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PREFACE 

This s tudy in the area of medical s o c i a l s t a t i s t i c s 

was begun i n 1945 when the w r i t e r was engaged as a s tuden t 

worker on a f e l l o w s h i p a t the Massachuset ts General H o s p i t a l , 

Boston, i n t h e Soc i a l Serv ice Department. I t seemed 

a p p r o p r i a t e a t t h a t time t o under take some eva lua t i on of the 

new scheme i n medical s o c i a l s t a t i s t i c s which had been i n ­

augura ted a t t h a t h o s p i t a l in January of t h a t y e a r . In the 

course of e n q u i r i n g in to the background of t h i s new p jan , 

t he w r i t e r found i t both necessary and i n t e n s e l y i n t e r e s t i n g 

t o examine t h e r e p o r t s of the depa r tmen t ' s work from i t s 

beg inn ing in 1905. Spec i a l a t t e n t i o n was given t o the forms 

of medical s o c i a l s t a t i s t i c a l r e p o r t i n g which were developed 

th roughout t he y e a r s and i t soon became evident t h a t running 

th rough each of t h e s e was the t h r e a d of an evo lv ing purpose . 

That i s , t h a t a s the func t i on of medical s o c i a l workers 

became more c l e a r l y de f ined , the method of s t a t i s t i c a l r e p o r t ­

ing changed in accordance with i t . With t h i s t heo ry in mind, 

the w r i t e r determined t o t e s t i t on a broader s c a l e . On 

r e t u r n i n g t o Canada in 1946, f u r t h e r c o n s i d e r a t i o n of t h i s 

problem convinced t he w r i t e r t h a t t h e r e was s u f f i c i e n t evidence 

i n t h e m a t e r i a l a l r e a d y assembled to warrant f u r t h e r e x p l o r ­

a t i o n and development of the emerging theme. 

The w r i t e r i s indebted t o s e v e r a l people for encourage­

ment and a s s i s t a n c e wi thou t which i t would have been impossible 



t o complete t h i s study. In the f i r s t place, t o Miss Ida M. 

Cannon, former Chief of Social Service a t the Massachusetts 

General Hospi ta l , t he wri ter i s indebted for her suggestions 

and n e v e r - f a i l i n g enthusiasm about the p o s s i b i l i t i e s of a 

s tudy . Because of Miss Cannonfs object ive point of view, the 

w r i t e r was encouraged from the outset to be c r i t i c a l of the 

new s t a t i s t i c a l method which Miss Cannon had been instrumental 

in developing. But had i t not been for the i n t e r e s t and 

guidance of Miss Eva Younge, Faculty Thesis Adviser at the 

McGill School of Social Work and for the help of Mrs. Carol 

El ledge, Professor of Medical Social Work at the same 

i n s t i t u t i o n , the wr i t e r might have fa i l ed i n he r objec t ive . 

To these people and to a l l who may unwit t ingly have aided in 

the accomplishment of t h i s purpose, the wri ter extends her 

g r a t e f u l 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 statistics. In the first place, by 

examining statistical methods used by medical social workers 

during the period 1905 - 1945 with special reference to the 

methods used at the Massachusetts General Hospital, Boston, 

(hereafter referred to as M. G. H.), Social Service Depart­

ment, we propose to show the relationship which has existed 

between changing concepts of function in Medical social work 

and changes which have taken place in methods of obtaining 

medical social statistics. In the second place, by examin­

ing in detail the most recent development in medical social 

statistics 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 medical and the social work fields. 

It is a 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 

ought to be making available some material for social 

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

volume of work which a given agency is carrying is useful to 
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the agencyfs administration. It may, for instance, be 

considered in relation to the size of the agency staff. It 

may also provide some insight into the quality of work being 

done. In a childrenTs adoption agency, for example, where it 

is understood that each adoption requires much careful study 

and planning, a desirable caseload 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 various factors creating such a situation, i.e., 

policy of intake, standards of employment, size of staff, 

the communityfs needs, etc. Volume of work when measured 

statistically is also useful in inter-agency planning, in 

community councils which are organizing to meet community 

needs and as a basis for establishing standards for agencies 

doing similar types of work. Providing material for social 

research has long been the practice of many social agencies. 

Wherever an individual or a group of individuals may indicate 

an interest in studying a particular social problem or set 

of problems, social agencies are asked 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 example, a 

study of the problems created by overcrowding and bad housing 

in a given community would scarcely be valid without reference 

to information which might be obtained from community social 

agencies. 



In addition to this type of research, there is also the 

type of study which is directed towards an understanding of 

the problems which social workers are being asked to deal 

with, i.e. an examination of the nature of the requests made 

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 rtvocation> 

calling, especially one that involves some branch of learning1*,1 

the training of social workers must be towards a specific end. 

This "end" or goal is that of helping people to handle their 

problems. Hence, it is important 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 

social research, are not these purposes of social and medical 

social statistics identical? In addition to these general 

reasons medical social workers have special reasons for feel­

ing obligated to provide material for social research and they 

have a stimulus from the medical profession to do so. The 

medical profession is concerned with three well-defined 

diagnostic groups - acute illness, permanent physical handicap, 

and chronic illness. Although in the past much of the research 

in connection with these has been carried on in the laboratory, 

there is an ever-growing concern on the part 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 throw fresh light onto the problems which confront both 

the medical 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 social work one is impressed 

by the fact that, as medical social work has matured, it has 

been able to outgrow a number of its early mistakes and has 

been able to focus its efforts on tasks which clearly became 

its appropriate function. From infant flailings in all 

directions in an effort to discover its own identity, this 

new branch of the profession of social work has grown, albeit 

by halting steps, to a degree of maturity which can be 

objective, which can look critically 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 place in medical social statistical methods, we shall 

make use of documentary material from the Social Service 

Department of the Massachusetts General Hospital as found in 

the annual reports of the department from 1905 to 1945. We 

shall refer in detail to the statistical methods which were 

devised from 1933 to 1939 by the professional organization of 
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soc ia l workers, the American Association of Hospital 
Social Workfi-ne T+. 4 

8 r s # i t i s our in tent ion a l so to indicate the 
influence each may have had on the other. We sha l l show how, 

e function of medical soc ia l work became more c lear ly 

defined, medical soc ia l workers were able to focus on t h i s 

area and were able to devise s t a t i s t i c a l methods which 

f u l f i l l e d the basic purposes of social s t a t i s t i c s , namely 

measurement of volume and material for social research. 

Our second major purpose is to show how one medical 

soc ia l service department has formulated methods of defining 

s t a t i s t i c a l concepts, and therewith made uniform medical 

soc ia l s t a t i s t i c a l repor t ing poss ib le . For t h i s purpose a 

de ta i l ed study wi l l be made of the method of recording medical 

s o c i a l s t a t i s t i c s in current use at the M. G. H. with special 

reference to the r e s u l t s obtained af ter the f i r s t year of i t s 

use in 1945. 

Two reasons entered into our choice of t h i s mater ial 

on which to base an evaluat ion of t h i s new method. In the 

f i r s t p lace , during t h i s year (1945) the department had the 

advantage of s t i l l having as i t s chief, Miss Ida M. Cannon 

whose long years of experience had much to do with her 

r e s p o n s i b i l i t y for devising t h i s method. From Miss Cannon i t 

has been possible to obtain a statement of the fundamental 

p r i n c i p l e s involved in developing t h i s method and also some 

helpful comments on i t s future usefulness . Added to t h i s i s 

the fac t t h a t the w r i t e r was on the s ta f f of the Social 

Service Department of the M. G. H. during that year and took 
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Part in the process of putting the new method into practice. 

The other reason for choosing this material is simply that, 

because this is a continuing project, it seemed worthwhile 

to use the first year's experience as the basis for a study. 

We shall, 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 changes which the department may have 

found necessary as well as informal comments from members of 

the staff who are actually using the method. 7»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 comparison, and since 

the Social Service Department of the M. G. H. was not the only 

department which experimented in statistical methods for 

medical social work, we propose also to draw on material 

published by the Russell Sage Foundation, New York, in 

"Statistics of Medical Social 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 adaptation of 

the medical social statistical method now in use at the M. G. H. 

However, before any widespread progress can be made in the 

field of medical social statistics the stimulus is needed which 

comes from group thinking about the problem. Perhaps the 

American Association of Medical 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 I I 

PIMBB m n ffl 0ffi DEPART^T w D E m o p ^ ^ ^ 

-WHOM ANB TH2U RATION TO OmBEKT COKSPTS OP FU.CTI0K 

cs 

ce 

Fortunately for our study of medical social statisti 

we have had access to annual reports of the Social Servi 

Department of the Massachusetts General Hospital which throw 

a 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 itself, 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 General Hospital, October 1905-October 1906.nl 

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 a 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. "...Social Work Permitted at..." implies 

1 This was a separate report from that of the hospital 
as a whole. The report of the Social Service Department was 
not incorporated in the annual report of the Massachusetts 
General Hospital until 1926. 113th Annual Report, Massachusetts 
General Hospital, Boston. 1926. 
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that it was not an integral part of the Massachusetts General 

Hospital. 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 and hygiene to the giving of "moral support and 

advice". In the second place, it emphasizes the recording of 

"volume 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 social work "permitted" in a hospital meant 

in terms of activities performed and in terms of the number of 

people being served. 

When a 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 diag­

nosis, (£) sociological data, i.e. the chief need for which ha 

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

t h at is disposition of the case, (4) outcome (after 1 month, 
+„ i Tt was hoped that "classified 

3 months, 12 months, etc.). It was nop 

at the sociological diagnosis and of the dispositions 
catalogues of the socioxus 

¥na«Arthusetts general n"»r. 



asosrtainea, no sue. attempt »as ever .aae. Perhaps this 

ought not to be surprising, for in this and 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 

Report however, there is a new attempt to show the statistical 

distribution of patients according to certain disease groups. 

But this plan was dropped in 1913 when emphasis was placed on 

distribution of patients according to the hospitalfs clinics. 

In the Seventh Annual Report in 1912,2 we find an attempt to 

analyze the "Social Treatment" required by certain diseases 

according to the following headings: 

1. Support for Patient and Family. 
2. Prevention 6f Contagion and Discovery of Cases in 

House. 
3. Advice and Guidance in Plan and Place of Treatment 

including Institutions. 
4. Help in Finding or Changing Work. 
5. Persuasion, encouragement, consolation and training. 
6. Nutrition and Hygiene of Person and Home. 
7. Home Nursing.3 

It is evident from this list that the hospital social 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 Department, 
Massachusetts General Hospital Oct. 1, 1907-Oot/ 1, 1908. 

2 Seventh Annual Report Jan. 1, 1912-Jan. 1, 1913, ?.\S 

3 Ibid.f.u. 
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reported as giving "I^TH** 

oivxng advice, persuasion, consolation and train-

1*8"! But a purpose was served at this time by demonstrating 

that someone ought to take responsibility in these areas. One 

outgrowth of this demonstration was the subsequent strengthen­

ing of the programme of the community's Public Health Depart­

ment and its assumption of responsibility for health education, 

particularly as it applied to the care of tuberculous persons. 

The important thing is, that by this very analysis of their 

fbusy-nessf the workers were enabled to see more clearly 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. In so doing they were developing a factual basis for 

self-examination. 

We have seen that in the early days at the M. G. H., 

"volume 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 patients served in some other way. Only as medical 

social workers have been able to concentrate on case work and, 

as case work itself has 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 

began to make 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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6 a r l y ^ 1 9 U — '• * Terence to this distinction: 

not considered W a s SgSiS cases?!*01*' We h a V e 

Edging by this comment 'regular cases' were those for whom the 

nospxtal social worker assumed full responsibility. There must 

have been some feeling that it was unfair to count statistically 

a 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-January 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.*5 

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 

individualization. In the report for 1915-1916 there is a 

distinction between "Intensive Social Tork" and "Short Service" 

cases, the real distinction here resting on the amount of time 

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

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

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

1 Sixth Annual Report Jan. 1,1911-Jan. 1.1912. p. 32 

2 Ninth Annual Report....p. 6. 



^ was the amount of time and not necessarily the skill re­

hired in handling the case, which was considered to be import­

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

between 'cases' and 'non-cases' came to be made. 

Thus by 1916 the M. G. H. social workers had taken two 

steps towards defining their function. They had come to 

recognize that not all patients referred to them were offered 

or 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 social work continued from 

the previous year, the number of new cases, the number of re­

opened cases, and the total cases open during the year. 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 statement, 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 a 

report of a committee which was making a survey of Hospital 
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Social Service.1 This report gives us probably the first 

attempt to formulate a clear definition of the function of 

hospital social service: 

Function - the basis of hospital social service is 
its relation to the medical care of the patient. The 
restoration and maintenance of health depend in many 
instances not only on accurate diagnosis and direct 
medical treatment of pathological conditions of the 
body, but also 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 its aim the promotion 
or accomplishment of the doctor's plan of treatment... 
a plan that has taken into consideration the personal 
and environmental elements as well as the medical 
The primary work of hospital social service there-
fore! is work with individual cases. In this respect 
the%ork 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 

+ ~+ tbft Committee of the American Hospital 

p„11 atin fl"'"'"-" ̂3. 1920. 

2 Ibid. 
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•* «.. taspitn. it h a a n o w b e o o m e a n l n ( e g r a i p a r t o f ^ 

institution which it served. 

It may also be significant that just at this time 

the terms "Brief Records" and "Case Records" were used at the 

M. G. H. and that in explaining these terms the following 

reference is made to medical social case work as such: 

^ 1 4 . r e ° 0 r d 6 d w o r k consists of either "Brief" or 
extended" record. Discrimination in recording is 
guided, not only by the quality of service rendered, 
out rather (sic) by the capacity of the patient for 
self-adjustment and the extent to which the worker 
is carrying responsibility, the amount of investig-
agion 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, character, 
disruption of normal life owing to chronic illness 
or from the overwhelming effects of sickness, now 
needs advice, counsel and education or skilled 
social service to promote effective medical treat­
ment . I 

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 social case work being done but 

also to the quality, as distinct from "brief records" concern­

ing patients receiving another type of service. One cannot 

1 Annual Report for 1919. 1920, 1921. Social Service 
^ r t J t . T E s ^ ^ ^ t t a General hospital, Boston^ pp. su, si. 



case was 

emphasis in +v,Q * oetween t h i s new 

3e r „oe B S l °°Unt ° f t h 6 »• «• »• ^ . 1 

th rr
 partMnt aaa t h e * ~ « — « -a. >7 

the American Hospital ASSOM^-M e 

~ t had reached tb ° C i a t i° n ^ ^ " ^ on. depart-
reached the stage where the medical social case 

t ^ unit of count in measuring volume of work. Moreover, 

-aical social case work was recognized as a distinct service 

m which social investigation, plan and treatment must be 

correlated with medical examination, diagnosis and treatment.nl 

This is f u r t her exemplified by the 1922 report of the depart­

ment's work which shows the total number of patients referred 

to the department, the number receiving Social Treatment and 

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. m 

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 having 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 clinic.1 

1 Ibid. pp. 20, 21. 

2 Annual Report of the Social Service Department. 
Massachusetts General Hospital, Boston. 1922-1926. p. 3. 

http://treatment.nl
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The department was now shi* + *,_ 

in the h„ * ° t h i D k o f i t s Unction 

to z;z:r°than ^—•>-•»-— 
iree to concentrate on »snni«i 

From thia +« S e r V i C 6 t0 the P««ents". 
iJrom this time until IQPQ ^ 

mfl, 4
 1 9 2 9 t h e r e 0^tinued to be a distinction 

««• m *h. year.8 statlstlos on the total ̂ ^ of patjents 

referred to the departs, a s „et„een ^ ^ ^ ^ 

"social study" and those given "social treatment". 

In 1923 a further effort was made to define "Hospital 

Social Work" by the American Hospital Association. In the re­

port of the Committee on Training for Hospital Social Work we 

find the following definition: 
S ? ! ^ 1 ^ 0 * ! 8 1 Y°rk m a y be d e f i n e d ^om the point of 
2?Ih f ?6 h o s ? i t a l as tha* Part of its organization 
which deals especially with the personal and environ-
mental factors in the health of its patients. Its 
function includes service to patients, education 
research and certain 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 
social policies of the hospital To summarize 
hospital social work is the application to the uses 
of a medical institution of a method of adjustment of 
environmental relationships, which is being developed 
in the field of social work. Its purpose is to 
contribute to improvement of individual and public 
health through study of and influence upon social 
behaviour. Through study of the patient's experience, 
social work should aid in medical diagnosis; through 
teaching and through changes made in home and work, it 
should aid in medical treatment; it should help the 
administration of the hospital through a special 
knowledge of neighborhood characteristics, needs and 
resources. The specialization of the social functions 
of the hospital should make possible research into the 
social elements of physical and mental health.1 

1 Excerpts from Report of the Committee on Training 
for Hospital Social Work, appointed by the American Hospital 
Association.Bulletin No, 55, 1925. 



24 
h U S We h a v e **• medical social worker M,, , 

* « 1 " related • Performing five distinct 
Elated to personal and environmental factors: 

(1) adjustment of environmental relationships by 

s udv of and influence on social behaviour; (2) aid in medica! 

diagnosis; (3) aid in treatmQnt; (4J ^ ^ ^ administration 

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

The statistical methods used at the M. o. H. during 

the ensuing 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", breaking 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 

Department 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 social 
problems which have not existed previously, e.g. 
chronic disease; 

(2) That in which the medical situation - the fact of 
the patient being ill and 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 may in turn create a 
social need of a different variety. Thus poor housing, 
long malnutrition due to poverty or ignorance, un-
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SfiilStrSiiSSffl0!;.!?C8Use industrial 

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 primarily with the development of the definition of 

function in medical social work, it is necessary to give it 

more than casual attention if we are 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. No review of the development of tMs concept 

would be complete without making reference to the statement 

adopted in May, 1928, by the American Association of Hospital 

Social Workers. "A Statement of Minimum Standards 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 social conditions may require 

treatment if his medical condition is to be relieved; it is an 

aid to the physician in deepening his understanding of the 

patient; it may aid the patient in carrying out the physician's 

plan of treatment. 

The primary purpose of a hospital social service 
department is to further the medical care of the 

x nath Annual R«™rt. Mass^nusetts General Hospital, 

pflfftrf™- 1 9 2 6 - PP* 5 " 6 ' 
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fore, should b ^ o l L T ^ 0 ^ ! 6 ^ ^ ' there" 
Thus by 1986 m e d i c a l soelal workers haa recognized ^ ^ their 

chief f u n c t i o n Mshould be soc.ai cage workn> There ^ QO ^ 

that the earlier (1926) statement of the M. G. H. Social 

Service Departments had 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 and 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 "Functions of Hospital Social 

Service". Here we find these three aspects of the medical 

social 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 information to enable an adequate under­
standing of the general health of the patient; (2) 
interpretation of the patient's health problem to 
himself, his family, and community welfare agencies; 
(3) the mobilizing of measures for the relief of the 
patient and his associates.3 

1 Quoted in A Handbook on Statistical Reporting in 
the Field of Medical Social Service (United States Government 
Printing Office, Washington. 1933). p. 33. 

2 Annual Report. 1926. op. cit. p. 3. 

3 Functions of Hospital Social Service. American 
Association of Hospital Social Workers, Committee on Functions. 
1930. p. 48. 
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The study establishes a "test of appropriateness of function" 

which a social worker in a 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 and the 
community served by having these activities directed 
by the hospital or would some other arrangement with 
outside agencies for meeting the need of social 
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 that 

1 Ibid. p. 59. 

2 Harriet M. Bartlett. Medical Social Work: A Study 
0f Current Aims and Methods in Medical Social Work. American 
Association of Medical Social Workers. Chicago. 1934. p. 18. 
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Turning again to derelop-ants at the M. G. H., „e find 

that in the years 1930 and i„i the annuel reports of th. de-
partment contained for the *»•«.«« + +4 

mea for the first time, a statistical 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, m 

the first place, President Hoover had called the Y.hite House 

Conference on Child Health and Protection, and the M. G. H. 

department, along with other medical social service depart-

nts, participated in a study in preparation for this confer­

ee. Each departmental head was asked for statistics on the 

type of hospital, number of admissions (total, and number of 

these who were children under fourteen years of age), number 

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

Miss Cannoh, chief of the M. G. H. department, had been appoint­

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

me 

ence 

1 Supra. p. 15 
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on medical social service. Thus, while we cannot claim that 

the M. G. H. Social Service Department by its statistical 

method actually determined that the conference should be con­

cerned 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 

deliberations. 

The second reason for the change in statistical emphas­

is is to be found in the fact that new Old Age Assistance 

legislation was coming into effect on July 1, 1931, in 

Massachusetts. It was to have an important bearing on the wel­

fare of hospital patients in the age groups over sixty years. 

In addition to this, information 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 disease. 

In preparing for the Vrtiite House Conference, the M. G. 

H. Social Service Department, was using statistical methods of 

research, one of the functions considered appropriate to the 

work of a medical social worker by the American Hospital 

Association in its 1923 report.1 By 1933 therefore, we may say 

that while the Social Service Department at the II. G. H. con­

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

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

1 Supra• p. 2 3 
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flexible concepts for specific purposes. We may conclude 

that this department was reflecting its function 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 statistics. 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 

G R 0 U P E F F ° R T S T° * ~ * * SYST2, OE MEDICAL S0CIAL 

STATISTICS AND CONTINUOUS EEEORTS BY INDIVIDUAL 

DEPARTMENTS TO IMPROVE ON THESE 

^ is significant for our study that the American 

Association of Hospital Social Workers should have published 

its 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 Association 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 Atlantic District co-operated 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 medical social 

statistics was begun in 1928 when the American Association 

of Hospital Social workers co-operated with a committee of 

the Association of Community Chests and Councils and the Local 

Community Research Committee of the University of Chicago in 

a social 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 

joint committee. Both the Social Service Department of the 
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Balt imore, . a r e among the d e p a r t s pe r t i c loe t i • 

- r t l schedules of s t a t i s t , , p , r t l o l " * 1 » * » « » • « -
ana , , „ s t o t " « c a l report ing during the years 193! 

» » . As a r e s u l t of these e ^ e r l ^ t a the Joint c o ^ l t t e e 

the c a n c a n Association of Hospital Socla! , „ r k a ra end the 
committee on rpxH a+~«+.i 

on r eg i s t r a t i on of social s t a t i s t i c s in the u. 3 . 

Ch i ld ren ' s Bureau adopted a plan of s t a t i s t i c a l report ing. A 

"Handbook on S t a t i s t i c a l Reporting in the E i e i d o f Medical 

Soc ia l Service" was published in June, 1933. In the foreword 

to t h i s we find the following explanation of the aim of the 

j o in t committee: 
-J 1* w a s ) "to formulate a method of s t a t i s t i c a l 

recording in the f ie ld of medical social work tha t 
w i l l enable those who use i t to express numerically 
the volume of medical socia l work done. (And they 
a d d )> any method of s t a t i s t i c a l recording must 
be adapted to the processes i t is intended to 
measure, and must change as they change.1 

I t was recognized that since medical socia l work was 

s t i l l i n the process of defining i t s function, methods of 

s t a t i s t i c a l recording should aim to keep pace with develop­

ments in t h i s area . The importance of re la t ing s t a t i s t i c a l 

methods to accepted standards of work was also s t ressed, 

p a r t i c u l a r l y since s t a t i s t i c a l reports are generally used in 

the f i e l d of socia l work as a basis of inter-agency and i n t e r ­

c i t y comparisons and as a fund-raising tool by community and 

welfare f ede ra t ions . I t is pa r t i cu l a r ly valuable for th i s 

study to have the committeefs statement of objectives of 

1 A Handbook on S t a t i s t i c a l Reporting in the Field of 
M e d jca i Socia l Service, United s t a t e s Government Print ing Offices 
Washington, 1933. p7~vi i . 
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• * . * » t » . l recording as a hac^round not only for so»e 

observat ions on the r e su l t s of t he i r thinking hut also as a 

comparison for tat„ deTO1opBe»ts m the f i e ld . These 

ob jec t ives are as follows: 

U ) r e n d ^ L % ° C 0 U n i . 0 f t h e v o l u m e of service 
t t e J S i , i ° + f a t l m t 8 b y m e d i c a l s o c i e l s ^ v i c e lo\ ^ n r o u 8 h ° u t the country. 
to ??£! ° ? a n S e i n V 0 l u m e o f s e r v i c e from time 

(31 To nh?!; ; 6 \ m o n t h to month and year to year. 
such l i ^ S C t - ° f ? a l u e i n m k l » S comparisons, such as comparisons of the work of different 
soc ia l service departments and of medical 

(A\ %Z° ? \ ^ k W i t h o t h e r s o c i a l w o r k a c t i v i t i e s . 14) To yie ld facts of value in making decisions 
within the social service department and by the 
hosp i ta l administrat ion. 

(5) To furnish a means of interpret ing the work to 
those who support i t . l 

The committee was ful ly aware that i t s decisions as 

to the best means of meeting these objectives might change 

as the functions of medical soc ia l work became more c lear ly 

defined and as the p o s s i b i l i t i e s of qual i ta t ive s t a t i s t i c a l 

measurement of medical social case work were c l a r i f i ed . 

Indeed i t frankly asked for such changes. 

Because t h i s f i r s t effort to guide departments of 

medical soc i a l service in t h e i r s t a t i s t i c a l reporting was so 

c lose ly r e l a t ed to the work of several committees of the 

American Association of Hospital Social Workers we need not 

be surpr i sed t ha t in defining the f ie ld of medical soc ia l 

se rv ice they leaned heavily on the work of the committee on 

funct ions and refer red many matters to i t for further 

1 I b i d . p . v i i . 
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c o n s i d e r a t i o n . As a r e s u l t of t h i s co-operat ion t he f i e l d of 

med ica l s o c i a l s e r v i c e is defined by the jo in t committee as 

f o l l o w s : 

. . . . . . d e p a r t m e n t s doing medical s o c i a l examination and 
t r ea tment in d i s t i n c t l y medical i n s t i t u t i o n s or 
c e n t e r s , and meeting the minimum standards adopted by 
the American Associa t ion of Hospi ta l Social Workers.^ 

The minimum s tandards here re fe r red to a r e , of course, those 

adopted by the Associa t ion in May, 1928.2 

Since the terms fmedical soc ia l examination and t r e a t ­

ment1 a re b a s i c to an understanding of the 1933 plan, i t i s 

impor tan t f o r us to know what they meant to the committee. 

The d e f i n i t i o n s as formulated by the committee ere as fol lows: 

A medical s o c i a l examination i s a study of the 
p e r s o n a l i t y and environment of the pa t i en t in order 
t o discover the s o c i a l and psychological f a c to r s 
i n f luenc ing the phys ica l or mental hea l th of the 
p a t i e n t , s o c i a l problems coexis tent with the hea l th 
cond i t i on , and to r evea l both causes of the problems 
and t he elements on which t reatment may be b u i l t , 
when i n d i c a t e d . I t i s d i f f e r en t i a t ed from t h e 
in te rv iew or inqui ry t ha t i s pr imari ly for the 
purpose of a s c e r t a i n i n g the economic and medical 
e l i g i b i l i t y of p a t i e n t s for c l i n i c or h o s p i t a l 
admiss ion. 

Medical s o c i a l t reatment is the attempt to carry in to 
e f f e c t a p l an whose purpose is the adjustment of the 

llili nrohlems of the p a t i e n t s as revealed by the 
medicalPand s o c i a l examinations. Respons ib i l i ty may 
be c a r r i e d s o l e l y by the medical s o c i a l workers or 
in co -ope ra t ion with o the r s . ^ 

In o r d e r t o meet i t s ob jec t ives , the committee 

t a b l i s h e d a Monthly Report Form to be used by departments of 

l a l s e r v i c e i n t h e •met ropo l i t an areas co-operat ing in the 
es 

soc 

1 I b i d . p . 2 . 

g Supra p . 25 . 

3 A i^ndbook e t c . op. c i t . p . 2 . 
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A. Pa t i en t s given tsm « ^ . 
B. Pa t ien t s 5nX? S c i 8 ? ° ? l a V I 8 m i n a t i 0 1 1 -c - Pa t ien t s Z ! L ! c i £ > l treatment. 
D. Admitting service? ^ r d e d social se rv ices . 

F. S t a f f . ' 

Section A. was a count of a l l those pat ients whose 

s o c i a l examinations were in i t i a t ed during the month and of 

those whose soc ia l examinations were terminated and who were 

not accepted for socia l treatment. Section B. was a detai led 

account of the number of pa t ien ts 'under t rea tment ' .2 I t i s 

s u f f i c i e n t for our purpose to note that in t h i s section there 

was an opportunity to keep an accurate count of the number of 

p a t i e n t s for whom the department had assumed respons ib i l i ty 

for case work a c t i v i t i e s - continued from the previous month, 

in take during the month (new, old, recur ren t ) . Of th i s t o t a l , 

the number for whom some a c t i v i t y was undertaken during the 

month, and the number for whom some future ac t iv i ty was planned 

but for whom no contact was made during the current month were 

noted . A count was a l so made of those for whom social case 

work treatment was discontinued during the month and f ina l ly , 

of the number of pa t i en t s for whom further case work treatment 

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

Form was a method of counting fother recorded serv ices ' rendered 

i . e . , se rv ices requi r ing case work techniques but not requiring 

1 I b i d . p . v i . 

2 Ibid. pp. 7-10 for a complete explanation. 
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in t ens ive s o c i a l examination. These services might be worth 

- c o r d i n g for future contacts with the patient ei ther in his 

medical record or in the soc ia l service department. I t was 

made qui te c lear that the purpose of recording these -other 

s e r v i c e s ' was not to account for the workers' time! For the 

purpose of obtaining a comparable count of these 'other 

s e r v i c e s ' they were c lass i f ied under the following headings: 

i n t e r p r e t a t i v e , administrat ive, discharge, medical fol low-up.1 

P a t i e n t s already counted in A. or B. should not be counted in 

C. Sect ion D. of the Monthly Report form was for the use of 

those i n s t i t u t i o n s whose socia l service departments were 

respons ib le for handling a l l admissions to the hosp i ta l . Here 

a d i s t i n c t i o n was made in the count between pat ients i n t e r ­

viewed for admission t o the hospi ta l and for admission to the 

o u t - p a t i e n t se rv ice ; a count of the number refused was also 

made. Pa t i en t s counted in e i the r of the previous sections 

might a lso be counted here . Section E. of the Monthly Report 

form was an account of the amount of re l i e f given t o pa t ien t s , 

"when such r e l i e f i s given from funds controlled by the medical 

s o c i a l se rv ice department?.2 Section F. was a count of the 

s t a f f of the department and included paid s taff , workers-in-

t r a i n i n g and volunteers . This sect ion was subdivided so as to 

show numbers of administrat ive workers, supervisors and case 

workers, c l e r i c a l and a l l o ther . Of the workers-in-training 

and vo lun tee r s , an estimate of the t o t a l number of hours of 

1 Ib id . pp. 13, 14 

2 Ib id . p . 15. 
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s e r v i c e d u r i n g the month was ca l led f o r . 

To ob ta in the information required on each Monthly 

Heport form the committee recommended the use of da i ly t a l l y 

s h e e t s by each worker, a s o c i a l treatment card for each 

p a t i e n t under s o c i a l t rea tment , and a s t a t i s t i c a l card for 

each p a t i e n t . From the t a l l y sheet the count required in 

S e c t i o n A. of the Monthly Report could be obtained as well as 

t he count f o r s e c t i o n s B . , C , D., and E. I t was hoped t h a t 

by u s i n g the s o c i a l t reatment card " c e r t a i n information con­

cern ing p a t i e n t s under s o c i a l t reatment would be tabula ted 

from time t o t ime" which would be valuable to the admin i s t ra t ion 

of t he depar tment . The committee a l so hoped t h a t var ious s o c i a l 

f a c t o r s i n cases r e q u i r i n g s o c i a l treatment might be shown to be 

c o r r e l a t e d . The s t a t i s t i c a l card for each p a t i e n t under s o c i a l 

examinat ion or t r ea tment as well as for those r ece iv ing other 

r eco rded s e r v i c e s made i t poss ib l e to have an accura te count 

of the number of i nd iv idua l p a t i e n t s rece iv ing each type of 

s e r v i c e . A new card fo r each pa t i en t under s o c i a l examination 

or t r e a t m e n t was to be made a t the beginning of each calendar 

y e a r . A card was a l so made for other subsequent p a t i e n t s 

se rved the f i r s t t ime dur ing the year . 

In s e c t i o n s A. and B. as we have seen, the b a s i s of 

ount fo r t h i s p l an was the p a t i e n t who received case work 

e r v i c e . I t was assumed t h a t s o c i a l case records were kept which 

would demonst ra te t h a t medical s o c i a l examination and treatment 

were be ing given accord ing t o the d e f i n i t i o n s . In s e c t i o n C. i t 

was cons idered t h a t s o c i a l case work s k i l l s were employed but 

t o a l e s s e r degree , and t h a t r ecord ing was not neces sa r i l y of 
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There 1. Petients l n sect ions A. and E. 
There l s , T 6 r y marked relat ionship hatwean t h i s , 
1930 statement of the Committ ' 

the Committee on Functions. This Is 

p a r t i s a n , e n . e n t In the l a t t a r - s . e f m i t l o n s of m e s c a l 

e o c i a ! examination a„„ treatment .h lch are r e f l e c t s of the 

Committee's c o n c i s i o n s that there are three t 7 pes of s o c l e ! 
f a c t o r s wi th which i t -i* « 

n wnich i t i s appropr ia te for the medical s o c i a l 
worker to be concerned: 

(1) Jrthj^ssr1118 the physicei °r mentai heaith 
f?i S ^ l ? 1 d i s t r e s s caused to o thers by the i l l n e s s 

and ltZ«TX±Slent W i t h t h e h e a l t * cond i t i on?? ; , and plans for adjustment of these problems based 
on an understanding of the causes of the problems 
ana o f ^ h e elements on which treatment may be 

The Funct ions Committee recognized tha t while problems 

c o e x i s t e n t with t h e hea l th problem might genera l ly be cons ider ­

ed t h e r e s p o n s i b i l i t y of the outs ide community, yet there 

would be occas ions when the "best i n t e r e s t s of the h o s p i t a l 

and of t h e community might be served by having these a c t i v i t i e s 

d i r e c t e d by the h o s p i t a l . " 2 And, we might add, to say nothing 

of the b e s t i n t e r e s t s of the p a t i e n t ! 

In i t s p re l iminary r epor t of May, 1928, in Hospi ta l 

S o c i a l Se rv ice the Functions Committee had emphasized the f ac t s 

t h a t medical s o c i a l d iagnos i s i s more than a medical plus a 

s o c i a l d i a g n o s i s ; t h a t i t should show the i n t e r a c t i o n between 

the medical and the s o c i a l s i t u a t i o n ; and tha t only a diagnosis 

1 Funct ions of Hosp i ta l Socia l Se rv ice : A Report of the 
Committee on Func t ions , Chicago, American Associat ion of Hospi ta l 
S o c i a l Workers, 193U. p . 59. 

2 Supra p . 27. 
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* - * on the j o l n t thinking of the physician and of the medical 

s o c i a l worker could be used as a basis for any medical soc ia l 

Plan of treatment or ' p rognos i s ' . Again, the Committee noted 

t h a t in the past the medical soc ia l worker had been too con­

cerned with enquiring into the soc ia l s i tuat ion of the pat ient 

and r epo r t i ng i t to the physician; the resul t of t h i s had been 

to leave the physician out of the planning. I t was therefore 

pointed out that the worker and the physician should collabor­

a t e in making the medical social diagnosis and in es tabl ishing 

a goal for the pa t i en t , and tha t the social worker's function 

was t o help the pa t ien t achieve t h i s goal. In spi te of these 

s ta tements of p r inc ip le , the 1933 plan for medical soc ia l 

s t a t i s t i c a l repor t ing placed insuff icient emphasis on t h i s 

fundamental process which we ca l l the 'teamwork r e l a t i onsh ip ' 

between physician and medical social worker. This r e l a t i o n ­

ship ought to permeate a l l medical social examination and 

t rea tment . 

The 1933 plan for medical soc ia l s t a t i s t i c s provided 

a record of volume of work on the basis of a d i s t inc t ion 

between medical soc ia l examination and medical social t r e a t ­

ment. As we sha l l see th i s d is t inc t ion was challenged l a t e r 

by those who t r i e d to apply i t . The plan also distinguished 

between those pa t i en t s given " fu l l , recorded social 

examinat ion," those "under socia l t reatment ," and those " r e ­

ceiving o ther recorded soc ia l serv ices" . This division said, 

in e f fec t , t ha t those pa t i en t s counted in sections A. and B. 

belong to one human subspecies and those pat ients counted in 
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s e c t i o n C. a re another human subspecies when ac tua l ly the 

i n d i v i d u a l s in a l l th ree groups are p a t i e n t s r equ i r ing the 

s e r v i c e s of a case worker. 

This p lan f u l f i l s the f i r s t purpose of soc i a l s t a t i s t ­

i c s , namely measurement of volume. I t i s not c lea r t ha t i t 

p rovided a means of secur ing s t a t i s t i c s which could be 

s o c i a l l y u s e f u l . Although the committee had o r i g i n a l l y hoped 

t h a t v a r i o u s s o c i a l f a c t o r s in cases requ i r ing s o c i a l t r e a t ­

ment might be shown to be co r re l a t ed , i t did not explain how 

t h i s method could be used to produce these r e s u l t s . 

The conclusions about the 1933 plan for medical s o c i a l 

s t a t i s t i c a l r e p o r t i n g the re fo re are t ha t i t did r e f l e c t the 

c u r r e n t concept of funct ion but t ha t i t did not completely 

s a t i s f y the philosophy of s o c i a l s t a t i s t i c s . 

As might have been expected, the weaknesses of t h i s 

p l a n became ev iden t when i t was put into p r a c t i c e . For some 

examples of these l e t us t u r n to the experiences of one 

depar tment and then f ind out how the jo in t committee handled 

t he problems which a r o s e . 

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

1934, we f ind tha t the Department of Social Service acted in 

accordance wi th the r eques t of the American Associat ion of 

H o s p i t a l S o c i a l Workers, and the Chi ld ren ' s Bureau of the 

Department of Labor in using the approved method of medical 

s o c i a l s t a t i s t i c s during t h a t yea r . In s p i t e of t h i s , how­

e v e r , the s t a t i s t i c s are p resen ted i n the annual r e p o r t , for 

t h e sake of comparison, on the same bas i s as in the previous 

y e a r . That i s , w i t h i n the department i t s e l f the new method 



W 8 S U S 9 < 3 ' b u * in the annual report for th , 

s t a t i s t i c s appear in th P l t 8 1 *** 
«ppear in the same form as in th. 

There i„ o 8 l n t h e reP°rt for 1933. 
T * « e is a comment in the report for l 9 3 4 „ 

s t a t i s M c a l ' a ^ o ^ ^ 8 V ° r e ^scrim inating 
for us tocoSparendataS S S ^ 1 1 m a k e " p 0 S s i b l e 

departments.1 l t h o t h e r s o°ial service 

One result of adopting the new method of statistical account-

xng was that, according to the new definitions, the total 

number of recorded patients was reduced in comparison with the 

total for the previous year. 

In 1935, the Children's Bureau and the Committee on 

Stat is t ics of the American Association of Medical Social 

Workers decided to change the form of reporting. They believ­

ed that this would lead to more clear-cut definitions of the 

degree of intensiveness of treatment. It was assumed that 

recording was being done according to the recommendations of 

the Records Committee. It was also assumed that activities 

thus recorded were characteristic of those defined as 

appropriate by the Committee on Functions (1930) and the Committee 

on Standards of the A.A.M.S.W. (1936). 3 A 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, 1954. p. 44. 

2 The term 'Medical' had been substituted for 'Hospital' 
in 1934. 

3 Infra p. 42. 
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• • • 0. H. In the hospitals Annual Hsport for the yaar i n , 

» » s t a t i s t i c s ! a n a l m s of Its socia! ser ies case loea hasa* 

on e x p e c t a t i o n with For. H-4. The fo ld ing exerpt fro* 

the report is a comment on the change: 

We no longer keep a permanent record of «,ti».t. f „ 

^ " t e Z X S S ? ? ' 8 r e ^ f ° r --dby faP : is e i?ing fSrse, 
i™m™ P < t a t i o n o r o f consultations that do not 
involve us in a case work plan for which we are 
responsible or for letters to school nurses or teachers.1 

(sic) 

The H-4 Monthly Report form was comprised of three main 

sections: A. Social Case Work. 
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 s t i l l a distinction 

between Medical Social Study and Treatment but the count for 

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

defined as follows: 

Medical social casework may 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 
al l 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.2 

The members of the committee were convinced that it was important 

to distinguish between degrees of intensity of the case work 

offered. It was therefore agreed to recognize four levels of 

! M»ggflchusetts General Hospital, Boston, Annual 

R e p o r t . 1936- p . 4 3 . 
o A statement nf Standards to be met by radical Social 

« ! - A f ! ! : ? r ? . Hospitals and Clinics. Report or tne 
service P * r B r ^ " ; ? r " ^ t e d in May 1936. The AmirTc-55 
g g ^ H i f ^ ^ S g S g l - S a l *or*ri , ohicago. p. 4. 



- c i a l case work service . The f i r s t three were considered s 

- d i c e ! s o c i a l t reatment and the fourth was considers, social 

s tudy only , s ince t h i s method of s t a t i s t i c a l reporting was 

designed to account only for those case work services which 

were recorded, i t did not make provision for unrecorded 

s e r v i c e s . I t was a count of case work services and not of 

the workers ' a c t i v i t i e s . This is a far cry from the days 

when medical soc ia l workers f e l t obliged to account for the i r 

time and a need to jus t i fy t h e i r existence. 

For the purpose of c l a r i t y , we ought to take note of 

the fac t tha t the above-mentioned terms medical social study 

and treatment were re-defined by the committee. In an effort 

to make them c lea re r and simpler the Form H-4 s t s t e s them in 

these terms: 

Medical socia l treatment i s the process of a t ta in ing 
the medical-social objectives formulated in 
col labora t ion with the physician and the pa t ien t . 
Treatment wil l be based upon social study of the 
pe rsona l i ty and environment of the pat ient in 
r e l a t i o n to h i s i l l n e s s . A ful l social study (social 
examination) should reveal the social and psycho­
log ica l fac tors influencing the physical and mental 
hea l th of the pa t ien t . Social problems coexistent 
with the health conditions may also be discovered. i 

Now l e t us examine each section of Form H-4 in d e t a i l . 

Sect ion A. Social Case Work: the four levels of 

case work are defined as follows: 

G r ° U P P a t i e n t s who are receiving fu l l social study and 
treatment those with complex medical socia l problems, 
l l o n g e r time for each is usually required because of 

i l a r y ^ i ^ i 'st'"rst;1CnS'iyL5- gepe
2
rtment of 

T | 1 |^^^7TT-Bu7eau, Washington, w . p7 2. 



44 

inL2i^est°udyhLf t°reSS *? O C C - - - l l y such 
a short time. treatment may be accomplished in 

Group i i . 

and treatment S f lhoVf s
r

c o m ^hens ive social study 
the fact that h , ^ 8 , 1 1 1 G r o u p *• T h i s m*y b e due to 
that only S t S "S l c < i l . social problem is simpler or 
process L f r L ^ o Problem is being treated/ The 
The dSr^7n? ^ i * l o n g 0 r a s h o r t Pe r iod of time, 
determf™%2£ X?*en?iYeness of the treatment should 
c a s I ^ f J S f a s s i f i c a t ion not the length of time the 
case is unaer 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-
Patierits 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 needed1. Only terminated cases are to be counted 
in Group IV. J-

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

quested from those departments which had members assigned to 

the admitting service of the hospital. The count was again 

based on the distinction between applicants for admission to 

the clinic service and applicants for admission to the in-

1 Ibid, pp* 2, 3. 
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p a t i e n t s e r v i c e . Information was r eques t ed a , t , 
ao r eques t ed as to how many 

of each group were refused admission. 
Sect ion c . St^f-p. +v,~ 

i . *taff. the count of staff during the 

month included both fu l l and part-time workers, s t a f f - in -

t r a i n i n g (s tudents receiving school eredi t ) and volunteers. 

The repor t ing of r e l i e f expenditures by social service 

departments under the 1933 plan of reporting had been unsa t i s ­

f a c t o r y . I t was decided to discontinue the attempt to make 

the se comparisons in the Form H-4 plan. 

The only reference made to "other services" i s th is 

comment " i f many services other than casework services are 

given by the department they should be summarized in a foot­

n o t e . "1 

In order to obtain the necessary information for each 

s e c t i o n of the H-4 Monthly Report, dai ly t a l ly sheets and 

s t a t i s t i c a l cards were recommended for use by the workers. 

The most s ignif icant thing about th i s new type of 

medical soc ia l s t a t i s t i c a l report ing i s i t s emphasis on the 

q u a l i t y of treatment as indicated by the four levels of t r e a t ­

ment, r a t h e r than on length of time under care or in terms of 

s e r v i c e s rendered to p a t i e n t s . This bears a d i rec t r e l a t ion ­

ship to the thinking of the leaders of the profession in 

regard to i t s function. That i s , by confining i t s count of 

"cases" to those pa t ien t s receiving services which are 

defined as appropriate to the a c t i v i t i e s of a medical social 

k e r , i t was hoped t h a t workers would be made increasingly 
wor 

1 I b i d . p . 1. 
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aware of the ne«ri + v 4 6 

n e e < 3 to be selective whor, +», 

* > « « . » as 0 6 s e»or*9r s ta ^ " " ^ " *"» 
6 r s l n the medical setting i t «i«« 

significant that whereas the 19 3 3 , " ^ o seems 

- d i c a l social tre t " " " d 6 f i n i t i ° n ° f 
o c l a l treatment emphasized t>,a+ +u 

based on +*. mpnasized that the plan for this w 
cased on the medieai «„;» «,„ ^ , 

1 8 n a S ° C i a l ^ n a t i o n , the 1937 scheme 

medical social worker. Something new had been added to the 

definition of medical social casework. Perhaps this emphasis 

on co-operative planning had been assumed to be basic in the 

previous s ta t is t ical 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. 

I t is the writer's belief that the committee 

responsible for this method was consciously trying to make i t 

reflect current concepts of function in medical social work. 

One may here refer to the study made by Miss Bartlett1 in 

which she emphasized the importance of each of these factors, 

teamwork of physician and social worker, and selectivity or 

awareness of the appropriateness of an activity in the light 

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

responsibility. 

1 Harriett M. Bartlett. Medical Social Work: A 
Study of Current Aims and Methods in Medical Social ftork. 
Chicago, Amer. Assoc, of Med. Soc. Work., 1934. 
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When the Form H-4 had been t r i ed on an experimental 

b a s i s for the f i r s t quarter of the year 1936 at the LI. G. H., 

Mrs. Helen Field made a study of i t s use by s ix workers in the 

depar tmen t . 1 She pointed out that the method of classifying 

casework as recommended in Form H-4 tended to obscure the 

p a t i e n t and to emphasize medical social casework: 

I s i t of significance that the phrase "c lass i f ica­
t i on of pa t i en t s " tends to obscure the actual process 
of c l a s s i f i c a t i o n upon which judgment i s brought to 
bear but prac t i se in classifying leads one to feel 
t h a t the medical soc ia l case in i t s t o t a l i t y , ra ther 
than the pa t ien t i s the subject of classification.-" 

Mrs. F i e l d ' s conclusion was that the medical social 

case work process i s a valid basic unit for s t a t i s t i c a l report, 

ing by medical soc ia l departments and that as a measurement of 

s o c i a l case work t h i s method stands. However, she did point 

out t h a t monthly c l a s s i f i c a t i on according to these levels may 

he too hasty to give a true pic ture of the level in which a 

p a r t i c u l a r case is to be c lass i f ied . She suggested waiting 

u n t i l a f t e r a case had been open for two months. 

Mrs. F i e l d ' s study was followed by discussion within 

the department which emphasized the d i f f i cu l t i e s of premature 

o s s i f i c a t i o n and the complexity of the system with i t s wide 

v a r i e t y in ln terpre 
t a t ion of the c lasses . A great need was 

f e l t for a c lea re r def in i t ion of the purposes of keeping 

1 Helen Field 
ca t ion of Soc"' 

f r ^ t n ^ s ^ c h u s 

2 Ibid- PP« 1* 2* 

f9~36" Unpublisnea research 
i t a l , 'Boston. 
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P t o s e s . The department continued to use Form H-4 in 1937 but 

in 1938 i t s s t a t i s t i c s were presented with the following note-

s t ep toward a more d i S i m i n a t l n f u n i ^ f c ^ n t ^ o w -
?Inder do n n f ft*?8 ° f S e r v i c e w e a r e called upon"to 
m S s u L ?h! a i 1

+
l e ? d themselves to s t a t i s t i c a l 

wSk i s L I i 3?C T h e U n i t o f c o u n t o f s o c i a l case work i s on a new basis of analysis . There are more 
se rv ices which have been unrecorded.1 

In a b u l l e t i n issued by the Chief of Social Service to 

the M. G. H. department in December, 1937, Form H-4 is set aside 

and ins tead , the method of s t a t i s t i c a l reporting which was to 

be used in the eoming year is described as follows: 

We decided to discard the plan of monthly s t a t i s t i c a l 
r epor t ing to the Children's Bureau which has been 
carr ied on for three years . Our reason for th i s was 
that we are convinced that th is scheme tended to 
confusion of thinking, d ivers i ty of in terpre ta t ion 
and did not c lar i fy conception of function. We shal l 
the re fore , have a new plan for 1938 which ref lec ts 
both our own ideas of a more reasonable counting and 
the trend of ideas of the National Committee on 
S t a t i s t i c s . 2 

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

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

names and ident i fy ing information, diagnosis and reason for 

r e f e r r a l of each p a t i e n t . From these re fe r ra l s the worker was 

t o : 
fiRcent or re jec t pat ients as su i tab le for service 

nermanSntly recorded. Only pa t ien ts for whom service 
? f r p ^ n e n t l v recorded wi l l be the basis of the 
s t a t i s t i c a l count . J 

! „..,.„h,iaetta i"«"i Hospital. Boston, Annual 

npnort. 1938. p. 46« , „ 
ggp -1- ,_ „ + 4.e aonoral Hospital, Social Service 

3 Ibid. p. !• 



49 

All permanent recording might be in ei ther of three forms: 

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

medical record or (c) a br iefer record on the regulation card. 

The fol lowing def in i t ions were used as a guide: 

Medical socia l casework i s joint consideration by a 
medical social case worker and a patient of his 
s i t u a t i o n in which they seek: 1. to determine whether 
or not he has needs or problems related to his i l l nes s , 
for which he wi l l accept help from the worker, and 

2. to modify the 
s i t u a t i o n (which includes people) in the direct ion of 
the most constructive adjustment within the l imits of 
the r e a l i t y s i t u a t i o n . 1 

In order to qualify as medical social case work a l l 

of t he following c r i t e r i a must appear in some degree: 

1. A pa t ien t under care for an i l l ne s s , with problems 
" (po ten t ia l or rea l i zed) , related to his i l lness , 
which are of significance to him. 

2. A re l a t ionsh ip of acceptance and understanding 
'between the pat ient and the worker. 

3 A period (varying upward from the length of one 
' interview) during which the worker reaches some con­
clusions f i r s t , about the pa t i en t ' s need of case 
work, and second, about his willingness and ab i l i t y 

4 t0A grow'inf d e m a n d breadth of understanding during 
the * S £ w care ' period, reached by consideration of 

a. ?he p a t i e n t ' s own a t t i t udes , desires and 
h S r J o X a l re la t ionships (both intimate in t e r -

+ ̂ ° ! and broader problems of social status) 
e J S r S S - S S l « v l r o n L n t and material factors 

' ( f ^ n i ? f f o f t h f p a l e n t to gain 
5 . An opportunity ^°J Understanding and acceptance 

8 - i n f TAltv to deal with his own problem, or 
b . help in " S u i t i n g the s i tua t ion to his 

l i m i t a t i o n s . 

t« be kept of those pat ients appearing on the 
A count was to be Kepi; u 

o m t h i s material where the word 
1 Ib id . p . 2 - +

I n J i interpreted to mean responsible 

the pa t i en t i s m c v 
or youth. 

2 I b i d . p . 2» 
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i n t a k e Blanks not counted as cases . While they might be 

he lped t o meet medical recommendations, the service rendered 

was of a s imple type not requ i r ing the degree of study implied 

by i t em 3 . above. No permanent record of t h i s kind of service 

was t o be made, except perhaps a note in the medical record. 

The 1938 plan for s t a t i s t i c a l r epor t ing of medical 

s o c i a l s e r v i c e at the M. G. H. was composed of two major 

s e c t i o n s . Sec t ion A. was an ana lys i s in s i x p a r t s , of a l l 

p a t i e n t s accepted: 

1 . those for whom service was i n i t i a t e d tha t month -

new, old or r e c u r r e n t . 

2 . those p a t i e n t s for whom service was continued from 

the previous month. 

3 . t he t o t a l served tha t month (1 and 2 ) . 

4 . the number d ischarged. 

5 . t he number car r ied over to the next month. 

6 . an a n a l y s i s of a l l discharged or closed records 

( t h a t month) according t o : a. the number who received 

medical s o c i a l casework (which met a l l of the above-

desc r ibed c r i t e r i a ) and b . the number who received 

medical s o c i a l casework se rv ice (which met 1. and 3 . 

of the c r i t e r i a but lacked one or more of the remain-

ing i t e m s ) . 

s e c t i o n B. wes a count of p a t i e n t s defined above as 'no case 

^ ^ o w i n g the n u ^ e r served for the f i r s t « . dvring the 

o u r r e n t yea r and t he t o t a l r ece iv ing serv ice that aonth. 

A comparison of the 1987 Chi ldren ' s Bureau plan . 1 t h t ha t 
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of the M a w o 

^ p o r t e n t d i f f e r e n c e b e t w e Q n 

wnereas the Children 's Bureau m™ 
and t h . .< recognized that the doctor 
and the pa t i en t have a p i a e P 1 n -

place m formulating the basis for 
medical s o c i a l treatment, the M o w , 

«, xne M. (j. H. plan omitted from i t s 

d e f i n i t i o n of medical social casework any mention of the part 

t h a t the doctor might play l n p l a n n l n g m e d i c a l s o c i a l t r e a t _ 

ment' Anyone who did not know how very basic th i s concept of 

co-opera t ive planning always has been to the development of 

medical soc i a l work at the M. G. H., might be led to believe 

t h a t the medical soc ia l workers there were reverting to the 

days when they functioned in the i r own l i t t l e corner 'by 

permiss ion ' and almost ' i n sp i te o f the doctors. The writer 

i s inc l ined to believe that co-operative planning between 

phys ic ian and social worker had always been so much a part of 

t h a t department 's work that i t was taken for granted that i t 

would continue to be so . 

There are two s t r ik ing facts about the M. 3. H. plan. 

One is the great emphasis on the worker-patient re la t ionship , 

in understanding and t rying to cope ?:ith problems related to 

the i l l n e s s , with par t icu la r s t ress on the r ight of the 

p a t i e n t to determine whether he wished to use the treatment 

of fe red . The other important point i s tha t by weiting un t i l 

cases were closed before deciding what level of casework hed 

been given, i t became possible to obtain a much more accurate 

es t imate of the amount of intensive work given by the depart­

ment than had been obtained by the 1937 Children's Bureau 

p l an . I t a l so seems as if, under the l a t t e r plan, once a 
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s e r v i c e had been c l a s s i fy e* +*. 
o i - a a i f i e d t he re would have been a tendency 

f o r t he worker to t r y to mould her ' c a s e ' to f i t the 

c l a s s i f i c a t i o n , otherwise changes in c l a s s i f i c a t i o n woul, have 

been n e c e s s a r y . Meanwhile, both plans r e f l e c t the statement 

of t h e Committee on Standards of 1936 tha t medical soc ia l 

casework may range from a simple and abbreviated process to a 

f u l l and comprehensive one. 

By December 1938, the Committee on S t a t i s t i c s of the 

American Assoc i a t i on of Medical Social Workers had concluded 

t h a t t h e r e were some ser ious omissions engendered by making 

a d i s t i n c t i o n between b r i e f and in tens ive cases. These 

omis s ions prevented t h e accomplishment of one of the o r i g ina l 

pu rposes of the a s s o c i a t i o n in medical soc i a l s t a t i s t i c a l r e ­

p o r t i n g , i . e . ' t o keep account of volume' . The Bul le t in of 

t h e American Assoc ia t ion of Medical Social Workers published 

in January 1939, conta ins the repor t of the committee in which 

t h e use of a r ev i sed H-4 was proposed. I t was bel ieved tha t 

t h i s would b e t t e r accomplish the o r i g i n a l object ives already 

s e t f o r t h and s t i l l considered appropr ia te : 

1 To keep account of volume of service rendered to 
' p a t i e n t s by medical s o c i a l s e rv i ce throughout the 

2 °To n sSw change in volume of se rv ice from time to 
t o t ime- i . e . month to month and year to year . 

n To ob ta in f ac t s of value in making comparisons, 
such as comparisons of the work of d i f fe rent 
s o c i a l se rv ice departments and of medical s o c i a l 

1 A Handbook e t c . op. c i t . p . v i i . 

o r-.i-nntln " f * h p American Associat ion of Medical 
- 2 J ^ ^ l c a l o - Vol. i a . fro. I . "A Report ol Hie 

finftiai workers , Chios go, 1 9 3 8 „ # lm 

Committee on s t a t i s t i c s , 
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4 . ? o r y k i I i r f r c ? - o ? o o i a l work a c t i v i t i e s . 

the soc i a l service 2 ™ t i n Tkir^ « " i s i o n . within 
a d m i n i s t r a t i o n ! d eP e r tment , and by the hospital 

o . To furnish a means nf ^ t . 
who support i t ? 1 l n t e rp re t i ng the work to those 

I t was proposed that the revised H-4 would use 'pat ients 

d e f i n i t i o n of t h i s new term was suggested: 

This de f i n i t i on made i t no longer necessary to distinguish be-

tween b r i e f and intensive cases and a t the same time broadened 

the count of volume of work so as to include some patients who 

had he re to fo re not been included as part of that t o t a l , in the 

r e p o r t of the committee i t is clear that i t did not wish to be 

i n t e r p r e t e d as implying that casework is not the primary function 

of medical soc i a l work but ra ther , that i t is attempting to 

measure volume of service rendered. I t is important for th i s 

s tudy t h a t the committee made special note of the fact that i t 

saw i t s funct ion as "providing the means for ref lect ing pract ice, 

f a t h e r than attempting to mould pract ice , through s t a t i s t i c a l 

measurement. 

Apropos of the 1937 attempt to define levels of t r e a t -

1 A Handbook e t c . op- c i t . p. v i i . 

2 Bulletin of the American Association of Medical 
Social Workers, op. cit. p. 4. 

3 Ibid. p. 4. 
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ment according to degree of intensiveness, the Committee on 

S t a t i s t i c s of the A.A.M.S.W. concluded tha t , in rea l i ty , we 

do not have four d i s t i n c t types or levels of case work which 

can be accura te ly ident i f ied and reported. And when these 

c a t e g o r i e s were used i t was often necessary to reclassify 

cases which had been wrongly classif ied at the time of opening. 

I t was decided t ha t the logical time, if any, in which to 

c l a s s i f y a case i s upon completion of the case when an 

eva lua t ion of the finished piece of work would be part of the 

c l a s s i f i c a t i o n process . But because of the lack of 

a u t h o r i t a t i v e c r i t e r i a for evaluation, i t was decided to 

omit c l a s s i f i c a t i o n from the revised form. In order to aid 

in the establishment of c r i t e r i a for case measurement, the 

Committee on S t a t i s t i c s provided a tentative outline 

(Sec t ion A.4) on which to base an analysis of t o t a l closed 

c a s e s . While t h i s was not an accepted part of the monthly r e ­

por t form, i t was put forth for those who wished to use i t and 

i t i s of i n t e r e s t here only as i t re la tes to the concept of 

func t ion . The monthly report form as proposed by the committee 

n ^ m a d H-4 comprised three sections: and known as Revised n-* ^ v 

A. Pa t ien t s Served: m o n t h 

1. continued from Pre t h Q mon 
2 ' f i n d i v i d u a l s not previously reported 

b ' f j ^ d r a i r ^ v ^ s l y reported'during " ' 

calendar year . • ' ' ' 'z)\ \ 
m J-«I Murine month \J- P-LUO *" • • 3 - T ? t a L S from service during t. 3 . 'i'OT/B-i- u v " - - £ _ . _ service during ™« WUJ 

\\ ConUnufd tofol lowing month (3 minus 

;he month . . . 
4) . . . 

„ . --- In Out 
. , , , „ „ service during month: (pat ients) 

B. S o c i a l ^ m i t t i n g ^ S e r v ^ ^ ^ fldmissi0^ T o t a i . ^ _ 
a. accepted • : * ' ' ' ' ! 
b . not accepted . . • 
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'• a s s a y s %i.r0iT*u™ r>*™** 
a. continued under care 
b . not continued under care.' \ '. \ \ \ \ 

C Staff during month- ^,-n ^ N u m b e r 

8. Executives and Supervisors U H t i m e P a r t t i m e 

9. Case workers: Total . . 
a. assigned to in -pa t i en t ' and ' c l in ic services ' ' ' 

-»A ol ! s s i S n e a to admitting service . . ' ' # 

10. Students 
a . assigned to in -pa t i en t ' and 'c l in ic services! 
D. assigned to admitting service \ 

The plan for classifying closed cases i . e . section A.4 

provided for a subdivision of th i s section into two groups: 

4 . Discharged from service during month: Total. . . 
a. Class i f ica t ion A [ 
b . All others B (4-4a) 

C l a s s i f i c a t i o n A was to include those patients to whom the medical 

s o c i a l worker had attempted to offer medical social treatment whose 

problems r e su l t from the interrelat ionship of medical 
and soc ia l factors in the area of the pa t ien t f s i l l ­
ness ; and that these factors are of reel or potential 
s ignif icance to the p a t i e n t . 1 

The desc r ip t i on of th i s group points out that the aim of the 

s o c i a l worker i s to a s s i s t the patient or patient group e i ther 

by helping him to 
sain increased self-understanding and ab i l i ty to deal 
f i t h h i s problems; by giving help in real izing his 
J i l l capacity: or more d i rec t ly , by bringing back to 
the medical s t a f f an awareness and an understanding 
of the soc ia l s i t ua t ion .* 

y,rr which social case work is accomplished are The processes by whicn s u i ^ 

4 « ^ i n d i n « - ( 1 ) a s t u d ? o f t h e P a t i e n t a n d 
f u r t h e r defined as including, i-u 

-, 4+11„tion- (2) an evaluation of the s ignif icant h i s s o c i a l s i t ua t i on , v i 

1 Ib id . p . 6. 

2 Ib id . P* 6* 



- i e l r a o t o r 3 . . . , o a e t e r B l n e n e e a s a n d p r o b i e _ f _ 
e a s l r e s a n a w l l l 8 o o e p t h e i p f r o B t t e ^ r ^ 3 ) 

t rea tment when indica ted . These e i«m e + 
i n e s e elements occur continuously 

throughout the period th«t + >.* 
Period that the pat ient is receiving care and 

do not take place in any sequence Th* ,i, f t l 

j sequence. The whole process implies 
t h a t 

® re l a t ionsh ip of understanding and acceDtane* p T i , t 
ed between pat ient and worker.7..?hat the worker's 
whole approach was one which made i t poXiWe ?or a 
1• ?*t\le^1 M S P r o W « # «« *> «oept Lip with 

* T 2 e * o c l a 1 ' c a se record (whether or not i t is a 
pa r t of the medical record) demonstrates the above 
c h a r a c t e r i s t i c s of the cases of this group.1 

These c r i t e r i a , inc identa l ly , although unpublished, were the 

work of the American Association of Medical Social Workers 

Committee on Functions. Here again we have evidence for 

s t a t i n g tha t medical social workers have t r ied to ref lec t the 

th inking of the professional group in the i r method of s t a t i s t ­

i c a l r epo r t i ng . In order to f a c i l i t a t e accuracy in counting, 

a da i ly t a l l y sheet and a s t a t i s t i c a l card for each pat ient 

accepted for service were recommended. 

There are some omissions from this report form which 

the committee believed were in the in teres ts of simplicity 

but which i t recognized might have to be compensated for by 

ind iv idua l departments. In the f i r s t place, the committee r e ­

cognized that the revised form H-4 did not account for a l l 

p a t i e n t s served by a department but believed that the def in i ­

t i o n of pa t i en t s to be counted was broad enough to provide a 

s i g n i f i c a n t and valid national p ic ture . No separate record 

1 Ib id . PP. 6, 7. ( q ^ t e d in) 
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was r e h i r e d of cases carried co-operatively with other 

s o c i a l agencies nor of intra-department t ransfers . 

In the Bul le t in of the American Association of Medical 

Soc i a l Workers already referred to , considerable discussion is 

given over t o explaining the a t t i tude of the Committee on 

S t a t i s t i c s to the change from the 1937 emphasis on case work 

s e r v i c e to p a t i e n t s to a broader type of volume count. The 

Funct ions Committee had already decided that 

the e s sen t i a l charac te r i s t i c s of the so-called 'brief 
and intensive* cases appear to be the same, and that 
any dividing l i n e between the two probably i s 
a r b i t r a r y . 1 

The only help that the Functions Committee could give when 

the Committee on S t a t i s t i c s raised the question of 'other 

s e r v i c e s ' was to say tha t i t had not studied the question.' I t 

was the fee l ing of the Committee on S ta t i s t i c s that the 

previous plan of report ing had not given a true picture of the 

t o t a l volume of pa t ien t s served. Therefore, the defini t ion 

s t a t e d above2 was chosen in the hope that i t would include both 

the medical soc i a l casework services which met the requirements 

of the c r i t e r i a and the large group of 'other se rv ices ' which 

the s tudy of ac tua l pract ice showed to represent a large 

p ropor t ion of the work of medical social service departments. 

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

by the Social Service Department of the M. 0. H. in December 

• ^ ^ f i t e l v impressed with the s imi lar i ty in two 1937, we are immediately nuyx 

1 Ib id . p . 2 ' 

2 Supra, p . 5 3 -
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7 a
b

S - t ^ ^ ^ C m - a - - - social casework adopt-

•* * * • M. a . H. department and that of the Committee on 

F u n c t i o n . , and used in Revised H-4 in i t s Classification , 

are i d e n t i c a l . And second, the M. c. H. p i a n r e c o a n i z e d t h a t 

medical s o c i a l examination and treatment cannot be two 

d i s t i n c t l y separate a c t i v i t i e s of a medical social worker. 

Thus, in d iscarding the 1937 Children's Bureau plan, the ea r l i e r 

(1933) b e l i e f was subst i tu ted, i . e . that pat ients receiving 

•o ther recorded soc ia l se rv ices ' should appear in a s t a t i s t i c a l 

a n a l y s i s of a department's work. The 1939 Revised Form H-4 

a l so r e tu rned to the ea r l i e r plan, but i t did not ask depart­

ments to show a d i s t i nc t ion in thei r s t a t i s t i c s between those 

• c a s e s ' which met the c r i t e r i a and those otherwise served. I t 

was the be l i e f of the committee that such a dist inct ion was 

s p l i t t i n g h a i r s and therefore the unit of count chosen was 

' p a t i e n t se rved ' . 

When we attempt to evaluate the 1939 Revised Form-H-4 

in the l i g h t of current concepts of function, we must reca l l 

t h a t Miss B a r t l e t t ' s study of 1934 was the la tes t 'Functions 

Study ' ava i l ab l e , that the committee which revised H-4 bel iev­

ed tha t the o r ig ina l objectives of 1933 were s t i l l valid and 

t h a t t he concept of the r ight of the individual patient to 

decide whether or not he would accept the service offered was 

+•« nfl-rmeate the whole field of social work, j u s t beginning to permeate 
. + ™,T. n r ia ina l premise that social s t a t i s t i c s Measured against our or ig inal y 

have a dual purpose, i . e . measurement of volume, and social 

usefu lness , the 1939 plan seems to accomplish the former but 

, , a n , p tha t i t made any unique contr ibution i s l i t t l e evidence tnau 
the re 
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t o s o c i a l r e s e a r c h . Thus, while we may conclude t h a t the 

1939 p l a n more a c c u r a t e l y measures volume of pa t i en t s offered 

s e r v i c e by a medical s o c i a l service department than any other 

p l a n h i t h e r t o e s t a b l i s h e d , we must look beyond 1939 for a 

new method of s t a t i s t i c a l r epor t ing which w i l l f u l f i l the 

o t h e r p u r p o s e . Since the year 1939 was the l a s t year in which 

the American Assoc ia t ion of Medical Social Workers had a 

committee on s t a t i s t i c s , we would therefore expect that inform-

a t i o n about f u r t h e r developments would have to be sought in 

i n d i v i d u a l depar tments . In the next chapter we shal l study 

t h e accomplishments in the f i e l d of medical social s t a t i s t i c a l 

r e p o r t i n g in two cen t re s of medical soc ia l work, namely New 

York Ci ty and Boston. 



CHAPTER IV 61 

SBOUP INTEREST DECLINE AND FOMENTATION 

BY DEPARTMENTS CONTINUES 

I n t h e preceding chapter the work of the American 
A s s o c i a t i o n of M e d i c i Q ^ * ̂  «- , 

Medical Social Workers Committee on S t a t i s t i c s 

of w r i t i n g (1948) the re has been no Committee on S t a t i s t i c s in 

t h e A s s o c i a t i o n . But t h i s does not mean tha t there have been 

no f u r t h e r developments in the f ie ld of medical s o c i a l 

s t a t i s t i c a l r e p o r t i n g . I t does mean tha t for evidence of 

f u r t h e r developments we must tu rn to the work of a p a r t i c u l a r 

depar tment and of a group of departments. In t h i s chapter i t 

i s our purpose t o cont inue our study of methods used at the 

M. G. H. dur ing the period 1939 to 1944 and to study a method 

of medica l s o c i a l s t a t i s t i c a l repor t ing developed by some 

h o s p i t a l s i n New York City in 1943. These methods wi l l be 

e v a l u a t e d aga ins t cur ren t concepts of function and against our 

o r i g i n a l s ta tement concerning the purposes of medical soc i a l 

statistics. 

At the M. G. H. the plan devised in that hospital in 

1936 was continued in 1939 with the exception that they no 

longer t r i e d to c lass i fy closed records according to the 

c r i t e r i a which the department had established in 1938 but 

only a t o t a l count of closed cases was kept. Beginning in 

January 1940, the Chief of Social Service issued ins t ruc t ions 

to he r s t a f f concerning the use of Revised K-4. In th i s she 

comments: 



62 
t h e ' R n t t n n V 8 6 1 1 1 ^ 0 C O m p l y w i t h t h e request of 
III o?he?%nM»iC1J o f . S o c i a l ^ e n c i e s b? joining 
xne other Social Service Departments in reporting 
S S p ^ n t h J j S * a t i s t i c s *o the Federal Sh i l dSn ' s* 
Bureau. The American Association of Medical Social 
workers and the Children's Bureau have now asreed 
?2*o n s l m p l i f i e d f o r m m u c h l ike the one we used in 

Revised H-4 was used by th i s department for the ensuing year 

but in 1941, for the sake of having a clearer picture of 

comparative case loads as between workers and between cl inics 

and s e r v i c e s , the term 'Active ' and ' Inact ive 1 of to ta l 

p a t i e n t s served and 'Transfers ' to and from workers were added 

to the Monthly Report Form. In the year 1942 an item 'Liedical 

R e l i e f appears in the annual report but i t was omitted in the 

fol lowing y e a r s ' r epor t s . Meanwhile, in order to f ac i l i t a t e 

annual comparisons, the department continued to present i t s 

s t a t i s t i c s in the h o s p i t a l ' s annual report in the same foim 

as was begun in 1938. 
Although the American Association of iledical Social 

4 4.4-^ «« c+fltiqtics. the Committee Workers had no active committee on s t a t i s t i c s , 

on Functions did continue to t ry to define the purposes and 

methods of case work in a medical se t t ing . I t was th is 

+ <«i which was used as the basis for the book committee 's mater ia l whicn was 

• •ace . e p e e t s of Sooie! Caee„ork in . * « - ! — " * 

H . „ i . « B a r u e u , «*« « • — < " ^ " " " f ^ 
„ <« the central function of a social 

t h a t soc ia l casework is the 
n 4-v,o+ tMs is determined by the case-

s e r v i c e department and that th is 
to r e l a t e to the pa t i en t ' s needs and to the 

worker ' s a b i l i t y to re 

** Tereral Hospital, Social Service 
K MSt8ruhc?ions ^ S t a t i s t i c s for 1940. 

Department, ins^r" 
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s e t t i n g . She s t r e s s e d the far>t tvi«+- 4+ • ^ 

&ne l a c t tha t i t i s the soc ia l worker's 
concept of s o c i a l cfic;ftWAT»v <4.n „ 

* u o i a i casework, i t s approach and methods and her 

a b i l i t y to adhere to these which e s t a b l i s h e s the focus. 

R e f l e c t i v e of t h i s emphasis, i s the "Statement of Standards 

t o be Met by Medical Soc ia l Service Departments in Hospitals 
and C l i n i c s " adopted in May, 1936, revised in June, 1940, and 
p u b l i s h e d in i t s rev ised form by the American Association of 

Medical S o c i a l Workers in 1941. fte read the re in tha t : 

Medical Soc ia l Service has been developed in the 
h o s p i t a l as a se rv ice to the pa t i en t , the physician, 
the h o s p i t a l admin is t ra t ion and the community, in 
o r d e r to help meet the problem of the pat ient whose 
medical need may be aggravated by social fac tors 
and who the re fo re may require soc ia l treatment which 
i s based on h i s medical condition and c a r e . 1 

F u r t h e r , they define funct ion a s : 

1 . P r a c t i c e of medical soc ia l case work. 
2 . Development of the medical social program within 

t he medical i n s t i t u t i o n . 
3 . P a r t i c i p a t i o n in the development of social and 

h e a l t h programs in the community. 
4 . P a r t i c i p a t i o n in the educational program for 

p r o f e s s i o n a l personnel . g 

5 . Medical soc ia l research 
And wi th r e g a r d to s t a t i s t i c a l r epor t ing : 

The soc ie l service department should Jeep a 
i n e s r „+ nf» i t s recorded cases . For th i s 

s t a t i s t i c a l count ^ J ^ / ^ h e plan outl ined by the 
t h e r e i s s * r o g 2 J * I J J of the A.A.M.S.W. and the 
Committee on S t a t i s t i c s oi s t a t l s t l C 8 i 
U. S. Ch i ld ren ' s Bureau u M w i t f c t h e s p e c i a l 

m a t e r i a l may be added i i n s t i t u t i 0 n o f w h i c h t h e 

I n l t . aennmon of - « - l «"•> — * " * * * ^ " ^ 

p. 3 
1 

2 

3 

^_ J ta lemsi l^^Sni«^etc . ( op. cit. 

Ibid. P- 4* 

Ibid. PP- 4« 5# 
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Physical and mental h e a m ' o ^ l h e l a ' t ' ^ n t " ! 

As we have seen, these statements did not a l t e r the Revised 

H-4 because, while they appear in the revised edition of the 

"S tandards" , they are ident ica l with the definitions in the 

1936 "Statement of Standards". The only change made in the 

1941 e d i t i o n is the def in i t ion of Social Admitting which was 

made with t h e approval of the Committee on Functions. This 

reads as fol lows: 

The admission of pa t ien ts to the in-patient or out­
p a t i e n t department of a hospital may be considered 
s o c i a l admitt ing if: 
(a) the administrat ive pol ic ies of the ins t i tu t ion 
permit reasonable exercise of medical social 
dec i s ion . 
(b) the re i s a study of the individual patient and 
h i s problem in r e l a t i on to his medical social need. 
(c) t h i s study i s regarded as a f i r s t step in 
securing for the pat ient the medical social t r e a t ­
ment which h i s t o t a l s i tua t ion may necessi ta te . 

I t seems increasingly evident that these l a s t two 
points can be more adequately fostered and maintained 
i f s o c i a l admitting l ike social review and follow-up, 
i s p rac t i sed under the auspices of the social service 
department.2 

Since these two s tudies referred to above were the most recent 
s t a tements in the period under our present study, with regard 
to the Assoc ia t ion ' s def in i t ion of Function, they remain for 
us a b a s i s for evaluat ing ensuing schemes. 

1 I b i d . p . 4 . 

2 I b i d . p . 5. 
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I t i s now appropriate for us to turn to the work of 

a group of h o s p i t a l s in New York City which we have chosen as 

an example of experimentation in the f ie ld of medical social 

s t a t i s t i c a l r e p o r t i n g . In 1943, in the hope of improving on 

the Ch i ld r en ' s Bureau plan for medical socia l s t a t i s t i c s , the 

f i r s t use was made of a new method which had been developed 

as a j o i n t p ro jec t of the United Hospital Fund of New York 

and the Russe l l Sage Foundation's Department of S t a t i s t i c s . 

This p r o j e c t was undertaken at the request of the United 

Hospi ta l Fund 

because i t had not be successful in obtaining 
s t a t i s t i c s of medical social work from the depart­
ments in hosp i t a l s served by the Fund.1 

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

The purpose of the plan is to obtain measurement of 
the volume of casework service given by medical 
soc i a l work s t a f f s without respect to i t s qual i ty . 2 

And in an o f f i c i a l statement regarding the purpose of the 

p lan Dr. Hurl in says : 

I t should be noted especially that the s t a t i s t i c s 
are intended to r e l a t e only to the social casework 
of the respect ive medical social work departments 
r a the r than to the ent i re ac t i v i t y of the i r s t a f f s . 

By d e f i n i t i o n , soc ia l casework i s : 

, T * t « +n the wr i te r from Dr. Ralph -i. Hurlin, 
• * * Russell Sage foundation, Department of S t a t i s t i c s , 

D i rec to r , Russexx oe»bc 

March 7, 1946. 
2 Letter from Dr. Hurlin, June 19, 1944. 

Yo"rk!~ 1945. p. 4. 
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oiL'ft^^n^L^l^s^LLr^16^^a * " " • * « • 
to t he adminis t ra t ion of ? £ * are those that r e la te 
as the general mani°.L°i+ ! h o s P i t a l or c l inic such 
c l i n i c ? e p o r L , R o u t i n e fn!? 1 1 1 1 1 0 ' t h e kee^^ o f 

c l i n i c attendance and hoaM?2 £ " T ° f p 8 , t i e n t s f o r 
s e r v i c e . 1 nospi tal or c l inic admitting 

There are in t h i s system two uni ts of count: "case 

of s e r v i c e - or "the person in whose interest the work is done", 

and "casework interview" on cases receiving casework service. 

The casework interview i s 

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

Routine interviews in order to ascer tain whether a patient 

has a problem requir ing social case work are not counted as 

"casework in terviews" unless a problem is found and work 

i n i t i a t e d on i t . Thus we have a new emphasis upon one of the 

techniques of soc ia l case work, perhaps the most used technique, 

for spec ia l count. This emphasis on the case work interview 

was bel ieved by the committee to be an important index to 

the volume of medical social casework which had hitherto been 

overlooked. 

A "case of service" is counted when "the worker attempts 
to aid in coping with the problem of a pat ient , 
i r r e spec t ive of the number of contacts that she 
an t ic ipa ted , of the completeness of the service, or 
the probabi l i ty of a positive r e su l t . 3 

The method i s based on data accumulated by each worker 

on a da i ly t a l l y sheet and a t the end of the month reported by 

1 Ib id . pp. 4, 5 . 
2 Let ter from Dr. Hurlin, June 1944. 
3 s t a t i s t l c s ^ o Q I e d i ! ^ Social Casework, op. c i t . p. 5. 



each department on a s t a t i c , „ 
S t S t l S t l C a l f 0 - to the office of the 

United h o s p i t a l Fund. The Russell <?» * 
tfussell Sage Foundation makes 

monthly and annual analyses nr +* 
analyses of the date reported by the 

Fund. The Monthly S t a t i s t i c *„,. • 
y m i s t i c a l Form is comprised of four 

s e c t i o n s : 
1. Cases receiving casework service• 
<£. s o c i a l service staff-
3 . Casework interviews on cases receiving 

casework service; s 

4 . Other interviews.' 

In order to obtain the required information three 

types of s t a t i s t i c a l forms are recommended for use by each 

case worker: 1. the medical social casework daily record; 

2 . the index card for a lphabet ical reference f i l e s ; 3. the 

s t a t i s t i c a l case card. Within the category of "cases" a 

d i s t i n c t i o n i s made between "Immediate Service Only" cases -

"casework se rv ice given in an i n i t i a l interview without plan 

on the pa r t of the worker for any continuation of the service" 

and "Continued Responsibi l i ty" cases - "a person served in a 

f i r s t interview for whom the worker plans further casework 

s e r v i c e . " Thus i t i s possible to compare the ra t ios of 

"Immediate Service" cases and "Continued Responsibility" cases 

to t h e t o t a l monthly caseload. The movement of caseloads of 

each worker i s readi ly indicated and the movement of caseload 

for the department as a whole may be followed. This is a less 

simple form than tha t devised by the Children's Bureau but i t 

serves a dual purpose of being useful to each department 

i n t e r n a l l y as well as to the Fund for inter-department 

comparisons. 
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The information acquired in Section 3 . provides an 

index to the amount of interviewing and the proportion of th is 

with t he phys ic ian , with another social agency or with anyone' 

e l s e involved in the soc ia l casework plan. I t also shows 

what p ropor t ion of interviewing i s done by telephone. Section 

4 . makes i t poss ib le to compare the number of interviews held 

on cases r ece iv ing casework service with those on 'not counted 

c a s e s ' such as medical research, hospital admitting, etc . 

While t h i s type of information may be useful locally for 

purposes of i n t e r p r e t a t i o n , community fund-raising, e t c . , i t 

i s d i f f i c u l t to understand what value i t would have if the 

plan were used on a wider bas i s . Surely we have passed the 

era when i t was of nat ional significance to know what propor­

t i on of medical soc ia l casework interviewing was being done by 

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

o f f i c e , e t c . 

There is one bas ic cr i t ic ism of the joint effort of 

the United Hospital Fund and the Russell Sage Foundetion. We 

r e f e r p a r t i c u l a r l y to the defini t ion of social casework therein 

u s ed: 

q n , i a l casework i s individualized study or treatment 
b? sociaTwJrker of a problem affecting the well-
beins of a pa r t i cu la r person for the purpose of 
a S l f t i n g i? solving the problem. 1 

1 I b i d . p . 17 
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Our c r i t i c i s m of t h i s def in i t ion r e s t s on the fact that i t 

i s not a d e f i n i t i o n of medical social casework. I t completely 

over looks the fac t t ha t social casework in a medical se t t ing 

i s inf luenced by t ha t s e t t i n g . In the f i r s t place, i t ignores 

the f a c t t h a t medical socia l work imposes on the caseworker 

the ob l i ga t i on to work within the framework of a medical 

i n s t i t u t i o n , and under the leadership of a member of the medical 

p ro fe s s ion . The soc ia l caseworker who can accept these facts 

sees them as s t rengths ra ther than as l imitat ions and is enabled 

thereby to focus on her function as a medical social worker. 

The s o c i a l caseworker who cannot accept them is so irked by 

these r e s t r i c t i o n s tha t she becomes full of anxieties about her 

own s t a t u s as a professional person and impatient with 

r e g u l a t i o n s which, to her , seem meaningless and sometimes even 

oont rary to her philosophy as a caseworker. In the second 

p l ace , i f medical socia l s t a t i s t i c s are to measure volume of 

medical s o c i a l case work, the definit ion ought to have indicated 

the p a r t i c u l a r focus of medical social work, i . e . "the patient 

, • ^ „*«fl mav be aggravated by social factors and who whose medical need may DB aB6i 
r f l n 1 ) 1 r e S Ocial treatment which is based on his t he re fo re may requ i re sociax 

n . i t i o n "1 Miss B a r t l e t t ' s study has shown clearly 
medical condi t ion . i«-L 

, «i focus of a medical social worker is social 
t h a t the cen t r a l focus oi 

, v> 4- t h a t the se t t ing requires 
o a s e w=rk but t h a t - c a p a o l t l e s » h l 0 h b.™ 

a 
to do p 

__t op. c i t . p- 3* 
1 A """ 



70 

S l: t£S1 i2ia . .0 0tSiS!in t focus * tMn the real i t ies 

According to the def ini t ion of the United Hospital 

Fund plan we may imagine the medical social worker engaging in 

casework on any problem affect ing her pat ients regardless of 

whether i t has any d i r e c t bearing on the medical problem or 

i t s t r e a t m e n t . Because of i t s fa i lu re to be specif ic , t h i s 

d e f i n i t i o n might lead one to believe that medical social workers 

perform the functions usual ly ascribed to family caseworkers, 

c h i l d r e n ' s p ro tec t ion workers, child placement agencies, e tc . 

Let us grant t ha t case work is case work wherever i t is per­

formed and tha t the generic basis underlying a l l case work is 

fundamental to medical, psychia t r ic , child welfare, e tc . Yet 

i f we are going to t r y to measure the volume of case work done 

in a p a r t i c u l a r s e t t i n g , tha t setting, sets certain limits to 

the casework prac t i sed there in , and s t a t i s t i c s of such case­

work must be based on a clear def ini t ion of what i t is we are 

measuring. 

As we have seen, the 1936 "Statement of Standards" 

contained a de f in i t ion of medical social case work which, in 

1 9 4 4 was s t i l l used by the American Association of Medical 
mu- ^ - f in i t ion 2 emphasized the fact that Soc i a l Workers. This defini t ion y 

nt a medical social caseworker was on the i l lness 
t he focus of a meaicax 

, +h„t medical social treatment was carried out in 
s i t u a t i o n and tha t medical 

•*v him (the pat ient) and his physician . I t i s 
c o l l a b o r a t i o n with him (the p 

, b e l i e f that th i s def in i t ion of medical social 
the w r i t e r f s be l i e i on 

, specif ic than that of the United hospital 
case work i s more spec i t i c ^ ^ ^ ^ 

r T T ^ T ^ m e A s M l J L l I i ^ Casework in a 
1 SJL-—-—rr-7—TZ i Q40 PP. 25o, aof* i c u t t i n g . Chicago, 19*u. ^ M e d i c a l g g t x l I J ^ # 

2 Supra p . °*-
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t Fund. I f we accept the A...M.S.W. defini t ion of function i 

fo l lows , t ha t the United Hospital Fund method of medical 

soc i a l s t a t i s t i c s i s not a r e f l ec t ion of function as we con­

ceive i t . On the other hand, i f we accept the United Hospital 

Fund d e f i n i t i o n of social casework we can say that th i s plan 

does measure volume of social cases. 

The United Hospital Fund method does not attempt to 

show volume of pa t i en t s served who are "not counted as cases" 

a l though i t does recognize tha t these "other services" are an 

element in the work of the medical social worker when i t asks 

for a count of interviews on "not made cases". Since these 

are not considered casework interviews why count them at a l l , 

i f the s t a t i s t i c s are "intended to re la te only to the social 

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

a c t i v i t y of t h e i r s t a f f s . " 1 If these are included in the 

s t a t i s t i c s in order to have some idea of the proportion of 

caseworkers ' time being used for "other interviews" why was 

t h e r e no provision made for measuring the amount of time each 

consumed? The length of an interview may be only a matter of 

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

s i d e r e mere count of interviews has l i t t l e significance. 

jgMn, we have concluded that the 1941 revised standards 

i s an acceptable c r i t e r ion against which to measure the extent 

w v, ^ - i ^ l soc ia l s t a t i s t i c s re f lec t function. In a to which medical soci^x 
4. w« therefore would look for some reference 

s t a t i s t i c a l r epo r t , we therefore 
•A -ttiT.« in i t s defini t ion of social casework, t..e 

i a l Admitting. ±iL ±{J 

to Soc 

«* Medical SocialCasework, op . c i t . p. 4. 
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United Hosp i t a l Fund S T M » ^ 0 nv, . ̂  , 

v J- *una excludes "hospital or c l in i c admitting 
s e r v i c e . " 

Admittedly the plan was s t i l l experimental and at the 

time the 1944 repor t was made some weaknesses had already be­

come ev iden t . Referring to our l e t t e r from Dr. Hurlin of 

March, 1946, we find that he considered that th i s method had 

done a great deal to focus at tent ion 

both within the medical sociel work departments 
and elsewhere in the hospi ta ls on the central 
funct ion of medical socia l casework Probably the 
weakest point in the plan i s i t s failure to insure 
comparabil i ty in identifying cases of sl ight service. 
This r e s u l t s in an important amount of incomparability 
in count. Our use of the 'immediate service only' 
category has not been successful, since some of the 
agencies de f in i t e ly ignore i t s definition. I am con­
vinced however, tha t some division of the case count 
i s des i r ab le , for in ternal use, even if i t is not made 
uniformly by a l l pa r t i c ipa t ing agencies. If the same 
d i f f e r e n t i a t i o n is not made by a l l of the agencies, 
however, we should of course, discontinue publication 
of the divided f igures . 

The w r i t e r f s own impression, after having used this 

method of s t a t i s t i c a l measurement at the Royal Victoria 

H o s p i t a l , Montreal, for nearly two years, is that there is 

l i t t l e to be gained by using th is d is t inct ion between single 

in te rv iew cases and those for which longer service is planned. 

^ „-no0 thflt the "immediate service only" Dr. H u r l i n ' s l e t t e r implies that tne 
- of "s l ight service only". But, as wvery case-

case was a case of siignu 
* single interview may be a major service . The 

worker knows, a single im. 
4- . n , h t serv ice" seems to b e l i t t l e the quali ty of work 
term " s l i g h t s e n i ^ 
l n r o i « * . « * i r . . . » i . • - « • « » ° f * • ° r i g i n s i p u r ? o s ; 

ot the Plan " to ohtain - s u r e s t or the voin.e T - . » * 

„ l t h o u t respect to i t s c u a U t y . - On the other henn, 

l e a s e s " in *hich a serv ice is ofieree ana usee * i c n 
s e rv i ce 

t h e r e a 
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may be terminated within a v„< * 
within a br ie f span of time but which could 

not he c l a s s i f i e d on e i t h e r the basis of iength of treatment or 

q u a l i t y of se rv ice u n t i l terminated. This brings us beck to 

the 1939 Revised H-4 and i t s optional c lass i f ica t ion of cases 

closed during the current month. But un t i l there are some 

w e l l - e s t a b l i s h e d c r i t e r i a for classifying casework, we do not 

be l i eve i t worthwhile to subdivide t o t a l cases when volume of 

casework s e r v i c e i s to be measured. 

The w r i t e r ' s experience with the United Hospital Fund 

plan has a lso convinced her that the use of 'casework inter­

view' as a un i t of count for s t a t i s t i c a l reporting is of 

l i t t l e p r a c t i c a l va lue . Surely we can assume that social case­

work in terv iewing is taking place wherever casework i s being 

p r a c t i s e d . By t h i s time medical social workers are making a 

unique con t r ibu t ion in the f ie ld of social work and i t is the 

w r i t e r ' s b e l i e f t ha t medical social s t a t i s t i c s could enable 

them f u r t h e r to do so . Because of the i r focus on the i l l 

person, medical soc ia l workers are in a position to learn what 

i l l n e s s means to many types of people. The medical social 

worker, in co l labora t ion with physician and pat ient , ought to 

be able to demonstrate what re la t ionship , if any, exis ts be­

tween p a r t i c u l a r i l lnesses and concomitant social factors; 

medical soc i a l workers ought to be able to show sc ien t i f i ca l ly 

the r o l e of soc ia l and emotional factors in i l l n e s s . Because 

of t h e i r close associa t ion with the medical profession, medical 

s o c i a l workers can produce material r e f l ec t ive of t h i s r e l a t i o n ­

sh ip which w i l l contr ibute to a deeper understanding of the 

needs of people who seek help from a medical c en t r e . 
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On the . h o l e , l r w e 0 0 m p a r e t h e n l a t l n ^ ^ ^ ^ 

Revised H-4 and the D n l t e a Hospital Fund forms a „ i n s t the 
Standards Committee's def ini t ion nf v^n+-

uoixni-cion of Function, our conclusion 

i s t h i s . The Revised H-4 gives the bet ter ref lect ion of 

volume of medical soc ia l case work. Each plan might aid in 

the "development of the medical social program within the 

medical i n s t i t u t i o n " by making i t possible to compare rat ios of 

case loads to numbers of workers and movement of case loads so 

as to gauge assignments, s taff changes, e tc . But neither plan 

succeeds in being a c lear ref lec t ion of function in medical 

s o c i a l work. 

7/e have seen how, since 1930, the Children's Bureau of 

the United S ta tes Department of Labor carried responsibility 

for c o l l e c t i n g and analyzing data on medical social s t a t i s t i c s 

from those areas pa r t i c ipa t ing in the scheme, AS of June 30, 

1945, t h i s r e s p o n s i b i l i t y was terminated "because of inabi l i ty 

to ob ta in increased funds for strengthening and expanding the 

program". ! A t t h i s time i t was decided by the Community Chests 

and Councils I n c . , tha t they would continue the Social 

S t a t i s t i c s Project and henceforth local supervisors in the 

Chest or Council have been col lect ing the data and sending an 

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

H-4) to the above-mentioned agency. 

to BiirPftii Terminates Responsibil i ty for 1 "Chi ldren 's Bureau l e r m n C h l £ d r e n . s Bureau, 

p . 10. 
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For the medical soc ia l serviop ^ i * 
summary of the n«ti««+« i e l d w e receive a 
the month and the n a ? i L t a C C e p t e d f o r s e r v i c e during 
Addit ional information^ents served during the month5 

of t h e l oca l S U D e r v i ™ \ f a i l a b l e i n th* office r e q u e s t . ? s u Perv i so r and may be obtained upon 

At the time t h i s l e t t e r was writ ten i t was not known 

how many of the for ty- three c i t i e s par t ic ipat ing in the Social 

S t a t i s t i c s Pro jec t would report s t a t i s t i c s for the medical 

s o c i a l f i e l d since many did not have organized medical social 

se rv ice departments. 

<ve cannot expect Community Chests and Councils to hold 

themselves responsible for stimulating the thinkins- of medical 

s o c i a l workers who form only a small part of the social work 

group. I t seems unfortunate, therefore, that there hes been 

no f u r t h e r attempt on the part of the American association of 

Medical Socia l Workers to sponsor a project in medical social 

s t a t i s t i c s . If medical social s t a t i s t i c s are to continue to 

r e f l e c t the professional concept of function, i t behooves the 

p ro fess ion to give the matter more serious consideration. 

Perhaps the Association wi l l soon re-consider the importance 

of again giving leadership in t h i s area. 

Let us re turn now to study further developments in 

medical soc ia l s t a t i s t i c a l reporting at the M. 3 . H. During 

the years 1948, 1943 and 1944 the Social Service Department 

of tha t hosp i t a l continued to use Revised H-4 in co-operation 

with the Boston Council of Social Agencies and the Department 

1 Le t t e r from Ruth Blumenthal, Community Chests an: 
Councils I n c . , New York, June 6, 1946. 
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p r e s e n t e d i t s s t a t i s t i c s according to i t s own 1938 form in 

t he h o s p i t a l ' s Annual Repor ts . The l a t t e r plan made i t 

p o s s i b l e t o make comparisons over a longer per iod. Since 

S o c i a l Admit t ing has not been a po l i cy at t h i s hosp i t a l , 

S e c t i o n B. of Revised H-4 did not apply the re . Gradually, how­

e v e r , t h e members of t h i s department became less sa t i s f i ed with 

Revised H-4. They became conscious tha t i t did not ful ly 

s a t i s f y t h e A.A.M.S.W. d e f i n i t i o n of function, i . e . that i t did 

not a d e q u a t e l y measure the s ign i f icance of the work, i t did not 

c o n t r i b u t e to t he depar tment ' s p a r t i c i p a t i o n in "the develop­

ment of s o c i a l and h e a l t h programs in the community" nor did i t 

p r o v i d e m a t e r i a l for medical soc ia l research . In 1944, the 

depar tment began t o cons ider how i t might b e t t e r meet these r e ­

qu i rements and s e t out to f ind a so lu t ion to the problem. In 

t h e succeed ing chapter we s h a l l present a stud-/ of t h i s method 

of medica l s o c i a l s t a t i s t i c a l repor t ing which was devised at 

t h e M. G. H. i n response to these needs. 
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CHAPTER V 

™ P M T 0F * «««« 3»w a « B i B B r ! „ 
EVALUATION AND A CRITICISM 

Beginning January 1, 1 9 4 5 f a new pl a n was inaugurated 

for gathering s tat is t ics 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 s t a t i s t i c s , and 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 

i t had at i t s disposal the services of Mr. George Hogle, a 

member of the group of conscientious objectors assigned to 

the hospital. His grasp of the functions of the department 

and interest in the problem of medical social statistics was 

of inestimable value in developing the new project. 

In order to understand the purposes underlying this 

new plan we shall quote from a statement made to the writer by 

Miss Cannon. 

Work. 

Stat ist ical evidence - a weakness in Medical Social 

Medical social workers have attained a position 
where the modern hospital with high standards for 
care of the sick accepts their service as essential. 
The American College of Surgeons includes in i ts 
uublished Standards a statement for our services in 
J e L r d t o organization and function. i.e may well 
take some satisfaction in that our service has so 
far demonstrated its value as to warrant this 

1 October, 1946, 
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thoCs0e8nwho°anre *?^™t°*}"<" •» *» P-rt of 
evolving modern h o ^ i t ^ i f ^ , ^ ° U r r a ? i d l y 
pub l i c service a n H n ! l ! H t h £s 8 rowing sense of 

^acSi-?£^««Sir^ firs*. 
f ^ i c h ^ r bpeatIeeSs thcoem^SPi ta l *«* 

O n « b S ° ? ^ ! S Uf t 0 l 0 0 k f r a n k l y at our weaknesses, 
une of these i s surely our fa i lure so far to get any 
adequate means or method for measurement of our 
s e r v i c e . Our Association has had several committees 
in the past that have worked di l igent ly to find a 
s a t i s f a c t o r y s t a t i s t i c a l method for medical social 
s e r v i c e . I think we must honestly confess that we 
are far from a t ta in ing any adequate means of r e l a t ­
ing , by any careful measurement, our stated aims and 
our accomplishment. Our fai lure is the more obvious 
s ince we are so closely associating with a 
profess ion t ha t has highly developed scient i f ic tes ts 
for i t s accomplishments. 

The Socia l Service Department of the Messachusetts 
General Hospi ta l , has been a party to both the 
s t ruggle to get at some suitable s t a t i s t i c s and the 
f a i l u r e s that have to be faced. We came to realize 
t ha t i f we are to get an adequate measure of the 
s ign i f i cance of our work, we must come to some con­
c lus ion , even i f t en ta t ive , of those items that we 
were to accept as uni ts of count and then to make 
c l ea r def in i t ions of those items. He must recognize 
a l so tha t we must be always in a c r i t i ca l at t i tude 
in regard to our e f fo r t s . I t was in th i s sp i r i t 
t h a t we decided in 1944 to t ry the experiment of 
using the punch card system to help us in analyzing 
the problems that our pat ients presented. Only 
when we recognize the social problems that e x p l i ­
cate spec i f i c medical problems can we begin to study 
cate s P e c ^ ^ - a c c u r a c y our contribution to the 
W i t h ^ 7 t h e S s i c k Only as we get specif ic evidence 
o? r?he signif icance of environmental conditions as 
of the s i g n i i i ^ real ly effective in 
r e l a t e d to *^ea%oan l o n s # Yie m a y 
changing a d v e " ® f°SJSatio effects stresses and 
theor ize about t n V 2 S « t i o n s n i p for our patients, 
s t r a i n s ^ P e r s ° n f i ' e n c e ' (sic) £ are far, far 
out w^« • i - g f e ^ S S n to social evidence. But 
from a s c i e n t i f i c a p p r o TOrk t o W f i r d a 
t h 8 t ^ S t S " oSr S f o r t s in social treatment as 
? r s h o u l d ^ ' r e l a t e d to medical care. 

Our task i s now to examine t h i s 'experiment' which 
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began in 1945, to consider A e t h e r i t f u l f i l s the purposes 

se t fo r th above and to measure i t s purposes and r e su l t s 

aga ins t the broader problem of t h i s study. The new system 

was devised so that i t could be adapted to the a l ready-exis t ing 

I n t e r n a t i o n a l Business Machine punch card system used by the 

admin is t ra t ion of the M. G. H. for records of purchases, s tore , 

anes thes ia and personnel. The method consists of a single 

form to be f i l l e d out by the case worker for each individual 

"accepted" case current ly under care. As Miss Cannon has 

ind ica ted : 

The emphasis in t h i s s t a t i s t i c a l approcah is on 
d i s t ingu ish ing between problems presented, ra ther than 
on the measure of services rendered. Assuming our­
selves to be professionally trained and adequate 
medical soc ia l workers, there is no need to jus t i fy 
and count the services we render. I t is the analysis 
of our pa t ien t s* problems and circumstances in which 
we are i n t e r e s t ed , and for the coming year the data 
itemized below wi l l be collected by the workers on 
the s t a t i s t i c a l forms for every ftacceptedn case the 
general meaning of which has been somewhat changed. 
The c r i t e r i a for an accepted case are as follows: 

1# Whether the pat ient referred has need for 
ass i s tance of a social case worker in a 
d i f f i cu l t y re la ted to his i l l ne s s , and 
2. Whether the case worker accepts responsib­
i l i t y for helping the pat ient to meet, and 
the doctor to c lar i fy , the problem. Accept­
ance of r e spons ib i l i t y is implied if the 
following case work processes have been gone 
through: . ^ , 

(a.) The securing of s ignif icant cata as 
bas is for judgment of need. 
(b) The making of a judgment or evaluation 
as to the p a t i e n t ' s problems in r e l a t i on 
to the medical need. 
(c) The taking of some action in the l ight 
of medical judgment, even if i t be a 
decision to cease further ass is tance , 
r e l a t i v e to helping the pat ient solve h is 
medical soc ia l problem. 

In determining which cases are "accepted" ones, 
the length of time which a worker gives on one 
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i s not the e s s e n t i a l f a c t o r . The important 
fac tor i s in the uses of specia l casework know­
ledge, judgment and s k i l l s . 1 

The forms referred to above are printed cards, five 

inches by e i g h t inches which ca l l for identifying inform­

a t ion concerning the p a t i e n t . 2 Some of the items wil l remain 

constant such as name (except in cases of women who marry 

during t h e i r time of t rea tment) , hospi ta l unit number, date 

of b i r t h , sex, co lor , e t c . The form also asks for inform­

a t ion which, during the period the pat ient i s under treatment, 

may change. For example, medical diagnoses, medical social 

problems, worker, e t c . Some of the information may be obtain­

ed from the p a t i e n t ' s medical record and requires l i t t l e 

i n t e r p r e t a t i o n on the par t of the worker. Some items such as 

m a r i t a l s t a t u s , c i t i z ensh ip , re l ig ion , e t c . , might be f i l l ed 

in by a c l e r k . But the two sections devoted to "medical 

d iagnoses ' and •medical socia l problems" depend on medical and 

s o c i a l data which the worker must supply. Thus under the 

heading, "medical diagnoses" the worker i s instructed to 

s e l e c t a maximum of three diagnoses. 

Maior diagnosis f i r s t . Add 2nd and 3rd diagnoses 
n3 Sir? +hAv are important ones in the Thole 

S e S c l f p i c t S e ' a n d T o t i f they are minor com 
pUca l ions of the major one or generally of l i t t l e 

immediate consequence. 

Under the heading "medical soc ia l problems- the .orker i s In-

s t r u c t e d to enter a maximum or e igh t , "roughly in order of 

1 Massachusetts General Hospital , Social Service De­
par tment . Program for S t a t i s t i c s , December 10, 1944. p . 1 

2 Appendix, p . 92* 
3 Ib id . p . 94. 
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importance" (sic) Th* n e + < 

' • T h e l i s t is selective and is not intended 

to cover every possible medical social problem. The follow­

ing cri ter ia are established for entering a problem on the 
form: 

b S a t ?t It r l a t S t 0 t h e i l l n e s s situation, 
likelv th«t JJ°hltm r e8 a r f i i nS which it seems 
ass?it™«! P^ient or family may need some 
Sill ! « 8 n d l n r e l s t i o n to which the worker 

in\ S i a s s u m e some responsibility. 
niSJi88 f f 8 S P rac ticable the major social 
?™ iema. b e e n t e r e d f i rs t and the others follow-

f*i i,̂ g in decreasing order of importance. 
iaj mat there be entered a maximum of eight 

problems.1 & 

Each worker is supplied with a l i s t of medical social definit­

ions which were chosen as descriptive of the most common 

problems likely to be encountered.2 The department spent some 

time working on this before agreement was reached that the 

terms chosen were most satisfactory, and even then it was 

understood that after a period of use the l ist would be re­

viewed and some items would be deleted or some added, if 

necessary. The committee studied available definitions of 

medical social problems, including those compiled by Gordon 

Hamilton in 1930. Finally the committee decided to develop 

i t s own definitions on the basis of five major groups: 

1. Illness situation. 
2. Attitudes toward illness. 
3. Social situation. 
4. Physical environment. 
5. Personal characteristics. 

1 Ibid. p. 94 

2 Ibid. p. 94 
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Each of these was subdivided in+« + 

d i v i d e d i n to terms applicable to „„ 
ind iv idua l P a t i e n t ' s p a r t i c u l a r s i t ua t ion . F o r example, in 
- e sec t ion ' I l l n e s s s i t u a t i 0 Q t ^ _ ^ ^ ^ 

defined i n some d e t a i l a s , Chronic i l l n e s s -

I t i s these subdivisions which are used when f i l l i n g l n the 

s t a t i s t i c a l form, m order to a s s i s t the worker and to 

e s t a b l i s h uniformity in medical diagnoses, only terminology 

accepted by the Code Book, United States Public Health Service 

i s used. Only by using accepted terminology is i t possible 

to have any c l e a r p ic ture of the kinds of i l lnesses with which 

medical soc ia l problems tend to be associated. 

During the f i r s t year of i t s use, the system of making 

a form for each accepted case required that the form be f i l l ed 

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 s t a t i s t i c i a n . The 

system of coding which was evolved in accordance with the 

I n t e r n a t i o n a l Business Machine punch card system, consisted 

of a s e r i e s of code numbers that applied to each section of 

the form and tha t were f i l l ed into the al loted spaces in the 

lower s ec t ion of the form. When a l l the forms had been coded 

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

form according to the code numbers thereon. The punch cards 

1 I b i d . p . 94 
2 For purposes of uniformity in coding "Occupations" 

the coder uses the de f in i t ions of the United States Bureau of 
Census, Occupational Code. 
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were then f i l ed for a permanent record. 

Once a s t a t i s t i c a l form had been coded and a punch card 

made for i t , the upper l e f t hand corner was clipped by the 

coder and the form returned to the worker to be used for further 

re ference and for the addit ion of information. When inform­

a t i on was e i t h e r added or changed, the worker drew at tent ion 

to t h i s 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 

c los ing and durat ion of the case was recorded. The form was 

then re turned to the coder whose respons ib i l i ty i t was to see 

t ha t the punch card was kept up to date and, for closed cases 

tha t the upper r i g h t hand corner of the form was clipped. In 

the case of 'c losed cases ' which were re-opened a new 

s t a t i s t i c a l form was made and a new punch card was fi led with 

the old one. At the time of inauguration of th is new plan, 

s t a t i s t i c a l 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 year , December 1945, a l l forms were turned in 

for coding. Those ready for closing were coded and clipped 

accordingly , those to be carried over into 1946 were also 

coded and cl ipped. All cards were then returned to the 

r e s p e c t i v e workers. 

At the end of the year the department s t a t i s t i c i a n 

compiled an ana lys i s of the data coded on each card and each 

worker was presented with an ana lys is of her own case load. 

I t i s to the summary of the yea r ' s analysis that we must turn 

to eva lua te t h i s new method of medical soc ia l s t a t i s t i c a l » -
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p o r t i n g . 

According to t h e S t a t i s t i c a l Analysis compiled by 

the d e p a r t m e n t ' s s t a t i s t i c i a n fo r the year 1945, there were 

2,639 ca rds f i l e d by t h e department. In some cases inform­

a t i o n was not g iven fo r each i tem, but we have a record of the 

number of p a t i e n t s for vtfiom information concerning an indiv idual 

i tem i s m i s s i n g . For example, from the 2,639 cards we have 

in fo rma t ion about the ages of 2,612 p a t i e n t s according to ten 

year age g roups . This i s a s i g n i f i c a n t t o t a l and from the 

s t a t i s t i c s concerning t h i s group we are able to obta in a 

p i c t u r e of the t r end of ages in t he depar tment ' s case load. In 

F igure 1 . we have a graph showing the age d i s t r i b u t i o n in ten 

year age g roups . 1 According to the f igure we see tha t in order 

of f requency, the 10-20 year span i s the l a r g e s t group of 

p a t i e n t s served by t h e department. The second l a rges t group 

i s t h e 50-60 year span and the next l a r g e s t group i s the 30-40 

y e a r span . As might be expected, the smal les t group i s t ha t 

of the 90-100 yea r span. Thus, i f we disregard for the moment 

t h e l a r g e group of ch i ld ren , we are impressed with the fact 

t h a t t h e r e i s a preponderance of middle-aged people being 

served by the Soc ia l Service Department a t the M. G. H. One 

would conclude t h a t the workers in such a department must be 

p a r t i c u l a r l y aware of those problems pecul ia r to the middle-

aged in t he popu la t ion and t h a t as a r e s u l t of t h e i r experience 

they might be wel l acquainted with resources for meeting these 

n e e d s . 

1 See F igure 1 . p.**-& 



Table I Age Distribution of 2,612 Patients (a) at 

Massachusetts General Hospital, Boston, 1945(b) 

84-A 

Age in Years 

Total 

0 - 9 

10-19 

20-29 

50-39 

40-49 

50-59 

60-69 

70-79 

80-89 

90-99 and over 

Number of Patients 

2,612 

261 

475 

296 

346 

327 

349 

299 

198 

58 

2 

(a) Based on unpublished analysis & . £ t l £ i e ^ » c . r n . 

j e t a r S t r l o T e S S " S . £ . t i o » .as lac.ln, * * 27 

/ ^ inpatients in the Children's Medical Clinic »ere 
( b ) trte??i"ed by the social worker. 
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Figure 1. Age Distribution of 2,61?(a) Patients at 

Massachusetts General Hospital, Boston, 1945(b) 

Number of 
Patients 

500 

* 

1 0 ^u ° Age in years 
i -~-, -K̂ -IQ diagram is based.f.*«- * 

a) 8« * * • J.T. ̂ h r l d r e ^ S l " - -re inter-
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Again, from the punch cards we have information r e ­

garding the sex and colour of 2,634 pa t i en t s and we find 1,354 

white,female p a t i e n t s , and 1,242 white, male pat ients as 

aga ins t 14 b lack , female p a t i e n t s , and 21 black, male pa t ien t s . 

We also have information regarding the c l in ic or hospital 

se rv ice in which 2,553 pa t ien t s were being treated at the time 

of r e f e r r a l . Of these, 1,414 cases were "in the house" 

(General Hosp i ta l , Baker Memorial and Phi l l ips House) and 

1,139 were in the c l i n i c s . Of these 366 pat ients "in the 

house" were on the Medical Service, and 210 were on the 

Surgica l Service . I t i s a l so possible to make comparisons be­

tween the medical social case loads in the specialized services 

such as A r t h r i t i c , Thyroid, or Diabetic. In the Out-Patient 

Department, the se rv ice having the largest number of cases is 

the Chi ld ren ' s Medical with 208 pa t ien ts , while the Neuro-

medical i s the second l a rges t service with 164 pat ients . 

Medical and Surgical Outdoor services had 141 and 52 cases 

r e s p e c t i v e l y . Of the 2,584 cases where information is given 

regarding the individual or the agency which makes the r e fe r r a l , 

2,137 were re fe r red by a physician, 129 by an outside agency 

and 95 by the pa t ien t himself. Information regarding the 

p a t i e n t ' s mar i t a l s t a tus , c i t i zensh ip , re l ig ious a f f i l i a t i on , 

occupation, education and household data such as residence, 

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

i t , i s a l s o a v a i l a b l e . In closed cases information is ava i l ­

able as to dura t ion of the case from one day to twelve months; 

two months i s the most frequent period for the 1945 case load. 

The unique contr ibut ion which t h i s type of s t a t i s t i c a l 
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r epo r t i ng makes to the f ie ld nr M ^ -, 

me r i e i a of medical social s t a t i s t i c s 
i s , t h a t fo r the f i r s t -Uma *«,+ „ 

u« u r s t time data are available concerning 

p a t i e n t s from two points of Tiew. That i s , we now have eas i ly 

access ib le soc i a l data such as age, sex, marital s t a tus , 

occupation, medical social problems, e t c . , for a l a r . e number 

of p a t i e n t s who present a wide var ie ty of co-existent medical 

d iagnoses . I t now becomes possible to correlate medical 

diagnoses and medical socia l problems. This would be the 

l og i ca l next s t e p . I t was the hope of those who devised the 

method t h a t t h i s form of tabulat ion would stimulate both 

medical soc i a l workers and physicians to use i t for research 

purposes . In order to see these p o s s i b i l i t i e s more clearly 

l e t us now examine more closely the analysis of the f i r s t 

y e a r ' s s t a t i s t i c s . 

Some of the most in te res t ing facts that t h i s method 

of medical s o c i a l s t a t i s t i c a l report ing reveals , are those con­

cerning the medical soc ia l problems of pat ients receiving the 

se rv ices of the Social Service Department. Table I I and 

Figure 2 . 1 i l l u s t r a t e the percentage d is t r ibu t ion of the 

f i f t e e n most prominent medical soc ia l problems during the year. 

Of the 2,554 pa t i en t s about whom medical social data are given, 

1,072 cases or 17.3 per cent presented problems of Chronic 

I l l n e s s . Next tn order of frequency are the 587 pat ients or 

9.5 per cent for whom Convalescence was a problem which needed 

t h e help of a medical soc ia l worker. Third in order of 

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

1 S e e p p . &t-Aa86-B. 
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Table II Percentage Distribution of The Fifteen Most 

Common Medical Social Problems Observed at Massachusetts 

General Hospital, Boston, 1945(a) 

Medical Social Problem 

Total 

Chronic Illness 
Convalescence 
Family Relationships 
Financial Problem 
PatientTs Attitude 
Handicap (Physical) 
Costs of Medical Care 
Isolation 
Family!s Attitude 
Occupational Adjustment 
Personality 
Living Conditions 
Remoteness 
School Adjustment 
Problems of Material 
Responsibility 

Other Medical Social 
Problems 

Frequency 
of 

Problem 

6,209 

1,072 
587 
544 
476 
463 
368 
343 
290 
277 
220 
198 
192 
158 
140 

17.3 
9.5 
8.8 
7.7 
7.5 
5.9 
5.5 
4 .7 
4.5 
3.5 
3.2 
3 .1 
2.5 
2.3 

115 

766 

pi? Sis* 
Problems 

100.0 

1.9 

12.1 

*> a. oc\Q Medical Social Problems in 
(a) Based on a study °£,6'fLe Social Service Department. 

SsSqts;rLrSJsss»? s^Vobie- - id be used ^ 
each case* 
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Figure 2. Percentage Distribution"of The Fifteen Most 

Common Medical Social Problems (a) Observed at Massachusetts 

General Hospital, Boston, 1945(b) 

Medical Social 
Problem 

Per 
Centg *£ 10, -15 20 

Chronic Illness 

Convalescence 

17.3 

9.5 

8.8 Family Relation­
ships 

Financial Problem 7.7 

Patient1s 
Attitude 7.5 

Handicap (physical) 5.9 

Costs of Medical 
Care 

Isolation 

Family's Attitude 

Occupational 
Adjustment 

Personality 

Living Conditions 

Remoteness 

5.5 

4 . 7 

4 .5 

3-5 

3 .2 

3a 
2.5 

School Adjustment 2.3 
Problems of Mater ia l 
Respons ib i l i t y J-*^ 

io-iiif^offfmi*1 12.1 

1 
3 

D 
1 
: 

D 
— ' ^ ^ in 15 

0 5 10 15 

w » 
J 
20 

Per Cent 

(a) See Table II for ' ^ J ^ S S S ^ ^ ™ ^ ^ 
b Based on a study o , ^ dicai rt:aent. Note that 

cases referred ^ the Social ^ ^ fQp g a c h case. 
an optimum of eigftt pruux 
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of Family R e l a t i o n s h i p A„ .„. ,....' , 

xa^ionships . As might be expected, Financial 

Problems form the next group, while P a t i e n t ' s Att i tude, 

Handicap, Costs of Medical Care, I so la t ion , Family's 

A t t i t ude , Occupation, Personal i ty , Living Conditions, Remote­

ness , School Adjustment, and Problems of Material Responsib­

i l i t y follow next in rank of importance. Figure 2 . , the bar 

diagram, makes i t possible to v isual ize the rank order of the 

frequency of any one of these problems. For example, the 

problem of Chronic I l l n e s s i s almost ten per cent more 

prevalent than problems centering in the pa t i en t ' s a t t i t ude . 

The o r i g i n a l f igures assume a new importance when we see the i r 

r e l a t i v e values in t h i s way. 

Now l e t us turn to the tabulation of medical diagnoses 

made of the y e a r ' s case load. Table I I I and Figure 3 . 1 show 

the percentage d i s t r i b u t i o n 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 

f i f t y - f o u r per cent of the t o t a l 3,231 diagnoses out of a 

poss ib le 7,917 diagnoses, i . e . allowing a maximum of three 

diagnoses for each s t a t i s t i c a l form. The largest diagnostic 

group i n which medical soc ia l problems are present is 

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

t o t a l 1945 case load, includes cancer of the buccal cavity, 

the pharynx, of the digest ive organs, of the respi ra tory 

system, of male and female gen i ta l i a and other specified forms 

of cancer . Second in frequency of diagnosis is the group of 

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

1 See pp. «7-A,S7-B. 
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Table I I I Percen tage D i s t r i b u t i o n of Eight Most 

Frequent Medical Diagnoses Appearing i n Caseload of Socia l 

S e r v i c e Depar tment , Massachuset ts General Hosp i t a l , Boston, 

1945( a ) 

Medical Diagnosis 

Total 

Cancer 
Cardiac Diseases 
Central Nervous 
System Diseases 
Respiratory System 
Circulatory Sytstem 
Ill-defined Diseases 

Arthritis 

Tuberculosis 
All other diagnoses 

Frequency 
of 

Diagnosis 

3,231 

431 
246 

220 
210 
203 
139 

129 

119 
1,534 

Per Cent 
of all 

Diagnoses 

100.0 

13.0 
7.6 

6.8 
6.5 
6.3 

6.2 

4.0 

3.7 
45.9 

/ \ -o * * «« . n a l v s i s of 3,231 diagnoses occurring in (a) Based on an a n a l y s i s oi *> *Qf t h r e e d i a g n o * e s 
2,635 cases. Note that a maximum 
Suld be used for each case. 
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These include rheumatic heart d isease , the l a rges t of the 

group, hypertensive c a r d i o v a s c u l a r disease and other heart 

d i s ea se s . The t h i r d l a rges t group of diagnoses or 6.8 per 

cent are those of the Central Nervous System. This group, 

220 in a l l , includes centra l nervous system inflammatory 

d i seases , i n t e r c r a n i a l les ions and a large group of other 

cen t r a l nervous system diseases such as epilepsy, reading 

d i s a b i l i t i e s , e t c . The next group in order of frequency is 

Diseases of the Respiratory System, exclusive of the common 

cold . The 210 cases in t h i s group, or 6.5 per cent of the 

t o t a l case load include diseases of the pharynx and larynx, 

b r o n c h i t i s , pneumonia and other respiratory diseases. Hyper­

t ens ive vascular disease and "other diseases of the a r t e r i e s , 

var icose ve ins , and haemorrhoids, e t c . " , make up the group 

of 203 cases of diseases of the Circulatory System. This i s 

6.3 per cent of the t o t a l . The I l l -defined Diseases t o t a l l ­

ing 139 cases or 6.2 per cent, ranks s ix th in order of 

frequency of medical d iagnosis . This i s a surprisingly large 

group and of g rea te r s ignif icance social ly as well as medic­

a l l y than we might have expected. The group covers those 

" i l l - d e f i n e d d i seases" which are sometimes termed psychogenic. 

A glance a t the diagnost ic c l a s s i f i ca t ion of the patient load 

of any la rge medical i n s t i t u t i o n might suggest their 

. , „ . + ~ +>,« medical profession from the point of 
s ign i f i cance to the meaicai f u i 

, - These represent the pat ients whose complaints numbers a lone . These repieo 
„„ «hvsical bas i s but whose personal problems are seem to have no physicax 

focussec on Physical sy B p t o»s . Since t h . ho,pit=l 1. t h . 
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the h o s p i t a l to provide the ireans of securing that help. I t 

may be t h a t the physician is not the person nor the c l in ic 

the most appropr ia te place in which treatment should be given. 

This i s exact ly #iere joint consideration by the physician 

and the medical s o c i a l worker in collaboration with the patient 

is needed. The medical soc ia l worker fs t ra ining has taught her 

how to give he lp , e i the r by a s s i s t ing the patient to accept her 

owji case work s k i l l s or by f a c i l i t a t i n g his re fer ra l to the 

appropr ia te resource in the community. The pat ient thus helped 

i s prevented from exploi t ing the medical center and is offered 

the a s s i s t ance which he rea l ly needs. The group of 129 Arthr i t i s 

cases ranks next in numerical importance with Tuberculosis, 

r e s p i r a t o r y and other types combined, coming close toehind with 

119 cases . 

I t should be noted that in tabulat ing the incidence of 

medical diagnoses, no d i s t i nc t ion was made by the s t a t i s t i c i a n 

between primary diagnoses and other accompanying diagnoses, at 

the point of r e f e r r a l . Thus we cannot say that the 431 cases 

of cancer represent 431 cases accepted by the Social Service 
^4^«T eAr>ifli -nroblem was focussed on Department whose major medical socia l problem 

i o Rnt we can say that 431 cases accepted by t h i s d i agnos i s . But we can oa.y 

Socia l Service for social case work had th i s diagnosis. 

S imi la r ly , fo r each of the other diagnostic groups, we can 

**. a nnmbers represent the frequency with which 
only say tha t these numbers repr . 

i „ occurred amone the pa t ien ts r e c e i v e medical 
a given diagnosis occurred 

v When viewed alongside of data on medical 
soc i a l case work, men vie .>,.,, t v o f -

Hnwover we besin to see a poss ib i l i ty of a 
o n H a l problems, however, we _ 
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social problems. 

By using Figure 2. and Figure •=? it < 
jigure 6. it is possible to 

compare the distribution nr +v,̂  + 
rioution of the two sets of problems, medical 

and social. It is important -̂r «~ 
important, of course, to be aware that 

correlation does not imply causal relationships. If this were 

the case, we would find ourselves saying, 'why, yas, of course 

a high cancer rate would naturally 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 

correlative medical social problems. For example, the two 

sets of bars follow much the same pattern except that the 

frequencies of medical diagnoses are lower all along the line 

than those of medical sociel 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 

to each other. Yet there is no evidence in this material to 

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

on the question. According to the medical social definition, 

•isolation' means; 'separation from family and intimate group, 

homelessness, lack of "primary group", broken home.' Again, 

we find skin diseases and problems of school adjustment rank­

ing fourteenth on each scale. Yet we cannot, without further 

evidence say that most skin diseases cause or are related to 

problems in school adjustment or conversely, that most school 

adjustment problems cause or are related to skin diseases. 

Naturally, the greatest value of these statistics 

depends on the manner in which they are used and care should be 
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taken to avoid making 'sweeping generalities' 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 any given medical or social problem exists and study 

the matter in detail 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 

a diagnosis and in which there existed problems of the Family's 

Attitude. We might then examine the case material correspond­

ing to each punch card and determine tn which of these cases 

Arthritis was the major medical problem and whether there is 

a relationship between the major medical and social 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 Iledical Care. The ways 

in which problems of Chronic Illness are complicated by 

Financial Problems might well be demonstrated by such a study. 

The question of the need for the community to finance 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 housing of patients »ould be possible 

fro- the point of vie. of any of the other problem or facts 

on the cards. For instance, it would be possible to select 

* Q-M«nts living in overcrowded households, i.e. the number of patients living 

MT,,nr uer room, and of this group to select more than one person per ruu , 
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those wi th a d i agnos i s of Rheumatic Fever for whom con. 

v a l e s c e n t p l ans had to be r e f e r r e d to the medical soc ia l 

worker. Another such study might be made of the incidence 

of problems of occupa t iona l adjustment in p a t i e n t s with Rheum-

a t i c Hear t D i s e a s e . 

In a d d i t i o n to the above-mentioned information, we 

have a means of knowing more about the pa t i en t group according 

to t h e i r c u l t u r a l backgrounds (depending on the n a t i o n a l i t y of 

the mo the r ) , b i r t h p l a c e s , and r e s i d e n c e . 1 Thus of 2,597 pa t i en t s 

having b i r t h p l a c e r epo r t ed , 1935 were born in the U.S.A. or in 

U.S. t e r r i t o r y ; the next l a r g e s t group were born in I t a l y , while 

127 were born in Canada (English) and 27 in Canada (French). 

Comparing n a t i o n a l backgrounds, we find 2,492 reported -

1,136 U .S . and U.S . t e r r i t o r y , 335 I t a l i a n and 182 Canadian 

(Engl i sh) and 71 Canadian (French) . As for res idence , we find 

2,632 r e p o r t e d with 1,257 from Metropoli tan Boston, exclusive 

of Munic ipa l Boston, 822 from Municipal Boston and only 16 with 

f o r e i g n r e s i d e n c e s . 

The accumulated s t a t i s t i c s also give us an opportunity 

4-.i^o ^-P -nfitiflnts as well as the i ndus t r i e s to ana lyze the occupat ions of pa-cien-cs ab 

in which they a re employed. In 1945 there were 2,221 occup­

a t i o n s r e p o r t e d . This t o t a l includes 117 pre-school chi ldren, 

- * A *r>A housewives. The l a rges t occupational 
518 s t u d e n t s and 504 housewives*. 

« +h«t of "Operat ives and Kindred Workers" which i n -group was t h a t or \jy<=±av± 
IA Toiflflrs and 10 dressmakers. These e ludes 22 chauf feu r s , 14 welders , ana 

a r e t he f i r s t t h r e e eub-groups in order of frequency. 

1 See Appendix pp. 115, 116. 



"Cle r i ca l , s a l e s a n d k i n d r e d w o r k e r s f r 
r s l s t h e second larges t 

group. The th ree larfle<?+ c„v 
, , , S S t S U b ^ r o u P 3 are : 59 c l e r i ca l workers 
inot elsewhere c l a s s i f y * ! OA * 

M i n e d ) , 24 stenographers, e t c . and 22 
salesmen. The th i rd l «*.«« *. 

t h i r d l a rges t occupational group i . "Service 

.o rders . o t h e r - I . e . exclusive of N e s t l e service . o r t e r s 

and p r o t e c t i v e workers. The three -oat freouent sub-groups 

of t h i s category are 29 servants , exclusive of privete f a . i l i e a . 
27 wai ters and wai t resses and 19 ^ u 

s e s » a n d 1 7 Janitors or sextons, making 
a t o t a l of 156 workers. 

imong the 682 reported indus t r ies , the largest number 

of p a t i e n t s , a t o t a l of 230, are in the manufacturing group. 

The three l a r g e s t sub-divis ions are: 34 ship-builders, 18 

e l e c t r i e a l workers, and 13 pr int ing workers. The second largest 

g r o u p of p a t i e n t s are those 115 in Trade. Among these, em­

ployees of ea t ing and drinking places, food, except dai r ies , 

and wholesale t rades form the largest sub-divisions- The third 

l a r g e s t group of pa t i en t s which to ta l s 86 persons, comes from 

the p rofess iona l s e rv ices . These include medical services, 

educat ional s e rv i ce s , chari table and rel igious work. 

One of the advantages of the punch card system l i e s in 

the speed and exactness with which the cards can be sor ted . 1 

I t i s thus poss ible to sor t the whole group of cards for one 

year very quickly in terms of any combinations of categories 

des i r ed . Thus i f i t seems wise in the in te res t s of administrat­

ive po l i cy , to discover how many 'accepted cases ' in the depart­

ment were men over 65 years of age who came from outside 

1 They can be sorted by the machine at the rate of 
400 cards per minute. 
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Metropolitan Boston who had problem* m> „« , 
prooiems of convalescence, this 

information could readiiv v^ «v.4.„.> 
xa readily be obtained. The cards might first 

be sorted on the basis of rê î v,,.,, *.->. 
1 S 0 1 resi<3ence, then in terms of medical 

social problems, then according to age, sex, etc. Or, if we 

wanted to know how many ware married 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 equally 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 Department 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 fact that a large 

number of patients using medical 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. 

Perhaps the most fruitful type of research will be 

based on information about medical diagnoses and co-existent 

medical social problems. We know as yet relatively little 

about medical social problems. At least a degree of uniform­

ity is achieved by having a set of definitions to rtiich 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 and 

unsound judgments regarding the classification of their 

patients' medical social problems. If we were to evaluate the 

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

group of each worker's forms. Recorded material for each case 

thus represented could be used as the basis 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 medical social 

problems might account for differences between the original 

classification and that made by the research worker. In the 

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

A nnor use of the definitions might also lead to in-
been made, poor use 01 

consistencies in classification. In the third place, if case 

recording has been inadecuate to give a clear picture of the 

«. ,,», this might account for discrepancies. Ey the tl» 
situation, tnis uu.& 

b e .valuatad. Unless those .ho use it can see t,et it is 
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producing significant results a i.-ir n f < „ + 
U ! > ' a xaQk of interest in using it 

may become a very real hayavA n-~ -u 
y reai nazard. Ae have to see to be convinced. 

We cannot expect workers to be enthusiastic about 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 stat is t ical reporting 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 i t . Perhaps in the near future 

i t 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 

i t to the attention of the members of the department, to other 

hospital 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 i t . It is conceivable that 

a modified form of this method of medical social statistical 

reporting might be adopted elsewhere without sacrificing its 

fundamental principles.1 This would make possible more wide­

spread use of the method. One can foresee possibilities of 

joint planning among the medical social workers in a community 

where each department used this method. Some of the studies 

" I «M mflrtP for the registers of State 

C r i p p l e d ^ V L T i p T r a y " » n 1 V ^ i n f n e e d l e 
^ugn°?heSho?es lade r o r * L r e a r e d code number. 
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already suggested as possible for one department would be 

immensely more valuable 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 same 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 a study of these with a view to increasing 

their understanding of the needs of these patients, to making 

better use of facilities for meeting these needs, and, in the 

long run, to improving the over-all care of their patients. 

It is encouraging to find in this method of medical social 

statistical reporting, a means to some objective evaluation 

of the theories concerning the cause-and-effect relationship 

between disease and social problems. One of the beliefs con­

cerning Rheumatic Fever is that it generally occurs among 

people who live in over-crowded, damp homes, i.e. that poor 

„+-,•« ?fiTpr Bv usins; the punch card housing generates Rheumatic Fever, ay u , 

m >w» possible to make a study of the relationship 
method it would be possiDie 

««,. housing and Rheumatic Fever and thereby either 
between poor housing 

substantiate or disprove the above-entlcned theory. 

^though the material for this study is limited to 

statistics for the year 1*6. it - 7 »• -Ipful to note sub 
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was first developed, each worker was to fill out a form for 

each accepted case at the time when the case was accented 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 all the data 

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, a 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 social 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. 0. 

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

of patients receiving case work service would easily be obtain­

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

addition to this, a count of 'not made cases' would be avail­

able through each worker's Intake Book. But decision as to 

„or,nnt always be made in one interview. For 
status of a case cannot always 

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

«n unreliable indication of her case load, 
forms was an unrenouj. 

It was therefore decided that, beginning January 1, 

v worker would turn in a statistical for., for each 
1946, each worKer wuuxu 
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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 

of cases closed; the number of cases transferred to other 

workers and the total 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 bein? offered, 

and the number of patients otherwise served by the department. 

In addition, there are medical social data concerning the 

'accepted cases' which has hitherto been lost in the mass of 

case material and never before available with such ease and 

uniformity. 

On March 17, 1947, the following bulletin was issued to 

the staff of the Social Service Department, at the M. G. H. as 

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

Tn order to make the present system more effective the 
StatiSios Committee makes the following r e c o r d ­
ations to the staff for their approval: 

1 The co-operation of each worker in closing cases l. ine w ^ tl , The case load should be re-promptly is essential ihe ^ determine which 

UlTs should be closed and handed in. We surest 
S a f e case be 'closed' when the social worker has 
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ftkV^S .^^2^™lt3r for ~* 
snoSTbe SJSJ Jra^fers a °«se, the statistics card 
is asked to ? £ 2 J M h e Second w o r k e r £t the tim« she is asKea to accept the case. 

3. The following items should be filled in before a 
card can be coded: name, unit number, birth, date or 
age sex color, referral data, date of referral, 
status of case, worker, residence, diagnosis and 
medical social problems. As many 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 sheet 
are also invited.1 

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 all other cases. 

The definitions of Social 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. 

2 Pregnancy could be eliminated since this is really 
a'diagnosis. Special problems related to prenatal 
care could come under some other category. 

3. Problems of Material Responsibility could be 

changed to Problems of Family Responsibility. Illness 
in ?he Family could then be included under instead of 
in, a separate category, (sic) 

4 Borderline Psychiatric Problems could be eliminated 
and included under Personality. 

i T«tter to the writer from Miss Joan Pinanski, 
1 d tlltltisties Committee, Social Service Depart-

Chairman, Staff Statistics oommi i g ^ 
mftnt Massachusetts General not>pj.«.° , 
ment, Massachus 
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O t h S ^ S : i 8 5 ? ^ J e J J J W % transportation. 
Isolation. It I S t tSUally come under 

an important problem th»} I tre^portation is such 
be provided for it! separate heading should 

eiiminatfdranf fn°ir ?* n a n e n t Impairment could be 

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 make the following suggestions: that a 

change be made on the statistical 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 social problems which are related thereto. At 

present the statistical analysis 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 

example, we know that in 1945 the Social Service Department 

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

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

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

in each instance. Therefore, if our material is to show the 

relationship of social problems to specific medical problems, 

we must be specific as to which medical problem is of major 

1 Ibid. p. 2. 
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importance. 

The writer also suggests 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 

items 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 information 

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

formation as to the number of children in the household. 

Likewise, there was no information concerning the type of 

dwelling and number of members in the household on a 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 discarding these terms alto­

gether. 

In addition to these changes, a further change in the 

definitions of medical social problems might make 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 

relationships' must be used but one has the impression that 

this is too general a term for such a specific problem. The 

term 'chronic illness' is not clearly defined as a medical 

social problem and this vagueness leaves too much scope for 

disparity in interpretation.1 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 weir as of medical social workers and 

physicians, 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 a 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. For example, our 

analysis shows that during the year 1945 a total of 2,639 cards 

were filed, representing roughly the same 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 total patient load of the 

department. At first glance this would appear to be an un­

usually large proportion for a general hospital, but when the 

figures are read in the light of the fact that the policy in 

the Children's Medical Clinic during this period was for 100 

per cent coverage, one realizes 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 clinic 

patients. Once again, however, a knowledge of the administrative 

policy of this clinic tempers the conclusions that one would 

otherwise be tempted to make. During 1945 there was 100 per 

cent « ~ * coverage by the medical social worker in this clinic 
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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 medical 

social statistical plan now used at the M. C. H. was undertaken 

by the Social Service Department rather than by the Department 

of Medicine or by the administration of the hospital. There 

is therefore, a possibility that the material may not be used 

by other hospital personnel, unless an effort is made to 

acquaint them with it. In order that the Social Service Depart­

ment may fulfil its function in the medical setting, medical 

social workers must take 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 

statistics are to become a vital part of the contribution of 

the social service department to the care of patients in a 

medical institution, the- institution must be given an opport­

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

not affect the potential values of this method. Any statistics 

may become just so much 'dead wood' unless the- are vitalized 

by being put to good use. The most important matter is that 

this method of medical social statistical reporting has 
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potentialities far beyond any 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 volume 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 a group composed of physicians and medical social workers. 

Our conclusions as to the permanent value of the method 

of medical 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 knowledge, this method is the only one as yet 

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 

annual report, they will become 'dead wood'. If they are filed 

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

year's analysis is made, they will not justify 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 medical social workers 

will accept the challenge which it presents. May 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 social 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

ages1 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 social case work. 

Octavia Hill first gave expression to the basic con­

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

before the Social Science Association in London, she drew 

attention to the importance of knowing about a man's hopes, his 

history, his dreams, past experiences and how to "move, touch, 

teach (him)".1 Social case work had progressed since that time 

1 Quoted by Mary £. Richmond in Social Diegnosis, 

New York, 1917. pp. 29-30. 
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but i t i s i m p o r t a n t t o r e c o g n i z e t h a t by 1905 when medical 

s o c i a l work began , t h e ph i l o sophy of s o c i a l case work, i t s 

t e c h n i q u e s and p r a c t i c e s were s t i l l i n t he p rocess of be ing 

f o r m u l a t e d . S o c i a l case workers in h o s p i t a l s no t only f e l t 

t h a t t h e y had t o j u s t i f y t h e i r e x i s t e n c e , but they a l so had 

to l e a r n t o adap t t hemse lves p r o f e s s i o n a l l y t o the i n s t i t u t i o n 

and t o t h e o l d e r p r o f e s s i o n s of medicine and nur s ing which 

were b a s i c t o i t . They were members of a newly-organized 

p r o f e s s i o n and i n a d d i t i o n , t h e y were r e s p o n s i b l e for deve lop­

ing i t s s p e c i a l a p p l i c a t i o n to the medical s e t t i n g . As I.:ary 

Richmond s a i d , i n 1917, "what Dr. Cabot had in mind in b r i n g ­

ing t r a i n e d s o c i a l workers i n t o the d i s p e n s a r y . . .was not a 

m i x t u r e of medica l and s o c i a l work but t h e i r chemical union."J-

Thus, i n t he beg inn ing , medical s o c i a l s t a t i s t i c s had 

a t endency t o t r y t o show how busy medical s o c i a l workers were 

and a t what they were so busy . But by the year 1933, many 

developments had t aken p l a c e in organized s o c i a l work and in 

t h e t h e o r y and p r a c t i c e of s o c i a l case work, p a r t i c u l a r l y as 

i t a p p l i e d t o the problems of the s i c k person . By t h i s year 

a l s o , t h e American A s s o c i a t i o n of H o s p i t a l Soc ia l Workers had 

made a s t u d y of medica l s o c i a l s t a t i s t i c a l methods. Bearing 

i n mind what was then conceived to be the func t ion of the 

med ica l s o c i a l worker , the a s s o c i a t i o n made i t s f i r s t a t tempt 

t o encourage medical s o c i a l workers throughout the country to 

use a uni form method of s t a t i s t i c a l r e p o r t i n g . Throughout the 

1 I b i d . p . 3 5 . 
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years 1933 to 1939 the American Association of Medical Social 

workers, as the Association came to be called, made changes 

in its methods of statistical reporting which were consistent 

with changes in the concept of function in medical social 

work. In the present study, it has been evident that this 

'chemical union' did not take place overnight but occurred 

only when each profession began to recognize its need of the 

other. Only as medical social workers came to see the broad­

est implications of their function, has it been possible to 

claim that they are at last within sight of that teal so 

clearly established for them in the beginning. 

As we have seen, none of the methods devised by the 

professional organization has ever been completely satisfactory 

from the point of view of the purposes of medical social 

statistics nor have they succeeded in enabling medical social 

workers to fulfil all aspects of their function. In other 

words, the methods designed by the association have succeeded 

in establishing, more or less satisfactorily, e basis for 

measuring volume of medical social case work. But this is not 

enough. These methods have not enabled medical social 

workers to produce any large body of material which would be 

useful for social research. 

Fortunately, medical social workers have not been con­

tent to let their professional organization have the last word 

in regard to either their concept of function or their methods 

of statistical reporting. The Social oervice Lepartment at 

the I.:. G. H. has always maintained that pro-ess springs from 

a constant awareness%e's short-comings and it has inspired 
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i t s workers to d i scover ways and means of mastering weak­

n e s s e s . Perhaps t h i s was because one of the founders of 

medical s o c i a l work, Dr. Richard Cabot, was a physician a t 

t h a t h o s p i t a l and because i t s f i r s t Chief of Social Service, 

Miss Ida LI. Cannon, was a p a r t i c u l a r l y object ive person. One 

of the r e s u l t s of t h i s a t t i t u d e has been tha t in the area of 

medical s o c i a l s t a t i s t i c a l r e p o r t i n g the 2C. G. H. Department 

of Soc ia l Service has cons tan t ly s t r i v e n to improve on i t s 

own methods and on those recommended by the profess ional organ­

i z a t i o n . Nor has i t been ind i f f e r en t to methods developed 

e l sewhere . Before launching in to a new project of s t a t i s t i c a l 

r e p o r t i n g in 1945, careful cons idera t ion was given to current 

methods in o the r departments . In the study we hsve just com­

p l e t e d , we have examined the plan developed for the United 

H o s p i t a l Fund of New York Ci ty . ;7e have seen tha t i t 

emphasizes the case work interview because, as a major aspect 

of s o c i a l case work, the volume of interviewing was consider­

ed to be an important index to the volume of case work. The 

w r i t e r has ind ica ted t ha t while information concerning case 

work in te rv iewing may be valuable from the point of view of 

a d m i n i s t r a t i v e po l i cy , i t does not make a unique contr ibut ion 

t o our body of s o c i a l l y useful knowledge. Kor does i t make 

s o c i a l l y useful ma te r i a l ava i lab le for medical soc ia l research . 

The Socia l Service Department at the ..:. G. H. under-

took i t s new plan of s t a t i s t i c s ! repor t ing in the hope that i t 

would enable the medical s o c i a l workers to analyze the mcblems 

which t h e i r p a t i e n t s p resen ted . I t was also hoped t h e ; the 

medical s o c i a l workers would thereby be enabled to scudy tne i r 



11 

contribution to the care of the sick. 7»e 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 inaugurated in 1945 made it 

possible for the medical social workers to use a new classific­

ation of the types of social problems which confronted their 

patients, and of the environmental and personal factors re­

lated to the illness situation. This method of statistical 

reporting which fulfils the purposes of medical social 

statistics, namely, measurement of volume and provision of 

socially useful material, has other advantages as well. It 

makes use of the punch card, a modern technological device, 

which is used in many hospitals for other statistical purposes. 

But: it might be mentioned in passing, that the method may be 

adapted to institutions not having an International Business 

Machine punch card system. Above all, it makes it possible 

for medical social statistics to reflect the current concept 

of function in medical social work. 

It may seem surprising that medical social workers 

should have been so slow to develop medical social statistics 

which could be useful for research, particularly when their 

work has been so closely related to that of the medical 

profession. One reason for this may be that not all schools 

of social work require their students to undertake original 

research projects. And without some training it is difficult 

for the amateur to feel competent to undertake such a project 

independently. Furthermore, among those who are fully 

qualified, according to the requirements for membership in 
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the A.A.M.S.W., not all have been graduated 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 formal 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 assume that we must wait until there are 

sufficient workers to enable us to 'spare* some for research 

purposes. Medical research has proceeded in spite of the 

fact that the number of skilled practitioners has been dis­

proportionate to the need. Medical social workers must have 

the courage to acknowledge their weaknesses and the foresight 

to promote ways and means of overcoming them. As long as 

medical social workers fail to produce conclusive evidence of 

their contribution to the care of the physically handicapped, 

the chronically ill and the acutely ill, they are felling 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 sought to aid 

medical social workers in the performance of their job. There 

are other examples of research projects which have beer, carried 

out by individual medical social workers, by groups of medical 

social workers and by medical social workers and physicians. 
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But the profession as a whole has not placed sufficient em­

phasis on this aspect of its function, We regret that the 

A.A.M.S.W. has not seen its way clear 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 towards 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 all these changes have been pro­

moted by the professional organization of medical social 

workers, and where changes have occurred in individual depart­

ments or in certain 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 a body of 

material which would lend itself to medical social research, 

a means of doing so has been developed. After forty years, 

the central function of medical social work which is the 

practice of social case work in a medical setting has risen 

to the top like cream to the top of the bottle. But there 

would be no cream had the milk not contained the constituents 

of cream in the first place. Medical social workers have at 
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last found a 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 

A. Name of Patient (not coded) 

B. 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. ) 

C. Date of birth (Month, Day and Year) 

D. Age (In months for babies under 1 year. All others by 
years.) 

E. Sex and Color 
1. 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] 

F. Birthplace (Use world conditions approximately as of 1934.) 

G. National Background 
(By country of p a r e n t s . Example: a person born in 
Turkey of Greek parents would have a Greek National back­
ground. Where mother and fa ther are of d i f fe rent 
n a t i o n a l backgrounds, the mother's should be en tered . ) 

H. C l i n i c a l Source of Referra l 

I . Source of Refe r ra l 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 

3. Date of referral (Month, Day and Year) 
K. Date of closing case (Month, Day and Year) 

L Duration of case (Difference between dates of referral and 
• closing) 

If the duration is: 
under 1 week, give figure in days 
under 1 month, ,-ive in weeks only nearest 
under 1 year, give in months only (nearest) 
over 1 year, give in years only (nearest) 
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M. 
Stl!UNeSf C 8 S e (AS t 0 C ° n t a C t W i t h S o c i a l Service) 

3# Sen^np.°Ve? f r ° m l8St 7ear (as of *™™*7 D 
0. Keopened - from prior year 
4. Reopened - 2nd time this year 
5. Reopened - 3rd time this year 
6. Etc. 

N. Case Worker's name and number 
i J J i S ? 8 6 JS * r a n s f e r r e d ^0 other workers, there are two 
a d d i t i o n a l p laces on form to show such t r ans fe r s con­
s e c u t i v e l y . ) 

0. M a r i t a l S t a tu s 
1. Single 
2. Married 
3. Separated, voluntarily without legal action 
4. Separated, legally 
5. Divorced 
6. Widowed 

P. Citizenship 
1. Citizen 
2. Alien - 1st papers 
3. Alien - no papers 

Q,. Religion 
1. Protestant 4. Other 
2. Catholic 5. None 
3. Jewish 

R. Occupation and Industry (Specify each whenever possible. 
Code of the U.S. Bureau of Census 
used.) 

S. Education (When filling in the form, state simply years 
of schooling finished, plus any other pertinent 
information, such as degree, etc.) 

1. Less than 4 years grade school 
2. Ilore than 4 years grade school but not completed 
3. Grade school completed 
4. High School but not completed (includes junior his-h) 
5. High school completed 
6. College, hut not completed 
7. College, completed with decree 
8. Technical training with or without college 
9! Professional training after college 

10. Other 

T. Residence 
(Address, municipality and state, or foreign country. 
Special code is used for Welfare Sections of Boston: 
municipalities of Massachusetts; States; and outside 
U. S.) 
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,U. Patient's Status in Household 
1# Living with spouse 
2. Living with children but without spouse 
3. Living with parent or parents 
4. Living alone 
5. Other 

V. i. Number of members in Household (including patient) 
ii. Number of children in Household (of ̂ 11 children 

under 18 years, including 
patient if a child) 

W. Number of Rooms in Use in Dwelling 
(If a person has a single room in a 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.) 

X. 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 

Y. Medical Diagnoses (including Psychiatric) 
(Maximum of three to be entered. Major diagnosis first. 
Add 2nd and 3rd diagnoses only when they are important 
ones in the whole medical picture, and not if they are 
minor complications of the major one or generally of 
little immediate consequence.) 

Z. Medical Social Problems 

The following list of problems is selective and does 
not attempt to cover every possible medical social 
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 patient or family may need some assistance and 
in relation to Which the worker will assume some 
responsibility 

c) that as far as practicable the major social problems 
be entered first and the others following in decreas 
ing order of importance 

d) that there be entered a maximum of eieht problems. 
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Illness Situation: 

!• 9 h r o n i c Illness: Covers whole problem of chronic 
illness, physical, mental or emotional, and its care, 
in broadest sense, whether at home or in institutions, 
economic and psychological aspects. 

£• 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.) 

3. 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 usually some need 
for outside assistance. 

4. Dietary Problem: Diet may have contributed to the 
present illness or may appear as a difficulty needing 
adjustment only after diagnosis of the illness. 

5. Handicap (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. 

7. Industrial 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 relating to pre-natal care, etc. 

9.-19. 

Attitudes Toward Illness: 

^ 0.4 -no Attitude- Where there is a subjective 
2 0' ^'iTnllt reaSlloS'to the illness situation, physical 

lr men?al, in whxSh there is a real need for adjustment 
by the patient. 

iv's Attitude: Where a problem arises because of 
!T i „! nthe'r strong reactions of any members of 

e m 0 t ^ ? L ° L w ^ d s the pltient's illness, mental or 

21. Famil 
emoti 
the family towards the pa 
physical. 
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28* Misinformation: A problem arising in attitude toward 
illness by either the patient or his family on the 
basis of being wrongly informed regarding the illness, 
or its significance. 

23. - 29. 

Social Situation: 

3 0• Cultural (or Ethnological) Problem: As to language, 
attitudes, or failure to assimilate American culture, 
as in some immigrants. 

31» Family 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 tangible; 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.) 

32. Financial Problems: Inadequate income, financial strain, 
budgetary problems, aid from public or private agencies. 
As distinguished from Costs of A.edical Care, this item 
is concerned with general family finances. 

33. Illegitimacy: Problems associated with the pregnancy 
of an unmarried woman, abortion of such, or of an 
illegitimate child and its effect on the future of the 
child and the mother. 

34. Isolation: Separation from family and intimate group, 
homelessness, lack of "primary group", broken home. 

35. Occupational Adjustment: Whether physical or psycho­
logical, paid job or home activity. Includes problems 
of vocational guidance, rehabilitation, unemployment, 
unemployability, etc. 

36. Problems of Material Responsibility (in family life): 
For instance, unusually large family, care of old age, 
necessity for special care for children, difficulties 
that arise from combined households. 

3 7 # Recreational Problems: Problems to do with recreation, 
and other non-vocational outlets. 

3 8 # sohool and Educational Adjustment: Llay be physical or 
psychological. 
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39. Societal Factors and Community Problems: Includes 
problems of larger sociological nature, such as housing 
shortage, lack of resources, technological unemployment, 
strikes, war regulations, living in deliquency area or 
backward community. 

40. - 49. 

Physical Environment: 

50• Living Conditions: Problems of physical environment, 
inadequate or unsuitable shelter, clothing, furniture, 
sanitation, transportation facilities, etc. 

Personal Characteristics: 

SO. Borderline Psychiatric Problems: Includes problems 
of mental or emotional instability which are potentially 
pathological but not yet diagnosed. 

61. Destructive Habit: In a 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. 

62. Disfigurement or Permanent Impairment: When preceding 
present illness and not requiring medical care. 

63. Low Intelligence: Where there is a problem because 
of limited mental capacity. There may or may not be a 
diagnosis of mental deficiency. 

64. Personality: Problems relating to traits of personality 
and individual patterns of behaviour, such as 
eccentricities, childishness, irritability, lack of 
initiative, hyper-independence, etc. 

65. - 99. 
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