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PREFACE

This study in the ares of medical social statistics
was begup’in 1945 when the writer was engaged as a student
worker on & fellowship at the Massachusetts General Hospital,
Boston, in the Social Service Department. It seemed
appropriate at that time to undertake some evaluation of the
new scheme in medical social statistics which had been in-
augurated at that hospital in January of that year. In the
course of enquiring into the background of this new plan,
the writer found it both necessary and intensely interesting
to examine the reports of the department's work from its
beginning in 1905, Specisl attention was given to the forms
of medical social statistical reporting which were developed
throughout the years and it soon became evident that running
through each of these was the thread of an evolving purpose.
That is, that as the function of medical social workers
beceme more clearly defined, the method of statistical report-
ing changed in accordance with it, With this theory in mind,
the writer determined to test it on a broader scale. On
returning to Canada in 1946, further consideration of this
lem convinced the writer that there was sufficient evidence

prob

in the material already assembled to warrant further explor-
ation and development of the emerging theme,
The writer is indebted to several people for encourage-

ment and essistance without which 1t would have been impossible



Yo complete this study. In the first place, to Miss Ida M.
Cannon, former Chief of Social Service at the Massachusetts
Generel Hospital, the writer is indebted for her suggestions
and never-failing enthusiasm about the possibilities of a
study. Because of Miss Cennon's objective point of view, the
writer was encouraged from the outset to be critical of the
new statistical method which Miss Cannon had been instrumental
in developing. But had it not been for the interest and
guidance of Miss Eva Younge, Faculty Thesis Adviser at the
MeGill School of Social Work and for the help of Mrs. Carol
Elledge, Professor of Medical Social ¥Work at the same
institution, the writer might have feiled in her objective,
To these people and to all who may unwittingly have aided in
the accomplishment of this purpose, the writer extends ner

grateful thanks,
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MEDICAL SOCIAL STATISTICS: AN INDEX TO THE CONCEPT OF
FUNCTION IN MEDICAL SOCIAL WORK

Chapter I

Introduction

The title of this study is best understood in the
light of its twofold purpose and against a background of a
philosophy of social stetistics. In the first place, by
exemining statistical methods used by medical social workers
during the period 1905 - 1945 with specisl reference to the
methods used at the Massachusetts General Hospital, Boston,
(hereafter referred to as M. G.‘H.), Socigl Service Depart-
ment, we propose to show the relationship which has existed
between chenging concepts of funetion in Medical sccial work
and changes which have taken place in methods of obtaining
medical social statisties. In the second place, by examin-
ing in deteil the most recent development in medicel social
stetistics at one leading hospital on the continent, we
shall show that at'least one medical social service depart-
ment is accumulating material which can be of vital importance
in both the medicel and the social work fields.

It is & generally accepted fact that social agencies
need to have some index to the volume of their work and that
from their experiences in dealing with social problems they
o be meking aveilable some material for social

ought t

research, There are several reasons for this, An index to

volume of work which a given agency is carrying is useful to



the agency's administration. It may, for instence, be
considered in relation to the size of the agency staff, It
may &elso provide some insight into the quality of work being
done. In a children's adoption agency, for exemple, where it
1s understood that each adoption requires much careful study
and planning, a desirable caseloead per worker per month

might be set at twenty cases, but when this number rises to
an average of forty cases per worker per month, the agency
ought to consider making a study of the problem of the size
of caseloads. In so doing, consideration would have to be
given to the verious factors creating such a situetion, i.e.,
policy of intake, standards of employment, size of staff,

the community's needs, etc. Volume of work when messured
statistically is also useful in inter-asgency planning, in
community councils which ere orgenizing to meet community
needs and as a basis for establishing standards for agencies
doing similar types of work. Providing material for social
resesrch has long been the practice of meny social agencies,
Wherever an individual or a group of individuals may indicate
en interest in studying a particuler sociel problem or set

of problems, social agencies ere esked and should be asked

to provide material from their own experience which will form
at least a part of the basis of such a study. For exemple, a
study of the problems created by overcrowding and bad housing

in a given community would scercely be valid without reference

to information which might be obtained from community social

agencies.



In sddition to this type of research, there is also the
type of study which is directed towards an understaending of
the problems which social workers are being asked to desl
with, i.e. an examination of the nature of the requests msade
to social agencies so that the workers may have some basis
on which to improve their own techniques and resources,
Because social work is a profession, that is, a "vocation,
calling, especially one that involves some branch of learning",l
the training of soeial workers must be towards a specific end,
This "end" or goal is thet of helping people to handle their
problems. Hence, it is importent to know what these problems
are and how social workers may be trained to help with them.
If, then, the purposes of all social statistics are:
(1) to measure volume of work; (2) to provide material for
sociel research, are not these purposes of socisl and medical
social statistics identical? 1In addition to these general
reasons medicel social workers have special reasons for feel-
ing obligated to provide material for social research and they
have & stimulus from the medicel profession to do so, The
medical profession is concerned with three well-defined
diagnostic groups - acute illness, permenent physical handicap,
end chronic illness. Although in the past much of the research
in eonnection with these has been carried on in the laboratory,
there is an ever-growing concern on the pert of medical men for

the social aspects of these groups. The problem of increasing

demands for medical care is in these days of housing shortages

1 The Concise Oxford Dictionary.
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inseparable from the resultant overcrowding, It therefore
behooves medical social workers to provide information which
will threw fresh light onto the problems whiech confront both
the medicel and the social work professions and, if possible,
to show what relationships exist between them.

As one studies the changes which have taken place in
statistical methods of medical socisl work one is impressed
by the fact that, as medical social work has matured, it has
been able to outgrow & number of its early mistaekes and hsas
been able to focus its efforts on tasks which clearly became
its appropriete function. From infent fleilings in all
directions in an effort to discover its own identity, this
new branch of the profession of social work has grown, albeit
by healting steps, to a degree of maturity which can be
ob jective, which cean look ecritically at the results of its
work and which can speak with authority from its own point
of view concerning the particular problems of living with which
it is concerned.

In order to accomplish the first of our two major
objectives, i.e. a study of the relationship between concepts
of function in medical social work and changes which have
taken plece in medical social statistical methods, we shall
meke use of documentery material from the Socieal Service
Department of the Massachusetts General Hospitel as found in

the annual reports of the department from 1905 to 1945, We
shell refer in detail to the statistical methods which were

devised from 1933 to 1939 by the professionel organization of



11

medical
Social workers, the American Associstion of Hospital

Social Workers. It is our intention also to indicate the
Influence each may have had on the other, We shall show how,
&s the function of medical social work became more cleerly
defined, medical social workers were able to focus on this
area and were able to devise statistical me thods which
fulfilled the basiec purposes of social stetistics, namely
measurement of volume and material for social research.

Our second ma jor purpose is to show how one medical
social service department has formuleted methods of defining
statistical concepts, and therewith made uniform medical
social statistical reporting possible. For this purpose a
detailed study will be made of the method of recording medical
social statistics in current use at the M. G. H, with special
reference to the results obtained after the first year of its
use in 1945.

Two reasons entered into our choice of this material
on which to base an evaluation of this new method. In the
first place, during this year (1945) the department hed the
advantage of still having es its chief, Miss Ida M. Cannon
whose long years of experience had much to do with her
responsibility for devising this method. From Miss Cennon it

has been possible to obtain a statement of the fundamental

principles involved in developing this method and also some

helpful comments on its future usefulness. Added to this is

the fect that the writer was on the staff of the Social

Service Department of the M. G. H. durince thet year and took
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PArt in the process or Putting the new method into practice.
The other reason for choosing this material is simply that,
because this ig a continuing project, it seemed worthwhile
to use the first year's experience as the basis for & study.
We shell, however, make use of other material more recently
available which may aid in forming an opinion about the
permanent value of this method. This will consist of inform-
ation about official chenges which the department may have
Tound necessary as well as informal comments from members of
the staff who are actually using the method., #e shall
endeavour to evaluate this method from the point of view of
its usefulness to both the medical social work group as well
as to the medical profession.

For purposes of evaluation and compaerison, and since
the Social Service Department of the M. G. H. was not the only
department which experimented in statisticsl methods for
medical social work, we propose also to draw on material
published by the Russell Sage Foundation, New York, in
"Statistices of Medical Socisl Casework in New York City, 1944."
While this is not a country-wide survey it does represent the
thinking of fifty-three hospitals in the United Hospital Fund
in co-operation with the Russell Sage Foundation's Director
of Statistics, Dr. Ralph G. Hurlin. The Russell Sage plan is
used here for comparative purposes, since no other project
similar to that of the M. G. H. Social Service Department

could be found.
Our conclusions, based on the findings herein presented
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will, we hope, point the way to further use and edaptation of
the medicel social statistical method now in use at the . G. H.
However, before any widespread progress can be made in the

field of medical social stetistics the stimulus is needed which
comes from group thinking sbout the problem, Perhaps the
American Association of liedical Social Workers will be able to
finance further leadership in this direction soon again.

With this much orientation to the problem at hand we

are now ready to proceed with our study.
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CHAPTER 1II

PIONLER |
NLZR EFFORTS IN ONE DEPART.Zi.T TO DEVELOP 3T.7ISTICAL

- Ll

LBTHOD - o
> AN THEIR RELTION T0 GURRENT CONCEPTS OF FUNCTIOK

Fortunately for our study of medical social statistics
wWe have hag access to annual reports of the Social Service
Department of the lassachusetts General Hospital which throw
8 good deal of light on the trends of its early development.
The early reports were lengthy, and into them went a great deal
of the thinking of those primarily responsible for the depart-
ment's growth., But they also contain statistical material
which, taken by 1tself, is a reflection of the emphasis of its
work and therefore of its concept of its own function.

"First Annual Report of Social Work Permitted at the
Massachusetts Generel Hospital, October 1905-October 1906,"1
is the unimposing title of the report of a new field of social
work which was destined to become not only a part of a great
medical institution but also & natural link between two
professions serving the well-being of the community. The very
title of this report reflects the fact that what is now known
as Medical Social Work was, at its inception, only a grafting,
if you will, of one very new profession onto another very old

and respected one, "...Socital iork Permitted at..." implies

1 This was & separate report from that of the hospital
as a whole. The report of the Social Service Department was
not incorporated in the annual report oI the Massacgusetts
General Hospital until 1926, 11l3th Annual Report, llassachusetts

General Hospital, Boston. 1926,
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that i
U was not an integral part of the Massachusetts General

Hos
pital. It is therefore significant for our study to note

that this first annual report does two things. In the first
place it emphasizes the fact that in the beginning, the
activities of a social worker in a hospital were tolerated,
but they were not generally accepted by the hospital personnel,
and also that these activities varied from the teaching of
public health end hygiene to the giving of "moral support and
advice™. In the second place, it emphasizes the recording of
rvolume of work™ by showing the number of patients served, the
number of visits made and received, the number of letters
written and received and the number of telephone messages sent
and received. Thus, from the first we have an effort to show
statistically what sociel work "permitted™ in a hospital meant
in terms of activities performed and in terms of the number of
people being served.

Then & record was kept concerning work with an individual
patient, certain information was required on the front of his
social record which, it was hoped, would prove of seientific
value. This material was in four sections: (1) medical dieg-
(2) sociological date, i.e., the chief need for which he

nosis,

was sent to social service, (3) what was done for the patient,

that is disposition of the case, (4) outcome (after 1 month,

3 months, 12 months, ete.). It Wes hoped that nslassified

catalogues of the sociological diagnosis and of the dispositions

1 Vo Pe ted at t
1 First Annual Re ort of Socie
Massachusetts Ceneral Hospital, October 1905-October 1906, p. 29
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made™n

w
ould be prepared frop these data but, es far as can be

asce
rtained, no sych attempt was ever made, Perhaps this

ough i
ght not to be Surprising, for in this ang in many ensuing

years, social workers in hospitals were very conscious of the
fact that they were "on trial® and therefore they felt that they
must justify their existence by showing how "busy™ they were.
This tendency to emphasize their "busy-ness" is evident through-

out the first six years' reports. Beginning in the Third Annual
Reportl however, there is a new attempt to show the statistical
distribution of patients according to certein disease groups.
But this plen was dropped in 1913 when emphasis was placed on
distribution of patients according to the hospital's clinies.

In the Seventh Annual Report in 1912,3 we find an sttempt to
analyze the "Social Treatment" required by certain diseases

according to the following headings:

1. Support for Patient and Femily.
2. Prevention 8f Contagion and Discovery of Cases in

Housse.
3, Advice and Guidance in Plan and Place of Treatment

including Institutions,

4, Help in Finding or Changing Work.
5. Persuasion, enocouragement, consolation and training,

6, Nutrition and Hygiene of Person and Home,
7. Home Nursing,®

It is evident from this list that the hospital sociel worker
was still being used for purposes which we would now consider
to be the proper function of the public health nurse, and modern

case workers might raise their eyebrows at the thought of being

1 Third Annual Report, Social Service Dgpargmggg,
rassachusetts General Hospitel Oct. 1, 1907-0et. 1, 1908,
2 Seventh Annual Report......Jan. 1, 1912-Jan, 1, 1913.?43‘

3 Ihid. ?.\3-
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reporte _
p ed as giving "advice, bPersuasion, consolation and train-

ing"!l But a burpose was served at this time by demonstrating
that someone ought to take résponsibility in these areas, One
outgrowth of this demonstration was the subsequent strengthen-
ing of the programme of the community's Public Heelth Depeart-
ment and its assumption of responsibility for health education,
particulerly as it epplied to the care of tuberculous persons.
The important thing is, that by this very analysis of their
‘busy-ness' the workers were enabled to see more cleerly what
they were doing and they were thus able to begin their task of
self-evaluation. They were showing statistically what they be-
lieved to be, or perhaps what the hospital believed to be their
function. 1In so doing they were developing a factual basis for
self-examination,.

We have seen that in the early days at the M. G. H.,
"yolume of work" seems to have been estimated on the basis of
the number of persons referred to the department for help, the
number of visits to and from patients, etc. They made no
distinction between those patients offered a case work service
and those petients served in some other way. Only es medicel
social workers have been able to concentrate on case work andg,
as case work itself heas been developed as a special service,

has the concept of using the 'case' as a unit of measurement

of volume of work, been accepted. When hospital social workers

pegan to meke this distinction between ‘cases' and 'non-cases'{

one sees that here is a clear indication that they were making

a conscious effort to define their function.
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As egy
ly as 1911 there is = reference to this distinction:

*++«.1n addition (to total
‘ volume) we have co-operated
With other Socleties in the care of fifteen girgs, but

&S we have done only a
portion of the
not considered them as regular cases.lwork’ we have

Judging by this comment 'regular cases'! were those for whom the
hospital social worker @ssumed full responsibility. There must
have been some feeling thet it was unfair to count statistically
@ case in which another social agency was co-operating. This is
in contrast to present day practice of including cases which
are carried co-operatively, in the total case count. Again, in
the report for the January 1, 1914-Jenuary 1, 1915, we find the
statement:

Whatever can be done for many by a few, whatever can

be done without knowing the patient personally is not

social work. When well-chosen helpfulness rests on

the basis of a personal and friendly relation, social

work is going on.
Here we have evidence that hospital social workers were beginning
to recognize two factors in what we now term the case work pro-
cess. These factors are, individualization of the patient and
treatment based on an understanding which comes from this
individuealization. In the report for 1915-1916 there is a
distinction between "Intensive Social Tork"™ and "Short Service"
the real distinetion here resting on the amount of time

cases,

spent on each case, The M. G. H. material does not explain how

this was accomplished in actual practice, but Miss Ceannon, who

was for many years chief of the department, hes emphasized that

1 Sixth Annuel Report....Jen, l,1911-Jan, 1,1912, p. 32
2 Ninth Annual Report....p. 6.
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1t was t i
L he amount of time and not necessarily the skill re-

quired
in handling the case, which was considered to be import-

ant.
Nor is it clear just when or how the first distinction

between 'cases' ang 'non-cases' came to be made,

Thus by 1916 the M. G, H. social workers had taken two
steps towards defining their function. They hed come to
recognize that not all patients referred to them were offered
OT were in need of social case work, Furthermore, they re-
cognized that not all cases required the same amount of a case
worker's time. By this time also, an annual record was being
kept of the carry-over of work from one year to the next,.
Statistics of 1916 showed the number of patients for whom the
department took responsibility for sociel work continued from
the previous year, the number of new cases, the number of re-
opened cases, and the total cases open during the yeer., From
then until 1918, it was possible to make yearly comparisons of
volume of work on the basis of cases. From time to time new re-

cording methods were developed concerning sources of referral,

that is, from doctors, agencies, special clinics or services

within the hospital. These very definitely influenced both the

size of social work staff and new developments in the department,

It has not been possible to obtain data with which to sub-

stantiate this general statemént, but this is a point which has

been stressed by Miss Cannon. Therefore these statistics served

an important purpose at this time.
In 1920 the American Hospital Association published &

report of a committee which was meking & Survey of Zospital
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Social Se 1
rvice. This report gives us probably the first

attem
Pt to formulsaste g cleer definition of the function of
hospital social service:

fggczéiztl the basis of hospital social service is
rostorats on to the medical care of the patient, The
inotonae on and maintenance of health depend in many
medioal : not only on accurate diagnosis amnd direct
bod a reatment of pathological conditions of the

¥y, but ealso upon dealing with the patient's
personality and upon the alteration or adjustment of
his home conditions, occupations, habits and community
relations. The wise physician understands the
connection of social and medical elements and seeks
knowledge of both before determining his final program
for treatment. Within the medical field itself, the
advance of science requires the physician to call
upon specialists in many branches, upon the laboratory
and the X-Ray, in order that he may be able to secure
all necessary data and judgments about his patient.
The social worker is called upon to secure facts, and
to aid in interpreting them, in order to provide a
basis for a plan of treatment which takes into account
both the medical and the social elements. The social
worker also aids in the carrying out of treatment,
The merging of the social work with the medical work
is essential to effective use of the social worker.
Social treatment must have as 1ts aim the promotion
or accomplishment of the doctor's plan of treatment...
a plan that has taken into consideration the personal
and environmentel elements as well as the medical.
The primery work of hospital social service, there-
fore, is work with individuel ceses. In this respect
the work corresponds to that of the medical service
of the same institution.

Perhaps it is significant that in 1919, only one year
previous to this pronouncement, the Social Service Department

of the M. G. H. was, for the first time, recognized as a unit

port of the Committee of the American nospital
L R T Hospital Socisl Servics,

Association Meking & Survey O
Bulletin Number 23, 1920.

2 Ibid.
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of the
hospital. It had now become ap integral part of the

institution which it served,

It may also be significent that just at this time
the terms "Brief Records"

MO Go H.

and "Case Records" were used at the
and that in explaining these terms the following

reference is made to medical social case work as such:

féit:EgSEEegezgig cogiists of 6ither "Brief" or

; . serimination in recording is
guided, not only by the quality of service rendered,
but rather (sic) by the capacity of the patient for
§elf-ad3gstment and the extent to which the worker
15 carrying responsibility, the amount of investig-
aglon necessary before action can be taken, the
length of time that supervision must be given and
the extent of social treatment.... A more elastic
record form is necessary for patients requiring
medical social case work, for whom the Social Service
Department assumes responsibility; that is, in which
social investigation, plan and treatment must be
correlated with medical examination, diagnosis and
treatment. Such cases now present situations in
which the patient, because of ignorance, chsracter,
disruption of normal life owing to chronic illness
or from the overwhelming effects of sickness, now
needs advice, counsel and education or skilled
socia} service to promote effective medical treat-

ment .
In other words, distinctions between types of recording now
no longer rested on the amount of time spent on each case, as
they had in 1915-1916, but on whether or not the patient was
receiving medical social case work. And the statistical
count of "extended case records" was therefore an index, not

only to the volume of medical sociel case work being done but

also to the quality, as distinet from "brief records" concern-

ing petients receiving another type of service, One ceannot

1 Annuai Report for 1919, 1920, 1921, Social Servigi
Department, Massachusetts General Hospitel, Boston., pp. 20, .




the unit or count in measuring volume of work, Moreover,
medical socia] case work was récognized as a distinect service

"in which social 1nvestigation, Plan and treatment must be

to the department, the number receiving Social Treatment ang
the number receiving Social Service only. Once again, the
distinction was made between those patients referred, those
given social case work and those served in some other way. 1In
the annual report of the department for the years 1922-1926 the
following statement reflects the effect which its acceptance

as a real part of the hospital was heving upon the department's

concept of its own function:

We realize that the period of demonstration has passed
along with the rather stimulating necessity for
justifying the use of the social worker in a hospital,
Now that we are accepted as a member of the hospital
family our responsibility is that of thinking more in-
clusively about social service to the patients in the

wards and outpatient cliniec,l

1 Ibid. pp. 20, Z21.
2 Annual Report of the Social Service Department,

Massachusetts General Hospitel, Boston, 1922-1926, p. 3.
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T
he department Was now able to think of its function

1l service to the patients”,

Fro
M this time until 1929 there continued to be g distinction

S statistics on the total number of patients

referred to the department, @s between the number given

"soeial study" and those given "social treatment"

In 1923 ¢ further effort was made to define "Hospital
Social Work" by the American Hospitel Association. In the re-

port of the Committee on Training for Hospitel Social Work we

find the following definition:

mental factors in the health of its patients, Its
function includes service to patients, education,
research and certein administrative duties which are
helpful to the hospital in the maintenance of its
community relationships. A general aspect of its
function is its contribution to the defining of

soclal policies of the hospital..... To summarize,
hospitel social work is the application to the uses

of a medical institution of a method of ad justment of
environmental relationships, which is being developed
in the field of social work. Its purpose is to
contribute to improvement of individual and publie
health through study of and influence upon social
behaviour., Through study of the patient's experience,
social work should aid 1in medical diasgnosis; through
teaching end through changes made in home and work, it
should aid in medical treatment; it should help the
edministration of the hospital through & special
knowledge of neighborhood characteristics, needs and
resources. The specialization of the social funetions
of the hospital should make possible research into the
social elements of physicel and mental health.

ittee on Trainin
1 Excerpts from Report of the Comm
for Hospital Social Work, appointed by the American Hospita%

Association.Bulletin No. 55, 1923.




S
dIZZXOZ:S?HTS:HZi:ence on social behaviour; (2) aid in medical
; in treatment; (4) aigqg to the administrastion

through specializeg knowledge of the community; (5) research.

The statistical methods used at the M. G. H. during
the énsuing three years do not show any noticeable influence
that the above pronouncement may have had., Yet the new emphasis
on "social service to the patients™may have been strengthened if
not precipitated by the definition. During the years 1922-1926
the statistics again show "volume of work", breeking down the
figures on the basis of "carried over", "new" and "reinstated"
cases,

By the year 1926, further thinking about social service
to the patients had led to the acceptance by the Social Service
Depertment of the M. G. H. of a definition of three types of

social problems which might properly be dealt with by a medical

social worker:

(1) That in which the medical situation creates socisal
problems which have not existed previously, e.g.

chronic disease;

(2) That in which the medical situation - the fact of

the patient being ill eand having to come to the
hospital - calls attention to a social need coincident

with but not in any way dependent upon it, e.g. unem-
ployment from industrial causes,

(3) That in which social conditions have caused a
medical situation to arise which mey in turn create &
social need of a different variety. Thus poor housing,
long malnutrition due to poverty or ignorance, un-
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sanitary working conditions

d15ability and finencial need.l - noustrisl

It was now possible for medical social workers to focus on
their unique contribution to the care of sick persons receiving
treatment from the medical institution. They recognized that
not all the social Problems of these patients were within their
Scope of treatment, and they now defined the types of social
problems which they believed to be appropriately their concern.
While it is not intended that this study shall be con-
cerned primerily with the development of the definition of
function in medical social work, it is necessary to give it
more than casual attention if we ere to have a basis for examin-
ing to what extent medical social statistics provide an index
to the stage which the profession had reached in evaluating
its function. DNo review of the development of this concept
would be complete without maeking reference to the stetement
adopted in May, 1928, by the Americen Associetion of Hospital
Social Workers. "A Statement of Minimum Standerds to be met
by Social Service Departments" bears witness to the threefold
nature of medical social service, i.e. it is based on the
medical need of the patient whose sociel conditions may require
is medical condition is to be relieved; it is an

treatment if h

aid to the physicien in deepening his understanding of the

patient; it mey aid the patient in carrying out the physician's
)

plan of treatment.
jtal social service

urpose of & hosp
The primaty fu-? medical care of the

department is to further the

1 113th Annual Revort, Massachusetts General Hospital,

Boston. 1926. pp. 5-6.
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1 case study ang t t-
ment, The major activit " hox
Yy of the department. t -
» Should be social case work,l ’ » vhere

Thus '
by 1928 medical social workers had recognized that their

chief function "should be social case work", There is no doubt

that the earlier (1926) statement of the M. G. H. Social
Service Department® hed considerable bearing on the formulation
of this concept. It was as if the profession had to undergo a
purifying process in which, one by one, the non-essentials were
eliminated ang finally, at the heart of it all, the basic
element of social case work had begun to emerge.

By the year 1930, the results of the work of the
Committee on Functions of the American Association of Hospital
Social Workers were published in "Functiors of Hospitel Social
Service"., Here we find these three aspects of the medical
soclial worker's function emphasized in the following summary
of the findings of the study:

The social worker's major contributions to medical
care gauged by frequency of performance are: (1) the
securing of informetion to enable an adquate under-
standing of the general health of the patient; (2)
interpretation of the patient's heelth problem to
himself, his family, end comrunity welfare agencies;
(3) the mobilizing of measures for the relief of the

patient and his associates.S

. L in
oted in A Handbook on Statistical Reportin
the Fielé ofuMedical Sociel Service (United States Government

Printing Office, Washington. 1933). p. 33.

o  Annual Report, 1926. op. c¢it. D. 3.

ial Service, American
% PFunctions of Hospital Socia
Association of Hospitael Social Workers, Committee on Functions.

19500 p’ 48'
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(1) Soecial conditions whie] '
h bear directly on the
health of the pPatients, either inducing susceptibility

to i1l health or helping or hinderin th
€ securing and
completing of medical care, ® :

(2) Social distress caused to others by the illness of

petients such ss loss of income, neglect or children
and so forth,

it. Such problems would exist independently of the
Sickness, _These factors exist in many possible com-
binations.l

The study establishes a "test of appropriateness of function"
which a social worker in s hospital might apply in evaluating
her work:

(1) Do the activities meet an actual need?

(2) Are they carried out by persons able and equipped
to perform the service?

(3) Are the best interests of the hospital end the
comnunity served by having these activities directed
by the hospital or would some other arrangement with
outside agencies for meetincs the need of sggial
services in the hospital be more expedient?

We scarcely need to point out the similarity between the above
description of social factors which this report considers

appropriately the concern of medical social workers, and thet

1 Ibido p‘ 59'

Medical Social Work: A Study
ocial Work. American
Chicago. 1934. p. 18,

92 Harriet M, Bartlett. edlce,
ds in Medic
urrent Aims and Metho s_in_
zgsgciation of Medical Social Vorkers,
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on the latter Since, after all, the M. g, H. department was

recognized gs one of the leaders in the field orf medical social

Turning again to developments at the M. G, H., we find
that in the yeéars 1930 and 1931 the annuel reports of the de-
partment containeg for the first time, & statistiecal analysis of
its case load in terms of age groupings of the patients and
the particular hospital unit to which the workers were attach-
ed. The reasons for this new classification were twofold, 1In
the first place, President Hoover hed called the Thite House
Conference on Child Health and Protection, and tre M, G. H,
department, along with other medical social service depart-

ments, participated in & study in preparation for this confer-

ence., FEach departmental head was asked for statistics on the

type of hospital, number of admissions (total, and number of
these who were children under fourteen yeers of age), number

for whom case work was done, etc., It should also be noted that

i{iss Cannoh, chief of the M. G. H. department, hed been appoint-
A ’

ed Chairman of a sub-committee of the section of the conference

1 Supra. p.l1l5
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on medical socigl service,

the

Thus, while we cannot claim that
M. G, H i
H., Social Service Department by its stetistical

method actually determined that the conference should be con-
cérned about a particular aspect of medical social work, we

can say that it had a part in supplying material and some work-

ing principles for consideration by the conference, Similarly
since Miss Cannon had such a strategic position in the confer-

ence itself, her department had a discernible influence on its

deliverations,

The second reason for the chanege in statistical emphas-
is is to be found in the fact that new 014 Age Assistance
legislation was coming into effect on July 1, 1931, in
Massachusetts., It was to have an important besring on the wel-
fare of hospitel patients in the age groups over sixty years,
In eddition to this, informetion about the age groups of
patients known to the Social Service Department was of interest

in the light of growing concern about facilities for the care

of patients with chronic diseasse,
In preparing for the White House Conference, the lI. G,

H. Social Service Department, was using statistical methods of

research, one of the functions considered appropriste to the
’

work of a medical social worker by the American Hospital

Association in its 1923 report.l By 1933 therefore, we may sey

that while the Social Service Department at the i, G. H. con-

tinued to keep a statistical count of volume of work in terms

f the number of patients it served, it had also developed more
0

1 Supra. D. &5
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flexible concepts for specific purposes., We may conclude

that this department was reflecting its funetion in its
statistical methods; that is, it was using its statistics for
research purposes which had a direct bearing on community
problems,

It is appropriate that we should at this stage try to
discover what influence the 1930 study of functions had on the
medical social work group as a whole, and particularly in the
area of medical social statisties. Since this marks the be-
ginning of a new phase in the history of medical social work,

we shall proceed with this in the next chapter.
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Chapter III
GROUP EFFORTS TO FORMULATE 4 SYSTE.I OF MEDI CAL SOCIAL
STATISTICS AND CONTINUOUS EFFORTS BY INDIVIDUAL
DEPARTMENTS TO IMPROVE ON THESE

It is significant for our study that the American
Association of Hospital Soeial Workers should have published
1ts first monograph on the subject of function in June of
1930 and that not until three years later was there any
organized statement concerning medical social statistics,
This does not mean that the Associlation was uninterested in
the problem of statistical reporting but rather that
establishment of any acceptable system was dependent upon a
number of related factors. As early as 1922 the records
committee of the Association was interested in the problem
and in 1927 the North Atlentic District co-opereted with the
Russell Sage Foundation in a statistical reporting project
and their experience contributed to the achievement of 1933,
The first work on general reporting of medicel social
statistics was begun in 1928 when the American Association
of Hospital Social Workers co-operated with & committee of
the Association of Community Chests end Councils and the Local

Community Research Committee of the University of Chicazo in

a soeial statistics project. In 1930 the project was taken

over by the Children's Bureau in the United States Department
of Labor, but it continued to have the support of the former
b

joint committee. Both the Social Service Department of the
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workers and the
comnittee on registration of Social statisties in the U. 3.
Children's Bureay adopted a plan of Statistical reporting. a4

"Handbook on Statistical Reporting in the Field of Medical
Social Service" was published in June, 1933, In the foreword
to this we find the following explanation of the aim of the

joint committee:

ceve..(1t was) to formlate a method of statistical
recording in the field of medical social work that
will enable those who use it to express numerically
the volume of medical social work done, (And they
add),......any method of statistical recording must
be adapted to the processes it is intended to
measure, and must change as they change.l
It was recognized that since medical social work was
still in the process of defining its function, methods of
statistical recording should aim to keep pace with develop-
ments in this area. The importance of relating statistical
methods to accepted standards of work was also stresseqd,
particularly since statistical reports are generally used in
the field of social work as & basis of inter-agency and inter-
city comparisons and as a fund-raising tool by community and

welfare federations. It is particulerly valuable for this

study to have the committee's statement of objectives of

i i in the Field of
dbook on Statistical Reporting in ‘le
Jedical éoc?a?agervice, United Stetes Govermment Printins Offices
vie

Washington, 1933. Dp. vii.




ob jectives are as follows:

(1) zgngzggdagcount.of the volume of service
O patients by medical sociel service

throughout the country.

(2) To Show change in volume of service from time
to tlmet l.e. month to month ang year to year,

(3) To obtein facts of value in making comparisons,
such as comparisons of the work of different
sociel service departments and of medical
Soclal work with other social work activities.,

(4) To yield facts of value in meking decisions
within the sociel serviee department and by the
hospital administration.

(5) To furnish a meens of interpreting the work to
those who support it.l

The committee was fully awsre that its decisions eas
to the best means of meeting these ob jectives might change
&s the functions of medicel sociel work became more clearly
defined and as the possibilities of qualitative statistical
measurement of medical sociel case work were clarified.

Indeed it frankly asked for such changes,

Because this first effort to guide departments of

33

medical socisl service in their statisticel reporting wes so

closely relested to the work of several committees of the

American Associstion of Hospitel Social Vorkers we need not

pe surprised that in defining the field of medicel sociel

service they leaned heavily on the work of the committiee on

functions and referred many metters to it for further

1 Ibid. p. vii,
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considersti
On. As a result of this Co-operation the field of

medical .
sociel service ig defined by the joint committee as
follows:

tféé%éggga?tmegts doing medical social examination and

centers 12 dlst;nctly medical institutions or

the Ame. and meeting the minimum standards adopted b
erican Association of Hospital Social Workers,X

The minimum standards here referred to are, of course, those
adopted by the Association in May, 1928.2

Since the terms 'medical social examination and treat-
ment' are basic to an understanding of the 1933 plan, it is
importent for us to know what they meant to the committee,.
The definitions as formuleted by the committee ere as follows:

A medical social examination is a study of the
personality and environment of the patient in order
to discover the social and psychological factors
influencing the physicel or mental health of the
petient, social problems coexistent with the heslth
condition, and to reveal both causes of the problems
and the elements on which treatment mey be built,
when indicsted. It is differentiated from the
interview or inquiry that is primarily for the
purpose of ascerteining the economic end medical
eligibility of patients for clinic or hospitel

admission.

Medical social treatment is the attemnpt to carry into
effect & plan whose purpose is the edjustment of the
social problems of the patients es revealed.by the
medi cal and socieal exsminations. Regponsiblllty may
be carried solely by the medical social workers or

in co-operation with others.

In order to meet its objectives, the committee

established & Monthly Report Form to be used by departments of

social service in the "metropoliten arees co-operetinc in the

1 Ibid. p. 2.

2 Supra D. 29.

3 A Handbook etc. ©OP. cit. p. 2.
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Children?
S Bureay'sg social registration pro ject, "l The form

itselr Consisted of six Sections:

. Patients given full
Social exami
- Patients unger social treatmeggfnation.

A
B
C. Patients receivi
ng ot :
g. Admi tting sorvioe her recorded soeial services.
F

. Relier,

not accepted for social treatment, Section B, was & detailed
account of the number of petients 'under treatment',® It is
sufficient for our purpose to note thet in this section there
Was an opportunity to keep an sccurete count of the number of
patients for whom the department had assumed responsibility

for case work activities/- continued from the previous month,
intake during the month (new, old, recurrent). Of this total,
the number for whom some activity was undertaken durins the
month, and the number for whom some future activity wes planned
but for whom no contact was mede during the current month were

noted. A count was also made of those for whom socisl case

work treatment was discontinued during the month and finally,
of the number of patients for whom further case work treatment

was planned in the coming month. Section C of the Monthly Report

Form was & method of counting 'other recorded services' rendered

i.e services requiring case work techniques but not requiring
L4 L2 ]

1 Ibid. p. vi.

2 1Ibid. pp. 7-10 for a complete explenation.
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intensiv
© social examination, These services might be worth

reco

rding for future contacts with the patient either in his
medi '

cal record or inp the social service department. It wes

mad i
© quite cleer that the purpose of recording these 'other

servi '
1ces’ was not to account for the workers' time! For the

Purpose of obtaining a comparable count of these 'other
Sérvices' they were classified under the following headings:
interpretative, administrative, discharge, medical follow-up.l
Patients already counted in A. or B. should not be cournted in
C. Section D, of the Monthly Report form was for the use of
those institutions whose social service departments were
responsible for handling all admissions to the hospitel. Here
g distinction was mede in the count between patients inter-
viewed for admission to the hospital and for admission to the
out-patient service; a count of the number refused was also
made., Patients counted in either of the previous sections
might also be counted here. Section E. of the Monthly Report
form was an account of the amount of relief given to patients,
nwhen such relief is given from funds controlled by the mediceal
social service department?.z Section F. was a count of the

staff of the department and included paid staff, workers-in-

training end volunteers. This section was subdivided so as 1o

show numbers of administrative workers, supervisors and case

workers, clerical and gll other. Of the workers-in-treaining
)

and volunteers, an estimate of the toteal number of hours of

1 Ibid. pp. 13, 14.
2 Ibido p’ 15'
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Service during the month was called for

T
O obtain the informat ion required on each :onthly

Report
p form the committee recommended the use of daily telly

shee
ts by each worker, a social treatment esrd for each

patient under social treatment, and a statistical csrd for

each patient. From the tally sheet the count required in

Section A, of the Monthly Report could be obtained as well as
the count for sections B., C., D., and E. It wes hoped that
by using the sociel treatment card "certain information con-
cerning patients under socisl treatment would be tabulated

from time to time™ which would be valuable to the administration
of the department. The committee also hoped that variocus social
factors in cases requiring social treetment might be shown to be
correlated. The statistical card for each patient under social
examination or treatment as well as for those receiving other
recorded services made it possible to heve an accurate count

of the number of individual petients receiving eech type of

service. A new card for each patient under social examination

or treatment was to be made at the beginning of each calender

year. A card was also made for other subsequent patients

served the first time during the year,

In sections A. and B. &s Wwe have seen, the basis of

count for this plen was the patient who received case work

service It was assumed that social case records were kept which

would demonstrete that medical social exsmination end trestmant

jven according to the definitions. In section C. 1t

were being &

was considered that social cas
gend that recording was not necessarily of

e work skills were employed but

to a lesser degree,
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. This is

a
p rticularly evident in the latter's definitions of medical

social €Xamination and treatment which are reflective of the

Committee's conclusions that there &re three types of social

Tactors with which 1t is appropriate for the medical socisal

worker to be concerned:

(1) Factors influencing the physical or mental health
of the patient.

(2) Social distress causeq to others by the illness.,
(3) Problems coexistent with the health condition.,..
and plans for adjustment of these problems based
Oon an understanding of the causes of the problems
and of_ the elements on which treatment may be
built.l
The Functions Committee recognized that while problems
coexistent with the health problem might generally be consider-
ed the responsibility of the outside community, yet there
would be occasions when the "best interests of the hospital
and of the community might be served by having these activities
directed by the hospitel."® 4ind, we might add, to say nothing
of the best interests of the patient!

In its preliminary report of May, 1928, in Hospitel

Soecial Service the Functions Committee hed emphasized the facts

that medical social disgnosis 1s more than a medical plus a

social disgnosis; that it should show the interaction between

the medical and the social situation; and that only & diagnosis

. 3 : A Report of the
ns of Hospital Social Se;vice. : _ !
c itteé oiugggégionS, Chicago, American association of Hospital
omm

Social Wworkers, 1930. p. 59.

2 Supra p. 27.
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Plan of treatm
ent or 'prognosis', Agaein, the Committee noted

that in the Past the medics] social worker had been too con-

cérned with enquiring into the socisl situation of the petient
and reporting it to the pPhysician; the result of this had been
to leave the physician out of the planning, It was therefore
pointed out that the worker and the physician should collabor-
ate in making the medical socisl diegnosis end in establishing
& goal for the patient, and that the social worker's function
was to help the patient achieve this goel. In spite of these
statements of principle, the 1933 plen for medical social
statistical reporting placed insufficient emphasis on this
fundamental process which we eall the 'teamwork relationship’
be tween physician and medical social worker. This relation-

ship ought to permeate all medical social examination and

treatment.

The 1933 plan for medical sociel statistics provided
a record of volume of work on the basis of a distinction

be tween medical social examination and medical social treat-

ment As we shall see this distinction was challenged later

by those who tried to apply it. The plan also distinguished

between those patients given "full, recorded social

examination " those "under social treatment," and those "
’ Tre
This division said,

i ”
ceiving other recorded social services”.

in effect that those patients counted in sections A, and B.
b

g to one human subspecies and those patients counted in

belon



This plan fulfils the first purpose of socisl statist-
1¢s, namely measurement of volume. It is not clear that it

provided & means of securing statistics whieh could be

socially useful. Although the committee had originally hoped
that various social factors in cases requiring social treat-
ment might be shown to be correlated, it did not explain how
this method could be used to produce these results.

The conclusions about the 1933 plan for medical social
statistical reporting therefore are that it did reflect the
current concept of function but thaet it did not completely

satisfy the philosophy of social statistics,

As might have been expected, the weaknesses of this
plan became evident when it was put into practice, For some
examples of these let us turn to the experiences of one

department and then find out how the joint committee handled

the problems which arose.

On page 34 of the Annual Report of the M. G. H. for

1934, we find that the Department of Social Service acted in
’

sceordance with the request of the American Association of

Hospital Social Workers, and the Children's Bureau of the

Department of Labor in using the aepproved method of mediceal

social statistics during that year. In spite of this, how-

e statistics are presented in the annusal report, for

ever, th

the sake of comparison, on the seme basis as in the previous

That is, within the department itself the new method
H

year.



statistical 8ccounting which will meke it possible

for us to compare data with oih
departments, L @r social service

One result of adopting the new method of statistical account-
ing was that, according to the new definitions, the total
number of recorded patients was reduced in comperison with the
total for the previous year,

In 1935, the Children's Bureau and the Committee on
Statistics of the American Association of Medical Social
Worker32 decided to change the form of reporting., They believ-
ed that this would lead to more eclear-cut definitions of the
degree of intensiveness of treatment. It was assumed that
recording was being done according to the recommendstions of
the Records Committee, It was also assumed that activities
thus recorded were characteristic of those defined sas
appropriete by the Committee on Functions (1930) and the Committee
on Stendards of the A.A.M.S.W. (1936).‘3A.bulletin issued by

the Children's Bureau in 1937 outlines the new form hereafter

referred to as Form H-4. After some experimentation by several

departments the method was adopted by the joint committee. One

of the departments participating in the experiments was that of

1 Massachusetts General Hospital, Boston, Annual

Report, 1934. p..44.
2 The term 'Medical' had been substituted for 'Hospitalf

in 1934,
3 Infra p. 42.
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S Annual Report for the yeer 1936

is & statisti i
atistical analysis of its social service case load based

the M. G, H, In the hospital!

On eéxperimentation with Form H-4, The following exerpt from

the report is g comment on the change:

We no longer keep a permanent record

' of patie
whom arrangements are made for care by apviiigzigfgﬁrse
?or transportation or of consultations that do not ’
involve us in a case work pPlan for whiech we are
responsible or for letters to school nurses or teachers.1

(sie)
The H-4 Monthly Report form wes compr ised of three main

sections: A, Social Case Viork.
B. Admitting Service During the Month.
C. Staff During the Month.

The most important change in the plan was the classifica-
tion of four levels of case work. There was still a distinction
between Medical Social Study and Treatment but the count for

both was included in Section A. Medical Socisl Case work was

defined as follows:

Medical social casework mey range from a simple and
abbreviated process to a full and comprehensive one.
Such considerations as the need in each individual
case, the decision by the doctor and worker to treat
all or part of the problems presented, the limitations
set by the administration and the availability of
community resources, determine the degree of service

to be given.

The members of the committee were convinced thet it was importent

to distinguish between degrees of intensity of the case work

offered It was therefore agreed tO recognize four levels of

1 Massachusetts Generel Hospital, Boston, Annual

43.
Report, 1936. DP. §
2 o A Statement of Stendards to be met by Ledica% fgcial
Depariments in Hospitals anc Clinlcs. Reportfo s
Service Yepalz— Is sdopted in May 1936, The Americen

Cot Standar .
gggggggsiognbf edical Social workers, Chicego. p. 4.




so0cial case work service N

The first three were considered c=s

medical socisg
l'treatment and the fourth Was considere? social

study only.
y Since this method of statistical reporting wes

designed
g to account only for those case work services which

were reco i i
rded, it did not mske provision for unrecorded

services,
It was a count of case work services and not of

the w ' C e .
orkers activities. This is s far cry from the days

when medical social workers felt obliced to account for their

time and a need to Justify their existence,

For the purpose of clarity, we oucht to tske note of
the fact thet the sbove-mentioned terms medicel social study
and treatment were re-defined by the committee, In an effort

to make them clesrer and simpler the Form H-4 states them in

these terms:

Mediceal social trestment is the process of attaining
the medical-social objectives formulated in
collasboration with the physicien and the pstient.
Treatment will be based upon sociel study of the
personality end environment of the patient in
relation to his illness, A full socieal study (social
examination) should reveal the social and psycho-
logical fectors influencing the physicel eand mental
health of the patient. Sociel problems coexistent
with the heslth conditions may also be discovered,

Now let us examine each section of Form H-4 in deteil,

Section A, Socisl Case Work: the four levels of

case WoOrk are dgefined as follows:

I. .
GroupPatients who are receiving full socigl studv end
treatment, those with complex medicel social problemns,

A longer time for each is usually required beceuse of

1 Stetisties, U. S. Department of

H-4 Socia
1 TForm Waeshington, 1937. DP. 2.

Labor, Cchildren's Bureau,




. This may be due to
the fact that the medical social problem is simpler or

that only part of the problem is being treateqd.
process may require a long or a short period of time.
The degree of intensiveness of the treatment should

determine the classification not the length of time the
case 1is under care.

Group III.

Patients who received during the month only a
limited social case work service. The service must be
recorded and must have involved some medical social
study.

Group IV.

Patients accepted for social study but for whom
no treatment is planned. Social study may be "full
social study" as defined above or it may be just an
inquiry as to whether 'further medical social casework
is needed!. Only terminated cases are to be counted

in Group IV.l
As in the earlier plan (1933) an account was kept of the cases
under treatment who were being served co-operatively, of the
total number of persons currently being served or for whom
some future service was being planned, of discharges and the
total number of cases to be carried over to the next month.

Section B. Admitting Service: again reports were re-

ested from those departments which had members assigned to
qu

the admitting service of the hospital. The count was again

based on the distinction between apelicants for admission to
ase

1inic service and applicants for admission to the in-
the ¢

e

1 Ibid. pp. 2, 3.



atie i i
p nt service, Information was requested as to how many

of eeach @roup were refused admission,

Section C. Stare:

the count of stafr during the

month included both full end part-time workers, steff-in-

training (students receiving school eredit) and volunteers,
The reporting of relief expenditures by socizl service
departments under the 1933 plan of reporting had been unsatis-
factory. It weas decided to discontinue the attempt to mske
these comparisons in the Form H-4 plan.
The only reference made to "other services" is this
comment "if many services other than casework services are

given by the department they should be summarized in a foot-

note."l

In order to obtain the necessary information for each
section of the H-4 Monthly Report, deily tally sheets and

statistical cards were recommencded for use by the workers,

The most significant thing about this new type of
medical socisl stetistical reporting is its emphasis on the
quality of treatment as indicated by the four levels of treat-

ment. rather than on length of time under care or in terms of
H

services rendered to patients. This bears a direct relation-

ship to the thinking of the leaders of the profession in
regard to its function. Thet is, by confining its count of

i services which are
ncgses” to those patients receiving

defined &s appropriate to the activities of a medical socieal
€

ker, it wes hoped thet workers would be made incressirecly
worker,

1 Ibid. p. 1.



went even Tarther ang stated, that the doctor and the patient
have a part in making the medical social plan as well as the
medical socisl worker, Something new had been agdeq to the
definition of medical social casework. Perheps this emphasis
on co-operative Plenning had been assumed to be basic in the
previous statistical Plan. Yet one cannot help feeling that
the explicit statement reveals a growing recognition of the
importance of the concept of 'teamwork' between physician and
social worker in collaboration with the patient,

It is the writer's belief that the committes
responsible for this method was consciously trying to make it
reflect current concepts of function in medical social work,
One may here refer to the study made by Miss Bartlettl in
which she emphasized the importence of each of these factors,
teamwork of physician and sociel worker, and selectivity or
awareness of the appropriateness of an activity in the light

of the setting, the patient's needs and the hospitel's

responsibility.

i igl Vork: A
ett M., Bartlett. Medlca} Socise . K
d oflCugggE% Aims and lethods in Medical Soclel +ork,
gzchgo Amer., Assoc. of Med. Soc. Work., 1934,
’




lrs., Helen F
ield msde & study of its use by six workers in the

department,l
She pointed out that the method of clessifying
casewor:
K 85 recommended in Form H-4 tended to obscure the
patient and to emphasize medical social casework:

%zoitogfpaiiigigicincg that the phrase "classifica-

: ends to obscure the actual

ggaclissiflcat§on upon which judgment is brougggoggss

o i ut pragtlse in ce¢lassifying leads one to feel

tha the medical §ocial case in its totality, rether
an the patient is the subject of classification.?2

Mrs. Field's conclusion was that the medical social
case work process is a valid basic unit for statistical report-
ing by medical social departments eand that as a measurement of
social cese work this method stands. However, she did point
out that monthly classification according to these levels may

be too hasty to give a true picture of the level in which a

particular case is to be classified. She sugzested waiting

until after a case had been open for two months.

Mps., Field's study was followed by discussion within

the department which emphasized the gifficulties of premature
classification and the complexity of the system with its wide

variety in interpretation of the classes. A creat need was
felt for a clearer jdefinition of the purposes of keeping
for a method more closely related to thesse

statistics and

eld. f the 1936 Statistical
1 He e "3 jvities as applied to the

i of Socia
cation Tessacnusetts seneral

% _workers of the .23
ds of sl Quarter of 1936, Unpublished researeah

1 Hospital, Boston.

A Studv O
1 Case nork Act

classifi

e work lo@ .
22 Juring the rirst

Qassachusetts Genera

5 Ibid. pp. 1y 2



:3:? t:gzrd @ more discriminating unit of count, How-
rendér ; many types of service we are called upon to
Shenacl o ggt all }enq themselves to statistiecal
oo thét ofelgtatlstleal table thet follows differs
oo 37, ?he unit of count of social case

1S On & new basis of analysis. _There are more
Services which have been unrecorded.

In & bulletin issued by the Chief of Social Service to
the M. G. H. department in December, 1937, Form H-4 is set aside
and instead, the method of statistical reporting which was to

be used in the coming year is described as follows:

We decided to discard the plan of monthly statistical
reporting to the Children's Bureau which has been
carried on for three years., Our reason for this was
that we are convinced that this scheme tended to
confusion of thinking, diversity of interpretation
and did not clarify conception of function. We shall
therefore, have a new plan for 1938 which reflects
both our own ideas of a more reasonable counting and
the trend of ideas of the National Committee on

Statistics.?
This new plan called for the use of "Intake Blanks" by

each worker on which she entered, in chronological order, the

4names and identifying information, diagnosis and reason for

referral of each patient. From these referrals the worker was

to:
atients as suitable for service

eject ;
.....8CCEDPTL Or Tre/ ponly patients for whom service

recorded. .
permanentlytly recorded will be the basis of the

is permanen
statistical count.

1 Massachusetts General Hospitel, Boston, Annual
46.
Report, 1938. P-. | 1 Servios
usetts General Hospital, Socl
: Magiiigtin to the Staff, December 29, 1937.

Department.
3 Ibid. ©p. 1.
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All perm i i
P anent recording might be in either of three forms:

(a) case
work record in s folder; (b) e social summary on the

medical r
eécord or (c) a briefer record on the regulation card

The following definitions were used as & guide:

Medical sociel casew i joi
ork is joint considerati
zigicil social case worker end a patient of g?sby )
o2 Egtign in which they seek: 1, to determine whether
or ot e has peeds or problems related to his illness
which he will eccept help from the worker, and ’
. . 2, to modify the
i;guatlgn (wh%ch includes people) in the direction of
most constructive adjustment within th '
the reality situstion,l ° himite of

In order to qualify as medical sociasl case work all
of the following criterie must appear in some degres:

1. A patient under care for an illness, with problems
(potential or realized), related to his illness,
which are of significance to him,

S, A relationship of acceptance and understanding
between the patient and the worker.

3, A period (verying upward from the length of one
interview) during which the worker reaches some con-
clusions first, about the patient's need of case
work, and second, about his willingness and ability
to use such service.

4, A growing depth and breadth of understanding during
the 'under care' period, resched by consideration of

a. the patient's own attitudes, desires and

capacities

b. his social relationships (both intimate inter-

actions and broader problems of social status)
c. the physiceal environment and materiel factors

(food, shelter, etc.)

. opportunity for the patient.to gain
° Ana.pli)ncréased self-understanding end acceptance

and ability to deal with his own proplem, or
b. help in adjugting the situation to his
limitations.

A count was to pe kept of thoseé patients appearing on the

1 Ibid p. 2. In this material where the word

i be interpreted to mesn responsible
rpatient’ 1S used 1t 15 °° (e member of the patient's family

i D
member of the patient groul + 4hom plans are bein- mede) when

ates wit .
g; on:t2£n2i§sa§§ggéponsible because of 1llness, incapacity
e P

o Ibid. P. 2.
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I
ntake Blanks not counted as cases., While they might be

helped to '
P meet medical recommendations, the service rendered

was of i
a simple type not requiring the degree of study implied

b N
y item 3. above. No pérmenent record of this kind of service

was to be made, €Xcept perhaps a note in the medical record,
The 1938 plan for statistical reporting of medical
social service at the M. G. H. was composed of two major

sections, Section A. was an gnalysis in six parts, of all

patients accepted:
1. those for whom service wes initieted thet month -

new, o0ld or recurrent.

2. those patients for whom service was continued from

the previous month.

3. the total served that month (1 and 2).

4. the number discharged.
5, the number carried over to the next month,
6. an analysis of all discharged or closed records

(that month) according to: &. the number who received

medical social casework (which met all of the above-

deseribed criteria) and b, the pnumber who received

medical socieal casework service (which met 1. end 3,

of the criteria but lacked one or more of the remaein-

ing items).

t of patients defined above as 'no case

Section B. was & coun

¢ the number served for the £irst time during the

count' showin

ent year and the total receiving service that month,
T

parison of the 1937 Childre

cur
n's Bureau vléen with that

A conm
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ment! Anyone who did not know how very basic this concept of
co-operative planning always has been to the development of
medical social work at the M. G. H., might be led to believe
that the medical soclial workers there were reverting to the
days when they functioned in their own little corner 'by
permission' and almost 'in spite of' the doctors. The writer
is inelined to believe that co-operaetive planninc between
physician and social worker had always been so much & part of
that department's work that it was taken for granted that it
would continue to be so,.

There are two striking facts ebout the M, 5, H, plan,
One is the great emphasis on the worker-petient relationship,
in understanding and trying to cope with probleus related to
the illness, with particular stress on the right of the

patient to determine whether he wished to use the treatment

offered. The other importent point is that ty weiting until
cases were closed before deciding what level of ceasework hed
been given, it beceme possible to obtain a much more accurate
estimate of the amount of intensive work given by the depert-

nt than had been obtained by the 1937 Childrern's Bureau
me

1 It also seems as if, under the latter plen, once &
plan.
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servic 1]
@ had been classifieg there woulg have been g tendency

for the worker to try to mould her ‘case' to fit the

clessificati i
ation, otherwise changes in clessificetion woulé have

o .
been necessary, Meanwhile, both Plans reflect the statement

of the Committee on Standards of 1936 that medical socizl
casework may range from a simple and abbrevisted process to a
full and comprehensive one,

By December 1938, the Committee on Statisties of the
dmericen Associetion of Medical Soeisl Workers had concluded
that there were some serious omissions engendered by making
& distinction between brief and intensive cases. These
omissions prevented the accomplishment of one of the original
purposes of the association in medical social stetistical re-
porting, i.e. 'to keep account of volume'l. The Bulletin of
the Americen Association of Medical Social Yorkers published
in January 1939, contains the report of the committee in which
the use of a revised H-4 was proposed. It was believed that
this would better accomplish the originel objectives already

set forth and still considered appropriate:

of volume of service rendered to

t
1. To keep accoun rvice throughout the

patients by medical social se

2 cggngig% change in volume of service from time to
‘to time: i.e. month to month and year to year,
’ [ 4 [ ]

% To obtain fects of value in making comparisons,
.such as comparisons of the work of dlfferent .
social service depertments and of medicel socie

cit. p. vii.

1 A Handbook etc., OD.
Association of ledical

Bulletin of the American ol
j Vzrkers Chicago; Vol. 1l2. No. %. "AlRe?OTt of
Socisl 22 “Statistics, December 1938", p. 1.

Committee ol
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. . I making decisions within
he social Service department, and by the hospitel

O. To furnish g meas

ns of inter '
who support it,l Preting the work to those

It was Proposed that the revised H-4 woulg use 'patients

Sérved' as the basis of count of volume of work., The following

definition of this new term was suggested:

A patient has been Served when there has been individual-
ization of the interrelationship of the medical angd
social factors in the situation. Routine unskilled or

clerical services should not be counted as medicel
social service,2

This definition mede it no longer necessary to distinguish be-
tween brief and intensive cases and at the ssme time brosdened
the count of volume of work so as to include some patients who
had heretofore not been included as part of that total., 1In the
report of the committee it is clear that it did not wish to be
interpreted as implying that casework is not the primery function

of medical social work but rather, that it is ettempting to

measure volume of service rendered. It is important for this

study that the committee made special note of the fact that it

aw its function as "providing the means for reflecting practice,
saw

. i stical
rather than attempting to mould practice, through statistice
3

1 A Handbook etc. OP-. cit., p. vii.

Bulletin of the American Associstion of Medicsal
u
2 op. c¢it. ©p. 4,

Social Workers,
5 Ibido p‘ 4‘
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ment & 1
. according to degree of intensiveness, the Committee on

Stati
istics of the A.AM.S.W. concluded thet, in reslity, we

do not have four distinct types or levels of case work which

can be accurately identified ang reported., And when these

categories were used it was often necessary to reclassify

cases which had been wrongly classified at the time of opening.
It weas decided that the logical time, if any, in which to
classify a case is upon completion of the case when an
evaluation of the finished piece of work would be part of the
classification process. But because of the lack of
authoritative criteria for evaluation, it was decided to

omit classification from the revised form. In order to aid

in the establishment of ecriteria for case measurement, the
Committee on Statistics provided a tentative outline

(Section A.4) on which to base an analysis of total closed

ceses., While this was not an eccepted part of the monthly re-

port form, it was put forth for those who wished to use it and

it is of interest here only &s it relates to the concept of

function The monthly report form as proposed by the committee

and known as Revised H-4 comprised three sections:

atients Served:
A i. Gontinued from previous month . o ¢ o o o o o o

i he month . . . . &
ed for service during t
e ﬁcciﬁgividuals not previously reported

calendar yeer . . « .« o ¢ ¢
b gg§§3§duals previously reported duri

€8T o o o ¢ o ° o o o o °
calendar y l plus 2)0 e o o o o o o .

[ . [ L] L]

[ L] [ ] L

ring month ( :
2 ngiiagged %rom service durlng the month . .
: gontinued to following month (3 minus 4) .
. during month (potients)
i i service during monti: nts
B gocigglﬁisizzi?iterviewed for edmission: Totel., . . .
: 8. accepted . - - e
b. not accepted . . ¢« o .

P Py r) o 4 L] L] L) 4 L] [ ] [} )

[ ] [ ] o ] ') Py ° °
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7. Patients under care re interview
. - ed regardi
eligibillty or rete: Total X e

8., continueqd under csre. , C e e e e e e . .
b. not continued under care,

* [ o ) ° P . . . °

[ ] 4 . Py

Number
C. Btarr during month: Full time  Part

8. Executives ang Supervisors

9. Case workers: Totel. . ., . . .. .. e e e e

&. assigned to in-patient and clinic services.

b. assigned to admitting service

10. Students , . ., . ., . . S T
@8. assigned to in-patient and elinic services,

b. assigned to admitting service , .

time

4 4 LN} . . 0 . o 0 . .

o o L) L] [ ] [

e e o .
e e e o o o

The plan for classifying closed ceses i.e. section A.4
provided for a subdivision of this section into two groups:

4. Discharged from service during month: Total, . . .
a. Classification AO [ [ ) o ] o o ] [ ] o L] L] (] L] [ 4 ]
bo All OtheI'S B (4-4&) . L . o [ [ . . . . . . [ .

Classification A was to include those patients to whom the medical
social worker had attempted to offer medical soclal treatment whose

problems result from the interrelationship of'medical

and socisl factors in the aree of the patient's i%i-l

ness: and that these factors_are of reel or potentia
' b/

significance to the patient.l

i h
The description of this group points out that the aim of the

ial worker is to assist the patient or petient zroup either
socia

by helping him to .
oreased self-understandinz end abi%ifyctgigeal
gain iner roblems; by giving help 1in reallz ngack to
with his pit . or,more directly, by brlnzlngt o
full ngigl zéaff an ewareness and an understanding
me .
g?ethe social situation.

hich social case work is accomplished are
y W

es b .
The process (1) & study of the patient ard

f o i. .
i a .

1 Ibido p‘ 6.
2 Ibido p’ 6.
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social Tactors,,..to determine needs end problems "for which

he desires ang will accept help from t he worker™; (3) soeial

treatment when.indicated. These elements oceur cortinuously

throughout the period that the patient is receiving care ang

do not take place in any sequence., The whole process implies
that

@ relationship of understandins ang acceptance exist-
ed between patient and worker....that the worker's
whole approach was one which made it possible for a
person to reveal his problem ang to accept help with
it. The social case record (whether or not it is a
part of the medical record) demonstretes the sabove
characteristics of the cases of this group,l

These criteria, incidentally, although unpublished, were the
work of the American Association of Medical Social Yorkers
Committee on Functions. Here again we have evidence for
stating that medicel social workers have tried to reflect the

thinking of the professionel group in their method of statist-

ical reporting. In order to facilitate accurecy in counting,

a daily tally sheet and a statistical card for each patient

accepted for service were recommended.

There are some omissions froam this report form which

the committee believed were in the interests of simplicity

but which it recognized might have to be compensated for by
ut w

individual departments. In the first plece, the committee re-
ndivi

ized that the revised form H-4 did not account for all
cogniz

tients served by @& department but bel
to be counted was broad enough to provide a
S

ieved that the defini-
pa

tion of patient ’ t d
t and valid national picture. I'o separate recor
significant

1 Ibid pp. 6, 7. (quoted in)
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was required of cases carrieg CO-operatively with other

social agencies nor of intra-department transfers,

In the Bulletin of the American Association of lledical

Social Workers already referred to, considerable discussion is

given over to explaining the attitude of the Committee on
Statistices to the change from the 1937 emphasis on case work
service to patients to a broader type of volume count. The

Functions Committee hag already decided thet

the essential characteristics of the so-called ‘brief
and intensive' cases appear to be the same, and that
any dividing line between the two probably is
arbitrary.l

The only help that the Functions Committee could give when
the Committee on Statistics raised the question of 'other
services' was to say that it had not studied the question! It
was the feeling of the Committee on Statistics thet the

previous plan of reporting had not given a true picture of the

total volume of patients served. Therefors, the definition

i 1d include both
stated above? was chosen in the hope that it wou

the medical social casework services which met the requirements

£ the criteria and the large group of fother services' which
o

the study of actual practice showed to represent a larce

If now compare Revised H-4 with the method adopted
we

. t of the M. G. H. in December
i service Departmen
by the Social Se

rediately impressed with the similerity in two
re imm

1937, we &

1 Ibid. Pp- 2.

2 Supra, P- 53.



Functlons, and used in Revised H-4 ip its Classification 2

are identical, Ang seécond, the M, G. H, pPlan recoenized that

medical socigl examination ang treatment cannot be two

(1933) bvelief was substituted, i.e. that patients receiving
'other recorded social services' should appear in a stetistical
analysis of a department's work. The 1939 Revised Form H-4
also returned to the earlier plen, but it did not ssk depart-
ments to show a distinction in their statistics between those
'cases' which met the criterie and those otherwise served. It
was the belief of the committee that such a distinction was

splitting hairs and therefore the unit of count chosen wes

'patient served’'.
When we attempt to evaluate the 1939 Revised Form-H-4

in the light of current concepts of function, We must recall

that Miss Bartlett's study of 1934 was the latest 'Functions

: vised H-4 believ-
Study' available, that the committee which re

ed that the original objectives of 1933 were still velid and

that the concept of the right of the individual patient to

r not he would accept the service offered was

decide whether o
e whole field of social work,

just beginning to permeate th
st our original premise that sociel statistics
n

Meesured agai
i.e. measurement of volume, and social

have a dual purpose,
the 1939 plan seems to &acc
ce that it mede any unique contribution

omplish the forrer but
usefulness,

there 1is 1ittle eviden
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to social research, Thus, while we may conclude that the

1939 plen more accurately measures volume of patients offered
service by a medical social service depertment than any other
plan hitherto established, we must look beyond 1939 for a

new method of statistical reporting whieh will fulfil the
other purpose. Since the year 1939 was the last year in which
the American Association of Medical Social Workers had a
committee on statistics, we would therefore expect that inform-
ation sbout further developments would have to be sought in
individual departments. In the next chapter we shall study
the accomplishments in the field of medicel social statistical
reporting in two centres of medicel social work, namely New

York City and Boston.



CHAPTER IV ol

m ap M) T
GROUP INTEREST DECLINES AND EXPERIMENTATION

BY DEPARTMENTS CONT INUES

In the bréceding chapter the Work of the Americen

Association of Medical Social Workers Committee on Stetistics

has been traced from 1933 to 1939, From that time to the time
Of writing (1948) there has been no Committee on Statisties in
the Association. But this does not mean that there have been
no further’developments in the field of medicel social
statistical reporting. It does mean that for evidence of
further developments we must turn to the work of a particular
department and of a group of departments, In this chapter it
1s our purpose to continue our study of methods used at the

M. G. H. during the period 1939 to 1944 and to study & method
of medical social statistical reporting developed by some
hospitals in New York City in 1943. These methods will be
evaluated against current concepts of function end sgainst our

original statement concerning the purposes of medicel sociel

statistics.
At the li. G. H. the plan devised in that hospital in

1936 was continued in 1939 with the exception that they no

1 tried to classify closed records according to the
onger

t
teria which the department had established in 1938 bu
criter o
total count of closed cases was kept. Beginning in
a to |
. he Chief of Social Service issued instructions
the

January 1940,

cerning the use of Revised d-4. In tuis she
f con

to her staf

comments:
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to comply with the request of
of'Social Agencies by joining
§v1c: Departments in reporting
Cs To the Federasl Children's
Eureau. The American Association of ledical Social
workers and the Children's Bureau have now agreed

on a simplified form much like th i
26391 € one we used in

our monthly statist

Revised H-4 was used by this department for the ensuing year
but in 1941, for the sake of having a clearer picfure of
comparative case loads as between workers and between clinics
and services, the term 'Active' and 'Inactive' of total
petients served and 'Transfers' to and from workers were added
to the llonthly Report Form. In the year 1942 an item 'iledicel
Relief' appears in the annual report but it was omitted in the
following years' reports. Meanwhile, in order to fecilitate
annual comparisons, the department continued to present its

statistics in the hospitel's annual report in the same form

as was begun in 1938,
Although the American issocietion of ledical Social

Forkers had no active committee on statistics, the Committee

on Functions did continue to try to gefire the purposes and

methods of caseé work in & medical setting. It was this

i k
i whi W sed as the basis for the boo
committee's material which W8S u

. ni " b
"S ispects of Social Casework 1n 8 redicel Setting" by
ome

d in 1940. She concluded
hich was publishe
Herriett Bartlett, W

ntral function of & socisl

i ce
that socisl casework 18 the

v ' i y trhe case-
d rtment and that this 1is jdetermired b
service deps

o the patient's needs and to the

i relate t
worker's ability to

ral Hosp ital, Social Service

Massachusetts uenetatistics for 1940.

S
Depsrtment, Instructions on
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Sh
€ stressed the fact that it is trhe socisl worker's

concept of social casework,

setting.

1ts approach and methods and her

ebility to adhere to these which establishes the focus.,.

Reflective of this émphasis, is the "Statement of Standards

to be Met by Medical Soecial Service Departments in Hospitals
end Clinies" adopted in May, 1936, revised in June, 1940, and
published in its revised form by the American Association of
Medicel Social VWorkers in 1941, ‘e resd therein thet:

Iledical Soecial Service has been developed in the
hospitel as a service to the patient, the physician,
the hospitel administration and the community, in
order to help meet the probler of the patient whose
medical need mey be aggravated by social factors

and who therefore may require social treatment which
is based on his medicel condition end cere,l

Further, they define function as:

Practice of medical social case work,
Development of the medical socieal progrem within

the medical institution.
Participation in the development of sociel and

health programs in the community.
Participation in the educational program for

professional personnel. 5
Medical social reseerch......

18] > N AV
®

[ 2

And with regard to statistical reporting:

service department should keep a
s of its recorded ceases. gog tsés
i the plan outline v e
e is strongly advised ) _
ggzgittee on Statistics ofoﬁge Aééé%iié?éefnd the
i ' . er
U, S. Children’s Hweey accordence with the special

i added ir .
?a§:£;:%5m§¥ gﬁe individual institution of waich the
n

social service department is & part.
n of medical socisl case work tre preliminary

oooooThe SOC
statistical count

In its definitio

atement of Standerds etc., OD. cit., p. 3.

1 A St

5 Tbid. D- %-

s Ipid. bPp. % O



reads: ot

ged}cgl Social casework invo
individual patient!

and needs in relati
medical social tres

ggllabora?ion With him and his physician, when
hosg Soclel needs ang interests affect éhe
Paysicel and mental health of the patient.l

lves g study of the
s 8001a} situation, interests
on to his illness, ané the

As we have seéen, these statements 4ig not alter the Revised

H-4 because, while they eappear in the revised edition of the
"Standards™, they are identical with the definitions in the

1936 "Statement of Standerds". The only chance made in the

1941 edition is the definition of Social Admitting which was
made with the epproval of the Committee on Functions. This

reads as follows:

The admission of patients to the in-patiexnt or out-
patient department of a hospitel may be considered
social aedmitting if:

(a) the administrative policies of the institution
permit reasoneble exercise of medical social

decision. ' '
(b) there is a study of the individusl peatient and

his problem in relation to his mediceal social need,
(¢) this study is regarded as a first step in
securing for the patient the mediceal socigl treat-
ment which his totel situetion may necessitate.

i ’ t two
I eems increasingly evident that these last
pgiits can be more adequately fostered and meintained
if social admitting like social review and follow-up,
is practised under the auspices of the social service

department.

Since these two studies referred to above were the most recent

statements in the period under our present study, with reeard
to the Association's definition of Function, they remain for

us a basis for eveluating gnsuing schemes,

l Ibido p' 4‘
o Ibid. ©p. 5.
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It
is now @ppropriate for us to turn to the work or

a grou i
g P of hospitals in New York City which we have chosen

as

an ex i i
ample of €xXperimentation in the field of medical social

+ . .
statistical reporting. 1In 1943, in the hope of improving on

the Children's Buresu plen for medical social statistics, the
first use was made ofa new method which had been developed

as a joint project of the United Hospital Fund of New York
andé the Russell Sage Foundation's Depertment of Statistics,

This project was undertaken at the request of the United

Hospital Fund

....:begause it had not be successful in obteining
statls§1cs of medical social work from_the depart-
ments in hospltals served by the Fund.

Concerning the purpose of the plen Dr. Hurlin has said:

The purpose of the plan is to obtain measurement of
the volume of casework service given by medical
social work steffs without respect to its quality.

And in an official stetement regerding the purpose of the

plan Dr. Hurlin says:

It should be noted especielly that the statistics
are intended to relate only to the social cesework
of the respective medical social work depgrtments .
rether than to the entire activity of their staffs,

By definition, social casework is:

a social worker in which attention
lem of a client for the purpose of
it. The definition excludes

t have the specific purpose of

Work performed by
is given to & prop
assisting in solving
activity that does no

r from Dr. Relph 5. Hurlin,

he write A
1 Letter tot Department of Stetistics,

Director, Russell Sage Foundation,
viarch 7, 1946.
o Letter from Dr. Hurlin,

Social Casework in New York

tistics of Medical C o
City 1924 Sg; Ralpn G. Hurlin, Russell oece roundetion, New

YOI’k, 1945. P 4.

June 19, 1944,




of the hospital or clinic such
as the genersal nanagement of g clinic, the keeping of

clinie reports, the routine follow-up of petients for

cliniec attendance, ang i ;
service 1 ) hospital or cliniec admitting

There are in this system two units of count: "case

° " (]
of service" or "the person in whose interest the work is done",

and "casework interview" on cases receiving casework service.

The casework interview is

@ personal contact by a qualified social worker with
@ person not a member of the casework staff, for the
purpose of providing casework service.2

Routine interviews in order to ascertsin whether a patient

has a problem requiring social cese work are not counted as
"casework interviews" unless a problem is found and work
initiated on it. Thus we have a new emphesis upon one of the
techniques of social case work, perhaps the most used technique,
for speciasl count. This emphasis on the case work interview
was believed by the committee to be an importent index to

the volume of medical social casework which had hitherto been

over looked.

ttempts
A "ease of service" is counted when "the worker a P

' i m of a patient,

n coping with the problem o
FO :;deétivepof the number of contacts that ihe .
éggic?pated, of the completeness of the service,

' 3
the probability of a positive result.

The method is based on data accumuleted by each worker

daily tally sheet and at the end of the month reported by
on a dail

1 Ibid. pp. 4, 5. )
2 Letter from pDr. Hurlin, June 1944.

' it., p. 9.
3 sStatistics of vedical Sociel Casework, op. ¢l P
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each department On a statistical form to the office of the

United Hospital Fund. The Russell Saze Foundation makes

monthly and annual énalyses of the date reported by the

Fund. The Monthly Statistical Form is comprised of four

sections:
1. Cases receiving casework service;
2. Social service staff;
3. Casework interviews on cases receiving
casework service;
4, Other interviews.

In order to obtain the required informstion three
types of statistical forms are recommended for use by each
case worker: 1, the medical social casework daily record;

2. the index card for alphabetical reference files; 3. the
statistical case card. Within the category of "cases" a
distinction is made between "Immediate Service Only" cases -
"casework service given in an initial interview without plan
on the part of the worker for any continuation of the service"

and "Continued Responsibility" cases - "a person served in a
first interview for whom the worker plans further casework

service," Thus it is possible to compare the ratios of

"Immediate Service" cases and "Continued Responsibility" cases

T
to the total monthly caseload. The movement of caseloads o

d
h worker is readily indicated and the movement of caseloa
eac

i i 1ess

but it
imple form than that devised by the Children's Bureau bu
simple i
serves a dual purpose of
well as to the Fund for inter-department
y as

being useful to each department

internall

comparisons.



index to the amount of interviewing and the proportion of this

which is done by the worker with the petient or patient group
= 1

with the physician, witn another socisl agency or with anynne

eélse involved in the social casework plan., It also shows

what proportion of interviewing is done by telephone. Section
4. makes it possible to compare the number of interviews held
On cases receiving casework service with those on 'not counted
cases' such as medical research, hospital sdmitting, etec.
While this type of information may be useful locally for
purposes of interpretation, community fund-raising, ete,, it
1s difficult to understand what value it would have if the
pPlen were used on a wider basis. Surely we have passed the
era when it was of national significance to know what propor-
tion of medical social casework interviewing was being done by

telephone or by workers outside the office, in another agency's

office, etc.
There is one basic criticism of the joint effort of
the United Hospital Fund and the Russell Sagce Foundetion. We

refer particularly to the definition of social casework therein

used:
is indi tudyy or trestment
i sework 1s individualized s y o
Soc;a;ogial worker of & problem affectins the gell_
bgina of a particular person for Ehe purpose 0
assigting in solving the problem,

1 Ibid. p. 17.
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Our criticism of this definition rests on the faect that it

is not a definition of medical social casework, It completely

overlooks the fact that social casework in a medical setting

is influenced by that setting. In the first place, it ignores

the fact that medical soecial work imposes on the caseworker

the obligation to work within the framework of a medical
institution, and under the leadership of a member of the medical
profession. The social caseworker who can accept these facts
sees them as strengths rather than as limitations and is enabled
thereby to focus on her function as a medical social worker.

The social caseworker who cannot accept them is so irked by
these restrictions that she becomes full of anxieties about her
own status as a professional person and impatient with
regulations which, to her, seém meaningless and sometimes even

ocontrary to her philosophy as & caseworker. In the second

place, if medical social statistics are to measurse volume of

medicael social case work, the definition ought to have indicated

the particular focus of medical sociel work, i.e. "the patient

whose medical need may be aggravated by social factors and who

therefore may require social treatment which is bassed on his

medical condition."l Miss Bartlett's study has shown cleerly

that the central focus of a mediceal social worker is social

case work but that the setting requires

.additional qualitie

s and capacities yhigh have
1y with success in establishl

ne and

to do particular

1 A statement of Steandards, OP-. cit. D- 9.
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meintaining & consistent f i thi
0 s
of a medical setting,l ¢us within the realities

According to the definition of the United Hospital
Fund plean we may imagine the medical social worker engasing in
casework on any problem affecting her patients regardless of
whether it has any direct bearing on the medical problem or
its treatment. Because of its failure to be specific, this
definition might lead one to believe that medical social workers
perform the functions usually ascribed to family caseworkers,
children's protection workers, child placement agencies, etec,
Let us grant that case work is case work wherever it is per-
formed and that the generic basis underlying all case work is
fundamental to medical, psychiatric, child welfare, etc. Yet
if we are going to try to measure the volume of case work done
in a particular setting, that setting sets certain limits to
the casework practised therein, and statistics of such case-

work must be based on a clear definition of what it is we are

measuring.

As we have seen, the 1936 "Stetement of Standerds"

i n
contalned a definition of medical social case work which, 1

d by the American Aissociation of }Medical

1944 was still use

i thet
Social Workers. This definition 2 emphasized the fact

i ness
i i d Out in
.IOH a“d d. l l S (:al'['le
*

n with hinm (the patient)

at this definition of medica

and his physician¥. It is

collaboratio i

p - [ ;.OSL,ltal

ial Casework in &

Bartlett, Some Aspects of og;
Chicago, 1940. PP 256, 2

64.

1 I_{; Iie
Medical Setting.
5 Supra P.
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Fund. If we accept the AA.M.S.w. definition of functior it

follows, that the Unitead Hospital Fund method of medical

sociael statistics is not a reflection of function as we con-

ceive it. On the other hand, if we accept the United Lospital

Fund definition of social casework we can say that this olan

does measure volume of sociel cases.

The United Hospital Fund method does not atternnt to
show volume of peatients served who are "not counted as cases"
although it does recognize that these "other services" are an
element in the work of the medical social worker when it asks
for a count of interviews on "not mede cases", Since these
are not considered cesework interviews why count them at all,

if the statistics are "intended to relete only to the sociel

casework of the ... departments rather than to the entire

activity of their staffs."l If these sre included in the
stetistics in order to have some idea of the proportion of

. . : S
caseworkers' time being used for "other interviews" wny was

there no provision made for measuring the amount of time each

consumed? The length of an interview may be only & metter of

a few minutes or as much as éan hour or more, therefore we con-

sider & mere count of interviews has little significance.

Lgain, we have concluded that the 1941 revised standards
. ?

is an ecceptable criterio
dical social stetistics reflsc

here fore would look for some reference

n eagainst which to measure the extent

t function. In a
to which me

statistical report, we t

In its definition of social casework, t-e

to Sociel Admitting.

cial Casework, OD. cit. p. 4.

1l statistics of Medical S0
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United Hospital Fund excludes "hospital or cliniec admitting

service,"

Admittedly the Plan was still experimental an? st the

time the 1944 report was made some weeknesses had already be-
come evident. Referring to our letter from Dr. Hurlin of

slarch, 1946, we find that he considered that this method hed

done a great deal to focus 2ttention

eoeeesbOth With§n the medical sociel work departments
and e}sewhere in the hospitels on the central
function of medical social casework......Probably the
weakest point in the plen is its failure to insure
comparability in identifying ceses of slight service.
This results in an important smount of incomparability
in ecount. Our use of the 'immediate service only'
category has not been successful, since some of the
agencies definitely ignore its defirition, I am con-
vinced however, that some division of the cese count
is desirable, for internel use, even if it is rot made
uniformly by all participeting agencies, If the same
differentiestion is not mede by all of the ezencies,
however, we should of course, discontinue publication

of the divided figures.

The writer's own impression, after having used this

method of statistical measurement at the Royal Victoria

Hospital, Montreel, for nearly two years, 1is that there is

1ittle to be gained by using this distinction between sincle

interview cases end those for which longer service is plenned.

i "] ' vice only"
Dr. Hurlin's letter implles that the "immediate ser v

ns] ight service only". But, as every cese-

case was a case of
a single interview may b

g" seems 1O belittle the quality of work

e a major service. The
worker Knows,

term "slight servic

and if so it is a negation of tr.e original purpose
’

involved,
e of casewoTrk

nto obtain measurement of the volum

of the plen
On the other hand,

,without respect to i

n in which a service 1is of fer

$s quality.”

service..
ed and used which

there are "ecases



t or
quality of service until terminated,

the 1939 Revised H-

This bringss us beek to
4 and its Ooptional clessification of cases

closed during the current month. But until there are some
well-established criteris for classifying casework, we do not
believe it worthwhile to subdivige total cases when volume of
cesework service is to be measured.

The writer's experience with the United Hospital Fund
plan has also convinced her that the use of 'casework inter-
view' as & unit of count for statistical reporting is of
little practicel value. Surely we can assume that sociel case-
work interviewing is teking place wherever casework is being
practised. By this time medical social workers are meking a
unique contribution in the field of social work and it is the

writer's belief that medical social statisties could ensable

them further to do so. Because of their focus on the ill

‘ . i what
person medical social workers are 1n a pos1tion to learn
’

ial
illness means to many types of people. The medical socise

worker. in collaboration with physicien end patient, ought to
]

be able to demonstrate what relationship, if eny, exists be-

1 l Ci -

e of social and emotional factors in 1

ation with the medical profession, medical

llness, Because
the rol

of their close assocl

social wo -
¢ of the
hich will contribute to a deeper understeandin:
ship whic

eople who seek help from & mediceal centre.
P

needs of
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On t i
he whole, if we compare the relative merits of the

Revised H-4 and the United Hospital Fund forms acainst the
Standards Committee's definition of Function, our conclusion

1s this. The Revised H-4 glves the better reflection of

volume of medical social case work, Each plan mizht aid in

the "development of the medical social progrem within the
medical institution" by meking it possible to compare ratios of
case loads to numbers of workers and movement of case loads so
as to gauge assignments, steff changes, etc., But neither plan
succeeds in being a clear reflection of function in medical
social work,

e have seen how, since 1930, the Children's Bureeu of
the United States Department of Labor carried responsitility
for collecting and analyzing date on medical social stetistics
from those areas participating in the scheme. as of June 30,
1945, this responsibility was terminated "because of insbility
to obtaiﬁ jnereased funds for strengthening and expanding the
program”.l At this time it was declded by the Community Chests

and Councils Ine., that they would continue the Social

Statistics Project and henceforth local supervisors in the

Chest or Council have been collecting the date and sending &n

annual summary of the key jtems on each report form (Revised

H-4) to the above-mentioned agency.

i minates Responsibility for
! rChildren s BureauTg:rChild. Children's Bureeau,

. c tics Project”. .
ﬁo?lZé-gzaEZ: Department of lLapbor. Vol. 10, No. 1, July 1945
niv

p. 10.
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At the time this letter wss written it was not known

how many of the forty-three cities participating in the Social

Statisties Project woulgd report statistics for tre medical
social field since mény did not heve organized medical social
service departments,

/e cannot expect Cpmmunity Chests and Councils to hold
themselves responsible for stimulating the thinkine of medicel
social workers who form only a small part of the social work
group. It seems unfortunate, therefore, that there hes been
no further attempt on the part of the American sssociation of
iledical Social Workers to sponsor a project in medical sociel
statistics. If medical social stetistics are to continue to
reflect the professional concept of function, it behooves the
profession to give the matter more serious consideration.

Perheps the Association will soon re-consider the importance

of again giving leedership in this area.
Let us return now to study further developments in

i ‘lv'io :" . Ho During
medical social statistical reporting at the I

th ars 1942, 1943 and 1944 the Social 3Service lepartrent
e ye ,

1 i - ration
i g tme nt

i 3z angd
er from Ruth Blumenthal, Community Chests =2n

' LettNew York, June 6, 1946.

Councils Inc.,



76

presented its statisties according to its own 1938 form in

the hospital's Annusal Reports. The latter vlen made it

possible to make comparisons over a longer period., Since
Soclal Admitting hss not been a poliey at this hospital,

Section B. of Revised H-4 did not apply there, Gradually, how-

ever, the members of this department became less satisfied with
Revised H-4. They beceme conscious that it did not fully
satisfy the 4.A.M.S.W. definition of function, i.e. thet it did
not adequately measure the significance of the work, it did not
contribute to the department's participation in "the develop-
ment of social and health programs in the community"™ nor did it
provide material for medical social research. In 1944, the
department began to consider how it might better meet these re-
quirements and set out to find a solution to the problem, In
the succeeding chapter we shall present & study of this method
of medical social statistical reportinc which ves devised at

the M. G. H. in response to these needs,
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CHAPTER vV
DEVELOPMENT OF 4 UNIQUE SYSTEM IN ONE DEPARTMENT: AN
EVALUATION AND A CRITICISM

Beginning January 1, 1945, & new plan was inaugurated

for gathering statistics concerning patients accepted for
case work service by the Social Service Department of the M, G.
H. This plan was the result of work done by a staff committee
on statistics, ang considerations by the whole staff, under
the guidance and stimulation of its Chief of Social Service,
Miss Ida M. Cannon. It was fortunate for the department that
it had at its disposal the services of lir. George Lozle, &
member of the group of conscientious ob jectors assigned to
the hospital, His graesp of the functions of the department
and interest in the problem of medical social statistics was
of inestimable value in developing the new pro ject.

In order to understand the purposes underlying this
new plan we shall quote from a statement made to the writer by
1

Miss Cannon.
Statistical evidence - a weakness in Medical Social

Work.

ined a position

al workers have atta.

.Medica%hzoggdern hospital with high standards fiial
oy sick accepts their service as essen .
care of B4e f Surgeons includes in its

e o
The Amer oot S t nt for our services in
andards a stateme : ;
p:;;izh:g s:ganization and function, Ve may well
T

ice has soO
faction in that our servi
;akedgggzsiizizd jts value as to warrant this

ar

1 October, 1946.
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recogni
thosgn;;io:; But such récognition on the part of
evolving mode in the forefront of our rapidly
ul1e serViern hospital with its growing sense of
Spon us o Cé and community obligation, places
Eopecial sgrious responsibility to meeé the test
homot o y is ?his'so for us Who, in the complex '
pltal orgenization, stand for maintaining a

close relation between
: the
from which our patients comg?spital énd the commnity

g;ebggosges us to look frankly at our weaknesses,

2 ese is surely our failure so far to get any
a quate means or method for measurement of our
Seérvice. Our Association has had seversal committees
in the past that have worked diligently to find a
satisfactory statistical method for medical social
service, I think we must honestly confess that we
ere far from attaining any adequate means of relat-
ing, by any careful measurement, our stated aims end
our accomplishment., Our failure is the more obvious
since we are so closely associating with a
profession that has highly developed scientific tests
for its accomplishments.

The Sociel Service Department of the lLiessachusetts
General Hospital, has been a party to both the
struggle to get at some suitable statistics and the
failures that have to be faced., We came to realize
that if we are to get an adequate measure of the
significance of our work, we must come to some con-
clusion, even if tentative, of those items that we
were to accept as units of count and then to make
clear definitions of those items. Ve must recognize
also that we must be always in a eritical ettitude
in regard to our efforts. It was in this spirit
that we decided in 1944 to try the experiment of
using the punch card system to help us in analyzing
the problems that our patients presented., Only
when we recognize the social problems that compli-
cate specific medical problems can we begin to S:;dy
with any degree of accuracy our contriputlon fg ce
care of the sick. Only as we get sp601f19 evidence
of the significance of environmental conditions as
can we be really effective in

d to sickness ; e
zzégging adverse community condltion:. hesm:gd
theorize about the somatic gffects s resseatients
strains in personal relationship fgr our g tients,
put where 1s ourl evidence? (sic) TWe are far,

‘ i ch to social evi dence, But
from &8 secientific approe& SO tomarc s

i e reason why wé sh
tgzzslgfmggsting our efforts in socisl treatment as
?t should be related toO medical care.

0 task 1s now tO examine this rexperiment’ which
ur
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began in 1945, to consider whether it fulfils the purposes
set forth ebove and to messure its purposes and results
agdinst the broader problem of this study. The new system

was devised so that it could be adepted to the already-existing
International Business Machine punch card system used by the
administration of the M, G. H. for records of purchases, store,
anesthesia and personnel. The method consists of a single

form to be filled out by the case worker for each individusl

"
accepted" case currently under care. As liss Cannon has

indicated:

The emphasis in this stetistical approcah is on
distinguishing between problems presented, rather than
on the measure of services rendered, Assumings our-
selves to be professionally treined and adequete
medical social workers, there is no need to justify
and count the services we render. It is the analysis
of our patients' problems and circumstances in which
we are interested, and for the coming year the data
itemized below will be collected by the workers on
the statistical forms for every "accepted" case the
general meaning of which has been somewhat changed.
The criteria for an accepted case are as follows:

1. Whether the petient referred has need for
assistance of a social case worker in &
difficulty related to his illness, and
o, Whether the case worker accepts responsib-
ility for helping the patient 1o meet, and
the doector to clarify, the problem. Accept-
ance of responsibility is implied if the
following case work processes have been gone
through:
(a) The securing of significent cata as
basis for judgment of need.
(b) The makinc of a judgment or evaluation
as to the patient's problems in relation
to the medical need. .
(¢) The taking of some a&ction in the lizht
of medical judgment, even if it be &
decision to cease further assistance,
reletive to helping the patient solve his
medi cal social problem,

In determining which cases are "accepted" ones,
the length of time which & worxer gives on one
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is not the essentiasl factor. The important

factor is in the uses of s
: pecial casework know-
ledge, judgment and skills.l ’

The forms referred to above are printed cards, five
inches by eight inches which call for identifying inform-
ation concerning the patient.2 Some of the items will remain
constant such as name (except in cases of women who marry
during their time of treatment), hospitel unit number, date
of birth, sex, color, etc. The form also asks for inform-
ation which, during the period the patient is under treatment,
mey change. For example, medical diegnoses, medical social
problems, worker, etec, Some of the informaetion may be obtain-
ed from the patient's medicel record and requires little
interpretation on the part of the worker. Some items such as
merital status, citizenship, religion, etc., might be filled
in by a clerk., But the two sections devoted to "medical
diagnoses® and spedical sociel problems" depend on medical and
social data which t he worker must supply. Thus under the
heading, "medicel diasgnoses” the worker is instructed to

select a maximum of three diagnoses.

j i i d diagnoses
Ma ior diagnosis first. Add 2nd anq 3r

oniy when they are important ones in the whole
medical picturs, and not if they are minor com-
plications of the major oné oOr generally of little

jmmediate consequence.

Under the heading nmedicel social problems” the worker is in-

structed to enter & maximum of eight, nroughly in order of

1 Massachusetts Genersl Hospitel, Social Service De-

partment Progrem for Statistics, December 10, 1944. p. 1

o Appendix. p. 92.
s Ibid. p. 9%.
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importance" (sic). The list is selective snd is not intended

to cover every POssible mediecal socisl problem, The follow-

ing criteria are éstablished for entering a problem on the

form:

(a) That it pe related to the illness situation.

(b) That it be & problem regerding which it seems
likely that patient or femily may need some
assistance and in relation to which the worker
will assume some responsibility,

(c) That es far s practicable the ma jor social
problems be entered first and the others follow-
ing in decreasing order of importance,

(d) Thet there be entered a maximum of eight
problems,

Each worker is supplied with a list of medicsal social definit-
ions which were chosen as descriptive of the most common
problems likely to be encountered.® The depertment spent some
time working on this before agteement was reached that the
terms chosen were most satisfactory, and even then it was
understood that after a period of use the list would be re-
viewed and some items would be deleted or some added, 1if
necessary. The committee studied available definitions of
medicel sociel problems, including those compiled by Gordon
Hamilton in 1930. Finally the committee decided to develop
its own definitions on the basis of five major groups:

1. Illness situation.

2, Attitudes toward illness.

Social situation.

Se
4, Physical environment..
5, Personal characteristics,

Ibid. p. 94
Ibid. p. 94

=
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kach of these wag subdivided into terms appliceble to an
individual patient'slparticular situation, For e€xemple, in

the section 'Illnesg situation' there are eight terms, each

defined in some detail as, Chronic illness -

cov ;
ﬁn:hl’“htghglplizigmnf care, in breeseniTiroioel,
pSychologscay aspect 1 nstitutions, economiec and
It is these subdivisions which are used when filling in the
statistical form. 1In order to assist the worker and to
esteblish uniformity in medical diesgnoses, only terminology
accepted by the Code Book, United States Public Heelth Service
is used., Only by using accepted terminology is it possible
to have any clear picture of the kinds of illnesses with which
medical social problems tend to be associated,

During the first year of its use, the system of making

a form for each accepted case required that the form be filled

out as completely as possible at the time of acceptance,
Workers were asked to submit them weekly. When the forms were
assembled they were coded by the department statistician. The
system of coding which was evolved in accordance with the
International Business Machine punch card system, consisted
of a series of code numbers that applied to each section of
the form and that were filled into the alloted spaces in the

lower section of the form.? When ell the forms had been coded

they were sent to the puncher who mede a punch card for each

form eccording to the code numbers thereon. The punch cards

1 Ibid., p. 94

of uniformity in codi "Occupations"
the code? uggg ggpggginitions of the United E%ates Bureau of

Census, Occupeational Code.
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were then filed for g permenent record.

Once a statistical form had been coded and s punch card
made for it, the upper left hang corner was clipped by the
coder and the form returned to the worker to be used for further
reference and for the addition of information. %hen inform-
ation was either added or changed, the worker drew attention
to this by noting on the back of the form which item had been
changed or added or, in the case of closing date, the date of
closing and duration of the case was recorded. The form was
then returned to the coder whose responsibility it was to see
that the punch card was kept up to date and, for closed cases
that the upper right hand corner of the form was clipped. In
the case of 'closed cases' which were re-opened a new
statistical form was made and a new punch card was filed with
the 0ld one. At the time of inauguration of this new plan,
statistical forms were not made out for cases carried over
from the previous year, but forms were to be made for cases
re-opened in 1945 which had been closed in previous years. At
the end of the yeer, December 1945, all forms were turned in
Those ready for closing were coded and clipped

for éoding.

accordingly, those to be carried over into 1946 were &lso

coded end clipped. All cards were then returned to the

respective workers.

At the end of the year the department statistician

compiled an analysis of the data coded on each card and each

worker was presented with an analysis of her own case load.

It is to the summary of the year's analysis that we must turn

to evaluate this new method of medical social statistical re-
o
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porting.

According to the Statistical Analysis compiled by

the department's statistician for the year 1945, there were
2,639 cards filed by the department. In some cases inform-
ation was not given for eech item, but we have a record of the
number of patients for whom information concerning an individual
item is missing. For example, from the 2,639 cards we have
informetion &bout the ages of 2,612 patients according to ten
year eage groups. This is a significant total and from the
statistics concerning this group we are sble to obtain a
picture of the trend of ages in the department's case load. 1In
Figure 1. we have a graph showing the age distribution in ten
year age groups.l According to the figure we see that in order

of frequency, the 10-20 year span is the largest group of
patients served by the department. The second largest group

is the 50-60 year span and the next largest group is the 30-40
year span, As might be expected, the smal lest group is that
of the 90-100 year span, Thus, if we disregard for the moment
the large group of children, we are impressed with the fact
that there is a preponderance of middle-aged people being

served by the Social Service Department at the M. G. H. One

would conclude that the workers in such a department must be

particularly aware of those problems peculier to the middle-

aged in the population and that as a result of their experience

they might be well acquainted with resources for meeting these

needs.

1 See Figure 1. p.84-b
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Table I  Age Distribution of 2,612 Patients(2) at

Massachusetts General Hospital, Boston, 1945(b)

Age in Years Number of Patients
Total 2,612
it

0-9 261
10-19 473
20-29 296
30-39 346
40-49 327
50-59 349
60-69 299
70-79 198
80-89 58
90-99 and over 2

Based on un ublished analysis of stat@stics concern-
(=) iig 2,639 ngrsons referred to the Social Service
Bepar%mentt Note that information was lacking for 27

persons. o
(b) All patients in the Childrent's Medicel Clinic were

interviewed by the social worker.
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Again, from the punch cards we have information re-

garding the sex and colour of 2,634 patients and we find 1,354
white, female patients, eng 1,242 white, male patients ss
against 14 black, female patients, and 21 black, male patients,
We also have information regarding the clinic or hospital
service in which 2,553 patients were being treated et the time
of referral, Of these, 1,414 ceses were "in the house™
(General Hospital, Baker Memorial and Phillips House) and
1,139 were in the clinies, Of these 366 patients ™in the
house"™ were on the Medical Service, and 210 were on the
Surgical Service. It is also possible to make comperisons be-
tween the medical social case loads in the specislized services
such as Arthritie, Thyroid, or Diabetic. In the Out-Patient
Department, the service having the largest number of cases is
the Children's Medicael with 208 patients, while the Neuro-
medical is the second largest service with 164 patients,

Medical and Surgical Outdoor services had 141 end 52 cases

respectively. Of the 2,584 cases where information is given

regarding the individual or the egency which mekes the referreal,

2,137 were referred by a physician, 129 by an outside ezency

and 95 by the patient himself. Information regarding the

patient's marital status, citizenship, religious effiliation,

occupation, education and household data such as residence,
’

pe of dwelling he occupies and with how many people he shares

ty

it, is also available. In closed cases information is avail-
?

ble as to duration of the case from one day to twelve months;
a

two months is the most frequent period for the 1945 case load.

The unique contribution which this type of statistical
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reporting makes to the field of mediecal social statisties

is, that for the first time data are available concerning

patients from two points of view., That is, we now have easily

accessible social data such as 8gé, sex, marital status,
occupation, medical social problems, etc., for a larce number
of patients who present a wide variety of co-existent medical
diegnoses. It now becomes possible to correlate medical
diegnoses and medi cal soecial problems, This would be the
logical next step. It was the hope of those who devised the
method that this form of tabulation would stimulate both
medical social workers and physicians to use it for research
purposes. In order to see these possibilities more clearly
let us now examine more closely the analysis of the first
year's stetistics.

Some of the most interesting facts that this method
of medical socisl statistical reporting reveals, are those con-
cerning the medical social problems of patients receiving the
services of the Social Service Department. Table II and
Figure 9.1 j1lustrate the percentage distribution of the
fifteen most prominent medical social problems during the year,
Of the 2,554 patients about whom medical social daeta are given,
1,072 cases or 17.3 per cent presented problems of Chronic
Next in order of frequency are the 587 patients or

Illness.
9.5 per cent for whom Convalescence was & problem which needed

the help of a medical social worker. Third in order of

frequency are the 544 cases or 8.8 per cent who had problems

1 See pp. 86-A,86-B.
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Table IT Percentage Distribution of The Fifteen Most
Common Medical Social Problems Observed at Massachusetts

General Hospital, Boston, 1945 (2)

Medical Social Problem Freggency PS- gift
Problem Problems
Total 6,209 100.0
Chronic Illness 1,072 17.2
Convalescence 587 9.5
Family Relationships 544 8.8
Financial Problem 476 7.7
Patient's Attitude 463 7.5
Handicap (Physical) 368 5.9
Costs of Medical Care 343 5.5
Isolation 290 4.7
Family's Attitude 277 4.5
Occupational Adjustment 220 3.5
Personality 198 3.2
Living Conditions 192 3.1
Remoteness 158 2.5
School Adjustment 140 2.5
Problems of Material
Responsibility 115 1.9
Other Medical Social
Problems 766 12.1

tudy of 6,209 Medical Social Problems in
(®) gaggg gﬁsZssreerred %o the Social Service Department.
9 C

Note that an optimum of eight problems could be used for

eacn case.
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Figure 2. Percentage Distribution of The Fifteen Most

Common Mediczal Social Problems(a) Observed at Massachusetts

General Hospital, Boston, 1945 (b) )

Medical Social Per
Problem Cent
0 5 ___1o. 15 20
Chronic Illness 17.3
Convalescence 9.5
Family Relation- 8.8
ships
Financial Problem 7.7
Patient!s
Attitude 7.5 1
Handicap (physical) 5.9
Costs of Medical 55
Care
Isolation 4,7
Family's Attitude 4.5
Occupational
Adjugtment 8¢5
Personality 3.2
Living Conditions 3.1 |
Remoteness 2.5
School Adjustment 2.3
Problems of Material
Responsibility 1.9 1
11 ner Medical
é%%igin§¥o%f%ms 12.1
—  1e 15 20
0 5 Per Cent

. \_ . P4 3 H?Sed ~S"Ao

or figures on whaich tals graph 1s 522ed. P

gag See §ab§eaI§t§dy ofg6,209 Medical Social Problems in 2,639
b) Basec 2 ed to the Social Service Departuent. Note that

cases referrf eignt problems could be used for each case.

an optimum O
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of Family Relationships. As might'be expected, Finencial

Froblems form the next group, while Patient's Attitude,
Hendicep, Costs of Medical Care, Isolation, Family's
Attitude, Occupation, Personality, Livine Conditions, Remote-
ness, School Ad justment, angd Problems of Material Responsib-
1lity follow next in rank of importance, Figure 2,, the bar
diagram, mskes it possible to visualize the rank order of the
frequency of any one of these problems, For example, the
problem of Chronic Illness is almost ten per cent more
prevalent than problems centering in the patient's attitude.
The original figures assume a new importance when we see their
relative values in this way.

Now let us turn to the tabulation of medical diagnoses
made of the year's case load. Teble III and Figure 3.1 show
the percentage distribution of the eight most frequent medical
diagnoses appearing in the case load of the Social Service
Department of the M. G. H., during 1945. This group comprises
Pifty-four per cent of the total 3,231 diagnoses out of a

possible 7,917 diagnoses, i.e. allowing a maximum of three

diagnoses for each statistical form., The largest diagnostic

group in which medical social problems are present is

Carcinoma. This group of 431 cases, or 13 per cent of the

total 1945 case load, includes cancer of the buccal cavity,

the pharynx, of the digestive organs, of the respiratory

system, of male &nd female genitalia and other specified forms
’

of cancer Second in frequency of diasgnosis is the group of

246 Cardiac Diseases, 7.6 per cent of the year's case load.

1 See pp.8r-a87-B.
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Table III Percentage Distribution of Eight Most

Frequent Medical Diagnoses Appearing in Caseload of Social

Service Department, Massachusetts General Hospital, Bn<ton
s
1945(a) ,

Frequency Per Cent

Medical Diagnosis . of of all

Diagnosis Diagnoses
Total 3,231 100.90
Cancer 431 13.0
Cardiac Diseases 246 7.6

Central Nervous

System Diseases 220 6.8
Respiratory System 210 6.5
Circulatory Sustem 203 6.3
Ill-defined Diseases 139 6.2
Arthritis 129 4,0
Tuberculosis 119 3.7
A1l other diagnoses 1,534 45.9

1 1 i in
a) Based on an analys:Ls of 5,251‘d1agnoses OCCLII.'I' L.Ng
( ) 2,635 casesS. Note that a maximum of three diagnoc<es
2>

could be used for each case.
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These include rheumetic heart disease, the largest of the

group, hypertensive cardio-vascular disease and other heart
diseases. The third largest group of diagnoses or 6,8 per
cent are those of the Central Nervous System, This group,
220 in all, includes central nervous system inflammatory
diseases, intercranial lesions and a large group of other
central nervous system diseases such as epilepsy, reading
disabilities, etec. The next group in order of frequency is
Diseases of the Respiratory System, exclusive of the common
cold. The 210 cases in this group, or 6.5 per cent of the
total case load include diseases of the pharynx and lerynx,
bronchitis, pneumonia snd other respiratory diseases. Hyper-
tensive vascular disease and "other diseases of the arteries,
varicose veins, and haemorrhoids, etec,", make up the group

of 203 cases of diseases of the Circulatory System, This is
6.3 per cent of the total, The Ill-defined Diseases totall-
ing 139 cases or 6.2 per centy, ranks sixth in order of
frequency of medicel diagnosis. This is & surprisingly lerge

group and of greater significance socially as well as medic-

ally thaen we might have expected. The group covers those

ni1l1-defined diseases" which are sometimes termed psychogenic.

A glance at the diagnostic classification of the patient load

of any large medical institution might suggest their

significance to the medical profession from the point of

resent the petients whose complairts

numbers alone. These Irep

ve no physical pbasis but whose

Since the hospital 1s the
it behooves

personal problems are
seem to he

ymptons.

focussed on physical s
nese people turn for help,

logical place 1O which t
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the hospital to provide the means of securing that help. It
may be that the physician is not the person nor the clinic
the most eppropriate place in which treatment should be given.
This is exactly where joint consideration by the physician
end the medical social worker in collaboretion with the patient
is needed. The medical social worker's training has taught her
how to give help, either by assisting the patient to accept her
own case work skills or by facilitating his referrasl to the
appropriate resource in the community. The patient thus helped
is prevented from exploiting the medical center and is offered
the assistance which he really needs. The group of 129 Arthritis
cases ranks next in numerical importance with Tuberculosis,
respiratory and other types combined, coming close behind with
119 cases,
It should be noted that in tebulating the incidence of

medical diagnoses, no distinction was made by the statistician

between primary diagnoses and other accompanying diagnoses, at

the point of referral. Thus we cannot say that the 431 cases

of cancer represent 431 cases accepted by the Social Service

Department whose major medical social problem was focussed on

this diagnosis. But we can s&y that 431 cases accepted by

Social Service for social case work had this diagnosis.,

for each of the other diagnostic groups, we can
¢v with which

Similarly,
mbers represent the frequen

only say that these nu

the patients receivin® medicel

a given diagnosis occurred among

social case work. when viewed alongside of date on medical

cial problems however, We pbegin to see & possibility of &
socl N .
stic groups and the co-existing redical

correlation petween diagno
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social problems,

By using Figure 2. ang Filgure 3. it is possible to
compare the distribution of the two sets of problems, medical
end social. It is important, of course, to be eware that
correlation does not imply causal relationships., If this were
the case, we would firg ourselves saying, 'why, yes, of course
a high cancer rate woulg naturelly be correlative with a high
incidence of problems of chronic illness.,' Equally false, yet
apparently sound conclusions may be drawn by attempting to see
causal relationships between other diagnostic groups and
correletive medical social problems. For example, the two
sets of bars follow much the ssme pattern except that the
frequencies of medical disgnoses are lower all along the line
than those of medical sociesl problems. But one might be in-
clined to conclude that because Tuberculosis and Isolation are
each in eighth position they may have a cause-effect relation
Yet there is no evidence in this material to

to each other.

bear this out. It might however, sugrest a need for reseerch

on the question. According to the medical sociel definition,

'isolation' means; 'separaticn from femily and intimate group,

homelessness, lack of "primery group", broken home,' Again,

we find skin diseases and problems of school adjustment rank-

ing fourteenth on each scale. Yet we canrot, without further

~
evidence say that most skin diseases cause or are relatec to

problems in school adjustment or conversely,
use or are releted to skin diseases.

that most school

ad justment problems Cé&

Naturally, the createst value of these statistics
’

depends on the menner in which they are used and care should be
P ¢
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teken to avoid meking 'sweeping géneralities' such as the

above examples. On the other hand, it will be possible to

sort out the punch cards according to the diagnostic groups

in which eny given medical or sociel problem exists ang study
the matter in deteail by referring to the case material about
each patient thus represented,. Only thus will it be possible
to ascertain whether there is a causal relationship between
the two. For instance, it is possible to select, for any given
period of time, all the cases in which Rheumatoid Arthritis was
@ diagnosis and in which there existed problems of the Femily's
Attitude. Ve might then examine the case material correspond-
ing to each punch card and determine fn which of these cases
Arthritis wes the major medicel problem and whether there is

a relationship between the major medical and socisel problems.
We might wish to make a study of the cases in which problems

of Chronic Illness were co-existent with Financial Problems or
with problems created by the Costs of ledical Care. The ways
in which problems of Chronic Illness are complicated by

Financisl Problems might well be demonstrated by such a study.

The question of the need for the community to finesnce plans

for the care of the chronically ill might be evaluated against
other findings, e.g. adequacy of facilities even if financing

the plan were no problem.

A study of the nousing of patients would be possibile

from the point of view of any of the other problers or feacts

on the cards For insteance, it would be possible 1o select

h A ,8.
the number of patients living in overcrowded housetolls, 1
and of this group %O select

more than one person per room,
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those with & diagnosis of Rheumetic Fever for whom con-
valescent plans had to be referred to the medical socisl
worker. Another such study might be made of the incidence

of problems of occupational ad justment in patients with Rheum-

atic Heart Disesse,

In addition to the above-mentioned informaetion, we
have a meens of knowing more about the patient group according

to their cultural backgrounds (depending on the nationality of

1

the mother), birthplaces, and residence, Thus of 2,597 patients

having birthplace reported, 1935 were born in the U.S.A, or in
U.S., territory; the next largest group were born in Itely, while
127 were born in Canada (English) and 27 in Canada (French).
Comparing national backgrounds, we find 2,492 reported -

1,136 U.S. and U.S. territory, 335 Italian and 182 Canadian
(English) and 71 Canadien (French). As for residence, we find
2,632 reported with 1,257 from Metropolitan Boston, exclusive

of Municipal Boston, 822 from lMunicipal Boston &nd only 16 with

foreign residences.
The accumulated statistics glso give us an opportunity

to analyze the occupations of patients as well as the industries

in which they are employed. In 1945 there were 2,221 occup-

ations reported. This total includes 117 pre-school children,

ionel
518 students and 504 nousewives. The largest occupation

nOperatives and Kindred Workers” which in-

group was that of
. These

ludes 22 cheuffeurs, 14 welders, and 10 dressmakers

c

are the first three sub-groups in order of frequency.

1 See Appendix DPDP. 115, 116.
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"Clerical, sales apg kKindreq workers" is the second largest

group. The three lergest Sub-groups are: 59 clerical workers

(not elsewhere classified), 24 Stenographers, ete. and 22

salesmen., The thirg lergest occupational group is "Service
workers - other" i,e, exclusive of domestic Service workers

and protective workers, The three most frequent sub-groups

of this category are 29 Servants, exclusive or private families,
27 waiters and waitresses, and 17 janitors or sextons, meking

a total of 156 workers.

Among the 682 reported industries, the largest number
of patients, a total of 230, are in the manufacturing group.
The three largest sub-divisions ere: 34 ship-builders, 18
electrical workers, and 13 printing workers, The second largest
group of patients are those 115 in Trade. Among these, em-
ployees of eating and drinking places, food, except dairies,

and wholesale trades form the largest sub-divisions. The third

largest group of patients which totels 86 persons, comes from

the professional services. These include medical services,

educationsl services, charitable and religious work.

One of the advantages of the punch card system lies in

1
the speed end exactness with which the cards can be sorted.

It is thus possible to sort the whole group of cerds for one

year very quickly in terms of any combinations of categories

desired Thus if it seems wise in the interests of administrat-
esired.

i licy, to discover how many taccepted cases' in the depart-
ve po )

om outside
ment were men over 65 yeears of age who came fr

They can be sorted by the machine at the rate of
1

400 cards per minute.
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Metropoliten Boston who hag problems of convalescence, this
information coulqd readily be obtained, The cards might first
be sorted on the basis of residence, then in terms of medical
social problems, then adccording to age, sex, etc, Or, if we
wanted to know how many mere merried women under 35 years of
age, having a medical diagnosis of Functional Digestive Dis-
turbance and a medical social problem of making plans for the
care of dependent children, the same ease of selection would
be assured. It would be équally easy to discover from which
municipalities we have the largest number of patients and upon
this basis work out a plan for division of case loads among
the workers. Or, if the problem of relationships between the
Social Service Depertment and other community agencies were
to be studied, there is material available concerning sources
of referrals i.e. outside agency, patient himself, physician,
nurse and dat®@® concerning communities from which patients come,

Such a study as this might bring out the fect that a large

number of petients using medicel social case work come from a

certain community. This information could then be used to

point out the need for closer working relationships with
agencies in that community or it could be used as a stimulus

for seeking improved facilities in that community,

Perheps the most fruitful type of research will be

. _ N
b 3 on information about medical diegnoses and co-existen
ased o ,

medical social problems. %e know as yet relatively little
about medical social problems., A% least a degree of uniform-
ity is achieved by havine a set of definitions to wich the
worker can refer in order to have consistent terminology on
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the statistical forms. As we have seen, the list of medical
social problems is not exhaustive and there is adequate space
for additions to be made. On the whole, the workers have
expressed general satisfaction with the definitions and, as

they have become more familiar with them they have tended to

use them with greater ease,.

There is always a danger that the 'filling in' of forms
will become perfunctory, that because there is a 'must' in-
volved, workers who feel pressed for time will make hasty &nd
unsound judgments regarding the classification of their
patients' medical sociel problems., If we were to evaluate the

validity of the definitions, a study might be mede of a sample

group of each worker's forums. Recorded materisl for each case

thus represented could be used as the besis for checking the

judgments made about each medical social problem. Should it

be discovered after analysis of a sample of recorded cases

that markedly different results of medical social classific-

ations were produced, several conclusions might be reached.

In the first place, inadequate definitions of medicel social

problems might account for differences petween the original

classification and that made by the research worker. In the

second place, if, as We have suggested, hasty judgments had

poor use of the definitions might also lead to in-

been made,

n classification. In the third place, 1if case

consistencies 1
ate to give a clear picture of the

recording has been inedequ

nt account for discrepencies. EY the time

situation, this mig
r two or three years it should

this method has been in use fo
Unless those who use it cen Sseéé trat it is

be gvaluated.
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producing significant results, a lack of interest in using it

ey become a ve ji
may ry real hazard, Ve have to see to be convinced

We cannot expect workers to be enthusiastic gbout a project
in which their efforts are merely a means to an uncertain end,
Some student theses have been based on material in-
volving this method of statistical reportinz and the con-
clusions of these ought to be made known to those whose work
made the studies possible. The practical use of this method
must be demonstrated if the plan is to fulfil the intentions
of those who originally devised it, Perhaps in the near future
it will be possible to have a member of the Social Service
staff assigned to a study of some of the data in order to bring
it to the attention of the members of the department, to other
hospitel personnel and particularly to those of the medical
staff who are most closely related to the medical problems,
Although one of the factors influencing the develop-
ment of this plan was that the International Business Machine

punch card system was already in use at the M. G, H,, the success

of the method is not dependent on it. It 1is conceivable that

a modified form of this method of medical social stetistical

reporting might be adopted elsewhere without sacrificing its

fundamental principles.l This would make possible more wide-

spread use of the method. One can foresee possibilities of

g among the medical social workers in a community

joint plannin
Some of the studies

where each department used this method.

1 Punch cards are mede for the registers of Stete

i i but
i es in the United States,
Crippled children’s pgogﬁggTe way by running @ knitting needle

' ' e in
:giggggogh;shgigs made for the required code number,
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already suggested as possible for one department would be
immensely more valueble if they were based on findings from
a group of hospitals. If one hospital can say that the most
frequent medical social problems associated with the diagnosis
of cancer are defined by the term Chronic Illness and if
several hospitals in the seme community made the same report,
surely this would be an indication of the need for a study of
existing facilities to meet the needs of the chronically ill.
Similarly, physicians who are interested in problems related
to the care of patients in any one of the diagnostic groups
might ask for & study of these with a view to increasing
their understanding of the needs of these patients, to mek ing
better use of facilities for meeting these needs, and, in the
long run, to improving the over-all cere of their patients.

It is encouraging to find in this method of medical social

statistical reporting, a means 1o some objective evaluation

of the theories concerning the cause-and-effect relationship

between disease and soclal problems. One of the beliefs con-

i ly occurs among
cerning Rheumatic Fever 18 that it generally

ve in over-crowded, damp homes, 1i.e. that poor

people who 11
' d
housing generates Rheumatic Fever. By usinz the punch cer

method it would be possiblé to make a studv of the relationship

g and Rheumatic Fever and thereby either

between poor housin
substentiate oT disprove the above-mentioned theory.

hough the material for this
r 1945, it may be helpful to note sub-

study is limited to
Alt

i ea
statistics for the ¥
r he plan
t changeés which have been made in the rethod. As t P
quent ¢ g
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was’first developed, each worker was to fill out a form f
| or

each accepted case at the time when the case was accepted and

the form was to be coded "not later than one month after the
'date of referral'", During the first year of its use, it be-
came clear that it was often impossible to secure ell the date
within this time, and that to save both the worker and the
statistician it might be better not to code any of the forms
until the case was closed., At that time all the available
information could be filled in and only one coding would be
necessary. There is however, & possibility that by postponing
the filling-in process until closing the worker will omit some
of the earliest diagnostic or medical social problems which
during the time the case has been open have been modified or
ruled out. It would seem as important for the sociel worker
to record these early impressions as it is for the physician

to record his 'impressions' in the medical record.

Again, when the 1945 plan was inaugurated at the M. G.

H., it was assumed that an annual report of the actual number

of patients receiving caseé work service would easily be obtain-

ed from the count of each worker's statistical forms. In

a count of tnot made cease
But decision es to

addition to this, s' would be avail-

rker's Intake Book.

able through each WO
be made in one interview, For

status of a case cannot always

rms were not always turned in at the beginning

this reason fo
of case work service and the monthly count of each worker's

unreliable indication of her ¢
re decided that, beginning Jenueary 1,

ase loead,
forms was &an

It was therefo

atistical for:x for each

1948, each worker would turn in a st
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accepted case within one month from the date of closing. Each

worker would also report on her monthly turnover of cases and

on the number of 'not made cases', For the purpose of this

count a uniform report form was devised, This report form com-
prised nine sections. According to the clinic or hospital
service in which the patients were receiving treatment at the
time of referral, the case count was to .show the following
facts: the number of cases carried over from the previous
month; the number of new cases; the number transferred from
other workers; total cases handled during the month; the number
0.f cases closed; the number of cases transferred to other
workers and the totel number carried over to the next month,
The number of Intake Only or 'not made cases' was also request-
ed. This means that now there is a count of actual numbers of
patients to whom medical social case work is being offered,

and the number of patients otherwise served by the department.
In addition, there are medical social data concerning the
taccepted cases' which has hitherto been lost in the mass of

case material and never before available with such ease and

uniformity.
On Merch 17, 1947, the following bulletin was issued to

the staff of the Social Service Depertment, at the M. G. H. &s

a result of the work of a staff committee on stetistics:

ffective the
e the present system more € \

ks tee gakes the followingc recormsnc-

f£f for their approval:

In order to
Statistics Commit

ations to the ste
ach worker in closingbcases
i 14 be re-

i sential. The case load shou
gigﬁgglgtl:hgsend of each month to determine which

e succest
e closed and handed in. e cg
gﬁggsasgzgédbg tclosed! when the social worker has

1. The co-operation of e
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decided to teke no furthe ibi
. I responsibili
activity unless a new problem Srises. vy for casework

2. When a worker transfers @ case, the statistics card

should be handed to the secong
i work &
is asked to accept the case, TXOT &t the time she

5. The following items should be filled in before a
card can be coded: neme, unit number, birth, date or
age, sex, color, referral data, date of refefral
status of case, worker, residence, diagnosis and,
medical social problems. As meny of the other items
should be filled in as possible.

4. The Statistics Committee plans to revise definition
of "medical social problems", Any suggestions will
be welcomed., Criticisms of the monthly report sheset
are also invited.l

On April 3, 1947, the Statistics Committee reached the

following conclusions:

It was decided that the monthly report form is
satisfactory except that the column for new cases
should be divided to separate 'cases re-opened for
second time this year' from &ll other cases,

The definitions of Sociel Problems were reviewed for
the purpose of eliminating as many as possible., The
following recommendations were made:

1. Dietary Problem could be eliminated since the
social aspects of this problem are also included udder

some other heading such as Financial Problems.

ould be eliminated since this is really
Speciel problems releted to prenatal
der some other category.

2. Pregnancy ¢
a diagnosis.
care could come un

Material Responsibility could be
3. IO ol of Femily Responsibility, Illness

o Problems
gﬁagﬁng:mily could then be included under insteed of
in, a separate category. (sic)

4, Borderline Psychiatric Problems could be eliminated

and included under Personality.

i Miss Joan Pinanski,
tter to the writer from r )
Chairmanl Sifo Statistics Committee, Social Sigzéce Depart
ment Maésachusetts General Hospital, May 17, .
’
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5. Remoteness shoulg be chan | 1

ged to Transportation,
Other problems of remoteness usually come under
Isolation. It was relt thet trensportetion is such

an important problem that a separat
be provided for it, parate heading should

eliminateq and included under Physical Handicep.,. This
category is used less frequently than eny other,l

So far as the writer has been able to learn, there have been
no further changes in this plan,

In view of the fact that one purpose of the new method
of medical social statistical reporting was to provide a means
of recognizing 'the social problems that complicate specific
medical problems', we meke the following suggestions: that a
change be made on the statisticel form so that it becomes
possible to indicate which medical social problem is related
to each medical diagnosis. Thus, if cancer of the breast is
the major medical diagnosis, there ought to be some indication
of the medical sccial problems which ere related thereto. At
present the statistical anealysis of the year's case load shows
only the frequency of diagnostic problems but it does not

indicate the frequency of major diagnostic problems. For

exemple, we know that in 1945 the Social Service Depertment
b

of the M. G. H. accepted 431 patients for cese work service 1in

seen
which cancer was a medical diagnosis, but as we have ,

there is no way of knowing whether this was a major diegnosis

the
in each instance., Therefore, if our material is to show
lems to specific medical problems,

relationship of social prob

t be specific as %o which medical problem is of mejor
we mus

1 Ibid. p. 2.
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importance,

The writer also sugcests that further consideration be
given as to the possibility of eliminating some data from the
statistical forms. During the first year of their use certain
1tems on the forms were omitted with such frequency that one
is inclined to question the validity of continuing to use
them., Of the 2,639 forms turned in, 1,558 lacked informetion
as to the number of rooms in the household; 1,396 lacked in-
formation as to the education of the patient and 682 lacked in-
formetion as to the number of children in the household.
Likewise, there was no information concerning the type of
dwelling end number of members in the household on & consider-
able number of forms. It is the writer's opinion that if these
items continue to be frequently omitted, the department ought
to consider the possibility of discerding these terms alto-
gether.

In addition to these changes, a further change in the

definitions of medical social problems might meke for greater

clarity. The frequency with which the writer has encountered

marital problems co-existent with illness situations has led

her to the conclusion that a separate heading is needed in

order to record it adequately. At present the term 'family

must be used but one has the impression that

The

relationships'

this is too general a term for such a specific problem,
term 'chronic illness' is not clearly defined as a medical

social problem and this vagueness leaves too much scope for

disperity in interpretation.l Since the problem of the care

1 Supra. p. 82,
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of the chronically ill is becoming the concern of many people
in the community as well-as of medical social workers and
physiciens, it is particularly important to establish a
definition of the term 'chronic illness' which will be gener-
‘ally acceptable, The present definition fails to set limits
on this term from the point of view of time. In other words,
we do not know what & chronic illness is,

The whole problem of the use to which all the data are
put is a serious one. In the first place, before trying to
interpret the findings, we must realize that the material was
collected under different conditions. ZFor example, our
analysis shows that during the yeer 1945 a totsl of 2,639 cards
were filed, representing roughly the sasme number of people,

Of this number 473 were young people between the ages of 10-19
years,i.e. about 17 per cent of the totel patient load of the
department, At first glance this would appeer to be an un-
usually large proportion for a general hospital, but when the

figures are read in the 1ight of the fact that the policy in

the Children's Medical Clinic during this period was for 1Q0

per cent coverage, oOne reslizes at once why the case load for

young people of this age is larger than for any other age

group Again, if ome compares cases only on the basis of their
source of referral, the neuro-medical clinic seems tc be the

source of referral for the second largest group of clinie

tients Once again, however, a knowledce of the administrative
pa .

policy of this clinic tempers the conclusions thet one would

otherwise be tempted to make. TLCuring 1945 there wes 100 per

t eest coverage by the medical social worker in this clinic
cen g
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also. Because the largest age group is 10-19 years, one
would be inclined to assume that the most frequent diagnostic
group would be among the diseases common to young people,
This is not the case, however, and we can understand it only
when we remember that the table of medical diagnoses is com-
piled from a total of all three possible diagnoses for each
patient.

A further problem concerning the use of these data is
created by the circumstances of their origin. The mediceal
social statistical plan now used at the M. G. H, was undertaken
by the Social Service Department rather than by the Department
of Medicine or by the administretion of the hospital., There
is therefore, a possibility that the maeterial may not be used
by other hospital personnel, unless an effort is mede to
acquaint them with it. In order that the Sociel Service Depart-
ment may fulfil its function in the medical setting, medical
social workers must teke a further responsibility. If these
statistics are to contribute to medical as well as to social

information, they must be made known to the medical as well as

to the medical social work group. And if medical social

statisties are to become a vital part of the contribution of
the social service department to the care of patisnts in a

medical institution, the. institution must be given an opport-

unity to use them. These problems are not insoluble end do

not affect the potential velues of this method. Any statistics
may become just so much fdead wood' unless ther are vitalized

by being put to good use., The most important —etter is that

this method of medical social statistical reportins has
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potentialities far beyond eny other medical social statistical

method so far developed,

We have shown how this method may be used to measure
the volume of 'accepted cases' over a twelve months' period
and how, by a very simple procedure, monthly voluue of work may
be measured in relation to this basic scheme. We have also
suggested how the material collected by this method may be
used for research purposes in a truly medical social capacity.
It may be used by medical social workers, by community
councils, etc. It also has possibilities for use by the
medical profession. Finally, it is obvious that one of the
most desirable outcomes would be for it to be used as the basis
of a research project sponsored by a hospital administration or
by & group composed of physiciens and medical social workers,

Our conclusions as to the permenent value of the method
of medicasl social statistical reporting currently in use at
the M. G. H. are dependent on one major fact. It cannot be
reiterated too often that the ultimate value of these statistics
depends entirely on the use to which they are put, To the best
of the writer's knowledce, this method is the only one as yetl
developed which meets the basic requirements of a medical
social statistics project namely, measurement of volume and

carefully dlassified material for social research, If the

statistics thus acquired are not used for anything more than an

annuel report, they will become 'dead wood', If they are filed

away for some vague tfuture use', no matter how carefully each

yeer's analysis 1s made, they will not Jjustify the time and
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expense involved in securing them., A statistically valid
analysis of patients' medical social problems and circumstan-
ces is now possible, Let us hope that medicel social workers
will accept the challenge which it presents. liay they have
the courage to draw from it the conclusions which may prove to

be essential to the health and welfare of those whom they

serve,
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CHAPTER VI

SUMMARY AND CONCLUSIONS

There are two significant results of this study which
are, of course, related to the original purpose. In the fore-
going chapters we have seen how medical social statistical
methods have changed as the function of the medical social
worker has become more clearly defined., We have also seen
how, as they became more conscious of their responsibilities
as professional people, medical sociel workers in at least one
department, namely that at the M, G. H., have developed a
method of medical social statistical reporting which has enabled
them to fulfil the function of participation in social research.

In the early days, medical social workers were
particularly conscious of being more or less 'tolerated append-
ages' to the medical institution and because of this they felt
they had to justify their presence there. In addition to this,
medical social work was a new specialty of the social work
profession, which in turn, was only beginning to develop the

concept of sociel case work.

Octavia Hill first gave expression to the basic con-

cept of social cese work as we now know it. Speaking in 1869

fore the Social Science Association in London, she drew

be

attention to the importance of knowin- about & men's hopes, his

history, his dreems, past experiences end how to "move, touch,
’

teach (him)m.l Social case worx had prosressel since that time

Richzord in Sociel Diegnosis,

1 Quoted by lary FO
New York, 1917. DD. 29-30.
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but it is important to recognize that by 1905 when medical

soclal work began, the philosophy of social case work, its
techniques and practices were still in the process of being
formulated. Social case workers in hospitals not only felt
that they had to justify their éxistence, but they also head
to learn to adapt themselves professionally to the institution
and to the older professions of medicine and nursing which
were basic to it. They were members of a newly-organized
profession and in addition, thev were responsible for develop-
ing its special application to the medical setting, As lLary
Richmond said, in 1917, "what Dr. Cebot had in mind in bring-
ing trained social workers into the dispenseary...was not a
mixture of medical and social work but their chemical union.n"}
Thus, in the beginning, medical social statistics had
a tendency to try to show how busy medical sociel workers were
and at what they were so busy. But by the year 1933, many
developments had taken place in organized social work and in
the theory and practice of social cese work, particularly es
it applied to the problems of the sick person. By this reer
also, the American issociation of Hospitel Social Vorxers had
mede a study of medical social stetistical methods. Zeering

in mind what was then conceived to be the function of the

medical social worker, the .ssocistion made its first attexpt

to encourage medical social workers throusiout the country to

use a uniform method of statistical reportin>., Throughout the

1 Ibid. p. 39.



129
years 1933 to 1939 the Americen Association of ..edicel Social
iworkers, as the Association ceme to be celled, mede changes
in its methods of statistical reportinz which were consistent
with changes in the concept of function in medical socisl
work. In the present study, it hes been evicent that this
‘chemical union' did not take place overnisht but occurred
only when each profession began to reco:rnize its need of the
other. Only as medical social workers came to see the broad-
est implications of their function, hes it been possitle to
claim that they are at last within sight of that -~cal so
clearly established for them in the beginning.

As we have seen, none of the methods devicsed by the
professional organization has ever been conpletely satisfactory
from the point of view of the purvoses of medical social
statistics nor have they succeeded in enatling medical social
workers to fulfil all aspects of their function. In other
words, the methods designed by the assccietion have succeeded
in establishing, more or less satisfectorily, e besis for

measuring volume of medical sociel cese vork. But this is rnot

enough. These methods have not enatled medicel social

workers to produce any large body of material which would be

useful for social reseerch.

Fortunately, medical social worxers heve not teen ccn-

tent to let their professional organization have the iast word

in regard to either their concept of

e Sociel 3arvice Lepertmernt et

functicn or their metrods

of statistical reporting.
has elways meintained taat pro "ress springs fror-

5
[
a constant awareness

the Li. G. b
one's short-comircs ané it hes insrired
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its workers to discover ways and means of maestering weak-
nesses. Perhaps this was because one of the founders of
medical socisl work, Dr. Richard Cabot, was & physician at
that hospitel and because its first Chief of Socisal cervics,
liiss Ide il, Cannon, was a particularly ot jective person, One
of the results of this attitude has been that in the area of
medical social statistical reporting the i, G. H. Derartment
of Social Service has constantly striven to improve on its
own methods and on those recommended by the professional organ-
izetion. Nor has it been indifferent to methods developed
elsewhere. Before launching into & new nroject of statistical
reporting in 1945, cereful consideretion was given to current
methods in other depaertments. In the study we heve just com-
pleted, we have examined the plan developed for the United
Hospitel Fund of New York City. Te have seen thet it
emphasizes the case work interview beczuse, as e ma ior aspect

of social case work, the volume of interviewing v&s consider-

ed to be an important index to the volume of cese work. The

writer has indicated that while informaetion concerning cese

work interviewing may be valuable from the point of view of

administrative policy, it does not maeke & unigue contributior

to our body of socially useful knowlecge, DNor does 1t make

socially useful material available for medicel social researcnh,

T + - jo ~ A -
The Social cervice Lepartment at the .., G. Z. uncer

took its new plen of statisticel reporting in the hope that it

would enable the medical social workers to ar.elyze the ~rcblerms

which their patients presented. It wes galso hope? thei the

medical social workers would thereby be ena- =d to siucy treir



contribution to the care of the sick. 7e have seen how this
department has succeeded in meeting the need to keep a count
of volume of work by using "the patient served" as its basic

unit of count. But the new plan insugurated in 1945 made it

11

possible for the medical socisl workers to use a new classifie.

ation of the types of social problems which confronteé their
petients, and of the environmental and personal factors re-
lated to the illness situation., This method of statistical
reporting whic¢h fulfils the purposes of medical social
statistics, namely, measurement of volume and provision of
socially useful material, has other adventages as well. It
makes use of the punch card, & modern technologicel device,
which is used in many hospitals for other stetisticel purpose
But. it might be mentioned in passing, that the method may be
adapted to institutions not having an International Business
Mechine punch card system. Above all, it mekes it possible

for medical social statistics to reflect the current concept

of function in medical social work.

It may seem surprising that medical sociel workers

should have been so slow to develop medical sociel statistics

which could be useful for research, particularly when their

work has been SO closely related to that of the mediceal

profession One reason for this may be thet not all schools

of social work require their students to undertake original

arch projects And without some training it is difficult
rese .
for the amateur tO feel competent to underteake such a project

independently. Furthermore, among those who ere fully

according to the requirements for mezbership in

qualified,
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the A.A.M.S.W., not all heve been gradusted from professional
schools of social work where standards have been such as to
offer any training in research methods. And finally, until
recently the educational requirements for social workers have
lacked uniformity. There are still many workers who have
never had any formel training in either social case work or
in the practice of case work in a medical setting. And for
those practising in the medical setting, there has been the
additional conflict over their status in that situation.
There is no need to essume that we must wait until there are
sufficient workers to enable us to 'spare' some for research
purposes. Medical research has proceeded in srite of the
fact that the number of skilled practitioners hes been dis-
proportionate to the need. Medical social workers must have

the courage to acknowledgce their weaknesses and the foresight

to promote ways and means of overcoming them. As long é&s

medical social workers fail to produce conclusive evidence of

their contribution to the care of the physically handicapped,

the chronically ill and the acutely 1ill, thev are feiling in

their responsibility not only to their own profession but also

to the profession with which they are allied and to the

community which each is seeking to serve.

In this study we have cited examples of isolated pro-

jects in medical social statistics which have sousht to aid

1 workers in the performance of their job. There

medical socia

j jop! n. cerried
are other examples of research projects which heve bee T

1 medical social worxers, by groups of medical

out by individua

jal workers and by medical sociesl workers and physiciaens.
soc
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But the profession as a whole has not placed sufficient em-
phasis on this aspect of its funcfion. T'e regret that the
A, AM.S.W. has not seen its way cleer to undertake any study
of the problem of medical social statistical reporting since
1939, It is the writer's opinion that the method currently
in use at the M. G. H. is an important step towerds providing
material for social research, But this is only a beginning.
If the A.A.M.S.W., is to provide leadership to professional
medical social workers it must be prepared to stimulate an
interest in this as in other areas of their work,

We conclude therefore, that medical social statistics
have, during the past forty years, been an index to current
concepts of function; that as the function of the medical social
worker has become more clearly defined, these methods have un-
dergone constant change. Not 811 these changes have been pro-
moted.by the professionel orgenization of medical social
workers, and where changes have occurred in individuel depart-
ments or in certein centres, they have not followed the same
pattern. But in at least one medical social service depart-
ment, namely that of the M. G. H., where it was recognized

that medical social workers could accumulate & body of

material which would lend itself to medical sociel reseerch,

a means of doing so has been developed. After forty yeers,

the central function of medicasl socliel work which is the

practice of sociel case work in e medical settirns, has risen

to the top like crear to the top of the bottle. But there

would be no cream had the milk not contained the constituents

of cream in the first pleace. 1'edicel social workers heve et
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1a§t found & quantitative scientific method for increasing
their own understanding of the stresses and strains which
complicate the lives of sick people. They have also in this
statistical method, made it possible to locate case material
which will in turn contribute to the understanding of other
members of the medical team as well as others in the community.
Let us hope that the leadership which the M. G. H. has so
often given in the past in the field of medical social work,

will again have far-reaching results.
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APPENDIX

CODING OF ITEMS ON STATISTICAL FORM

Name of Patient (not coded)

Unit number and Social Service number (Be especially care-
ful to have the unit number
accurate, as it is the only
coded means of identific-
ation.)

Date of birth (Month, Day and Year)

Age (In months for babies under 1 year. All others by

years.)
Sex and Color
l. White Male 5. Yellow Male
2., White Female 6. Yellow Female (These two items
3. Black Male 7. Other Male are combined for
4., Black Female 8. Other Female punch card purposes,

Birthplace (Use world conditions approximately as of 1934.)

National Background
(By country of parents. Example: a person born in
Turkey of Greek parents would have a Greek National back-
ground. Where mother and father asre of different
national backgrounds, the mother's should be entered.)

Clinicel Source of Referral

Source of Referral to Social Service
1. Physician
2, Administrator
3. Nurse
4, Patient himself
5, Family or friends
6. Outside social or public health agency
7. Social review
8., Other

Date of referral (Month, Day and Year)

Date of closing case (Month, Day and Year)

Lifference between detes of referral and

i case
Duretion of ( o109 i0g)

If the duraetion is:
under 1 week, give figure in days
under 1 month, sive in weeks only (nearest)

. . £)
under 1 year, give in months only (neeres
over 1 year,’give in yeers only (nearest)
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(]

Status of case (4s to contact with Socijial Service)

1. llew
2., Carried over from last year (as of Januery 1)
3. Reopened - from prior yeer
4. Reopened - 2nd time this year
g. %iopened - 3rd time this year
. c.

Case Worker's name and number
(If case is transferred to other workers, there are two

additional places on form to show such trensfers con-
secutively,)

Marital Status
l. Single
2. Married
3. Seperated, voluntarily without legal action
4. Separated, legally
S. Divorced
6. Widowed

Citizenship
1., Citizen
2. Alien - 1lst papers
3. Alien - no p=apsers

Religion
1. Protestant 4, Other
2., Catholic 5. iore
3. Jewish

Occupation and Industry (Specify each whenever possible,
Code of the U.S. Eureau of Census

used. )

Educetion (Whe:w filline in the form, stste simply years
of schooling firnished, plus any other pertinent
information, such as gegiee, ete.)
than 4 years grade schoo

igiz than 4 gears crade school but not corrleted

Grade school completed ' |

High School but not completed (ircludes junior hic:)

High school completed

College, hut not completed

College, completed with de-ree L

Technical traininz with or without collece

Professional treininc efter collecge
Other

COMDMIO NP WM

° [ [ ) L] [ ] L ] [ ) [ ] [ Y [

idence -
Re?igdress municirelity and stete, or forei-n country.
— ’ -

Special code is used for Wwelfare Sect:ions of Boston:
mgnicipalities of Massechusetts; 3Stetes; and outs:ide

Uo S’)

o
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Patient's Status in Household
1. Living with spouse
2. Living with children but without spouse
o Living with parent or parents
. Living alone
o Other

i. Number of members in Household (including patient)

ii. Number of children in Household (of all children
under 18 years, including
patient if a child)

Number of Rooms in Use in Dwelling
(If a person has s single room in & boarding house, he
would be living alone in one room and have only one
member in the household, Also any rooms which my be
closed off and not used are not counted.)

Type of Dwelling
1. House (includes 1, 2, or 3 family house)

2. Multiple dwelling (includes tenement and apartment
houses)

3. Boarding House

4, Institution

5. Hotel

6. Other

Medical Diagnoses (including Psychiatric)
(Meximum of three to be entered. Major diagnosis first,
Add 2nd and 3rd diegnoses only when they are important
ones in the whole medicel picture, and not if they are
minor complications of the ma jor one or generally of
little immediate consequence.)

Medicel Social Problems

The following list of problems is selective and does
not attempt to cover every possible medical socieal
situation. The criteria for entering a problem are:

a) that it be related to the illness situation

b) that it be a problem regarding which it seems likely

that petient or family mey need some assistance and

in relation to which the worker will assume some
nsibilit

ggsgoas far ag practiceble the major social problems

be entered first and the others followins in decreas

ng order of importance
a) %hgt there be entered & maximum of eicht problems,

c)
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Illness Situation:

1. Chronic Illness: Covers whole problem of chroniec
illness, physical, mental or emotional, and its care
in broedest sense, whether et home or in institutioné
economic and psychological aspects, ’

2. Convalescence: Insofar as it enters into the situation
as a problem affecting the patient or his family,
whether at home or in an institution, brief or long.

As compared with chronic illness, the emphasis here is
on the special problem of convalescence whether or not

connected with a chronic disease. (Usually shorter
term care and cure.)

5., Costs of Medical Care: The emphasis here is on the
various costs which arise from an illness, which place
upon the patient or family a burden beyond their
capacity, with resultant strain and ususlly some need
for outside assistance.

4, Dietary Problem: Diet may have contributed to the
present illness or may appear as & difficulty needing
ad justment only after diagnosis of the 1illness.

5, Handicep (Physical): Permanent and irreversible
physical damage, which calls for a revision in the
patient's pattern of behaviour.

6. Handicap (Mental or Emotional): Presumably permanent
and irreversible damage of a mental or emotional
nature which calls for a revision in the patient's
pattern of behaviour.

m. Industriel accident or Disease: In the strict sense,
such as accidents occurring while on the job, or
diseases arising from working conditions, resulting in
poisoning, silicosis, etc. Problems beyond the injury
or disease are intended - insurance, legal aspects, etc,

8, Pregnancy: Problems relatins to pre-natal care, etc,

9. - 190

Attitudes Toward Illness:

i :o tive
t's Attitude: Where there is a subjec .
20 Egg%ignal Teaction to the illness situation, phy31cal
or mental, in which there is a resl need for adjustnent

by the patient.

y i g
ts Attitude: Wwhere & problem arises because o0
2L ggﬁ%%onil or other strong reactions of any members of

the family towards the patient's illness, mental or
physical.




22.

23.

Social
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Misinformation: A problem arising in attitude toward

1llgess by gither the patient or his family on the
basis of being wrongly informed regarding the illness,
or its significancs.

- 29,

Situation:

30.

31.

32,

33.

S4.

35,

36,

37.

38,

Cultural (or Ethnological) Problem: As to language,
attitudes, or failure to assimilate American culture,
as in some immigrants.

Femily Relationships: Problems of personal relation-
ship within the patient's family group, for example,
unusual tensions, overt disruption of family ties,
conflict over emotional dependence or independence,
emotional or taengible; in other words, when there is a
problem of inter-relationships centered in the family
group and not necessarily in the illness. (If the
problem is centered within the patient, it should be
entered under the section Personal Characteristics,)

Financial Problems: Inesdequate income, financial strain,
budgetary problems, aid from public or private agencies.
As distinguished from Costs of iedical Care, this item
is concerned with general femily finances.

Illegitimacy: Problems associated with the pregnency
of an unmerried woman, abortion of such, or of an
illegitimate child and its effect on the future of the
child and the mother,

Isoletion: Separation from femily and intimate group,
homelessness, lack of "primary group”, broken home,

Occupational Adjustment: Whether physicel or psycho-
Togical, paid job or home activity. Includes problems
of voecational guidance, rehabilitetion, unemployment,

unemployability, etc.

Problems of Material Responsibility (in femily life):
For instance, unusually larege family, care.of.dfa age,
necessity for special care for children, difficulties

that argése from combined households.

Recreational Prdblems: Problems to do with recrestiorn,
and otner non-vocational outlets.

School and Educational Ad justment: Llev be physical or
psychological.




39.

40.
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Socletal Factors and Community Problems: Includes
problems of larger sociological nature, such as housing
shortage, lack of résources, technological unemployment

strikes, war regulations, living in deliquency ares or
backward community.

’

- 49,

Physicel Environment:

50.

;1ving Conditions: Problems of physical environment,
1na§equ§te or unsuiteble shelter, clothing, furniture,
sanitation, transportation facilities, etec,

Personal Characteristics:

60.

61.

62,

63.

64.

65,

Borderline Psychistric Problems: Includes problems
of mentel or emotional instability which are potentially
pathological but not yet diagnosed.

Destructive Habit: In & child - deliquency, tantrums,

‘lying or pilfering, other evidences of habitual

disturbing conduct. In an adult, alcoholism, drug
addition, prostitution, sex perversion, other self-
destructive or anti-social behaviour,

Disfigurement or Permanent Impairment: When preceding

present illness and not requiring medicel care,

Low Intelligence: Jhere there is a problem because

of limited mental capacity. There may or may not be a
diagnosis of mental deficiency.

Personality: Problems relating to traeits of personality

and individual patterns of behaviour,.such as
eccentricities, childishness, irritability, lack of

initietive, hyper-independence, etc,

- 99,
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