor which
seems most discouraging, that of disease, may turn out to be a real
opportunity in disguise. It may open the way to an honest and frank
discussion of sex or marital difficulties and through such a discussion,
depending of course always on the skill and training of the worker,
the client may gain a more hopeful, a more intelligent and therefore
a more wholesome attitude toward sex relationships. A person who
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is treated with the understanding and the lack of condemnation which
case work implies may be given a motivation to follow medical treat
ment faithfully that he could not possibly gain by a mere checking
up on appointments or by the use of destructive fear incentives.
Not so long ago I heard a health officer say that he always made it
a point to give his syphilis patients a mild case of syphilophobia. To
his mind there was no other way of insuring compliance to adequate
treatment. I am quite willing to concede that all cases cannot be
managed by the same methods. Direct case work procedures do in
many cases, others may require sterner measures, and a few may need
to feel the heavy hand of the law, but a very few I am sure. But what
ever means are employed, the social worker should be trained to dis
cover what the procedures should be, for they are indicated not in
the nature of the disease but in the nature of the individual afflicted,
and this discovery is a process in social not medical diagnosis. This
point of view is very well summed up by Sir George Newman,
Chief Medical Officer to the British Ministry of Health: “We
must never attempt to treat disease in man without regard to his
social, domestic and psychological conditions and environment.
It is futile to undertake to deal with the morbid conditions of his
body as if they were material entities, like pathological specimens in
a glass jar. We have to consider the whole living body and the
whole man. It is the patient and not only his ‘disease’ which we have
to treat. In their enthusiasm to stamp out disease medical men have
often forgotten this, and seeing a disease before them and knowing
its antidote they have unwisely attempted forthwith to demand its
immediate and perhaps even compulsory application.”
What we have said here with respect to health problems is likewise
true in cases involving sex offenses where there is always a danger of
undue reliance upon the crude methods of the criminal law. With
our pride in the so-called “age of consent” laws which sometimes
convert minor sex delinquencies into major crimes, we may permit
our emotional reaction to the offense to run away with our better
judgment. The label which the law puts upon a certain act ought
not to obscure the social realities behind it. I recently heard of a case
where technically there was good grounds for prosecuting a young
man—he was hardly more than a boy—for statutory rape. I cannot
go into the details of the case except to say that the situation which
gave rise to the offense had behind it a complex of social, racial and
psychological factors that the law could never take into account and
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which made the prosecution of the boy for a felony seem harsh and
unjust. Before the social worker, who had been working with the
family of the girl for years, could interpret the situation sanely to the
mother, a warrant had already been sworn out against the boy. A few
days later he committed suicide. Law has its place in social treatment,
but at best it is an unscientific and crude device for resolving anti
social practices.
Having considered some of the social hygiene aspects of social
work, I wonder if we are prepared to draw any conclusions as to what
specific training a social worker should receive in order to increase
her social hygiene efficiency? We can all agree I am sure that the
social worker should have a scientific working knowledge of the vene
real diseases. She should know something of their history, their prev
alence, their modes of transmission, their more common symptoms,
their degree of infectiousness in the various stages, and to some extent
their treatment possibilities. She should likewise be familiar with
health rules and regulations, which are fairly uniform in all jurisdic
tions, as they apply to venereal disease control. She should be able to
distinguish between a situation which calls for executive control in the
interest of public health and one requiring only voluntary cooperation
in the interest of individual treatment. Above all she should be
trained to interpret to the physician, to the patient, and to the pa
tient’s family, the various social factors that will most likely insure
continued treatment with a minimum damage to the patient’s self
esteem.
Concern for the venereal diseases, however, is, as we have seen,
not all of social hygiene. Some day when public opinion is far enough
advanced to see that syphilis and gonorrhea are simply the accidental
phases of a much larger problem, social hygiene may be able to get
away from its preoccupation with them in the knowledge that they
have been accepted for what they are, namely, serious communicable
diseases, like tuberculosis and smallpox. The larger social hygiene
problem and the one in which the training need from the standpoint
of social work is basic is that of acquiring some understanding of
the subtle and devious ways in which behavior is influenced and condi
tioned by the emotional and relationship factors in sex. A large order
to be sure even if such knowledge were readily ascertainable and not,
as is the case, the subject of considerable difference of opinion among
scientists themselves. Without becoming a partizan to any one of the
prevailing schools of thought, it is still possible for the social worker
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competently trained to acquire a fair degree of skill in the understand
ing and treatment of situations complicated by sex elements. Always
of course there is the need to dispel ignorance and correct misinforma
tion. To do this the worker must have a sound knowledge of the
physiology and hygiene of sex. It is a mistake, however, to assume
that the mere possession of biological facts will work some miracle
in adjustment. The emphasis on social hygiene which has character
ized much of the social hygiene literature of the past was unfortunate
not only because hygienic knowledge, as such, is unimportant, but
because it is usually used as a primary rather than as a secondary
means of creating healthy relationship attitudes. As an end in itself a
knowledge of sex hygiene can do no harm but it leaves unsettled the
more profound questions centering around the gradual emancipation
of the child from emotional dependence upon the family circle. In
the present stage of our knowledge it may be asking too much of even
the best trained social worker to discern within the family relationship
those traits and attitudes and controls which block rather than encour
age the socially healthy development of the child’s personality. Speci
fic sex instruction will mean very little to a child growing up in an
atmosphere of sex tensions. Much that is paralyzing in its effect
upon the child is so often disguised as deep parental solicitude when
in reality this anxiety may be the expression of an unconscious fear
or disappointment in the mind of the parent. The troubled concern
of parents with the sex problems of adolescence is quite often an
expression of their unwillingness to see their children grow up and
this conflict with the inevitable produces tensions and difficulties with
which social workers are all too familar. The extent to which social
work practice can interpret to the parents the hidden issues of this
confllict depends entirely upon the tact and skill of the worker. It is
a delicate task but upon its effectiveness may rest the solution of many
of the more obvious difficulties confronting the worker.
The insight and understanding which are implied in this broad
statement of social work skill cannot be obtained solely through didac
tic training. The sensitive touch of professional skill in dealing with
these problems can only be acquired through painstaking and pene
trating case analysis under expert guidance and supervision in the
working out of plans. A certain experimental outlook should pervade
every process in attempted suggestion or adjustment, with a constant
checking of results. There is as we all know a considerable and a
growing literature on the general subject of sex, but outside of that
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which deals with pathological manifestations, there is not a great deal
that rises above the level of opinion. A few studies like those of Dr.
Davis and Dr. Hamilton, respresent hopeful beginnings. I think we
may with confidence look forward to substantial contributions from
the social work field. The relevancy of sex issues in social situations
is no longer a debatable question. We may still be troubled by grave
doubts as to the appropriateness of some specific action in a given
case, but we are fairly well convinced that the issues, no matter how
baffling, cannot be settled simply by ignoring them. It would be a very
delightful experience for me if I could submit in conclusion, some
handy formulae for meeting these problems or if I could say that by
taking a certain course or by reading certain books and pamphlets,
your social hygiene efficiency would be materially enhanced. I am
sure there is a good deal of basic information which social workers
can acquire through formal reading and study, but the real growth of
the social work art must arise out of its own sensitiveness to the issues
it seeks to resolve. The stage, it seems to me, is pretty well set for
growth in this direction. Community organization is doing much
toward breaking down parochial attitudes in the treatment of social
disharmonies and building in their stead an integrated program of
service objectives. The professional schools of social work are slowly
developing a type of worker whose point of view and whose skills
are adapted to the demands of such a program. As these hopeful
trends mature, I am optimistic enough to believe that we shall succeed
in developing a body of knowledge sufficiently tested to serve as a
guide to a larger and more effective community service in the field of
social hygiene.

EDITORIAL
Wholesome Nutrition in Times of Depression
The prevention of general malnutrition is one of the acute prob
lems created by every period of national depression. Social workers,
as the leaders in relief activities, are confronted with the responsi
bility of instructing families as to the best use of food for the main
tenance of health when funds are meagre. They must be prepared
and qualified to advise the housewife how to plan the daily dietary
so as to get the most out of a reduced budget.
Information on these matters is available from several authorita
tive sources. Excellent pamphlets on emergency nutrition and the
best use of food have been issued by the federal government1 and
by the American Child Health Association of New York.2 Social
workers should secure copies of this material and disseminate this
reliable information to all members of the public.
Authorities on nutrition are agreed that economical daily diets
can be built around milk and dairy products, fruits or vegetables,
and bread and cereals. These are, in general, the protective foods
which should always be the basis of a well-balanced diet, but in times
of forced economy, especially when expenditures must be desperately
low, these foods assume an even greater significance.
Pure milk, our most nearly perfect food,3 has never been so in
expensive as at present. In one form or other it can be purchased
for as little as from five to ten cents a quart. Even when the price
is higher than this, milk is still one of the cheapest of all foods,
especially when the nutritional returns on the investment are con
sidered. Milk has never been a luxury, but always a prime neces
sity, and it should be the last food to be curtailed in any family.
In order that all children may be provided with the quart of
milk a day that physicians and dietetic authorities advise, dependence
may be placed upon the evaporated and powdered milks as well as
upon fluid milk supplies. Evaporated milk is simply pure whole
milk from which about half of the normal water content has been
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removed by a careful heating process which has no appreciable
effect on the general nutritional qualities of the milk.
“From certain standpoints,” says Professor Henry C. Sherman,2
“two forms or kinds of milk may seem worlds apart; but any kind of
milk is nutritionally more like any other kind of milk than is any
other food,” and Miss Lucy Gillett points out2 that “A tall can of
evaporated milk with an equal amount of water added is as good for
children as one quart of pasteurized whole milk. Evaporated milk
may be used in soups, desserts, cocoa and to drink.”
The powdered milks, from which virtually all of the water has
been removed, are likewise economical, as there is no waste when
they are employed. They are clean, uniform, easily digested, and
nourishing, and may be employed in any concentration desired.
Powdered skimmed milk is the cheapest of all dairy products. Be
cause of its abundance in minerals, protein, and vitamin G, it is a
valuable food, although lacking in fat and vitamin A.
Fully one-third of the emergency food budget should be spent
on milk and milk products. Of the remainder at least one-fifth
should go for fruits or vegetables, with expenditures limited to the
cheaper ones. Another fifth of the alimentary funds of the family
should be devoted to the purchase of bread and cereals, which are
valuable as cheap sources of energy and as hunger-satisfying food
stuffs.
“Build the daily dietary around bread and milk,” is a nutritional
maxim quoted with approval by many leading authorities on dietetics.
Professor Sherman counsels us that, “The lower the level of ex
penditures, the more one must forego other foods and concentrate
effort upon providing these two, supplemented by a little of some
inexpensive fruit or vegetable.”
Plenty of food is available in this country at reasonable prices.
Famine is inconceivable, but lack of ability to buy is an urgent prob
lem. Relief must be furnished and will be given to those unable to
provide for themselves. The nature of nutritional relief should,
however, be based on scientific precepts which also conserve financial
resources, and this can be done if the advice of the acknowledged
leaders is followed.
J a m e s A. T o b e y , Dr. P.H.
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NEWS NOTES
A folder on emergency food relief and child health has just been
issued jointly by the U. S. Children’s Bureau and the U. S. Bureau
of Home Economics. It was prepared by Dr. Martha M. Eliot,
director, child-hygiene division, Children’s Bureau (U. S. Depart
ment of Labor) ; Agnes K. Hanna, director, social-service division,
Children’s Bureau (U. S. Department of Labor) ; and Dr. Hazel
K. Stiebeling, senior food economist, Bureau of Home Economics
(U. S. Department of Agriculture).
The folder is being sent to a nation-wide list of social agencies
engaged in relief work. It is especially designed to aid these agencies
and their workers in providing the food necessary to safeguard the
health and growth of the children of the families in their charge,
inasmuch as the food needs of the growing child present the most
important of all the problems to be met in planning relief budgets.
A number of social agencies and nutritionists aided in the
preparation of the folder. Among them were three of the best known
nutritionists in the country—Dr. E. V. McCollum, of Johns Hop
kins, University; Dr. Lafayette B. Mendel, Yale University; and
Dr. H. C. Sherman, of Columbia University.
Throughout the folder, emphasis is laid upon the importance of
the adequate diet, and upon the fact that if, temporarily, relief funds
can not be obtained that are sufficient to provide adequate diets, at
least enough money must be allowed to provide the “irreducible
amounts” of protective and other foods below which it is not safe
ever to let the diet fall, even for short periods of time.
The folder lists the minimum weekly quantities of protective
foods (milk, cod-liver oil, and vegetables), necessary for health and
growth in families of three, five, and seven (with children), when
diets are adequate. At the same time it lists what these same families
must have to prevent serious damage when diets are at a lower level,
as so many are at present. This emergency diet, the folder states,
will at least safeguard health for a limited period.
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For example, a family of five—father, mother, and three chil
dren—can get along temporarily on 14 quarts of milk per week.
They should have 21 quarts for an adequate diet. The emergency
diet allows for three No. 2 cans of tomatoes. The family should
have five such cans. Five pounds of leafy vegetables (cabbage or
greens) is an adequate amount for a family of that size and even
in an emergency, the folder emphasizes, this amount should not be
cut down. Eighteen pounds of other vegetables or fruits is given
as the “irreducible minimum,” while a family of 5 should have 26
lbs.
Other foods (such as bread, cereals, flour, legumes, fats, sugars,
cheese, eggs, lean meat or fish) and accessory articles (such as salt,
baking powder, tea, coffee and cocoa) are listed in a similar way,
contrasting the amounts needed for an adequate diet with the “irre
ducible minimum” that may be used for a short time in the present
emergency.
If anything less than the adequate amounts have to be given,
even for a short time, the folder emphasizes that continuous effort
should be made to increase the amounts until an adequate diet can
again be maintained.
It is estimated that for a family of five ( father, mother, and
three children) $7.50 to $10 a week should be allowed to provide
an adequate diet at minimum cost. A special allowance, from 15 to
25 cents a week, must be added to the food budget to provide codliver oil in these families where there is a child under two years of
age, or other children who are not well nourished. Additional al
lowance must also be made to provide special diets when there is
illness such as tuberculosis in the family. The folder states:
“In the most extreme situations of economic distress the need
for relief may be so widespread as to resemble conditions following
disaster. If the allowance for foods falls below that which will
supply even the irreducible amounts of protective and other foods,
there will be great danger of serious injury to children and adults.
When the food allowance is extremely low, the food that unsu
pervised and unaided families will provide for themselves may be
extraordinarily poor. It may consist only of such foods as salt
pork, meal, and molasses, or even of rice and beans. Every effort
should be made to supplement such food with as large quantities of
the protective foods as can be furnished.
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“When diets such as these are all the food that is available, the
need for milk, cod-liver oil, and vegetables is, of course, especially
great. Though 1 pint daily is the minimum below which no child’s
allowance for milk should be allowed to fall, it may be emphasized
that to supply 1 cup of milk is better than to permit a child to go
without any. This first cup, however, must be regarded only as a
starting point. To it must be added a second cup as soon as possible,
and again a third, if growth is to be provided for at all adequately.
Canned tomatoes, raw cabbage, greens, or even potatoes if they are
the only vegetable to be had, should be made available to all families
several times a week. In these emergency conditions cod-liver oil
may well be given to all children. In addition, cereals, flour, and
dried beans and peas should be made available to provide for energy
needs.”
A one-page dodger for the use of mothers, “How to Spend Your
Food Money,” has also been prepared jointly by the Children’s
Bureau and the Bureau of Home Economics.
The Illinois State Department of Public Welfare Bulletin re
ports that the library at Pontiac reformatory is an important factor
in caring for the boys committed to its care. The library consists
of 8,750 volumes for the possible influence upon the minds and char
acter of boy-inmates; each boy is permitted to draw two books a
week. Many of the boys when admitted care very little for reading
but after a time they develop the habit and as time goes on they de
mand higher and better grades of books.
The American College of Surgeons will meet in St. Louis, Mo.,
September 17-21, 1932.
The Illinois Health Messenger reports a marked decrease in
maternal mortality. In actual numbers the fatalities fell from 818
in 1929 to 693 in 1930, or a decline from 6.3 per 1,000 births in
1929 to 5.4 in 1930.
The Medical Research Council and the British Red Cross So
ciety have appointed a pathologist of St. Bartholomew’s Hospital as
medical officer to the London Blood Transfusion Service maintained
by the British Red Cross.
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Irvington House, a convalescent home and hospital for cardiac
children, Irvington, New York, is now under construction. The new
building which will replace the one burned several months ago will
accommodate 150 children.
The Lewis Memorial Maternity Hospital, Chicago, does not ad
mit patients whose weekly income is more than $50 a week.
A new public school for crippled children has been opened in
Jersey City, N. J. The children attending this special school will
have both academic and vocational training.
The American Hospital Association will hold its annual meet
ing in Detroit, Mich., during the week of September 12, 1932.
For the convenience of social workers and others employed dur
ing the day the Russell Sage Foundation Library is now open until
9:30 p. m. Monday, Tuesday and Wednesday.
Grace Hospital, Detroit, Mich., conducts a summer camp for
diabetic children.
The American Foundation for the Blind, Inc., has initiated a
study of the pre-school blind child in order to obtain reliable in
formation on the special problems arising in the care and training
of these severely handicapped babies.
It is expected that literature will be prepared on the basis of the
data gathered in this study, for the use of parents, public health
nurses and workers for the blind.
Dr. Maurice J. Karpe, Director of the Training School for Jew
ish Social Work was elected President of the American Association
of Schools of Social Work at the last annual meeting.
The New York Post-Graduate Medical School and Hospital of
New York City, in January of this year rounded out its half century
of service to the medical profession and to the people of New York
City.
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The General Congress of Child Welfare (2nd meeting) will be
held in Geneva July 18-21, 1932. The work of the Congress will
be divided into three sections. Each section will confine its study
to a few important questions. In addition public lectures will be
given on subjects which are less suitable for discussion, but which
it is nevertheless useful to introduce.
Frederic B. Pratt, Vice-President of the Welfare Council of
New York City and Elizabeth Butcher, Secretary of the Family
Welfare Division of the Brooklyn Bureau of Charities were awarded
the Brooklyn Neighborhood Club’s medals for “services to the cul
tural and civic life of the Borough of Kings.”
The annual meeting of the American Home Economics Associa
tion will be held in Atlanta, Georgia, June 20-25, 1932.
According to the Illinois Health Messenger deaths by accidents
of all kinds far out-stripped communicable diseases as a cause of
death in Illinois during the first six months of 1931.
A list of books that permit people to read with the least amount
of fatigue has been compiled by Charlotte Matson and published by
the American Library Association under the title “Books for Tired
Eyes.” This list is especially desirable for people with defective
eyesight and even people with normal vision will find relaxation in the
books recommended.
The books listed have been chosen with due regard for the differ
ing tastes of readers. The titles are arranged under such subjects
as fiction, biography, travel, literature, history, books for young
people, and books of general interest. A list of books in extra large
type, the “Clear Type Series,” calls attention to books which may be
enjoyed by even those whose eyesight is unusually poor.
“Books for Tired Eyes” may be consulted at most public li
braries.
The National Organization for Public Health Nursing reports
an increase in malnutrition from 18 to 60 per cent, since 1928 for
the children coming to a certain health center in New York City.
One thousand fewer children than in 1929 were able to meet the
“blue ribbon” standard of health of the Louisville, Ky., public
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schools. A nursing unit reported that many expectant mothers were
unable to obtain even one glass of milk a day. Calls upon this unit
for free milk had increased 41 per cent, since 1929, many requests
coming from families which had not formerly needed help. The
demand for services of public-health nurses is increasing enormously,
according to the national organization. At the same time many of
the nursing units report reduction in budgets and staff and in fees
from patients. U. S. Children’s Bureau, Washington, D. C.

“LOGIC”
I built a Chinese wall, today,
Around the city of Pekin.
I dragged home loads of heavy stones
And shut the whole town safe within.
The palace of the Empress
Was yellow boxes and I stuck
Bright scraps of mica over it.
I found that in the stones, by luck.
It took me hours to dig it out.
I bent six pins and scratched my hand,
But the white-headed one that goes
In Daddy’s Sunday tie worked grand.
My little brother came and watched
And wanted everything I had.
Then purposely he stepped right on
My shining palace. I was mad!
I hit him and he howled, of course.
Dad came and called me cowardly
To strike a smaller child . . . his heel
Scrunched on his pin. He stooped to see
What made that noise. When he got up
He was as mad as mad could be
And roared about “destructiveness.”
Then Goodness! how he walloped me.
J ulia W eld H untington

(Copyright, 1931) Mental Hygiene Bui.
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The Contribution of Sociology to Social Work. By Robert M.
Maclver. Introduction by Porter Lee. New York: Columbia Uni
versity Press, 1931. 106 p. Price $2.00.
It is not often that the social worker finds in the compass of 100
pages answers to so many questionings as may be found in this most
recent contribution by the Professor of Political Philosophy and
Sociology at Columbia University. The book presents to a wider
audience a series of illuminating lectures recently given at the New
York School of Social Work.
Dr. Maclver gives a stimulating and clear presentation of the
necessity for interaction between the science of Sociology and the
Art of Social Work for the sake of vitality of each. His frequent
use of the analogy between the science and art of medicine and the
science and art of sociology is especially interesting for medical social
workers who, because of their privileged position of association with
medical scientists, should readily see the implication of these parallels.
Dr. Maclver gives evidence of his familiarity with the problems
of the social case worker. He has evidently taken pains to secure
an undertaking of the art of social work. His book should lead social
workers to strive to keep alive to the progress in sociological thought.
In these days when we are feeling the urge to better analyze and
understand our suitable function as part of a great social institution,
and to evaluate our case work, we are led logically to a deeper study
of the science and social philosophy which is inevitably vital to the
best practice of our art. Dr. Maclver has earned our gratitude in
offering a friendly approach to his field, and has challenged us to
develop an expertness that will contribute to sociological science
through deeper analysis of both the situations in which we find our
patients and the processes of case work. The thoughtful reading of
his book and reference to the bibliography he offers will help us to
attain the objective attitude which is essential to seeing our service
in its broad significance and potentialities.
I da M. Cannon .
Community Planning for Homeless Men and Boys. By Robert
S. Wilson. New York: The Family Welfare Association of Amer
ica, 1931. 144 p. Price 50 cents.
At first glance this description of the methods employed by 16
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selected communities appears like a carefully planned book of recipes
for handling that vast commodity produced by the present depres
sion—the homeless man. The Family Welfare Association of
America, at the request of the President’s Organization on Unem
ployment Relief, secured Professor Robert S. Wilson of the Uni
versity of Kansas to make this study of methods adopted in such
cities as New Haven, Oklahoma City, Louisville, Seattle, Minneapo
lis, Cleveland, Detroit and other cities together with some county
studies to determine what methods are most commonly followed and
what have been proven most successful in dealing with this difficult
and steadily growing problem.
It should be remembered that homeless men are not entirely a
product of financial and industrial depression. While the army has
been greatly increased by the breakdown of industries throughout
the country, even in normal times a number of our more important
types of occupation depend very largely upon homeless men to get
their work done. This is true of the lumbering industry, the build
ing of roads and streets and particularly the harvesting of cereal,
fruit and other agricultural products. But like most of our serious
American problems the subject has not engaged public attention in
normal times because we Americans do not like to look at any of
our problems until they become so acute as to menace our entire
social fabric. Then we suddenly discover that the problem is not
new, that it must be solved, and we devote ourselves to its solution
with almost frenzied energy until its more acute aspects disappear
when we drop it as suddenly as we took it up.
If we succeed in making an exception in the present instance it
will be because of the excellent analyses of “Essentials for A Com
munity Program” which have been demonstrated in every one of
the communities studied as vital elements.
Among the essentials the report considers two as basic: First,
protection of the community; Second, consideration of the needs of
homeless men. In analyzing these considerations 17 essentials are
listed and amplified. It would be unfair to detail these in this review
as anyone interested enough ought to read the report itself. Those
who are not interested enough to study the report will gain nothing
by reading a catalogue of essentials. However, among the more
significant may be mentioned: Getting the Facts; A Community
wide Plan; Experienced Personnel; Shelter and Feeding Stations
and Flexible Time Limits Adjustable to Need; Work Requirements
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and Health Service; Individual Service; Methods of Preserving and
Improving Morale; Control of Begging, etc. Under the heading
of “skilled” private interviewing the report says: “In the interview
the social worker ought to find just what problems were worrying
the man or boy, how relief could be given in a way that would least
endanger self-respect and what special services or follow-up investi
gation was needed to help the person get at his real problems.” It is
urged that questioning by clerks who lack insight into human nature
and cross-examining in public places where men were on the defen
sive proved ineffective. The effort to preserve morale of men during
enforced unemployment seems to have been worked out with care
only in Philadelphia where social workers found that the recreational
needs of these men and the means of satisfying them “differ little
from those of soldiers massed in army cantonments during the War.”
One significant suggestion briefly treated relates to the experi
ment of Minneapolis where a farm project has proved particularly
helpful. The report states that its success has been so marked that
Chicago, Kansas City and St. Louis are looking forward to similar
developments.
But if the major body of the report looks like a Baedeker’s Guide
to social workers the impression is graphically corrected by Part
Three—“The Homeless Man as An Individual” where the types of
men who constitute this vast army are analyzed with such sympa
thetic and discriminating skill that no one with the fundamental
elements of square dealing in his system can fail to feel the human
throb in this tragedy of social disintegration. Of course, the man
who loses his job should stay in the city of his residence, but when
he finds it impossible to locate other employment and has tramped
the streets in this fruitless endeavor for weeks and months who can
blame him for taking to the open road in the hope of finding his
goal elsewhere? But when he has slipped his moorings he becomes
not only the unemployed but the homeless man. Wherever he goes
no responsibility is felt to furnish him relief. “He is the one caught
in the pincers when the traditional theory of beneficient results of
the mobility of labor collides with the equally firm-set tradition of
giving charity only to residents. Either he must fake residence or
magnify his need into a tale of woe or accept panhandling. Fre
quently he is shuffled back and forth from city to city, each equally
afraid of accepting some other city’s responsibility, each receiving in
turn those ejected from the neighboring city with a net gain of zero.”
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A number of case histories are included in the report and are
exceptionally well told.
Without any intention of criticizing the report it should be noted
that while the title refers to homeless men and boys the substance
of the report deals almost exclusively with the former. In three or
four places adolescents are referred to and the word boy occurs here
and there but evidently no special attention is given to this important
phase of the problem. This may be due to the small percentage of
minors who are actually in the army of homeless unemployed. But
although the number may be small those interested in child culture,
in agencies for dealing with the so-called boy problem and those
who in various localities are actually dealing with the homeless boy
would appreciate a supplementary report worked out with the
technical precision and the human sympathy of this report to aid in
their effort to serve the homeless boy.
O wen R. L ovejoy,
Secretary, New York Children’s Aid Society.
Paying Your Sickness Bill. By Michael M. Davis. Chicago:
University of Chicago Press, 1931. 276 p. Price $2.50.
To a layman like this reviewer, who for the past 15 years has
been trying to understand the mysteries of medical economics, this
book is as interesting as a romance and as loaded as an encyclopedia.
One is struck immediately by the almost limitless reference to, and
analysis of studies made here, there and everywhere in this puzzling
field. The book thus is a mine of information. Important too, the
style is easy and alluring. If you are interested in the implications
of the well-chosen title of this volume, pick it up at your peril—you
will not lay it down till you have gone through it.
The topics treated are delicate. The author skates on thin ice,
but he knows his own weight. He never breaks through, though the
frozen water gets a little wavy now and then. For example: who but
Michael Davis could declare with impunity that surgeons “have an
open season upon these financial elite?” Even he could not, if he
did not point out with equal emphasis that “every doctor earns all
he gets but he doesn’t get all he earns.” He can say, doctors or no
doctors, that “the consuming public has the power . . . to fix the
conditions of medical practice in these institutions (hospitals)” be
cause he adds, “Initiative and leadership from the medical profession,
provide, however, a finer basis of action.”
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This book is no apology for the doctor, patient, clinic or hos
pital, or the general public. It is a challenge for all of them for
cooperative action, which challenge is embodied in a statesmanlike
appeal for evolved programs based not on dogma but no experimenta
tion.
The author offers no “nicely written out solution” for “the com
plex economic problems of modern medical service.” What he does
do is to discuss the burden of sickness. Then in an eclectic presenta
tion of studies in this and related fields, he squeezes out facts and
findings about the mess we are in as to cost and care of sickness.
(The summaries of “The Ability to Pay” and “The Sliding Scale,”
presented in four pages, are worth the price of the book.)
The concluding section, “Evening the Burden,” exposes the
weaknesses of prevalent practices. The “average” in tabulation of
expenditures for sickness is put on the grill and made to squirm.
Dealing with the individual patient will not do. Disguised “charity”
for the middle class is a bee with as much sting as honey. The slid
ing scale of fees is full of inequities and iniquities. Tax support
and endowments have heavy limitations. Group insurance is the
answer. The principle of distribution must be recognized. The
government must play its part in prevention. Medical service must
be organized. Medical education must be revamped. “Every voca
tion tends to see the world from the standard of its own character
istics and interests.” Unbiased information, sought and used by
medical and lay leadership working together, will bring essential
public support for medical progress.
Charles C. S tillman ,

Professor of Social Administration,
Ohio State University.

ABSTRACTS
“The Use of Out-Patient Facilities in Extending Preventive and
Public Health Work.” L. C. Finley. Bui. Amer. Hosp. Assoc.,
1931; V, 131.
Dispensary work in the United States began approximately 150
years ago. The growth has been slow, spasmodic at times and more
rapid in some sections than others. Development of industry, immi
gration, the massing of people in cities created new health problems
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and new responsibility for the medical profession. The present out
patient department represents the adult growth of the original dis
pensary. “The medical profession has undertaken a big educational
project in developing out-patient department work. The value of
early diagnosis, proper interpretation of treatment, the relationship
of the patient’s condition to those of his family or friends with whom
he lives, proper follow-up through medical social workers or other
social and nursing organizations, result in a better physically minded
community. These factors result also in a closer connection with
preventive work. The real aim is educating the public, thereby re
ducing disease to a minimum.” The making of periodic health ex
aminations in the out-patient department is an extremely valuable
contribution to prevention of disease especially at the present time
when the vast majority of people have had to cut down food budgets
and other standards of living. The author emphasizes the impor
tance of early diagnosis, treatment and follow-up and uses sinusitis,
eye disorders, catarrhal deafness, heart disease, rheumatism and such
affections in ambulatory case as examples of cases in which early
diagnosis and care reduces the incidence of chronic disability. No
out-patient department can afford to overlook the importance of
prenatal and postpartum clinics. Psychiatric work for adults and
children has a very definite place in out-patient work. An educa
tional program is necessary in all clinic work. This is especially
true in diabetic, nephritic, hypertension, rachitic and gastro-intestinal
cases because of the diet element and prolonged care necessary.
Every type of person and every form of disease and complication
of diseases is found in the out-patient department. There is a tre
mendous opportunity in the out-patient department for the best and
most far-reaching health education. The night clinic is valuable and
presents a decided economic feature. The author who is chief ad
mitting officer of the Indianapolis City Hospital, has a full under
standing of the value of preventive work and the vast opportunity
of an out-patient department for community service. The trend of
today is to make the out-patient department and the hospital a teach
ing centre for the doctor, the patient and the community.
“Can the Patient Pay? And will He? Ask the Social Worker.”
E. Wisner. Mod. Hosp., 1931; XXXVII, 59.
The hospital of today resembles very slightly the hospital estab
lished in the past as a refuge for the sick poor. The administration
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of the modern hospital is a complicated affair calling for a business
executive to administer this far-reaching and all-important medical
unit. It is generally conceded that the social worker performs an
important duty to patient and hospital alike when passing on the
eligibility of the patient for free hospital care. The problem of ad
mitting the sick poor always has been a difficult one. In past ages
patients were admitted under a system of patronage; subscribers who
liked their charities to have a personal touch had the right to have
their cases admitted. It is doubtful if subscribers could have trusted
the officials to admit patients as petty graft and oppression were prac
ticed with impunity Today the admission of patients in city and
county hospitals is the concern of both the taxpayer and the medical
profession. The mounting costs of medical service has called for
a rating of free, part-pay and pay patients. It is generally conceded
that the social worker performs an important duty to patient and
hospital alike when passing on the eligibility of the patient. If the
patient, who can afford to pay is admitted for free treatment an in
justice is done to the hospital, the taxpayer, the medical profession
and incidently to the patient himself. On the other hand if the
patient obviously too poor to pay is charged full or half rates an
equal injustice is done. The social worker is in a position to decide
as to the patient’s ability or inability to pay. Income alone is not
the deciding factor. The social worker understands that cutting
down the standard of living jeopardizes the health and well-being of
the entire family. The changed conception from “pauperism” or
“destitution” as a basis for eligibility to that of “inability to pay for
necessary medical care” tells the story of the vast change in hospital
practice. Various states and communities have enacted laws to pro
tect the hospital from misrepresentation of facts in obtaining free
hospital care. The author gives very interesting and enlightening in
formation concerning the effort to confine free admission to the
worthy poor and also gives figures showing results of these efforts.
Policies are flexible but a decided effort is being made by all city and
county hospitals to observe a modern and socialized procedure in the
admission of patients. “A recognition of fact that the judgment of
the admitting officer has a scientific foundation, the use of facts skill
fully obtained and interpreted and a properly graded schedule of fees
and standard budgets will serve to further efficient and economical
administration on the part of the hospital and will encourage it to
function to the best interest of the patients. This calls for a further
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recognition of the social aspects of admitting and of the need to ob
tain personnel equipped to do the job successfully.”
“What Social Work is Not.” E. E. Kelly. Amer. Jour. Pub.
Health, 1931; XXI, 891.
The author is keenly aware of the true underlying principles of
social work and equally aware of the misconception in the minds of
many as to what is the true function of social work. Seven concrete
thoughts as to what does not constitute social work are given. Medi
cal social work is regarded by the author as a special type of social
work and the medical aspect of the work is emphasized. The
function of the medical social worker is to work in conjunction with
the physician, giving him social data and removing obstacles and
adjusting social conditions so that treatment prescribed may benefit
the patient to the fullest extent. The author stresses the spiritual
value of social work and feels that although this phase of the work
often seems to be lost sight of in the necessity of practical methods
the element of spirituality is the underlying force.
“Serving Food in a Children’s Hospital.” E. N. Ylvisaker.
Mod. Hosp., 1931; XXXVII, 136.
The author who is chief dietitian in the Children’s Hospital, Cin
cinnati, outlines the simple but effective method of meeting the nu
tritional needs of the child in this particular hospital. The plan
worked out not only meets requirements while the child is in the
hospital but an effort is made to interest the child to form healthy
food habits which will influence his future life. The Children’s Hos
pital is a specialized hospital. The planning of the diets and the prep
aration of food must be done in consideration of the age groups and
the individual child. Diets may be classified as general, soft and in
fant. Children over 5 years of age receive a general or soft diet,
depending upon the nature of their illness; the same diet modified, is
suitable for the child from 2 to 5 years of age. It is found advan
tageous to group the children according to age. This simplifies the
problems of the dietitian in food planning and service. One of the
most important factors in serving is that the head nurse and her as
sistants be thoroughly familiar with the plan of food service. In this
hospital the dietitian holds student classes. A copy of the day’s menu
with any special diets which have been ordered is posted in the serv
ing room. The food is prepared in the central kitchen and diet labora
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tory and is sent to the wards in carts, the wells of which are either
heated with stones or cooled with ice according to requirements. The
head nurse assigns diets and assumes full responsibility. Before serving
meals the children are washed and given necessary physical care and
placed in the most comfortable position for eating. The food cart
and the tray containing set-up trays are brought into the corridor
where the children may observe the serving. This is believed to
stimulate the interest and appetite of the child. As the diet nurse
serves she refers to a diet card placed on each tray. This card con
tains the following information: name of child, age, diet ordered, size
of portion, habits of eating, amount of assistance needed, special
notations. This information makes it possible to study the appetite
of the child, learn his food habits and correct them, and when neces
sary help him establish new ones. With wise and thoughtful guid
ance correct food habits are established. This supervision and care
follows the child to the clinic when discharged from the hospital to
clinics and homes. Serving food in a children’s hospital involves more
than merely satisfying the nutritional needs of the child.

