





























164 THE WORK OF CHILD-PLACING AGENCIES

by the nurse. A report of the mental examination, if any, was filed.
This record was filed with the case history of the child.

Health standards for foster homes—The department did not re-
quire porches or yards in the homes in which it placed children; in
Detroit it required bathrooms and inside toilets, but these were not
required outside the city. Children were allowed to sleep in the room
with other children if in the opinion of the investigator the room was
sufliciently ventilated. The department did not furnish beds for its
wards, except occasionally a basket for a baby. Health instructions
were given te foster mothers by the nurses. The nurse demonstrated
the preparation of food and fhe bathing and care of the baby. A
written copy of the food formula for the baby was given the foster
mother and a pamphlet on baby care issued by the department of
health. The nurse also gave verbal instructions regarding the diet of
older children and supervised their sleeping arrangements. The
nurse was responsible for giving instructions about the use of a tooth-
brush and seeing that the children’s teeth were cared for properly.

Corrective work and special treatment.—The nurses were respon-
sible for arranging to have all children examined and for obtaining
appointments for the carrying out of recommendations made regard-
Ing corrections and special treatment. Dental work for preschool
children in Detroit was done at the dental clinic of the board of
health; the work for school children was done at the school clinic.
The department of health sent school nurses to parochial schools to
examine children’s teeth. Dental work in the Mount Clemens district
was done by a dentist who gave his services free one-half day a week.
Dental work in Detroit was entirely free. Work for children outside
Detroit was done by local physicians, whose charge, if any, was very
little. Eye work was done at St. Mary’s dispensary and glasses werc
furnished by an optician in Detroit free of charge. X-ray and labo-
ratory work, such as urinalysis, blood counts, and smears, were macde
at St. Mary’s Dispensary. Throat cultures were made by the board
of health. = Children suspected of tuberculosis were referred to the
tuberculosis clinic of the department of health; from there they were
referred to the open-air schools in the city and placed in boarding
homes. Incipient cases were referred to the Northville Sanitarium
and more advanced cases were sent to the Herman Kiefer Hospital.

Children showing positive Wassermann reactions were referred to
the venereal clinic of the department of health; if they had no open
lesions they were placed in boarding homes and returned to the clini:
for treatment. If intensive treatment was needed the child was sent
to the university hospital at Ann Arbor. Children with gonorrheal
infection were sent to the Herman Kiefer Hospital, where they were
treated in the venereal ward for children.

All surgical work was done at St. Mary’s Hospital; contagiou-
diseases were sent to the Herman Kiefer Hospital. Children need-
ing long hospitalization were sent to the university hospital at Ann
Arbor. :

Orthopedic cases were treated at St. Mary’s Hospital and were
entered at the Nellie Leland School for Crippled Children. Thi-
school was built by the board of education for the treatment anl
education of crippled children, and school schedules were arranged
in accordance with the clinic attendance of the patients,
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Undernourished children were usually placed in the country under
special supervision, and if they failed to gain in weight were brought
into the city for observation. " The foster mothers were instructed to
call the child-caring department in the case of the illness of a child.
The nurse was sent to visit the child, and if necessary sent for a
physician. In an emergency the foster mother called a local physi-
cian. In rural districts the local physicians were called and ‘the
department notified. Tn Mount Clemens a local physician attended
children ill in the boarding homes (see p. 162).

Cost of health work—The amount of health work done ‘by the
child-caring department was out of proportion to its cost, as the
salaries of the three nurses were paid by the Visiting Nurse Asso-
clation of Detroit, and the cost of work done by the out-patient
department of St. Mary’s Dispensary was borne by the dispensary.
As these agencies all belonged to fhe Detroit Community Union,
the cost of the work was borne ultimately by the community which
contributed the funds to the union.

Cooperation with parish conferences and other agencies.

A distinct feature of the child-caring department was its coopera-
tion with the parish conferences of the Society of St. Vincent de
Paul. At the time of this study the parish conferences had 519
active members throughout Detroit. Many of them had attended
classes in case work conducted by the general secretary of the child-
caring department. These men were active in visiting the poor of
their parishes, giving relief and other assistance, and endeavoring to
adjust bad social conditions. Many children in need were referred
by the conferences to the child-caring department, and, on the other
hand, the department referred to {he conferences many families
where it was thought possible to keep children in their own homes.
Often the conferences and the child-caring department worked out a
plan together. Where financial help in the home was needed it was
supplied by the conferences, except in some cases involving prolonged
care, which were referred to the Detroit Department of Public
Welfare.2s

The child-caring department was fortunate in its working rela-
tions with the other social organizations of the city. It was a mem-
ber of the Detroit Community Union and a beneficiary of the Detroit
Community Fund. It had joined with the other child-placing mem-
bers of the Detroit Community Union—the Detroit branch of the
Michigan Children’s Aid Society, the Detroit Children’s Aid So-
ciety, the United Jewish Charities, and the Methodist Children’s
Home—in working out a friendly arrangement whereby applica-
tions for foster care of children were referred to the society repre-
senting the faith of the child’s parents. So friendly were its rela-
tions with the juvenile court that the child-caring department placed
in its boarding homes some of the delinquent wards of the court,
who were supervised jointly by the visitors of the child-caring de-
partment and the probation officers of the court. An unusual piece
of cooperation was the assionment to the department for full-time

2 Detroit had no private nonsectarian relief society.

Provided by the Maternal and Child Health-Library, Georgetown University



166 THE WORK OF CHILD-PLACING AGRENCIES

duty of three registered nurses faid by the Detroit Visiting Nurse
Association. This was typical of the general spirit of give and take
that pervaded the work of the social agencies of the community, and
which was an important factor in meeting the needs of the handi-
capped children of Detroit.

Through the efforts of the case department and cooperation with
the parish conferences and other agencies in Detroit the needs of
many children had been met without separating them from their
families. In 1922 the cases of 2,206 families, involving 6,609 child-
ren, were referred to the child-caring department. Of these 432
families were referred by the department to the conferences and
164 to other agencies. The remaining 1,610 cases were handled by
the case department, and resulted in the acceptance of only 377
children for foster-home care. The conferences also cooperated
with the child-caring department by working to reestablish the
homes of children under care, and often by friendly visiting after
a child had been returned to his own family. The visiting of women
and girls was done sometimes by the League of Catholic Women,
since the conference visitors were all men.

THE ST. LOUIS CHILDREN’S AID SOCIETY

History and form of organization.

The St. Louis Children’s Aid Society was organized in 1909 and
incorporated in 1911. Its inception was due to the vision of a
worker in the juvenile court of St. Louis, who became impressed
with the need of a child-placing organization in the city. When the
soclety was organized she became its first general secretary, serving
without salary for a year. The object of the society, as stated in
the articles of agreement, is as follows:

The object of this society shall be to improve the conditions of the poor
and destitute children in the city of St. Louis, Mo., and to keep and care for
neglected, exposed, wayward, and destitute children, and for that purpose to
receive such children by surrender or otherwise, and to exercise oversight
and control over those who have been placed in families; and, further, to
conserve the home life of the children in cases where the family has been
deprived of support by death, desertion, or otherwise.

The society at first did a general child-placing work and also gave
a limited number of mothers’ allowances. When the St. Louis
Board of Children’s Guardians was created, much of the child-plac-
ing and aid work was taken over by the public organization. The
children’s aid society was then able to specialize in cases of part
dependency and in health and conduct problems. At one time the
society tended to become a central application bureau for the child-
caring institutions of St. Louis, but at the time of this investigation
such service had been discontinued, except that the society still in-
vestigated applications for admission and discharge for the Protes-
tant Orphans’ Home,

The board of directors consisted of 39 men and women; they were
elected at the annual meeting of the society, served for one year,
and selected their own officers. The board met monthly. A case
committee, a finance committee, and a committee on Christmas carols
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divided the work of the society. It was customary to have a lunch-
eon in connection with the annual meceting, for which compli-
mentary tickets were sent to representatives of newspapers which
contributed publicity, and to ministers and other influential people
of the city.

Sources of funds.

Before 1923 the society was supported by contributions, member-
ship fees, reimbursenient from relatives, and money raised through
letters of appeal and from carol singing at Christmas. In 1923 it
became a member of the St. Louis Conimunity Fund, a federation
recently organized to raise the budgets of the affiliated organizations,
which did not allow finaneial appeals by any of its members.

Since 1911 a picturesque and effective means of obtaining funds
for the society had been the singing of carols at Christmas. A carol
committee worked for weeks before the holidays, organizing bands

~of singers from churches, clubs, schools, and community groups.

Much publicity was given to the custom through the local news-
papers and churches, and attractive posters were placarded asking
the people to place candles in their windows on Christmas Eve as an
invitation to the singers. At luncheon and dinner on the day before
Christmas, society leaders acted as hostesses at hotels, clubs, and
restaurants welcoming the singers as they appeared. On Christmas
Eve, the carolers, costumed in scarlet and green, sang in the
churches, theaters, and under all the windows where a lighted candle
gave its invitation. In 1922, $8,627.86 was cleared in this way. Care
was taken not to solicit funds, but simply to offer an opportunity to
give. This custom was discontinued in 1923.2s

Division of werk.

At the time of the study, the work of the society was divided into
three departments: (1) Advice and Investigation, (2) home finding,
and (3) home supervision.?* The department of advice and investiga-
tion investigated all applications for admission to the society and the
applications for admission and discharge for the Protestant Orphans’
Home. It also worked with families to keep children in their own
homes, when all that was needed was a slight adjustment, or where
by intensive work a solution could be quickly reached. When ex-
tensive family treatment was required the case was referred to one
of the family-welfare agencies of the city. The staff of this depart-
ment consisted of a supervisor, a full-time assistant, and a part-time
assistant.”®  During the year 1922 the department investigated 407
cases. In addition 252 applications were handled at the office
witheut field investigation. In these cases advice was given, and
where other social agencies were better fitted to meet the need the
applications were referred to them.

*1In 1925 the St. Louis Christmas Carols Association (an organization entirely
separate from the children’s aid society) was formed to carry on this custom.

® Since the study of this ageney was made a mother and baby department has been
added, chiefly to handle the work for unmarried mothers. A Jetter from the society
dated Oct. 30, 1924, states that it is hoped to accomplish much in the way of better
legislation and better care for the unmarried mother,

M1 At the present time the staff of this department consists of a supervisor and two
full-time assistants,
2207°-—27.
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The following table shows the disposition made of applications
for the care of children by the St. Louis Children’s Aid Society dur-
ing 1922, by number of families and number of children involved :

Disposition madc of applications for the carc of childrew by the St. Lowis
Children’s Aid Socicty during 1922, by number of families and number of
children involved

Applications

Children

Disposition made !

: Families involved
Total . 659 | 1,075
Family advised or case referred to other agency without field investigation__________ i 252 445
Investigation made and case disposed of without placement____________________777" 302 469
Care of children assumed by:
Relatives other than parents___._____.._________._____._____________ 26 44
Other social agencies .. 22 39
Institutions 12 14
Family advised after inv 85 142
Application withdrawn 157 230
Investigation made and children placed by socicty 105 161

The home-finding department investicated prospective foster
homes. This department was directly supervised by the general sec-
retary, who herself investigated all prospective adoptive homes. The
staff, in addition to the supervisor, consisted of one full-time and one
part-time worker® The following list shows the applications han-
dled by this department in 1922: '

Number of applications handled January 1 to Dcecember 81, 1922

Type of home:
Total

Boarding homes
Free homes_______________ 7

The department of supervision consisted of a director, a full-time
visitor, a full-time registered nurse, and four additional workers
who gave most of their time to the work of other departments of
the society.”*» The director assisted the visitor with the most difficult
cases. The work of this department included the visiting and super-
vision of children in foster homes; centacts with the children’s own
families; and follow-up, usually for a six months’ period, when the
children had been returned to their own homes.

Methods of care.
The St. Louis Children’s Aid Society had no receiving home nor
special homes for temporary care. One’of the directors of the society

0 TIn November, 1924, the home-finding department had two full-time workers and an
extra worker in emergencies, and investigated adoptive homes as well as foster homes.

3 Seventy-seven of these applications were approved.

%1a At the present time the staff of the department consists of a director, three full-time
visitors, and a tull-time registered nurse.
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170 THE WORK OF CHILD-PLACING AGENCIES

had taken several apparently unplaceable children into her own
home; after good physical care, training, and grooming had devel-
oped them into attractive children they were placed by the society,
usually in free foster homes.

The following list shows how the children in the care of the society
were placed on December 31, 1922

Children in care Deccmber 31, 1022

Type of foster home:

Total._ 190
Boarding homes________________ ___________ 101
Prospective adoption homes_____ __________ T 22
Free homes .__________ . _ .o 20
Institutions for special cave___________________ 20
Wage boarding homes_______________ " IR 19
Wage homes_____ _________ _________ (]
Free homes with mother at work_____________________ """ 2

The society had been unusually successful in keeping together chil-
dren of the same family. Iour sisters had been boarded uninter-
ruptedly in a foster family for four years and were a vital and
integral part of the family group. Five delicate Japanese brothers
and sisters, ranging in age from 17 months to 7 vears, had been
placed with a big-hearted American woman, who mothered the whole
brood. Under her care, in a plain suburban home, rickets and tuber-
cElosl,{is gave way to straight, firm backs and legs and to rosy, chubby
cheeks.

Unrelated children usually were placed separately, but the society
had three homes with three unrelated children in each.

Children received.

The St. Louis Children’s Aid Society received children from
St. Louis and its vicinity with no limitations as to sex, religion, race.
or nationality up to 21 years of ages'» Tt had specialized in the care
of infants and in health and behavior problems. Most of the chil-
dren had been received for temporary care by private arrangements
with their parents, though a few had been committed to the society
by order of the juvenile court. Parental surrenders had been ac-
cepted occasionally, but according to the law of Missouri each sur-
render had to be approved by the juvenile court. A working
agreement with the St. Louis Board of Children’s Guardians which
became effective January, 1923, provided that the children’s aid
society was to receive cases of part dependency, that is, where some
reimbursement was made by the children’s relatives or friends, and
the children who were wholly dependent were to be cared for by
the public child-caring agency. As a matter of fact, the children’s
aid society had accepted numbers of wholly dependent children who
were definite health or behavior problems. "On January 25, 1923, out
of a total of 174 children in care, 29 were definite health problems, 26
were definite conduct problems, and 39 were infants under 2 years of

b Boys 16 years of age and over are no longer accepted by the society.

e
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age.*” Only two negro children were in the care of the society, be-
cause as a rule negro children in St. Louis who required foster care
were wholly dependent.

Clothing.

The St. Louis Children’s Aid Society took pains to outfit children
according to the grade of home inio which they weve to go in order
that they should conform to the standards of the particular home and
community. Some supplies were purchased by the society at whole-
sale and kept in a clothing room at the office for first placements and
emergency use. This stock was added to by contributions from
church societies, which did a good deal of sewing for the society. A
limited amount of second-hand clothing, usually of a better grade
than the society could afford to purchase, was used with discretion
for special children for whom the circumstances made it appropriate.
After the initial outfit, clothing supplies were usually bought at
retail, by either the visitor or the foster parent, with special regard to
the need of the individual child.

Health supervision.

The society with the cooperation of Washington University Dis-
pensary and the Children’s Hospital had worked out a comprehen-
sive plan for the medical supervision of its children. This program
included a thorough physical examination of all children in the
pediatric department of the Washington University Dispensary;
special examinations and treatment of children referred by the pedi-
atric to the other departments of the dispensary, such as eye, nose
and throat, skin, etc.; the return of infants to the Well-Baby
Clinic at stated intervals for medical supervision, weighing, and
change of food formula; and hospitalization of all children needing
hospital care in the Children’s Hospital (negro children were ex-
amined and treated in the Washington University Dispensary, but
‘when in need of hospital treatment were sent to the city hospital).

Children who were ill in foster homes and required medical at-
tention were seen by a physician, who was a member of the staff
of the Washington University Dispensary and who was paid by
the society for each visit made.?* The society included as a regular
member of its staff in the department of supervision a trained nurse
who had in her care infants under 2 years of age and delicate chil-
dren requiring special health supervision. She also gave nursing
care to children who became ill in foster homes,

The Washington University Dispensary served as the out-patient
department of the Barnes Hospital, the ‘St. Louis Children’s Hos-
pital, and the Jewish Hospital of St. Louis. As an activity of the

#In the above classification, 2 child who was both a health and a conduct problem was
counted only as a health problem, on the assumption that the maladjustment might be
removed with the physical handicap.

% In November, 1924, the work of the society with problem children and among negro
children was increasing. Two orphanages in St. Louis recently had asked the society to
take some of their older problem cases, and the mother and baby department was con-
sidering the handling of negro as well as white children.

% Since January, 1926, the society has had its own physician, who visits children sick
in foster homes, makes examinations of all children before placement (referring them to
specialists when necessary), and examines all children under care periodically,
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172 THE WORK OF CHILD-PLACING AGENCIES

Washington University it was under the administrative control of the
executive faculty of the Washington University School of Medicine
and its operating defict was carried by Washington University.

The pediatric department of the dispensary in which all children
of the society under 15 years of age were examined served as the
out-patient department of the medical wards of the St. Louis Chil-
dren’s Hospital. The staff consisted of 12 physicians; 5 of them,
including the chief of the clinic, his associafe, and the resident
physician of the children’s hospital, were members of the faculty
of the schocl of medicine of the Washington University, and were on
a full-time university basis. The attendance of these full-time physi-
cians in the clinic insured regularity and continuity of service with a
resulting standardization not possible with a changing personnel.

The social-service department of the Washington University Dis-
pensary was a large and important one, including a director, 14 social
workers, and 11 clinical secretaries, 9 of whom were volunteers. Much
of the service that the children’s aid society received from the dis-
pensary was made available through the social-service department.

The health work done by the society was not confined to that for
children received for placement. During 1922 of 200 cases investi-
gated and disposed of without placement almost all the 44 children
whose care was assumed by relatives other than parents, were ex-
amined at the Washington University Dispensary and treatment
carried out; all the 14 children whose care was assumed by institu-
tions were examined; and in the cases where adjustment was made
through advice many of the 142 children involved were examined
and treatment obtained for them.

The physical examination—The routine physical examination was
made with the child stripped and included the taking of the tem-
perature, height, and weight, as well as a general physical examina-
tion. No laboratory work or special tests were included in the
routine examination, but examinations of urine and blood, and Von
Pirquet tests were made where indication was shown of their need.
Wassermann tests were made in cases showing some clinical evidence
of hereditary or acquired syphilis, where there was a suspicious
family history, and in cases in which the society requested that they
be made. Schick testing for diphtheria was done 1n selected cases.
Children of preschool age usually were given toxin-antitoxin with-
out the test, the Schick test being used later to determine immunity.

Children who were ill or who needed medical observation in a hos-
pital were admitted to the Children’s Hospital, where urine exami-
nations, vaginal smears, and Von Pirquet tests were made routinely.
Wassermann tests were made in almost all cases admitted to the
hospital.

A special clinic was held in the pediatric department for intra-
venous and intramuscular medication for syphilis. The work of
this clinic was carried on entirely by one physician. Antiluetic
treatment was continued in an infant for one year and in older
children for at least two years, regardless of what the Wassermann
reaction showed.

The children who were found upon examination to require special
examinations and treatment were referred to the appropriate de-

Provided by the Maternal and Child Health Library, Georgetowanniversity




DESCRIPTIONS OF THE INDIVIDUAL AGENCIES 173

partments of the dispensary; all kinds of medical service were avail-
able within the dispensary through its various departments.

Children over 15 years of age were examined in the medical de-
partment of the dispensary and were hospitalized in the Barnes
Hospital.

A uniform history card was used in the various departments of
the dispensary on which was recorded the medical history, the find-
ings of the physical examination, diagnosis, treatment, and notes
made at subsequent visits. 1In the pediatric clinic the physical ex-
amination was recorded in the form of positive findings only. The
records of the children of the St. Louis Children’s Aid Society were
kkept in the general files of the dispensary. These records, however,
were always available to the society’s workers through the social-
service department.

The service of the Washington University Dispensary was free to
the children’s aid society, except in the cases of children whose
parents were able to pay the dispensary fees. The society paid a
nominal charge for X rays, salvarsan treatment, and for prescrip-
tions filled at the dispensary pharmacy. The society paid the
Children’s Hospital for children admitted to the hospital ward the
same rate which the society received from the children’s families.
The hospital made no charge for wholly dependent children.

Usually children presenting health problems were examined physi-
cally during the course of the investigation, and if necessary were
sent to the Children’s Hospital for feeding adjustment or observa-
tion before placement. Children who were apparently well were
examined at the dispensary the day they were placed. Children
who presented behavior difficulties were placed at once in homes
which had been carefully selected to meet their special needs.

In the cases of older girls where a gynecological examination was
indicated, such examinations were made by a woman physician at
her private office.

Mental examinations—Mental examinations were made only in
selected cases because of the limited facilities available for this type
of service. Practically all such examinations were made in the neu-
rological clinic of the Washington University Dispensary, but be-
cause of pressure of work the clinic was able to examine only a
limited number of cases for the society (23 during 1922). During
1922 the child-guidance clinic, one of the demonstration clinics estab-
lished under the Commonwealth program for the prevention of
delinquency, examined a few children for the society.*

At the time of the study mental examinations were restricted to
those children for whom such examination was recommended by the
pediatric clinic of the Washington University Dispensary, to chil-
dren who had proved most diflicult after a period of observation in
foster homes, and to those children showing serious school retarda-
tion. It was not possible to have all problem children examined
because of the limited facilities.®

3 Anderson, V. V.: The DIsychiatric Clinic in the Treatment of Conduct Disorders of
Children in the Prevention of Juvenile Delinquency. The National Committee for Mental
Hygiene. New York, 1923,

®In November, 1924, the society reported that the municipal psychiatrie elinie
organized in the spring of 1923 following the demonstration clinic established under the
Commonwealth Fund was functioning well, and was referring many cases to it ior super-
vision and placement. The society hoped to obtain expert advice aud aid from the
clinic in its care of problem childrén,
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Pecords—All health items were recorded in the child’s running
record in chronological order. No written reports of examinations
made in the Washington University Dispensary were given to the
society. The nurse or visitor made notes of information given her
by the physician or obtained from the clinic record, and wrote them
on a special form for filing immediately with the case history.
When_written reports of mental examinations were received they
were filed with the correspondence in the case. : H

Health standards for foster homes—1In the selection of homes for
older children the society used homes in the suburban districts,
preferably separate houses with yards. Babies were placed in the
city as conveniently as possible to the Washington University Dis-
pensary. Separate beds were required for each child, and” when
necessary the society furnished beds in order that children might
sleep alone. It also furnished cribs and baby carriages for infants
where they were not included in the equipment of the home.

The investigation of the foster home included a careful inquiry
in regard to the health of the various members of the foster family
and an interview with the family physician.

The- home-finding department made certain requirements in re-
gard to the physical care to be given a child relative to diet, sleeping
arrangements, and general hygiene, and the agreement which the
foster mother signed when accepting a child into her home carried
specific items covering these points.

The nurse instructed the foster mothers in regard to the care of
infants, including the diet—a written copy of the food formula was
always provided—preparation of food, and matters of general hy-
giene, and in detail as to the care of delicate children or those under
special treatment. Wherever possible the foster mothers were asked
to bring children to the dispensary themselves, in order that they
might meet the physician and receive divect information and in-
structions in regard to the children in their care. The foster mothers
cooperated in this respect to a remarkable degree, and these per-
sonal contacts with the physicians of the clinic not only had a
distinct educational value for the foster mothers but served io stimu-
late their interest in the health problems of the children.

The social visitors were responsible for the health supervision of
the older children and the instruction of foster mothers as to proper
diet, hours of sleep, care of the teeth, and other matters of personal
hygiene.

yAll babies on a food formula in charge of the society were visited
every two weeks or oftener and on alternate weeks were taken
to the Well-Baby Clinic, held twice a week by the resident physician
of the Children’s Hospital, where they were weighed and looked
over by the clinic physician. The nurse attended the Well-Baby
Clinic to receive instructions from the physician, and in this way
saw all the small infants at least once a week. Older babies were
taken to the clinic about once a month. If a baby failed to gain
and a special feeding adjustment was necessary he was admitted to
the Children’s Hospital.

Corrective work and special treatment—All corrective work and
special treatments were carried out in the various departments of
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the Washington University Dispensary, to which children were
referred by the physicians of the pediatric clinic. Children who
required hospital treatment—including children with contagious
disease—were admitted to the Children’s Hospital or the city hos-
pital.  During 1922 the 41 children who received hospital care were
all treated in the Children’s Hospital.

Dental work was done in the dental clinics of the Washington
University or the University of St. Louis. Practically all the work
done in these clinics was performed by students, and the society
paid only for the materials used.

The society had been particularly successful in carrying out the
recommendations of the clinic as to treatment and corroction of
remedial defects. It had been able to do this in every instance
where the society had had custody of the child. TIn occasional cases,
where permission for important operations had been refused by
parents, court action had been sought. The society had been suc-
cessful also in the placement of children presenting behavior prob-
lems. In cases where these children had been studied by a psychi-
atric clinic the recommendations of the clinic as to placement were
carried out as closely as possible and every effort was made to de-
velop homes to suit the special requirements laid down.

Cost of health work.—Through the close cooperation of the Wash-
ington University Dispensary and the Children’s Hospital the
society had been able to carry out a very comprehensive health pro-
gram at extremely low cost. During 1922 the expenditure for health
work, exclusive of the nurse’s salary, was less than 114 per cent of
the total expenditure for the year. “The interest and cooperation of
the physicians of the dispensary and hospital and the cordial rela-
tions existing between the society and the social-service department
of the Washington University Dispensary had much to do with the
_effectiveness of the work. On the other hand, the children’s aid
society reciprocated in service so far as possible by placing children
for the hospital and dispensary. During 1922 the society placed 35
children for the hospital in foster homes and made plans other than
placement for 25 others.

Disposition of cases and follow-up work.

Most of the children received by the St. Louis Children’s Aid
Society were returned to their own' families. Since {he wholly de-
pendent child went as a rule to the St. Louis Board of Children’s
Guardians, it followed that very few of the children cared for by
the society were eligible for adoption. Five children were legally
adopted in 1922, and only 17 children had been given in adoption
since the organization of the society in 1909. A probation period
of two years in the prospective adoptive home was always required,
during which time supervision was maintained by the general secre-
tary of the society.?

When children were returned to their own homes the society con-
tinued to show a friendly interest and to visit the home for at least
six months. Occasionally this follow-up was prolonged for a vear

4 This supervision is now maintained by the dircetor of supervision,
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or more, and the children in the family other than the ones originally
cared for by the society also received the benefit of this contact.

An outstanding feature of the St. Louis Children’s Aid Society
was its willingness to grapple with any problem of child care, 1o
matter how diflicult or.complicated. Children with active tuber-
culosis, with venereal infections, blind babies, a deaf mute, psycho-
pathic little incorrigibles, and border line feeble-minded children
had been received unhesitatingly as a part of the day’s work. In
the same quiet, unostentatious manner, difficulties of health and be-
havior had been adjusted by careful, painstaking work.




Part IL—HEALTH SUPERVISION OF CHILDREN
PLACED IN FOSTER HOMES*

INTRODUCTION

Tt is axiomatic that an individual who is well and physically able
is a potential asset to society, and that an individual who 1s physically
unfit is at best a potential liability. It follows, therefore, that one
of the greatest contributions that child-placing societies can make
as social agencies, is to give the children in their care the best health
possible. No child-caring agency can be said to discharge its full
duty to a child for whom it accepts responsibility if it does not obtain
for that child the best health possible for him under the circum-
stances and maintain him in it.

The purposes of this section of the report are: (1) To present
the work of a number of private child-caring agencies carrying on
effective health supervision through well-organized and comprehen-
sive programs, in order to show what can be done and is being done
to build and conserve the health of the dependent child; (2) to
present the health programs of these agencies in detail, that they
may be available to organizations engaged in working out programs
of their own; (3) to present the subject of health supervision as a
distinct phase of the work of these agencies in order to center atten-
tion upon its importance; and (4) to stimulate the interest of
workers actively engaged in the care of dependent children in the
health side of their problem.

STANDARDS OF HEALTH SUPERVISION

Standards of health supervision for child-caring agencies have
been formulated by Dr. Horace H. Jenks based largely upon the
practice of the Associated Medical Clinic of Philadelphia.?

In preparing this report, the writer has had in mind the following
generally accepted principles of health supervision by child-placing
agencies:

1. A thorough physical examination, and, if possible, a mental
examination for every child when he comes under care.

2. Reexamination at definitely stated intervals.

3. Prompt correction of all remediable defects.

1 Tight of the child-placing agencies studied by Doctor Evans in this section of the
report are the same as those studied in Part I; the health programs of two agencies
included in Part I-—the New England Home for Little Wanderers and the Florida
Children’s Home Society—were not studied, but instead the Church ITome Socicty of
Boston and the Detroit Children's Aid Society were included in the 10 agencies whose
health programs are presented in Part IT (for a summary of the two last-named agencies
see Appendix B, p. 22).

2 Jenks, Horace H., M, D, director, Associated Medical Clinie, I’hiladelphia: * Safe-
guarding the dependent child’s physical and mental health.” TIoster-Home C(‘are for
Dependent Children. U, 8. Children’s Bureau Publication No. 136, pp. 113-134. Wash-
ington, 1926.
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4. Placement of each child in a home selected in accordance with
health needs and the recommendations of the examinir.g physician or
psychiatrist.

5. Supervision of each child’s diet, rest, and all details of his per-
sonal hygiene, and of the hygienic conditions of the home by the
society’s visitors.

6. Supervision of infants in foster homes by trained nurses.

The application of these principles is affected by the financial
limitations which must be faced by many agencies in the organi-
zation of their health program. Doubtless few, if any, organiza-
tions to-day would be satisfied with anything less than the best
in carrying out their health programs, if their budgets permitted.
Unfortunately, much too often funds are limited, and an agency
1s forced to adapt the pattern of its health program to its financial
cloth.- To show what may be done by agencies with limited funds,
this report describes the work of agencies whose health programns
have been based primarily upon the medical resources of their com-
munities which were available without cost, as well as the work
of agencies which were able to provide facilities of their own for
carrying on their work,

AGENCIES STUDIED

Ten agencies located in five States east of the Mississippi River
were selected for the purposes of this study. These societies were
known to be following constructive programs in the health super-
vision of their children and to be giving varied service in the fiel:l
of child placing by private agencies. The agencies studied were:
The Boston Children’s Aid Society; the Children’s Mission to Chil-
dren; the Church Home Society of Massachusetts; the Children’s
Aid Society of Pennsylvania; the Children’s Bureau of Philadel-
phia; the Michigan Children’s Aid Society; the Detroit Children's
Aid Society; the child-caring department of the Society of St.
Vincent de Paul of Detroit; the Jewish Home-Finding Society of
Chicago; and the St. Louis Children’s Aid Society.

The territory served by eight of these agencies has been outlined
(see pp 6-8) ; for the territory served by the Church Home Society
and the Detroit Children’s Aid Society see Appendix B, page 221.

CHILDREN ACCEPTED FOR CARE

In determining their policies as to the acceptance of children pre-
senting problems of health or mentality, the agencies were governed
largely by the position which they occupied in the child-caring fieli
in which they operated, and by agreements with other child-cariny
agencies of their respective communities. The Children’s Aid Soci-
ety of Pennsylvania, by agreement with the Children’s Bureau of
Philadelphia, did not accept babies in the Philadelphia district, an:|
the Children’s Bureau took over for the Children’s Aid Society
the supervision of babies breught into Philadelphia from outside
districts. The Children’s Mission to Children referred applications
for care for young and delicate babies to the Boston Children’s Ail
Society.

-
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Five of the agencies accepted children for placement irrespective
of their condition of health, if necessary arranging for their care
and treatment in hospitals or institutions until they were in condition
to be placed in foster homes. One agency did not accept any child
requiring hospital care. Three did not accept children with active
venereal disease or active tuberculosis, and one of these was not
prepared to provide convalescent care for children discharged from
hospitals. One did not receive for permanent care any child with
a positive Wassermann reaction, but did accept for temporary
care in boarding homes children with positive Wassermann reactions
but without open lesions.

None of the agencies accepted definitely feeble-minded children
for long-time care. Seven, however, received mentally defective
children for temporary placement during the illness of the mother
or while they were awaiting commitment to institutions. Three
did not accept definitely feeble-minded children even for temporary
care. The Michigan Children’s Aid Society did not accept a child
for permanent care if one or both of his parents were known to
be insane, epileptic, or feeble-minded.

Provided by the Maternal and Child Health Library, Georgetown University




PROGRAM OF HEALTH WORK
GENERAL OUTLINE

The program of health supervision carried on by the Boston Chil-
dren’s Aid Society and the Church Home Society was based upon
the work of the preventive clinic of the Boston Dispensary sup-
ported financially by the two societies. The programs of the Chil-
dren’s Bureau of Philadelphia and the Children’s Aid Society of
Pennsylvania were based similarly upon the work of the associated
medical clinic and its staff of paid consultants. Medical supervision
of the St. Louis Children’s Aid Socicty was carried on through the
cooperation of Washington University Dispensary and the Chil-
dren’s Hospital of St. Louis.

The health program of the Jewish Home-Finding Society of Chi-
cago was based upon the facilities afforded by the children’s examin-
ing clinic of the Michael Reese Dispensary, which was organized for
the express purpose of examining and treating children of the
society, and by the Michacl Reese Hospital. Both the dispensary
and the hospital were members of the Federated Jewish Charities
of Chicago.

The Children’s Mission to Children employed its own physician to
examine children and to visit those who were ill in foster homes.
but used the various dispensaries and hospitals of the city for special
treatments and corrections and for the supervision of its posthos-
pital cases.

The child-caring department of the Society of St. Vincent de Panl
of Detroit used one of the infant-welfare stations of Detroit for the
examination of young infants, and depended upon the nursery de-
partment of Providence Hospital for their hospitalization. Chil-
dren over 1 year of age were examined and treated in the out-patient
department of St. Mary’s Hospital, a member of the Detroit Coni-
munity Union, and were hospitalized in St. Mary’s Hospital. The
h}(l)spital expenses of children with Detroit residence were borne by
the city.

The Detroit Children’s Aid Society and the Detroit branch of tle
Michigan Children’s Aid Society maintained at their own expense a
weekly clinic for the examination and medical supervision of in-
fants. Older children were examined without cost in the ont-
patient department of Harper Hospital, a member of the Detroit
Community Union, and children requiring hospital care were al-
:llrjlitted to Harper Hospital or to the Children’s Free Hospital of

etroit.

The medical work of the Michigan Children’s Aid Society out-
side Detroit and St. Joseph was based upon free service availalle
through various agencies of the communities in which the branch
offices were located, and upon the cooperation of private physicians.
The children’s department of the hospital of the University of
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Michigan at Ann Arbor was available for the hospitalization of all
children throughout the State who might need special medical treat-
ment.

Wherever a weakness existed in the health program of the agencies
studied plans were being made to develop resources and to obtain
additional service in order to strengthen and extend the work in
accordance with accepted standards of health supervision.

Departments of health,

Two agencies had organized separate departments to handle health
work. The Children’s Aid Soctety of Pennsylvania had a depart-
ment of temporary care and health in charge of a supervisor who
was a registered nurse and a trained social worker. This depart-
ment had charge of all examinations and medical treatment given
to children coming into care and to children who had been returned
to Philadelphia for medical treatment.

The Jewish Home-Finding Society of Chicago had a medical
department in charge of a registered nurse who had general super-
vision of the health work of the society and who supervised per-
sonally all infants. A second nurse employed by the society visited
older children who became ill. The head of the medical depart-
ment was available for consultation by the other workers upon any
problems relating to the health of older children.

The Detroit Children’s Aid Society placed on a medical worker
(not a nurse), who was under the direction of the department of
child care, the responsibility for physical examinations and medical
treatment of all children over 3 years of age who were accepted for
care, and of all children returned to Detroit for medical treatment.
The medical work for younger children was carried out under the
direction of the trained nurses.

Trained nurses.

All the agencies with one exception had one or more trained nurses
as permanent members of the staff and eight employed nurses to
supervise directly children who had been placed in foster homes.

The salaries of these nurses were paid by the agencies, except those
in Detroit. In that city the Visiting Nurses’ Association, as a mem-
ber of the Detroit Community Union, assigned nurses from its or-
ganization to the Detroit Children’s Aid Society, the Michigan Chil-
dren’s Aid Society, and the child-caring department of the Society
of St. Vincent de Paul, also members of the community union, for
permanent full-time duty with these organizations. The Visiting
Nurses’ Association paid the salaries of these nurses from its own
funds and required only that each nurse submit to the association a
monthly statistical report of the work that she had done. 'This ar-
rangement, which had been in operation for 314 years at the time
of the study, had proved entirely successful. No conflict of au-
thority had occurred, because the nurses’ interests were identified
entirely with those of the organizations to which they were assigned,

and no attempt was made by the Visiting Nurses’ Association to

direct their work in any way. Through this arrangement nurses
chosen because of their special fitness for the work. through train-
ing and experience, were supplied to the agencies without cost, and
the Visiting Nurses’ Association made a very definite and valuable
contribution to the nursing service of the community.
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The duties of the nurses varied in the different societies. The Chil-
dren’s Aid Society of Pennsylvania had a registered nurse at the heal
of its department of temporary care. Her duties were purely execu-
tive, but so much medical work was involved that a nurse’s training
was considered indispensable for the person called upon to handle
the problems arising in connection with the work of this department.
Where professional nursing was required for children in boarding
homes the Visiting Nurses’ Association was called upon for this
service.

The Children’s Bureau of Philadelphia had two trained nurses
upon its staff engaged in the supervision of infants and of special
health problems.

The Boston Children’s Aid Society had a nursing staff of three
registered nurses, one acting in a supervisory capacity and two
actively engaged in work with infants.

The three trained nurses in the child-caring department of the
Society of St. Vincent de Paul Society of Detroit had under their
direct supervision all children placed by the society in boarding
homes irrespective of age.

Two of the three nurses of the staff of the Detroit Children’s Aid
Society and the Michigan Children’s Aid Socicty in Detroit were en-
gaged in the supervision of infants, and the third visited older chil-
dren who were ill, and also visited all older children once in six
months to see whether they were in good health.

The two nurses of the medical department of the Jewish Home-
Finding Society of Chicago were engaged: in the supervision and
care of infants and of cases of illness among older children.

The St. Louis Children’s Aid Society and the Church Home So-
ciety had one nurse each whose duty was the supervision of all in-
fants under 2 and of older children “who presented health problems.
The Michigan Children’s Aid Society had a trained nurse in charge
of each of its two receiving homes who were responsible for the
health supervision of the infants and older children in care.

The salaries paid to nurses varied from $120 to $175 a month. The
average salary for nurses engaged in active supervision of children
was $133 a month.

The success of the plan of using trained nurses in the supervision
of infants and delicate children and the distinct contribution made
to the work of a child-placing agency by the professional training
of a nurse was shown by the fact that nine of the agencies employe
trained nurses and that agencies not prepared to provide trained-
nurse supervision directly or in cooperation with other agencies did
not accept delicate or very young infants.

It has been demonstrated by Dr. Maynard Ladd, of the Preventive
Clinic of Boston, and by Dr. H. H. Jenks, of the Associated Medical
Clinic of Philadelphia, that the most difficult feeding cases can be
successfully and scientifically cared for in foster homes without re-
turning the babies to the clinics through a system of careful super-
vision by trained nurses under the direction of the clinic’s pedi-
atrists.®

3Ladd, Maynard, M. D.: “ Medical supervision of the destitute child.,” New York
Medical Journal [New Yorkl (Aug. 17, 1921), pp. 199-204; Jenks, Horace H.,, M. D.:
“ g\éeg&al care of dependent children.” = Atlantic Medical Journal, September, 1923), pp.
199-804.
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Although the cooperation given by the Visiting Nurses’ Associa-
tion and by municipal nurses may be good, the question of divided
responsibility usually enters into such arrangements, and the advan-
tages of having a nurse whose interests are primarily those of the
agency with which she works are obvious (this question does not
enter into the arrangement in Detroit whereby nurses are assigned
by the Visiting Nurses’ Association for permanent duty with the
child-placing agencies).

The employment of a trained nurse does not present a problem of
added expense. The supervisory work donme by the nurse would
have to be done by another worker whose salary would be comparable
to hers. Besides, where the agency does not employ a full-time
physician, a nurse is often able to care for a case of minor illness
and thus save the expense of a visit by a physician.

Wherever an agency is using a clinic outside its own organization,
especially where it is using more than one clinic, it seems desirable
from the standpoint of maximum cooperation that contacts between
the clinics and the agency be made through a trained nurse wherever
this is possible without too great a sacrifice of her time. The train-
ing of a nurse is particularly valuable in making contacts with
physicians and other nurses and in adjusting the procedure of the
agency to the routine of the clinic; it enables her to assist in the
expeditious handling of children during examinations and to receive
technical instructions from physicians and interpret them to foster
mothers and to other workers. This is, of course, not possible where
the nurse is expected to accompany children to and from the clinics,
but only when their transportation can be arranged otherwise.

Medical supervision.

Four of the 10 agencies carried on medical supervision through
clinics organized and financed by themselves for the examination
and treatment of their children. The Boston Children’s Aid Society
and the Church Home Society maintained the preventive clinic of
the Boston Dispensary under the direction of Dr. Maynard Ladd,
with a woman full-time assistant physician, a social worker, and a
clerk. Doctor Ladd acted as medical director of the societies and
assumed the entire responsibility for their medical supervision. The
Children’s Bureau of Philadelphia and the Children’s Aid Society
of Pennsylvania, together with the Society for Prevention of Cruelty
to Children of Pennsylvania, supported the associated medical clinic
of the department of prevention of disease of the Children’s Hos-
pital; Dr. Horace H. Jenks acted as director of the clinic and medical
director of the cooperating societies. He was assisted by a woman
full-time assistant physician. The staff included a clinic nurse and
an office force.?

Outside of Philadelphia the Children’s Aid Society depended for
the medical care of its children upon the clinical services of various
communities and the services of private physicians, returning to
Philadelphia those in need of special treatment. The Children’s
Mission to Children of Boston employed the part-time service of a

th 3 Sillnge the time of the study a man part-time physician has been added to the staff of
e clinic.
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physician for the examination of children coming into care, for
which they paid a lump sum yearly. The Children’s Mission re-
ceived many applications from hospitals to place in foster homes
children who were to remain under the supervision of the hospitals.
Whenever a question arose as to the advisability of accepting these
cases for care the decision was made by the two medical members of
the board of trustees. (See p. 108.)

The Michigan Children’s Aid Society paid a physician at St.
Joseph for part-time service to examine children coming into care,
and to give medical supervision to children in the receiving
home. In the Detroit branch in connection with the Detroit Chil-
dren’s Aid Society a pediatrist held weekly clinics for the examina-
tion and supervision of infants, being paid for each clinic period.
The physician was available for consultation upon all medical prob-
lems which arose in connection with the work of the two societies
in Detroit. For examination and supervision of children elsewhere
than in St. Joseph and Detroit the Michigan Children’s Aid Society
depended upon the clinical resources of the communities and the
services of private physicians.

The agencies in St. Louis and Chicago, and the Society of St.
Vincent de Paul of Detroit received without expense the advice and
assistance of the physicians serving in the clinics in which their
children were examined.

Mental examinations and child study.

The Children’s Bureau of Philadelphia and the Children’s Aid
Society of Pennsylvania supported jointly a child-study depart-
ment which gave psychometric tests and made personality studies
of children (see pp. 121, 132). The Church Home Society of Massa-
chusetts employed its own psychiatrist upon a part-time basis for
routine mental examinations of all children of suitable age coming
into care.

The other agencies depended for mental examinations upon what-
ever service was available. In Boston and Detroit children who had
been received through commitment by the juvenile court had usu-
ally been examined by psychiatrists. Wherever a child-placing
agency was dependent for mental examinations upon outside agencies
it was impossible to examine all the children who needed such exami-
nation.

Clinic organization.

The organization of the clinics used by the various societies for
the examination and treatment of their children has been described
with the work of the individual societies. (See pp. 100, 124, 132, 148.
155, 163, 171.) As will be seen by these descriptions the clinics
varled in their organization and in the detail of routine.

Agencies that sent children to the preventive clinic and the asso-
ciated medical clinie, which had permanent staffs, were assured
standardization of service, which was one of the chief advantages of
a clinic organized exclusively for the vse of child-caring agencies.

Clinic service was standardized also for the St. Louis Children’s
Aid Society which sent its children to be examined in the pediatric
department of the Washington University Hospital, where the head
of the department, his associate, and several other clinicians were in
constant attendance, and for the Jewish Home-Finding Society which

Provided by the Maternal and Child Health-Library, Georgetown ijniversity




PROGRAM OF HEALTH WORK 185

had continuous service in the child-examining clinic of the Michael
Reese Dispensary by a physician engaged and paid by the dispensary.
Standardization of service was possible for all those agencies which
employed the same physicians regularly for the examination of their
children. It was not possible for a society obliged to use a large
clinic with a changing personnel, where the child was not always
seen by the same physician. When general clinics were used. an effort
was made by the workers to return children to the clinic upon days
when they could be seen by the physicians who originally examined
them. For example the child-caring department of the Society of
St. Vincent de Paul used an infant-welfare station attended always
by the same physician for the supervision of its small infants, and the
pediatric clinic of St. Mary’s out-patient department for older chil-
dren sending them upon the same days each week.

Whenever an agency was able through its own resources or through
cooperation with other agencies to provide its own medical staff. it
was able to present to the examiner all phases of a child’s problem
in a degree not possible when he passed through a large general clinic
merely as one patient among many others.

To get the maximum cooperation it is necessary that the agencies
using general clinics gain the interest of the examining physicians in
their children, not only as medical problems, but as individuals for
whom the present treatment and adjustment are of the most vital im-
portance in determining the future happiness and usefulness of their
lives.

All child-placing agencies, especially those called upon to care for
numbers of children presenting problems of health and behavior,
feel the need of the advice and professional backing of a physician
who is especially interested in their problems and who is acquainted
with their resources and limitations and takes these factors into
consideration in the recommendations for the conduct of a case.

In the preventive clinic of the Boston Dispensary and in the
Associated Medical Clinic of Philadelphia, the clinic director acted
as medical director of the cooperating societies; entire responsibility
for their medical work was centralized in him. The medical director
was called upon to decide as to the advisability of accepting cases
in which a problem of health or mentality was involved. He was
responsible for the actual medical treatment of children while in
care, he recommended the type of foster home best suited to a child’s
particular need, and he decided the length of time a child should re-
main in care in order to get the best results of treatment. All ques-
tions in which the professional advice of a physician was needed were
referred to him for decision.

In this connection should be mentioned the unusual degree of
cooperation received by the St. Louis Children’s Aid Society from
the head of the department of pediatrics of the Washington Uni-
versity Dispensary, who solely because of his interest in the work
of the society and in solving its problems acted virtually as the
medical director of the society.

There is sometimes a tendency on the part of workers to ques-
tion the decisions and recommendations of a medical examiner.
When medical decisions are questioned a division of responsibility
results, the worker takes responsibility which she is not well qualified
to assume, and a let-down results in the medical work of the agency.

Provided by the Maternal and Child Health Library, Geor;étown ih;;rsity



186 THE WORK OF CHILD-PLACING AGENCIES

To avoid this situation the agency should obtain the best medical
service available and accept the recommendations without reservation.

ROUTINE HEALTH EXAMINATIONS

Children examined and time of examination.

All the agencies had all children coming into permanent care given
physical examinations. Eight had all children examined irrespective
of the length of time they were to remain. Two, however, did not
have children examined if they were to be in care but a week or two
and if they had been examined by a physician before acceptance.

The procedure in having children examined differed in the various
agencies.

“The children of the Children’s Bureau of Philadelphia and the
Children’s Aid Society of Pennsylvania were examined in the asso.
ciated medical clinic.” The children’s bureau had all children ex-
amined in the clinic as early as possible in the investigation, and the
children’s aid society children were examined upon the day they
came into care; but the children accepted by both societies were
examined upon the day of placement irrespective of how recently
they had been examined by the clinic or court physicians.

Examination of a child upon the day he was placed in a foster
home, irrespective of previous examinations, proved most satisfac-
tory. At the associated medical clinic the routine followed included
examinations of all children upon the day of replacement also, irre-
spective of the condition of health, the examination of all children
following discharge from hospitals, and examination of all children
upon the day of discharge from care.

Temporary care during period of examination and treatment.

None of the agencies, except the Michigan Children’s Aid Society,
used a receiving home for the temporary care of children during the
period of medical examination and treatment they placed chidren
immediately in boarding homes. Agencies that received problem
children had the physical and mental examinations made previous
to acceptance whenever possible and the child was placed at once in a
boarding home in which it was hoped to have him remain.

That by careful investigation and close supervision boarding homes
can be developed which are prepared to receive at short notice all
types of problem children and to give them skilled and careful atten-
tion has been demonstrated by societies such as the Boston Children’s
Aid Society, which in emergencies is called upon to place all types
of problem children in its subsidized homes; by the Children’s "Aid
Society of Pennsylvania, which receives its large intake in tempo-
rary boarding homes; and by the Children’s Bureau of Philadelphia,
which accepts many delicate infants and children who have health
problems for care in its semihospital homes.

The use by the Children’s Bureau of Philadelphia and the Chil-
dren’s Aid Society of Pennsylvania of boarding homes instead of
the temporary shelter which was used by these societies for a num-
ber of years had been followed by the elimination of scabies, except
for the few children who had it when admitted, and a marked de-
crease in the incidence of contagious disease.
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From the standpoint of safeguarding the physical and mental
health of children receiving homes present several distinct disad-
vantages as compared to boarding homes. Among these are the
frequent incidence of contagious disease on account of the exposure
of numbers of children, the resulting quarantine, and the close asso-
ciation of normal children with difficult or perhaps defective children,
with bad sex habits or other undesirable traits.

Besides, a worker who can return a child to a receiving home if
he has not done well in a foster home, is sometimes tempted to do so
rather than try to adjust him to a new foster home, so that uniess
the utmost care is used a receiving home may become filled with diffi-
cult or defective children whe have proved troublesome in foster
homes.

The comparative per capita cost for children maintained in receiv-
ing homes and in boarding homes does not properly enter into this
discussion, which is not a study of the cheapest way of caring for
children. Definite figures as to the cost of maintaining children in
receiving homes are not available for purposes of comparison, but
information from various sources seems to show that the cost of the
receiving-home plan is usually considerably higher than the cost of
the boarding-home plan.

Scope of physical examination and clinic procedure.

Six agencies arranged for gynecological examinations by women
physicians. At the Associated Medical Clinic of Philadelphia and the
preventive clinic of the Boston Dispensary the gynecological exami-
nations were made by the assistant physician except that at the pre-
ventive clinic court cases were examined by a woman experienced in
court work. This woman physician appeared in court when necessary
so that the work of the clinic physician was not interrupted.

The St. Louis Children’s Aid Society and the Children’s Mission
to Children obtained the services of women physicians for gyneco-
logical examinations, and in addition the Children’s Mission fre-
quently employed women physicians for routine physical examina-
tion of older girls. In the children’s examining clinic of the Michael
Reese Dispensary routine vaginal smears were made by the clinic
nurse. In the associated medical clinic all boys over 12 as well as
infants under 3 were examined by the medical director, and at the
preventive clinic adolescent boys were examined by the resident
physician (a man) of the Boston Dispensary.

In both the associated medical clinic and the preventive clinic
small children of both sexes and older girls were examined by a
woman physician. Examination of older girls by a woman physi-
cian was found to be a desirable arrangement, as by her sympathetic
understanding she was able to gain the confidence and cooperation
of these girls in a degree most helpful in the solution of their
problems.

As the thoroughness of the physical examination and the emphasis
placed upon its various phases vary with the training and interest of
the examiner, routine examinations can be standardized only when
they are made by a permanent staff. It is obvious that more time
and attention can be given to children who are examined in clinics
devoted entirely to their interests by physicians engaged primarily
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for that purpose, than to children who must take their turn with
other children in a large general clinic.

Because of the pressure of work, routine testing of vision and hear-
ing was not possible in the general clinics, and only children with
obvious defects were referred to the special departments for ex-
amination. Where testing of hearing and vision was not a part of
the routine, the agencies relied upon school medical inspection to
find any defects 1n children who had not been examined in the
clinic.

Pulse and temperature were taken as part of the routine in all
clinics except one where they were taken only if there appeared to
be some special reason for it.

Height and weight were taken as part of all clinic examinations
except in one clinic where children were weighed but their height
not measured. Tables of average weight and height measurements
at various ages were used for the purpose of finding whether chil-
dren were overweight or underweight.

Routine examinations did not include any laboratory work ex-
cept in the children’s examining clinic of the Michael Reese Hos-
pital, where throat cultures, urinalyses, and vaginal smears were
made as part of the routine examination, and the Children’s Mission to
Children which had vaginal smears made of all girls coming into
care.

In the Associated Medical Clinic of Philadelphia a blood count
was made for every child 10 per cent or more underweight and
also for every child who appeared to be suffering from anemia. At
the children’s examining clinic of the Michael Reese Dispensary all
children 7 per cent or more underweight were referred to the nutri-
tion clinic of the dispensary for special feeding instructions and
observation. At the pediatric clinic of the out-patient department
of Harper Hospital the children of the Detroit Children’s Aid So-
ciety were weighed and measured by the dietitian of the dispensary,
who took charge of all undernourished children.

In Michigan a regulation of the State welfare commission re-
quired that every child released by a court to a child-caring or
child-placing agency should have a Wassermann blood test made at
the laboratory of the State department of health at Lansing, at
the time of admission. :

At the time of this study none of the agencies was having a Was-
sermann blood test for syphilis made as part of the routine ex-
amination for all children coming into care. The question of the
desirability of making this test a part of the routine physical ex-
amination remains unsettled.

The policy of the Associated Medical Clinic of Philadelphia and the
preventive clinic of the Boston Dispensary has been to perform this
test only in selected cases, the percentage of positive reactions being
so small (only about 2 per cent in selected cases in the associated
medical clinic) that it was considered inadvisable to subject all
children to the strain of a Wassermann test as part of the routine
of a first examination, on account of the danger of frightening the
child and of losing further contact with him.
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Except in the Boston and Philadelphia clinics the weight of medi-
cal opinion was in favor of a Wassermann test for all children, but
because of the large numbers of children to be examined it had not
been possible to make it part of the routine procedure of any clinic.

The children’s examining clinic of the Michael Reese Dispensary
was arranging to provide this service for the Jewish Home-Finding
Society of Chicago at an early date.

In general, Wassermann tests were given to the following classes
of children:

1. Children showing clinical evidence or suspicious signs of con-
genital or acquired syphilis.

2. Children who were mentally defective, or who required psychi-
atric study.

3. Children who had a suspicious sex history or whose parents had
been sexually promiscuous.

4. Children offered for adoption.

5. Children who were to be admitted to certain child-caring in-
stitutions which required the test as a preliminary to acceptance.

The Society of St. Vincent de Paul of Detroit obtained special per-
mission from the parents before having a Wassermann test per-
formed.

At the time of this study the Schick test, to determine a child’s
immunity to diphtheria, had not been used by any society as a part
of the routine examination.

The Associated Medical Clinic of Philadelphia was performing
the Schick test and giving toxin-antitoxin to children from the
children’s aid society and the children’s bureau as a routine. Chil-
dren under 6 years of age were immunized and later tested. Chil-
dren over 6 years were given the Schick test and then immunized
and were tested again six months later if they were still under care.

The preventive clinic of the Boston Dispensary had begun to
administer toxin-antitoxin to all children of preschool age, expecting
to give a Schick test six months later to determine whether im-
munity to diphtheria had been established. Schick tests were to be
gi}xlren to all children of school age who were not in the Boston public
schools.

Special permission was obtained from each child’s parents before
the procedure was carried out.

Report of physical examination.
All the agencies but one used a standard form for recording the

_ results of the initial physical examination. With one exception all

of these forms gave a printed outline with various headings to be filled
in by the examining physician. One clinic used a form upon which
was recorded only- the positive findings of the examination.

By the use of a regular printed outline to be followed in making a
physical examination, a guide to the scope of the examination de-
sired was given to physicians examining children outside the clinics,
and though frequently items might be merely checked off without
comment, the headings served to prevent the overlooking of any es-
sential points in recording the examination.

When children were examined in large clinics, usually it was not
possible to have the agency’s blank filled out by the examining




190 THE WORK OF CHILD-PLACING AGENCIES

physician, and the blank was filled out by the agency’s nurse or
social worker from the clinic record or by the social worker of the
clinic,

It is important that a complete and accurate family history and
previous medical history of the child be obtained before he is pre-
sented for a medical examination. All the agencies except those
using the associated medical clinic and the preventive clinic pro-
vided a more or less adequate space for the recording of this infor-
mation upon their physical-examination blanks, and the visitors who
accompanied the child to the clinic gave the examining physician
supplementary information when possible. In some of the agencies
the parents or other relatives were asked to bring the children for
the first examination if this could be arranged.

The associated medical clinic and preventive clinic each used a
special form for recording the family history and the previous medi-
cal history. These forms contained information whicl the physician
considered essential in making a first examination and were filled in
and given to the physician when the child was presented for ex- i
amination. Following are the forms used by the preventive clinic: ;

Bosron DISPENSARY PREVENTIVE CLINIC

No.
Date
Name e e T
AT
Ageney__ . T
Clinical history ... TTTTTTTTTTTTTTTTmTTTT o
PHYSICAL EXAMINATION
Temperature____.__________ Pulse______________ Respiration_.______________
Weight________ ____ . Normal weight____________________
Height_____________________ Normal height_________ _________
Appearance__________________________ Deformities ________________
Posture_____________________________ Heart-._______________________
Skin__________ o __ Langs . _______ _______________
Head_______________________________. Abdomen___________________
Face . _______ . Special examinations:
Byes_______________________ N Vaceination_._______________
Bars________________ ___________ Wassermann_______________
Lymphnodes_.______________________ Von Pirquet_____________________
Pharnyx____________________________ Urine________.________________
Nose______ . Smears____.____________________
Tonsils________ - Blood count_____________________
Adenoids____________________________ DG &
Tongue_____________________________. Diagnosis___________________
Teeth_____________________________ Recommendations____________________
Genitals and rectum_________________ Examining physician_________________
BExtremities_________________________ Additional data______________________
THE BosTON DISPENSARY PREVENTIVE CLINIC
Number
Society - e
Date______________ Birth date_._________ Age
Birthplace_.__________ —— [, U
Name - B
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Family data

Name [ Age Nativity Occupation Health ‘Wages
Father. _._.___._____._..
Mother. ...
Brothers.. el
S ) o O e S
Children (of unmarried
mothers). ... ... .| ‘ ........................................................
Parents married.. Pregnancies_._.___ Miscarriages______ Stillbirths______
Illnesses (parents and other relatives)
Alcoholism__________________________ ‘Insanity_ . ________________.
Bleeder_____________________________ Rheumatism_________________________
Cancer-____________________________ Epilepsy______ _____________________.
Diabetes_.__ — - Tuberculosis_________________________
Feeble-mindedness__________________. Sypbilis.________ ___________________
Heart disease_-_____________________ Wassermann._______________________
PATIENT
Birth and infancy: Previous treatment—Continued.
Full-term________________________ Vaccination date. _______________.
Premature___ - Wassermann date________________
Labor— Von Pirquet date________________
Normal_.___________________. Other tests, date_________________
Prolonged. - _______________ Birth weight________ _______________
Cesarean_._______.__________ Abnormalities at birth_______________
Breech - Breast fed:
Forceps__ . _______________ How long_________ ______________
Previous treatment: Wholly_. - ______________.
Local doctor_____________________ Partly_ L
Institution______________________. ‘Why weaned— __.________________
Hospital . ______________________.

PREVIOUS ILLNESSES (GIVE DATES)
Chicken-pox_._______________________ Heart trouble_______________________.
Diphtheria___________________________ Chorea__._____ _ — -
Measles_____________________________ Gonorrhea___________________________
Mumps_ o ______ Convulsions_________________________.
Scarlet fever_._______________________ Typhoid_______________ _____________
Pneumonia - Meningitis___________________________
Whooping cough_____________________ Syphilis__________ ___________________
Colds_ . __ . __. Tuberculosis_____.____________________
Bronchitis.__________________________ Infantile paralysis___________________
Sore throats_________________________ Accidents and operations____________.
Rheumatic fever_____________________

GENERAL HEALTH AND HABITS

Appetite_ o Headaches__________________________.
Sleep_ o __. Psychopathic traits__________________
Bowels._______________ _____ . Sexuwal . _____________________ P
Vomiting____________________________ Lying . __________ __________.
Mouth breathing_____________________ Stealing______________________  ____
Snoring.__.____________ . Enuresis._______________________ ____.
Headsweats_________________________. Other habits________________________.
Barache ________________ _  ________ Present diet_________________________
Menstruation_____________________ Gaining weight______________________

When established..______________. Present symptoms_____._____________,

Regular________________________.

Date last period
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Are there any restrictions pertaining to medical examination, diagnosis and
treatment? —

To whom shall message be sent in case of emergency?________________________

Has ether permit been obtained for any operation the physician thinks best
to perform? - -

Has permission been obtained for removal of patient to a contagious hospital
in case of contagious disease? _— -

‘Worker responsible?

Brief social summary and plan (reason for admission, 4disposition of other
members of family, home conditions, ete.) _— ———

It is desirable that every worker should be impressed with the
importance to the physician of a complete and accurate history, and
should recognize her responsibility to supply this information if it
is obtainable. When a physician is asked to examine a child with an
inadequately recorded history he may well feel that the agency has
not carried out an important part of its work.

MENTAL EXAMINATION

That the value of giving a mental examination to every child of
suitable age was appreciated was demonstrated b{y the fact that all
the executives but one expressed themselves in favor of a routine
mental examination for every child coming into care. One executive
did not believe it necessary to examine every child but desired a paid
psychiatric service for the study of problem children. One agency
with facilities for routine psychological examinations had nof had
them given to every child.

In practice routine mental examinations were given only by those
societies which paid for this service.

Agencies dependent upon outside agencies or volunteer service
were restricted in their work, and all these were engaged with plans
by which their service might be extended. Not only was the ques-
tion of getting adequate service complicated by the expense involved
but also by the difficulty of finding persons qualified by training and
experience to examine and study problem children. One of the
valuable contributions of the demonstration clinics conducted by the
division of the prevention of delinquency of the National Committee
for Mental Hygiene is the training of psychiatrists and psychologists
in_approved methods of examination and treatment of problem
children.*

Value of mental tests.

Psychological examinations by means of standardized tests are of
value in measuring a child’s infellectual development (expressed in
terms of mental age) and in establishing his special abilities and
disabilities. Because of the fact that a mental age or intelligence
quotient when considered apart from the important facfors of per-
sonality and special abilities and disabilities may be misinterpreted
to the disadvantage of a child, at least one psychiatric clinic examin-
ing children for the child-caring societies did not report a mental
age or intelligence quotient for children examined,

For a child with personality difficulties, one who does not get
along well with others or who presents definite conduct problems

‘Anderson, V. V.: A Discussion of the First Demonstration Clinic Conducted by the

Division of Prevention of Delinquency of the National Committee for Mental Hygiene.
(Mimeographed.)
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such as truancy, lying, stealing, or sex delinquencies, a more inten-
sive examination by a psychiatrist should be given with an inter-
pretation of all the factors entering into his problem, including
social history, physical findings, intellectual development, and inade-
quacies of personality.

It is unreasonable to expect that a mental examination of itself
will serve as a cure for all problems of difficult children. Some
workers forget that the purpose of the examination is to interpret
the child and his problems and to recommend a plan of treatment,
leaving much hard and painstaking work ahead of the worker in
carrving out the treatment.

On the other hand some workers tend to minimize the value of the
help which may be given by the psychiatrist and to view with
skepticism the recommendations made by him. However, this atti-
tude does not prevail among the more experienced and highly
trained workers.

Children examined.

In cities where psychiatric clinics were working in close connec-
tion with the juvenile courts? children coming into the care of
agencies from the courts had been examined usually, and the agencies
had been able to have some children examined in these clinics beside
those who had been before the court.

Through the clinics many of the most difficult children coming to
the agencies from the courts had been examined, but unless the
mental examination was to be made the basis of acceptance, the
usual procedure had been to have children received from sources
other than the court examined only after a period of observation
in the foster home (except for those agencies which had routine
mental examinations). Usually, decisions as to which children were
to be examined were made by the supervisor of placing out, and
frequently it was a question of selecting only the most urgent cases
on account of the lack of facilities for having children examined.

Children selected for mental examination were of the following
classes: 1. Children referred by physicians from the examining clin-
ics; 2. children showing marked school retardation; 3. children pre-
senting behavior problems; 4. children with mentally defective or
psychopathic parents; 5. children offered for adoption; 6. children of
exceptional ability.

Several of the agencies did not have children examined mentally

" as part of the routine preliminary to adoption, believing that where

the child had been under close observation during the preadoption
period of one to two years, a mental examination was not necessary.
On the other hand, a preliminary mental examination of all chil-
dren offered for adoption would establish at once the unsuitability
of certain children for adoption. Wherever possible agencies which
acce};l)ted infants for adoption had mental examinations given to the
mothers.

Report of mental examination.

An adequate account of the important facts of the child’s heredity
and developmental history is essential for all children who are to be

5 Wayne County Psychopathic Clinie, Detroit; Judge Baker Foundation, Boston; and
Institute for Juvenile Research, Chicago.
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examined mentally. In order that no important details might be
omitted many of the clinics examining children for the child-placing
agencies asked that the child’s history be summarized according to
an outline furnished by the clinic, and this summary was presented
with the child at the time of examination.

The case summaries varied in detail, but all covered the essential
facts of the child’s heredity and family history, home and family
background, physical history, habits, personality, and school history,
together with reports of previous mental and physical examinations
and a statement of the child’s problem from the agency’s standpoint.

With but one exception the psychiatrists who examined children
for the various agencies reported the results of the examinations in
writing. These reports varied from brief and informal notes giving
the mental age and intelligence quotient, suggested diagnosis, and
some recommendations as to treatment, to full and comprehensive
reports, summarizing the case and covering the diagnosis, etiology,
prognosis, and treatment.

In addition to studying the written report which the examiner
submitted to the agency it was usually possible for the worker on a
case to discuss it with the examiner.

The psychiatrist of the Church Home Society of Boston furnished
a summary of each case examined by her for the records of the
preventive clinic; and the Associated Medical Clinic of Philadelphiz
was provided with a report of each case examined by the child-study
department of the Children’s Aid Society of Pennsylvania and the
Children’s Bureau of Philadelphia.

It the examiner desired to study a case further, a date was usually
set, upon which the society was asked either to furnish a report of
the child’s progress or to return the child.

The psychiatrist of the Church Home Society was freely accessible
to the workers of the society for consultation, and the director of"
the child-study department and her assistant were always available
for consultation by the workers of the Children’s Bureau of Phila-
delphia and the Children’s Aid Society of Pennsylvania.

CORRECTIVE WORK AND SPECIAL TREATMENT

After the initial physical examination the treatment of every
<hild who needed corrective work or special treatment became the
responsibility of the agency, whether the examination had been
made as part of the investigation or after the child had been taken
into care. If the child had been given an examination as a pre-
liminary to acceptance, whenever possible treatment was begun and
corrective operations carried out while he remained in his old situa-
tion. A number of agencies accepted children and if necessary
placed them in hospitals until they were ready for placement in a
Toster home, and also placed babies presenting special feeding prob-
lems in hospitals until their feeding was adjusted. Ordinarily chil-
dren were placed immediately in foster homes, and then they were
taken to the dispensary for treatment as often as necessary by the
worker or foster mother, but the children of the Michigan Children’s
Ald Society who came into permanent care in Lansing or St. Joseph
were kept in receiving homes and if necessary treated while there.

niversity
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Clinical and hospital facilities.

Where the clinic in which children were examined was a part of a
large general dispensary, as in the case of the preventive clinic of
the Boston Dispensary, or when children were examined in the
pediatric clinic of a large dispensary, as in the Washington Uni-
versity Dispensary of St. Louis, the various special clinics of these
dispensaries, such as the eye, nose, and throat, were available for
special examinations and treatments.

This insured closer coordination of the medical work than is pos-
sible if an outside dispensary must be consulted, and also saves much
time for the worker, who is responsible for seeing that the child is
treated. At the preventive clinic in Boston the workers of the
Boston Children’s Aid Society and the Church Home Society were
responsible only for getting the children to the clinic and home
again, the clinic workers accompanying the children to the various
special clinics and departments, saving much time to the agency’s
workers.

A clinical affiliation with the dispensary of a general hospital also
facilitates the hospitalization of children, whether for corrective
operations or for other surgical or medical treatment.

The associated medical clinic included as part of its regular staff,
on a part-time basis, an oculist, a pathologist, a dentist. and a surgi-
cal consultant, to whom children were referred from the clinic for
examination and treatment. Children who required other kinds of
special service were referred to the clinics of the Children’s Hos-
pital or to other hospitals of the city. )

The agencies with hospital affiliations were able to obtain hospital
treatment for their children without cost, or by the payment of
nominal rates, and those societies which entered children wherever
there was a vacancy usually could have the use of free beds or could
arrange to pay the hospital the same rate which they received from
the parents for the child’s care.

The preventive clinic was charged a nominal daily rate for all
children treated in the hospital of the Boston Dispensary, which also
made a small fixed charge for tonsil and adenoid operations.

In Detroit children with legal residence could be hospitalized
at the expense of the city.

. Dental work.—Dental treatment was given in the clinics of dental

colleges, where the work was done by students under the supervision
of instructors, in clinics conducted by departments of health and
boards of education, in the dental departments of the dispensaries
in which the children were examined, and in the offices of private
dentists, their services being either free or part paid.

The Detroit Children’s Aid Society provided an office and equip-
ment in its own building, and the city department of health supplied
a dentist one-half day a week, who gave the routine dental examina-
tions for the society.

In St. Joseph, Mich., a number of private dentists did volunteer
work for the Michigan Children’s Aid Society, in rotating service,
each serving for a month at a time.

The associated medical clinic employed its own dentist on a part-
time basis, the work being done in the clinic building.
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The preventive clinic of the Boston Dispensary paid part of the
salary of the head of the dental clinic of the dispensary, and was
allotted four appointments daily.

Although a number of the agencies received satisfactory service
through the various programs which provided dental treatment for

- their children practically without cost, the service was not always

adequate to meet their full requirements. Only when children could
be referred by the examining clinic directly to the dental clinic was
maximum service possible, and only when physical reexaminations
were a matter of routine was a systematic reexamination of the teeth
by a physician or dentist assured, although several of the agencies
which did not have routine reexaminations sent their children to a
dental clinic at more or less regular intervals.

The experience of the agencies using clinics in which the work was
done by dental students shows that this service was not uniformly
satisfactory, and that it was not always as inexpensive as it seemed,
when the time of the workers attending with the children was con-
sidered, additional time being required because of the slowness of
the work and the frequent returns of the children for inspection and
replacement of fillings.

Enuresis—Many children with enuresis were brought into the
examining clinics for treatment. As a rule these cases were rather
discouraging to the physician as well as to the social workers.

These children were examined carefully to determine whether
there was any underlying physical cause for the trouble, and when-
ever such a cause was found it was eliminated as far as possible by
appropriate treatment.

When no physical cause could be discovered, the best results were
obtained by not allowing the child to drink any liquids after 4 p. m.,
and getting him up at night at regular intervals, when this could be
done through the cooperation of the foster mother. Drugs were
used, often as much for their effect through suggestion as for their
therapeutic value. In several of the clinics gland preparations were
used in the treatment of these cases, but the number of cases so
treated was small and the results inconclusive.

All successful methods of treatment were based upon gaining the
confidence and cooperation of the child.

In Boston habit clinics conducted for preschool children by the
Massachusetts Department of Mental Disease, under the direction of
Dr. Douglas A. Thom, had reported gratifying results in the treat-
ment of cases of enuresis, and these clinics were available for the
treatment of children of the Boston agencies.®

Carrying out of recommendations.

Recommendations made by the examining clinics or physicians as
to treatment or corrective operations were carried out in practically
all cases by a majority of the agencies. When this was not done it
was not because of lack of medical facilities. Two agencies which
experienced the most difficulty in carrying out treatment and cor-
rections for their children had ample medical facilities for having
the work done. The refusal by parents of consent to corrective oper-

® See Habit Clinics for the Child of Preschool Age, by D. A. Thom, M. D, (U, S.
Children’s Bureau Publication No. 135, Washington, 1924) ; and Enuresis (Leaflet No.
7, Division of Mental Hygiene, Massachusetts Department of Mental Diseases, Boston).
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ations and the early discharge of children from care were two of
the main factors which interfered with the carrying out of treat-
ment in all cases. '

The refusal of parental consent to operations was met with more
frequently by those agencies which worked largely with foreign-
born parents, who, because of their ignorance of American institu-
tions, were suspicious of hospitals and fearful of operations. If an
operation was imperative and consent was withheld by the parents,
it was the policy of all the agencies but one to seek court action, in
order that the operation might be performed.

Three of the agencies obtained from the parents signed permission
for hospitalization or operative treatment for a child when accept-
ing him for care, and regarded this as sufficient authority for any
ordinary surgical procedure. The Jewish Home-Finding Society
had the parents sign an authorization for medical, dental, and surgi-
cal treatment at the time of acceptance, but in addition asked for
special written permission for any operation requiring an anesthetic.
The policy of other agencies was to ask for signed permission for
any specific operation as the occasion arose.

Usually parents who wished to have their children cared for were
willing to grant permission for any necessary medical or surgical
treatment, and it was found most satisfactory to have an agreement
to this effect signed as a matter of routine when accepting the child,
so that treatment of all kinds might be obtained for him. It was,
however, not always advisable to insist on permission for surgical
treatment at once, especially with foreign-born parents, who might
prefer to make other arrangements for the care of their children
rather than consent to an operation, even at a sacrifice of the best
interests of the children. Several of the agencies that made many
temporary placements found it impossible because of lack of time
always to make corrections or to complete treatment before a child
was discharged from care. However, except when permission was
refused and the recommendations of the examining physician were
not carried out, usually any failure was caused by a shortage of
workers to attend to the carrying out of the treatment prescribed.

It was the practice of the majority of the agencies when returning
a child to his parents before treatment had been completed to put
the family in contact with the clinic where he had been treated, so
that the treatment might be carried on without interruption, and
where a child had been treated in a large dispensary for any serious
condition the case was usually followed up by the social-service
department of the dispensary.

The Detroit Children’s Aid Society had a successful method of
follow-up by which any child discharged from the child-caring
department before completion of medical treatment was reported
back to the worker with whom the case originated, who kept in
touch with him until the medical work had been completed, when
the case was finally closed.

The recommendations of the examining physicians as to the place-
ment of children presenting health problems were carried out by the
agencies in almost every instance, higher rates of board being paid
when necessary in order to obtain homes of the type recommended.
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Occasionally a worker might decide that a recommendation made
by the physician or the psychiatrist was not essential and would not
carry it out, but usually every effort was made to investigate and
develop homes approximating ‘as nearly as possible the requirements
made by the examiner, the workers often showing unusual interest
and resourcefulness in developing homes for these difficult children.
When this was not done it was usually because of a shortage of
workers and not because of lack of interest on the part of the
workers,

HEALTH STANDARDS FOR FOSTER HOMES

The selection of foster homes is primarily a social problem, but
nowhere in the work of child placing are the medical and the social
factors of the case so closely related, and nowhere is closer coopera-
tion required between social worker and physician than in the selec-
tion of the proper home for the individual child, for unless the
child is placed in a home which meets his particular needs, both as
to physical care and sympathetic understanding, much of the benefit
derived from careful medical supervision will be lost,

This fact was accepted generally by the child-placing agencies, and
every effort was made by them to place children in accordance with
the recommendations of the examining physician and the psychiat-
rist; and when homes approximating the requirements made by the
examiners were not available efforts were made to develop such
homes. Frequently extra rates of board were paid for the care of
children presenting problems of health and behavior, in order that
these children might be placed in accordance with the recommenda-
tions of the examining physicians.

The success of a society in developing suitable foster homes for its'

problem children depended primarily upon three factors:

1. An adequate staff for the department of home finding, so that
sufficient time might be devoted to the development of these homes.

2. Professional training of the workers to whom this work was
intrusted, which presupposes a knowledge of and insistence upon
definite and accepted standards as applied to foster homes in regard
to sanitation, physical equipment, and other conditions affecting the
hygiene and physical care of the child.

3. The payment of rates of board sufficiently liberal to enable the
society to obtain the special care and attention necessary for problem
cases.

To safeguard the mental and physical health of a child it is neces-
sary that frequent changes of foster homes due to superficial investi-
gation be avoided, and it is desirable that money be expended for
adequate and trained service in developing homes where children
may be placed with a fair assurance of permanency.

The purely sectarian societies used only foster homes of their
religious affiliation, a practice which limited them in their selection
of homes for problem children. The Jewish Home-Finding Society,
however, although it placed all older children in Jewish homes,
recognized the importance of the role of the foster mother in the
care of infants, and used the best homes available in placing them
irrespective of the religion of the foster parents.
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All the agencies studied paid higher rates when necessary to ob-
tain special care and attention for problem children. One agency
paid $10 a week for the care of delicate infants in semihospital homes.
This agency had paid, upon occasions, $12 a week for delicate infants,
which was the maximum rate paid by any society for any tyvpe of
foster-home care. A maximum of $10 a week was paid by several
agencies for the care of posthospital cases, blind and epileptic chil-
dren, and a few difficult behavior problems.

The St. Louis Children’s Aid Society was particularly successful
not only in finding excellent homes for the care of the most difficult
health problems but in engaging these homes at a moderate rate.

Physical equipment of the home.

The physical standards for the foster homes varied with the differ-
ent agencies. The agencies that cared for infants in boarding homes
usually had different standards for infant homes and homes for
older children. For older children detached houses somewhat out-
side the city with yards or provision for outdoor play, or country
placements, were preferred, whereas infants might be placed in the
city, provided there was a porch upon which the child might be
aired, in order to facilitate the closer health supervision required for
these younger children. It was the policy of some of the societies to
supplement the equipment of infant homes, when necessary, with
cribs, baby carriages, and go-carts, and five of the societies supplied
a complete equipment of bottles for the daily feeding of infants.
Infants were never placed in the country, or in homes where close
supervision was not possible.

Six of the agencies required separate beds for their children, and
older children were not permitted to sleep in the room with the
foster parents. Three of the agencies required that their children
should occupy separate rooms, if possible. If a separate bed was
prescribed the agency provided the beds whenever necessary.

In placing special health cases or behavior problems the agencies
followed as closely as possible the recommendations of the examining
clinic, such as country homes for anemic or undernourished children,
no stairs for heart cases, and separate rooms for chorea cases.

Several of the agencies made specific requirements as to the
amount of milk the child should receive as part of his daily diet.

The limiting of the number of children in a foster home had an
important bearing upon their health. Each additional child adds
to the danger of introducing contagious disease into the home, and
individual or almost individual care is essential if a child is to over-
come those handicaps to health and happiness with which the de-
pendent child usually has started. Six of the agencies did not place
more than two unrelated children in the same home, except for treat-
ment or in an emergency. Unless there was some special reason
for doing otherwise one child in a home was preferred. This was
true particularly in the case of infants, and only where the foster
mother was exceptionally efficient did the agencies place more than
one infant in a home.

It was usually necessary to subsidize homes prepared to give
professional nursing care or other types of special service in order
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that the use of these homes might be limited to children of the
society.
Health of the foster family.

The investigation of the health of the foster family depended
largely upon the time devoted to the investigation of a home and
upon the training of the worker. Four of the agencies stressed this
side of the foster-home investigation, and in addition to getting all
information obtainable from the family and through interviews
with all persons given by the family as references and with other
persons three of the agencies interviewed the family physician and
obtained from him a statement as to whether the condition of health
of any member of the family was such as to make the home unsafe.
Special emphasis was placed upon the nervous stability of the foster
mother. Hospital residence or dispensary attendance of any member
of the family was investigated and careful inquiry was made in
?gard to any recent illness or cause of death of any member of the

amily.

Other agencies wrote to the family physician or requested him
to fill out a blank form, and if a question arose in regard to the
health of the family interviewed him personally or by telephone.
It would appear, however, that several of the agencies did not give
to this phase of the investigation of the foster homes the attention
which its importance demands.

Instructions to foster mothers.

Foster mothers were instructed in regard to matters of general
hygiene and the physical care of children by the visitors (trained
nurses or social workers) engaged in the supervision of children,
and it was the responsibility of the supervisors of the department of
child placing in each agency to see that a visitor was thoroughly
acquainted with the physical condition and special needs of every
child in her care.

Where special health or behavior problems were involved the visi-
tors received specific instructions from the examining physician or
psychiatrist, and transmitted them to the foster mothers. A num-
ber of the agencies encouraged foster mothers who were caring for
infants or delicate children to come to the clinic and meet the physi-
cians, and talk with them directly about the health problems of the
children in their charge. When children had been referred to a
nutrition clinic and a special diet had been prescribed foster mothers
were asked to attend the clinic for instruction in the preparation of
special articles of food.

It was felt by the agencies using the preventive clinic and the asso-
ciated medical clinic that the educational value to the foster mothers
of these contacts with the physicians of the clinic was one of the dis-
tinct contributions made by the clinic to the work.

Wherever trained nurses were employed in the supervision of in-
fants all instructions in regard to their care and feeding were given
by them to the foster mothers; a copy of the infant’s food formula
was provided, the preparation of its food demonstrated, and full
directions were given regarding all points of the infant’s care. In
addition to the verbal instructions by the nurses printed directions
as to the care of infants and small children and the diets proper for
children of various ages were given to the foster mothers. Each
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agency used the printed material issued by the clinic in which its
children were examined or material issued by the State or city
department of health.

As foster mothers were instructed by the visitors in the physical
care and hygiene of older children, including diet. hours of sleep,
ventilation of the sleeping room, care of the teeth. it was of the
utmost importance that the visitors should have professional train-
ing in order that they might be properly equipped to give correct
and detailed information on these matters.

Health supervision in the home.

Visits of nurses and social workers—Health supervision of older
children was carried out by the social workers of the various agencies
as part of the general supervision of the children, except that the
trained nurses employed by the Society of St. Vincent de Paul were
responsible for the health supervision of all children in boarding
homes. The practice in regard to supervision of children presenting
health problems varied. Some of the societies placed such children
in charge of trained nurses, whereas others placed only infants under
the supervision of nurses and assigned older children to the social
visitors, who returned them to the examining clinic for observa-
tion as often as necessary.

Three of the six agencies in which this differentiation was made
assigned all children under 3 to the nurse, and the other agencies,
infants under 2. The agency that did not have a staff nurse did
not accept young infants or feeding cases; the two State societies did
not have their own trained nurses in their branches; and one agency
placed in the hands of trained nurses the supervision of all children
in boarding homes.

The frequency of the supervisory visits varied according to the
policy of the agency and the number of children assigned to each
visitor, but all the agencies that accepted young infants or difficult
feeding cases supervised them very closely. These children were
visited by the nurses every week or two, and were returned to the
examining clinics for medical supervision at frequent intervals (from
two weeks to one month).

At the preventive clinic and the associated medical clinic the
babies were not returned to the clinic regularly but were visited
weekly or biweekly by the nurses, who reported each case in detail to
the medical director of the clinic at a weekly conference. Irom
these reports the director made necessary changes of formula an
directed the conduct of the case, so that if an infant continued to
do well he was not brought to the clinic, and frequently these infants
were not seen by the physician for months. If the infant did not do
well, the case was immediately reported, and the assistant physician
visited the infant in his home.

The importance of close supervision of the children of preschool
age was recognized in a number of the agencies and these children
were visited frequently, particular attention being paid to their
diet, hours of sleep, bathing, and teeth. Problem children (hoth
health and behavior) were visited in accordance with the individual
requirements of the case, the supervision of these children being
directed by the examining physician.

Two agencies had no fixed policy as to visiting older children
who were normal, leaving this matter to the judgment of the visitors,
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who were well trained and who were governed in the frequency of
their visits by conditions relating to both the child and the home.
The other agencies adopted minimum requirements as to the fre-
quency of the visits to older children, in intervals varying from two
weeks to three or four months.

Here, again, in the matter of effective health supervision of chil-
dren in foster homes, the personality and training of the visitor
played the major role. It is not reasonable to expect that a worker
can direct intelligently the proper feeding of a child unless she her-
self has at least a working knowledge of dietetics, including the food
requirements of a growing child. She must know what a child should
welgh for his height and age, the number of hours of sleep that he
requires, the importance of the care of the teeth, and the many other
details of personal hygiene if she is to do really effective work; and
this knowledge she acquires through systematic courses of study, by
much reading, and through actual experience with children. =~ She
must know also something of mental hygiene and of the new psy-
chology, so that she may have an intelligent understanding of the
difficulties of children who present behavior problems, and be able
to interpret these children to the foster mothers.

Routine reexaminations—The value of reexamination of children
at stated intervals is obvious. It permits the medical examiner to |
follow the growth and development of a child and to detect promptly |
signs or symptoms of any serious physical defects. Also, it insures
regular and careful reexamination of the teeth, which is important
and which otherwise might be neglected.

Unfortunately routine reexaminations for older children were
possible only for the societies using clinics operated solely for their
use or for those employing their own physicians, as the pressure of
work in the pediatric clinics of large dispensaries did not permit
their use for reexamination of children who were apparently well.

E'mergency treatment.—All the agencies instructed their foster
mothers to communicate at once with the office whenever possible in
case of a child’s illness, and the office then arranged for medical
attendance. When this was not possible because of distance or in
an emergency, the foster mother was instructed to call a physician
immediately and advise the society as soon as possible of the child’s
illness.

Several of the agencies issued printed instructions to foster
mothers in regard to notifying the office and calling a physician in
the event of a child’s becoming ill, and the Boston Children’s Aid
Society and the Children’s Bureau of Philadelphia gave definite
printed directions to foster mothers as to,the conditions for which
they were to call the nurse for babies in their care.

Each agency provided a nurse if necessary for the care of children
seriously ill in a foster home, or obtained household help for the
foster mother in order that she might nurse the child herself.

Every agency was invariably responsible for having children
treated. In some of the large dispensaries the social-service depart-
ment arranged appointments in the various departments of the dis-
pensary, and the agency’s worker saw that tﬁe child was present
at the appointed time. The usual method of checking up the dates
for return of children to the clinic was for the worker to enter
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all return dates in her daybook, or appointment calendar, keeping
herself informed in advance of appointments. In several agencies
the supervisor also kept a record of these dates.

Wherever children were examined in a clinic of a large dispensary,
and special examinations and treatments were given in other depart-
ments of the same dispensary, these services were given without cost
to the agencies, except for occasional charges for the use of the
X ray in diagnosis, salvarsan treatment, special medicines, or when
the parents were able to pay dispensary fees.

COOPERATION WITH COMMUNITY HEALTH AGENCIES

The cooperation which the child-caring agencies sought from the
health agencies of the community varied with the program of the
health work of each society. Those which had examining clinics
devoted solely to the purposes of their own work and had their
own staff nurses were able to carry on their health work with but
little assistance from outside sources. Other societies depended en-
tirely upon infant-welfare stations and the Visiting Nurses’ .\sso-
ciation for the supervision of their infants and for nursing care for
sick children. Agencies that did not call upon these outside agencies
for assistance in their supervision of children while in care frequently
referred cases to them for follow-up after the discharge of the
children.

Four of the agencies used infant-welfare stations for the medical
supervision of their infants. These agencies, however, accepted
but few younger babies or feeding cases.

The child-caring department of the Society of St. Vincent de
Paul used one of the municipal infant-welfare stations for the medi-
cal supervision of infants under one year. This society had very
few infants under six months of age in care.

The Michigan Children’s Aid Society, except in Detroit, Lansing,
and St. Joseph, and the Children’s Aid Society of Pennsylvania,
except in Philadelphia, depended on infant-welfare stations or pri-
vate physicians and the Visiting Nurses’ Association and municipal
nurses for the supervision of infants in boarding homes, and also
used the Visiting Nurses’ Association or municipal nurses for nursing
care for older children. The Children’s Aid Society of Pennsylvania
also called upon the Visiting Nurses’ Association in Philadelphia
for nursing care for older children.

The Children’s Mission to Children in Boston, which occasionally
accepted infants, used the infant-welfare stations and the Visiting
Nurses’ Association for their health supervision, and also called upon
the Visiting Nurses’ Association for nursing care when such care was
required for children in boarding homes.

The policy of the agencies using infant-welfare stations was to use
the clinics upon the same days of the week, so that their children
might have the attention of the same physicians.

The advantages gained by an agency that uses its own examining
and nursing staff are obvious. Among them may be named the
ccentralization of responsibility for medical work, the undivided in-
terest of the staff, and the planning of the work solely in the interests
of the agency.
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It has already been mentioned that in Detroit the nurses of the
Society of St. Vincent de Paul and the Detroit Children’s Aid
Society were assigned to these societies for full-time service by the
Visiting Nurses’ Association, an arrangement which has proved emi-
nently satisfactory. This arrangement resulted from the fact that
the child-caring department of the Society of St. Vincent de Paul,
the Children’s Aid Society, and the Visiting Nurses’ Association
were all members of the Detroit Community Union. The clinical
service which the Society of St. Vincent de Paul received without
cost from the out-patient department of St. Mary’s Hospital and
the Detroit Children’s Aid Society received without cost from
Harper Hospital was made possible by participation of the dispen-
saries and societies in the Community, Union. ‘

The St. Louis Children’s Aid Society and the Washington Uni- ‘
versity Dispensary were both members of the St. Louis Community
Fund. The Jewish Home-Finding Society of Chicago and the
Michael Reese Hospital and Dispensary, which supplied medical
supervision for the society, were both members of the Chicago Fed-
erated Jewish Charities, so that although the society did not pay
for this service, it was financed from the same source as the society.

All the agencies received the cooperation of various hospitals of
their communities in providing hospital care for children, without
cost or at nominal rates. The Children’s Aid Society of St. Louis,
the Jewish Home-Finding Society of Chicago and the Society of
St. Vincent de Paul of Detroit were particularly fortunate in hos-
pital affiliations which provided for practically all the children of
each society who needed care in one hospital. The Boston Dis-
pensary Hospital cared for practically all children of the preventive
clinic under 12 years of age requiring hospital treatment and the
Children’s Hospital of Philadelphia received many children for the
associated medical clinic.

The Jewish Home-Finding Society was fortunate in having avail-
able for use the Frances Juvenile Home for the treatment of girls
of school age with venereal disease (see p. 158). It is to be regrettel
that there are not more institutions of this character where children
with venereal disease who can not be placed in boarding homes may
be cared for and treated in favorable surroundings without interrup-
tion of schooling. City or county hospitals are usually the only hos-
pitals which will admit venereal cases to their wards.

COORDINATION OF MEDICAL AND SOCIAL WORK

It was possible for those agencies that supported their own examin-
ing clinics to get the closest coordination of medical and social work.
As these clinics were devoted solely to the purposes of their work,
the details of their routine were adapted to the convenience of the
society for the purpose of giving maximum service not only in the
examination and treatment of children, but in the keeping of records.
the forwarding of reports, and the availability of the physicians for
consultation by the workers.

Those agencies that carried on their health work through the co-
operation of outside medical agencies found it necessary to adapt
their work to the routine of the dispensary or hospital used. TUnder
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these circumstances the personality of the worker making contacts
in the clinic was an important factor in obtaining the fullest coop-
eration of the physicians and the social-service workers, an indi-
vidual with tact and adaptability being given a degree of coopera-
tion not accorded to another not possessing these traits of personality.

Eight of the agencies held staff conferences at stated intervals
for the discussion of problem cases, both of health and behavior.
but these conferences were not attended by the examining physicians.

In the preventive clinic and the associated medical clinic the
physicians always were available for consultation especially to make
a decision involving a medical problem, and physicians of the pedi-
atric clinic of the Washington University in St. Louis were accessible
to the workers of the St. Louis society. The pediatrist of the
Detroit Children’s Aid Society acted as medical director of the
society and could be called upon at any time to make decisions re-
quiring medical opinion.

One of the most important contributions which an examining
clinic has to make to the work of a social agency is its educational
and inspirational value to the social worker; not only is her interest
stimulated in the health side of her problems, but she is given to
feel that she has substantial backing in handling them, through the
interest and professional knowledge of the clinic physicians.

HEALTH RECORDS

The coordination of a child’s health record with the rest of his
history so as to make it available for use by persons not acquainted
with the case was a problem which had not been solved successtully
by all the agencies. There was no uniformity in the keeping of
health records, and no two societies kept their records in exactly the
same way. In some instances the form of the reports made by the
clinics doing the medical work determined the method used.

When a separate medical sheet was used for the health record this
part of the record was not coordinated with the rest of the history,
which failed to give a complete picture of the child and the problem
which he presented. On the other hand, when health items were
incorporated in the child’s narrative record, they were usually diffi-
cult to find without reading the entire case, and in instances where
a worker had been delayed in dictating the record of a case, the
latest items did not appear at all, although the worker herself might
be entirely familiar with the situation. When red captions were used
to denote entries in regard to health in a narrative record, it greatly
facilitated the following of these items. It would seem that a medi-
cal history can be presented best when the health items are made a
part of the narrative record, and are marked with red captions in
order that they may be identified easily.

One society kept its records strictly up to date by means of the
written reports of visitors, which were filed daily in the case folders
until they could be copied into the record.

The agencies in Boston using the preventive clinic referred to all
examinations and treatments given at the clinic in the child’s running
record and in addition filed the reports received from the clinic all
together in a small separate folder at the back of the case record,
making these reports available in the original form and avoiding
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chances of error and the additional work required in transcribing
the reports into the record.

Two of the agencies used a separate medical sheet, upon which
all health records were kept for the entire period of time the child
remained in care. One agency used a separate medical record while
the child remained in temporary placement, which also included items
of the social investigation during this period. This medical record
was closed when the child was placed permanently, and health items
were then included in the visitors’ written reports. One agency kept
a medical sheet giving the records of physical examination and treat-
ment, and also included these items in the child’s running record.

Two agencies used a medical blank for the original physical exami-
nation with entries in regard to health carried in the running record.
Two societies copied all health records into the child’s running
record, including reports from clinics and laboratories. .

Mental examinations were referred to always in the child’s case
record and the report of the examination was filed with the corre.
spondence or the medical record.

No uniformity in the methods used for the keeping of medical
statistics existed and no comparable figures were available for the
medical work done by the various societies.

The preventive clinic and the associated medical clinic kept com-
plete statistical data for all medical work done in the examining
clinics and also in outside hospitals and dispensaries.

It was necessary for those societies using outside medical agencies
for their work to keep their own medical statistics, and as they were
not always given complete reports as to diagnosis and treatment, it
was difficult for them to do more than keep numerical count of the
physical examinations, treatments, operations, hospital admissions,
and nursing visits, combining these figures in various ways in their
reports. Three agencies made medical reports including these figures.
and another (the Jewish Home-F inding Society) gave in addition
the medical diagnosis of all cases treated. Two agencies did not
compile these figures or make any report of their medical work.

COST OF HEALTH WORK

The estimated expenditure for the health programs of the various
agencies for 1923 varied from 114 per cent of the total budget, which
covered the very excellent health program of one society through
the cooperation of a large dispensary, to 1824 per cent of the total
budget, which represented the contribution of one agency to the main-
tenance of an examining clinic and child-study department. (For
the estimated cost of health work in the various agencies see pp. 103,
111, 125, 135, 150, 159, 165, 175.)

Two of the agencies did not carry on their books a separate item
for medical care, the expenditures usually appearing under this head-
ing being distributed among the items of salaries, maintenance, etc.

It was not possible to make a comparison of the medical work done
by the various societies upon the basis of cost, because the actual
amount of money spent did not bear any relation to the volume of
work done. Thousands of dollars worth of clinical service had been
contributed without cost through the cooperation of outside clinics
and dispensaries.
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The contribution of the Children’s Bureau of Philadelphia to the
maintenance of the associated medical clinic bore no relation to the
use made of the clinic by that society. The clinic was used not only
by the other two cooperating societies (the Children’s Aid Society
of Pennsylvania and the Society for Prevention of Cruelty to Chil-
dren) but was open also to other agencies of the city which did not
eontribute to its financial support. The contribution of the Children’s
Bureau of Philadelphia to the associated medical clinic represented
five-eights of the clinic’s budget, whereas less than one-fifth of the
total work of the clinic was done for the children’s bureau. The
children’s bureau made this contribution to the associated medical
clinic as one of the special services which it rendered in the child-
caring field of Philadelphia.

The cost of medical supervision to those agencies that maintained
their own examining clinics was considerably higher than that of
other agencies which received clinical service from outside
agencies. On the other hand, this increased cost was offset by ad-
vantages to the agencies supporting their own clinics, such as centrali-
zation of medical responsibility (one person making all medical
decisions) ; standardization of service and coordination of the medical
and social work with consequent saving of time, complete records,
and opportunity for medical consultation. It is to be remembered
also that in these central examining clinics general standards of
health supervision by child-placing agencies had been worked out.

The cost of mental service for those agencies that maintained a de-
partment of child study and psychiatry, whether on a full-time or
part-time basis, added appreciably to the cost of the health prograni.
It was felt, however, that this expenditure was more than justified
by the assistance given by these departments in the interpretation of
children and the treatment of problem cases.
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CONCLUSIONS

The conclusions of this section of the report may be stated as
follows:

One of the most important contributions to social work that a
child-placing agency has to make is the careful supervision of the
health of its children.

The child-placing agencies included in this study accepted their
responsibility in the matter of health supervision and were working
to strengthen their programs where weakness existed. !

Medical supervision can be carried on most satisfactorily under
the direction of a responsible medical head in a central examining
clinic maintained exclusively for such work. The work of these
examining clinics is facilitated where they are included in the
organization of a general dispensary with a hospital connection.

By the expenditure of additional time and effort and by adapt-
ing its health policies to the facilities offered it is possible for a
child-placing society to carry on an effective health program at
minimum expense through the cooperation of medical agencies of
the community.

In order that a health program may be carried out most effec-
tively there must be the closest cooperation between the examining
clinic and the child-placing agency.

Routine mental examinations for children coming under care
and adequate service for the study of problem children were pos-
sible only for those agencies that financed their own service.

Careful and intelligent health supervision for children in foster
homes is dependent upon an adequate staff of trained visitors.

Agencies accepting infants for care recognized their care as an
added responsibility and met this responsibility by the employment
of trained nurses to supervise the health of these infants.

It is possible for child-placing agencies to develop foster homes,
with or without subsidy, prepared to receive and care for children
presenting special health problems.

Adequate rates of board must be paid, with extra rates for special
service, in order that children may be given the care and attention
which they require.

Sufficient money and effort should be spent in investigating and
developing foster homes in order that children may be spared the
physical and mental strain of replacements necessary because of
the use of foster homes with which the agencies are not properly
acquainted.
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CASE HISTORIES

The following cases illustrate the health problems of children
placed in foster homes:

Jessie was 5 years old when placed by the St. Louis Children’s Aid Society
upon the application of the social-service department of the Children's IHospi-
tal. She had been admitted to the hospital with diphtheria when 8 months
old, and had remained there as a diphtheria carrier for more than four years.
Her father was dead, and while she was in the hospital she was deserted by her
mother. During her illness a tracheotomy was performed, which necessitated
the wearing of a silver tube in her throat. At the time she was placed by
the society, this tube had to be removed and cleaned three times a day by
the foster mother, and the child required careful supervision while eating
because of her difficulty in swallowing due to the presence of the tube. She
spoke in a peculiar husky voice, and at times could scarcely make herself un-
derstood, and she was subject to distressing fits of coughing. The society
had had her in care for more than three years, her board being paid con-
tinuously by the same sponsor. During this time she had been under the
observation of the hospital physicians and had been returned to the hospital
several times for plastic operations. The surgeons expected to be able soon to
close the opening in her throat permanently, so that she would be able to go
without the tube. Jessie had developed normally, was well and happy, and
enjoyed school and play. As soon as the operative treatment was completed,
the society had arranged to place her with a stepgrandmother in another
State, who was willing and able to provide her with a good home. During the
three and one-half years she had been in care the child had been placed in
but two homes, and was being boarded for $14 a month.

Robert, aged 2, of illegitimate birth, was placed by the St. Louis Children’s
Aid Society at the request of the social-service department of the Children’s
_ Hospital. The child was completely blind as the result of a pneumococcic
infection of both eyes. He was placed in a foster home, where he was well
cared for, his mother paying $20 a month for his board. He had been a very
delicate infant, and had been given the closest medical supervision in an
infant-welfare clinic. He had been in residence at the hospital three times
and one eye had been removed. The other eye was to be operated upon later
in the hope of restoring some degree of vision, but the prognosis was doubtful.

Joseph, aged 18 months, was suffering from an organic nerve disease, and
was mentally defective. He cried almost continuously, and it was difficult to
persuade him to take food. Eventually he would require institutional care.
At the time of the study he was being given excellent care in a foster home of
the St. Louis Children’s Aid Society, at the rate of $18 a month, of which
the mother paid $15.

Frank, aged 9 years, was placed by the St. Louis Children’s Aid Society at
the request of the social-service department of the Children’s Hospital. He had
been in the hospital for a number of months, during which time several plastic
operations had been performed for the restoration of one side of his face, which
had been blown off by a shotgun. His family, living in another part of the
State, were poor and irresponsible and unable to provide him with a proper
home between operations. At the time he was first placed by the society his
appearance was very repulsive—one side of his face was lacerated, half of his
nose was gone, and his mouth drawn to one side. He was in very poor physical
condition generally. He was placed in a foster home, and at first was returned
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to the hospital every other day to have his face dressed. He remained in the
foster home two months and then another plastic operation was performed
upon him. A month later he returned to his foster home and was entered in
school and Sunday school. His general condition had improved greatly. He
was taken to the hospital for another operation, and was returned to his foster
home within a week or two. This boy was boarded at the rate of $25 a month.

Mary, aged 5, was placed by the Children's Mission to Children of Boston at
the request of the social-service department of a hospital after an operation
for fibrous ankylosis of the jaw. The hospital asked to have the child placed
in order that the foster mother might see that the child took the prescribed
exercises and wore the special apparatus which had been devised for spread-
ing her jaw. It was necessary for her to wear this apparatus constantly
except during the night and at meal time. Her own mother was careless and
ignorant, and could not be impressed with the importance of carrying out the
surgeon's instructions. The child was being treated in a dental clinic. to
which she was returned frequently for observation,

Jennie was born in July, 1917. She was placed by the Boston Children’s Aid
Society. She had had a series of convulsions during the period September,
1918, to May, 1919. An X-ray picture taken in December, 1918, showed un
enlarged thyrous. In May, 1919, the child was admitted to the hospital because
of frequent convulsions. Five X-ray treatments were given at intervals of
five to seven days, and the child was discharged from the hospital in July,
1919. The thymus still showed some enlargement. After this treatment the
child was much improved, but had several spells of cyanosis, and on May,
1920, after a convulsion, she was again given an X-ray treatment and another
in September, 1920. In July, 1921, she showed no evidence of enlarged thymus,
and had had no convulsions for 22 months.

William was 16 years of age at the time of the study. With a younger
brother he came into care of the Detroit Children’'s Aid Society November 1,
1916, when 9 years old. His father had deserted the family and his mother
had died of tuberculosis. William was sturdy and well, but had a congenital
malformation of his lower legs, which were amputated November 2, 1916.
He was using his third pair of artificial legs. The stumps continued to give
trouble for two years, and a further amputation was necessary because of
bone infection. For a year and a half he had had very little trouble, because
he had learned to take care of the stumps and to know the kinds of exercise
he could indulge in safely. He walked with a slight limp, swam well, rode
a bicycle, and engaged in many activities, but could not take part in any
game where running was required. He was bright and happy, and was
well liked by his companions. He was being trained for office work. The
expense of his first pair of artificial legs had been borne by a member of the
board of directors, the second pair was furnished by a teacher of dancing
who was interested in the boy’s handicap, und the society had just met the
expense of the third pair.

Elsie was born while her mother was a patient at a tuberculosis hospital.
She was accepted for care by the Boston Children's Aid Society at the age
of 4 months. At that time she weighed 7 pounds 2 ounces, was an under-
nourished, hypertonic baby, regurgitating practically all food. She was placed
in a boarding home which had been used for nine vears, during which time
the foster mother had cared for 116 infants, most of them particularly difficult
feeding cases. This baby was visited by both nurse and physician, at first
practically every day. Her food formula was changed frequently, and she
was given the closest supervision. After several months the baby appeared
to be in excellent condition and weighed 11 pounds 4 ounces.
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Albert, aged 16 years, an orphan, was placed by the Children's Mission to
Children of Boston at the request of the social-service department of a general
hospital. He had been in care two years. His expenses were met by a ma-
ternal aunt and uncle in another State. He was suffering from osteomyelitis
of the femur and spontaneous dislocation of the left hip. At first this boy
was in bed, but later he was up. and about on crutches and was going to
school. In addition, he was taking a course in cartoon drawing, for which
he showed special aptitude. He was awaiting an operation on his hip, fol-
lowing which the surgeons believed he would be able to walk. While in
care he had been under observation in the out-patient department and had
been returned to the hospital several times for treatment. This boy was
boarded originally for $9 u week; later for $6.50.

Edward, aged 9 years, had been in care of the Children’s Mission to Chil-
dren of Boston 27 months. His mother was dead, and his father paid
his board of $7 a week. He had been placed upon application of the social-
service department of a general hospital, where his case had been diagnosed
as nephritis and double otitis media. This boy was under observation in the
medical clinic of the hospital from which he came, and he also attended a
posture clinic. While in care he had several attacks of acute illness, with
nausea, high temperature, and delirium, followed by a discharge from both
ears. His kidney condition was cured and he was ready to be returned
to his father as soon as suitable arrangements could be made.
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APPENDIX A.—GENERAL TABLES

GENERAL TABLE 1.—Age when teceived of children under care of eight child-
placing agencies during a siz-monih period

Wards of specified child-placing agencies

New | Boston . St. Michi- |Pennsyl- s
Age when received B(?gtﬁ’_n England| Chil- Féggﬁa Louis gan vania (g?‘ﬁ'a
Total | dren’ Home | dren’s dren’s Chil- Chil- Chil- C)gil-
otal| dRen® lfor Little| Mission dren’s | dren’s | dren’s )
i |"Wan- |to Chil-| Jome | “aia” | aiq | aig | grev's
Society y Society : : h Bureaa
derers | dren Society | Society | Society
Total ... __ 14, 887 342 309 171 443 249 1,029 2, 146 198
Under 6 months___.__ 698 60 14 2 42 40 398 111 31
6 months, under 1 year| 229 32 8 2 13 22 64 67 21
1 year, under 2_______ 353 27 25 8 18 36 67 149 23
2 years, under 3._ 344 15 17 10 14 24 50 194 20
3 years, under 4.__ 306 13 19 9 25 18 41 165 : 16
4 years, under 5_...._. 277 12 16 22 24 10 39 146 3
5 years, under 6.______ 324 18 21 10 29 15 47 176 8
6 years, under 7._.__._ 361 23 16 15 43 14 52 191 7
7 years, under 8.___.__ 323 12 20 8 41 - 9 53 174 6
8 years, under 9_._____ 337 20 26 14 36 13 45 170 13
9 years, under 10_...__ 292 11 26 11 30 6 3 162 | 9
10 years, under 11_ 256 25 19 | 13 34 10 26 121 8
11 years, under 12._.._ 216 12 18 ! 13 21 7 23 111 1l
12 years, under 13._°0| 168 17 2l 1 23 3 18 83 1
13 years, under 14_____ 143 10 16 9 19 ! 7 14 58 10
14 years, under 15_..__ 99 14 13 | 7 13 8 15 27 2
15 years or over__._____ 91 19 22 1 6 8 5 9 18 4
Not reported.._._.___| 70 2 1! 1 10 | 2 31 P
i i

! Includeés 2,688 boys, 2,181 girls, and 18 children whose sex was not reported.

GENERAL TABLE 2.—Person or agency from whom children under care of eight
child-placing agencies were received during a sic-month period

Wards of specified child-placing agencies

New | Boston

Florida

‘ Pennsyl-

St. Michi- §
Person or agency from Boston En hi . . i Phila-
. % i England!  Chil- T Louis gan vania .
whom received | 0 ChIE ) Home | drews | SO Chik | Chile | Chil | delphia
Aiq (for Little Mission | Tron & dren's | drew’s | drems | 4 M
Society | an- 'to Chil-| ¢ZHe | “Aid Aid | Ald | gren
SOCIELY | Gerers | dren ¥ | Society | Society | Society ’ a
_ T
I
Total ._________. 4, 887 342 309 ¢ 171 443 249 1, 029 2,146 i 198
Own family without ,
surrender.._____.____ 1,458 286 173 146 49 212 425 104 ! 63
Own dfamily with sur- : ;
render._________.____ 400 ... - d 69 1 286 T 3
Other relative. . . 91 11 13 7 21 8 12 61 13
gthel‘l indi\flfiidual, .o 111 5 9 1 62 5 11 6 12
oor-law official_ ______ 611 .. __ (P N A 3 504 7
](E‘/[omrr%it]ting court_____ 1,712 14 10 | 8 203 14 253 1,202 ! 28
ospital ______._________ 58 ) 3 P 2 b 2 I 21 3 8
Private agency. 304 4 38 1 13 2 5 166 1 15
Institution. . __________ 68 | | 10 | 7 10 23 18
ther . ... _____ o 2 1
Not reported. . ___.___. 3
i
t Includes 12 juvenile-court cases without commitment.
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GENERAL TABLE 8.—Parental status when received of children under care of
cight child-placing agencies during a siz-month period

Wards of specified child-placing agencies
New I ” ’ I
Boston | ichi. | Penn-
Eng- : ; St. | Michi- 1 :
Parental status when received Boston| ;.13 Chil- | Floridal | oo gan | SYI | Phila-
Chll: Home drep s | Chil- Chil- | Chil- | vauia |delpbia
Total dren’s for Mis- | dren’s dren’s | dren’s | Chil- | Chil-
saeiety| Lifte | SRt | Home | U55° | g | aren's | drens
s “hil- | Society] o<t ; Aid ureau
ggfe?s dren Society| Society| Society]
Total ... ______.__.._ 4, 887 342 309 171 443 249 1,029 2, 146 198
Parents living together in 1
home. . ________ ST 372 55 35 38 15 12 63 142 11
Mother head of family.__._____ 929 42 55 24 137 55 160 437 19
Father working out of city_ 1 T IS N IS IR R
Father dead_______________ 268 13 11 10 36 12 28 149 9
Father deserted | 291 7 15 9 24 15 64 151 6
Parents divorced. [ N 5C 3 S 13 1 2 10 17 10 1
Father in hospital _ | 24 2 1 2 3 2 12 2
Father in insane hospital _ 61 .. 5 1
Father in correctional in-
stitution
Father in almshouse. .
ther ... _______________
‘Whereabouts of father not
reported.____._.._________
Mother unmarried_.__

Father head of family

Mother dead._______.
Mother deserted ..
Parents divorced. . _
Mother in hospital _
Mother in insane hospital
or institution for feeble-
minded_..______.________ '
Mother in correctional in- ,
stitution :

Whereabouts of mother |
not reported.___.________ .

Step-parental home...________

Father and stepmother. . __
Mother and stepfather
Stepfather only__
Stepmother only t
Notreported which parent -

inhome___________._____ :

Parents divorced_ . ________ i
Parents not living together.
Father dead

Mother dead._
Father descrting.__
Mother deserting.___. .
Father in correctional in-

stitution._______________
Mother in hospital or

asylum.
Mother in correctional in- ;

stitution_________________
Father in hospital
Parental status

ported___..___ . __ .. ___ :

Nohome..__._ . ___ .

known._________ . ____
Both parents in institution_
Both parents deserting.
Both parents in hospital___
Parents divorced.. . .....__
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GENERAL TABLE 3.—Parental status when rcceived of children under care of
eight child-placing agencics during @ Sic-month period—Continued

Wards of spe=ified child-placing agencies

1
| New | poston Tioni. | Penn-
Boston| 104 | Chil- | Florida| (5t Michi-] “syl. | Phila-
Chil- dren’s | Chil- | cyH- (%hil- vg.n_ia delphia
dren’s | dren’s Chil- | Chil-

Parental status when received

Totaly dren’s Hfo(;ne Mis- | dren’s

Aid : sion to | Home : f dren’s | dren’s
Society {“lgée Chil- | Society| S&ligtv Sc‘;‘::ligtv Aid | Bureau
derers dren ! ~| Society

No home—Continued
Father dead, mother de-
serting__.__... ... ___._. 32 2 jecmeean 1 5 1 6 15 2
Father dead, mother in
hospital.________..._____ P2 T IR S EETU SO b U I 15 3
Father dead, mother in
institution. __________.._ 22 |eeoocnen 4 e 570 PO S 1B
Father deserting, mother
in hospital .____._._____.___ 38 3 b2 D . 1 4 20 8
Father deserting, mother
dead. ..o ..____________ 98 oo 5 2 15 4 11 59 2

Father in correctional in-
stitution, mother in hos-
pital . ) ' P SN U 4 | 1 8 1

Father in correctional in-
stitution, mother dead___| 32 |___ . _|eeoooojiemoian 4 4 7 17 |l

Father in correctional in-
stitution, mother desert-

Father not reported,
mother in hospital._____. 40 ! |ieeaos 4 - 3 33 .. .
Father not reported,
mother in institution. ...} 20 |.. ..l foaoo 7 IR — i8 i
Father not reported, .
mother deserting________
Father away working,
mother in hospital _._.__.
Father in hespital, mother
deserting-_ . ......____.
Father in hospital, inother
dead_ .o
Foundling
Other

GENERAL TABLE 4.—Sowrce of‘.s'z{pport of children under care of eight child-
placing egencics during « sir-month period

Wards of specified child-placing agencies

New | Boston | fy. St. Michi- |Pennsyl- .
Source of support B(?gtl(l)_n England Chil’- I‘éokgga | Louis gan vania dl;}:l];}'lﬂ{a
Total| dren’ ifome | dren’s | 1.0, Chil- Chil- Chil- Chil-
ota TeN'S | 7 ittle| Mission| “IERS | dren’s | dren’s | dren’s 1
AP o Chil- | g A} Aid | Al | Al Lren's
SOGELY | gerers | dren 1etY | apciaty | Society | Society | - Urealt
|
Total__...__.._._ 1, 887 342 309 249 1, 620 2,146 198
Nosupport.___....._._ 1,230 37 83 50 431 132 37
Support from:

Parents __ . ... __ 1,281 239 121 172 422 116 71
Other rela 78 19 5 11 23 7 2
Other individual__| 40 6 11 5 5 1
Public agency_ _.__{1,845 2 201 8 13 ... 36 1, 6384 81
Private agency_...| 246 18 43 6 33 129 6
Self ... - 9 2 75 I" S SR DI S IO UOUN PP Nps
Other. __._________ 2 b U IR RIS SPUPSpI B ) I (RO M,

More than one o
ahov! 123 18 22 3 12 86 | e
Not reported. __ 33 o 2 16 14 jrmmmmean
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GENERAL TABLE 5.—Number of replacements of children under care of eight
child-placing agencies during a siz-month period

Wards of specified child-placing agencies

New | Boston . St. Michi- [Pennsyl-| .
Number mé’;tsmp]m' Bé)ls]litl).n England| Chil- Féogilga Louis | gan | vania dP%nﬁif
Total | dren’s | Home | dren’s | gos | Chil- | Chil- | Chil- | dgiphia
f for Little| Mission dren’s | dren’s | dren’s 1
Aid H Home f f : dren’s
Societ Wan- | to Chil- Societ Aid Aid Aid B
Y| derers | dren Y| Society | Society | Society | Bureau

GENERAL TABLE 6.—Type of first placement of children under care of eight
child-placing agencies during a siz-month period

Wards of specified child-placing agencies

New | Boston : St. Michi- |Pennsyl- s

Type of first place- Bé)ISIfEIOD England| Chil- Féol';'_l]da Louis gan vania dP?l%!a.-
ment Total | dren's |, Bome | drem’s | ChI | Chil- | Chil. | Chil- | delphia

ota ffi%s for Little| Mission Htg?ﬂ: dren’s | dren’s | dren’s dfen’s

: Soviety | Wan- |to Chil-| (29I€ | “4id Aid Ald [ gren s

i 0ClelY | derers dren ely Society | Society | Society
Total ... _.._ 4, 887 342 309 171 443 249 1,029 2,146 198
Boarding home_______ 2, 554 211 18 159 31 202 490 1,245 198
Receiving or tempo-

rary home..__._____ 1,971 102 270 7 408 | ... 457 27
Free home . _______ 275 18 20 3 2 13 56 163 |

Free home with par-

ents or relatives___.
Institution__
Wage home. _
Otherwise pl
Wage boarding home._
Not reported____.___.
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GENERAL TABLE 7.—Duration of ﬂrst placement of children under care of ¢ight

child- placwu agencies during a siz-month period

W ards of specified child-placing agencies

" New  Boston | : St. Michi- |Pennsyl-| .
Duration of first Bos;on England Chil- ' FI%I‘}]dﬂ Louis gan ! vanig Phlla,'
placement Total| drews | Home dren's — CML " Chil- | Chil- | Chil- | delphia
o Aid for Little Mission H§11111e dren’s | dren’s = dren’s drexll"s
Societ Wan- | to Chil- Society | o Md - Ald 0 Al B
Y| derers | dren | Society Soclety  Society ’ ureau
| NS
Total......... e | wm| | il ' me  nom sus| 1
Less than 1 month_____ 2, 164 126 88 41 104 9 403 1,253 ' 59
1 month, less than 2___| 801 49 42 15 118 45 210 293 29
2 months, less than 3_.| 421 32 57 17 52 11 104 121 27
3 months, less than 4__| 261 18 31 12 47 20 65 60 3
4 months, less than 5__| 155 18 23 7 19 7 38 31 12
5 months, less than 6__| 143 16 24 3 25 8 35 2 10
6 months, less than 1
year . ...._.____.___ 29 84 19
1 year, less than 2. - 40 82 24
2 years, less than 3.._._ 15 1 60 10
3 years, less than 4.. 2. 0 .
4 years, lessthan §__._. 3 | 16 ...
5 years, less than 6. 3 D S,
6 years, less than 7.____ 2 12 .
7 years, less than 8..___ 4 84 ...
8 years, less than 9. 1 9 ‘ .........
Qyears, lessthan 10.__.] 3 | oo ofooomi ecmee oo eam e 3|
10 years or over.._ - 1
Not reported... ..._.. 4

GENERAL TABLE 8.
children under care of eight child-playing agencies during a siz-month period

Type of

placement at discharge or at end of period of

Wards of specified child-placing agencies

N New | Boston : St. Michi- |Pennsyl-| :
Tﬁ?‘ l°f plaeemetnt 33 B(giti(l)-n England| Chil- F(l}o}gﬁa Louis | gan | vania d};%“g‘i'
oflSC ;z}r%e or &t en Total| dren’s |, Bome | dren's | q..,c | Chil- Chil- | Chil. Clxl)il-a
perio Aid roiwpttle Mléslxloln Home dzex(xi’s d;\e:(:l’s dﬁez:i's dren’s
: an- |to Chil- f i i i
Society derers dren Society Society | Society | Society Bureau
Total ___._______ 4, 887 342 309 1m 443 249 1,029 2, 146 198
Discharged . ..... 815 74 89 47 69 75 227 176 58
Boarding home.________ 371 41 3 30 9 20 128 85 55
Free home.._......._.. 178 |oo S 2 I 18 34 47 71 3
Free home with par-
ents or relatives__.__| 35 15 1 11 1 6 1

Receiving or tempo-
rary home_ _________.
‘Wage home -
‘Wage boarding home.__
Institution_______
Hospital__
Adopted..
Convent_______
Boarding school . _
Otherwise placed.
Ranaway.._...._
Not reported

Not discharged.._[4, 072

Boarding home
Free home_...__._
Free home with par-
ents or relatives_____
Receiving or tempo-
rary home
‘Wage home -
‘Wage boarding home._ _
Institution

Boarding school _
Otherwise placed.
Ranaway.__.._
Not reported. _._______
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GENERAL TABLE 9.—Disposition made of children discharged from care of eight
child-placing agencies during a siz-month period

Wards of specified child-placing agencies

|
Disposition made of |, .| Boston New | Boston | g4, 1 _St. | Michi- Dennsyl ppy.

¥ . Sh England| Chil- “hil. | : Louis gan vania :
children discharged Shik | “Home | dren’s Chil 1 *Chil- | Chil- | Chil delphia
Ai?:l for Little, Mission Home | dren’s | dren’s | dren’s dren’s

Society Wan- | to Chil- Societ Aid Aid Aid Burea
OCIYY | derers | dren Y | Society | Society | Society cau

89 227
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APPENDIX B—THE CHURCH HOME SOCIETY OF MASSA-
CHUSETTS AND THE DETROIT CHILDREN'S AID SO-

CIETY
THE CHURCH HOME SOCIETY

The Church Home Society was founded in 1855 and incorporated in 1838,
with institutional care of dependent children as its principal work. In 1913
its institution was closed, and child placing began to be the main feature of
its work. In 1916 the name of the society was changed to the Church Home
Society for the Care of Children of the Protestant Episcopal Church. The
society was a state-wide organization, but as it had no branch offices it mainly
served a territory within a radius of 40 to 50 miles of Boston. Within the
State, however, it held the responsibility of caring for all children of Episcopal
parentage who would come under the care of a private agency. The society
received such children from infancy to 21 years of age (a few girls over this
age, mostly unmarried mothers, were received), with no limitation regarding
sex, race, or nationality. Definitely feeble-minded children, those with active
tuberculosis, and children needing bed care after discharge from a hospital
were not received; children with venereal diseases were received for care in
foster homes. The society specialized in children suitable for placement in
foster homes.

The managing board consisted of 21 members elected by the society and was
self-perpetuating ; the president and honorary vice presidents were the bishops
of Massachusetts and of Western Massachusetts. The board held monthly
meetings. The society had an executive committee, a committee on appeals,
a case committee, a nominating committee, and an auditing committee.

The staff consisted of the general secretary, a supervisor of case work, an
investigator, one home finder, three visitors, including a trained nurse, two
stenographers, a bookkeeper, a general and an assistant clerk. For its health
work the society employed in addition to the trained nurse, who had under
her supervision all infants and children presenting health problems, a psychi-
atrist, who gave two mornings a week to the society, and the staff of the
preventive clinic of the Beston Dispensary, which was maintained in part by
the Church Home Society.

About half the support of the society was obtained from income on invest-
ments and contributions from individuals and churches, one-fourth from
reimbursements of relatives or other persons for the care of children, and one-
fourth from diocesan funds. At the time of the study the society paid one-
third of the expenses of the staff of the preventive clinic.

The society did not use a recciving home, but used two subsidized homes
for emergency or temporary placements. Only foster homes in which the
foster parents were of the Episcopal faith were used by the society; each child
was required to sleep in a separate bed, although in some instances two children
were allowed to sleep in the same room. It was the policy of the society to
place brothers and sisters in the same home, irrespective of the number; how-
ever, with few exceptions it did not place more than two unrelated children
in one home. Detached homes in the suburbs were preferred for placement,
and in placing babies it was required that there be a porch or some arrange-
ment for sleeping in the open air. In placing a child, first consideration was
given to any health or behavior problem and the recommendation of the clinic
physician or psychiatrist was followed as closely as possible. The foster
mothers were instructed in the care of children by the nurse, the visitors. and
by means of printed slips on diet, rest, and general hygiene. On May 1. 1923,
about 150 children were in care of the society, averaging about 40 children to
a visitor. No fixed rule was made with regard to frequency of visits, but
each case was decided according to the individual needs. The trained nurse
supervised the babies in their foster homes and also found homes for them.
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The usual rate of board for babies under 2 years of age was $5 a week;
the maximum rate paid was $7. If the society took a child into care it would
pay what was necessary for proper care, but the highest rate that it had ever
had to pay for any child was $10.

Physical examinations were made of every child received for care by the
society at the preventive clinic of the Boston Dispensary by the clinic ‘physician,
except for boys over 12 who were examined by the house physician of the
dispensary. Girls requiring gynecological examinations were examined by a
woman physician who was prepared to give expert testimony in court if neces-
sary. Mental examinations were given every child received for care who was
5 years of age or over, or to younger children if a need was indicated. Cor-
rective work and special treatment were made through the Boston Dispensary,
and hospitalization was obtained through the children’s hospital of the dis-
pensary for children under 13 years of age. Children over that age were
sent to other hospitals in Boston. Each child was reexamined six months
after his entrance examination or sooner depending upon the recommendation
of the clinic physician. .

The health work of the society cost considerably more than that of many
other agencies, but it was considered as correspondingly effective. The total
expenditures for the year 1922 amounted to $64,120.47, of which $3,675.48 was
expended for health work,

THE DETROIT CHILDREN’S AID SOCIETY

The Detroit Children’s Aid Society functioned as one with the Detroit
branch of the Michigan Children’s Aid Society, the general secretary of the
Detroit society acting as the branch secretary for the State society. The
Detroit society took care of children 3 years of age and over received for
care, and the branch office of the State society took care of children under 3
years of age. The Detroit society investigated, adjusted, and placed non-
Catholic and non-Jewish children in Detroit and adjacent territory, with no
limitation as to sex, race, or nationality. .

The board of managers, consisting of 39 members, served for both societies.
The society had a case committee, a foster-homes committee, an executive
committee, and a clothing committee. The staff consisted of the general
secretary and 33 members. As for the other child-caring societies in Detroit,
three trained nurses were assigned for full-time duty with the society by
the Visiting Nurse Association, she association paying their salary but hav-
ing no supervision of their work. In addition to the three nurses seven
visitors were engaged in the supervising of children in their foster homes,
and a medical worker had charge of all children placed in special homes for
corrective work or treatment. On the health staff of the society also was
a medical supervisor, who was pediatrician on the staff of the Woman’s
Hospital and Infant’s Home and for the out-patient department of Harper
Hospital.

The society was a member of the Detroit Community Union, which made up
its operating budget.

The agency had no receiving home, but used three subsidized homes, in
which it placed children coming into care until they had been examined physi-
cally and until they were ready for permanent placement. In selecting
foster homes special attention was paid to sanitation, source of water supply,
light, and ventilation. Very few homes .were used unless they had a yard or
porch. It was not required that children sleep alone, but children of different
Sexes were not permitted to sleep in the same room and children were not
allowed to sleep with adults. More than four unrelated children were never
placed in one home, but effort was made to keep children of the same family
together. Each child was placed in a home most nearly approaching the
requirements of the individual child as to both health and behavior, and
the recommendation of the clinic physician was followed closely. The foster
mothers were instructed in the care of children by the visitors, and a monthly
letter emphasizing some special problem of child care was sent to all boarding-
home foster mothers. The usual rate of board paid by the society was $4
a week. In the subsidized home a rate of $5 was paid, and where special
diet or extra care was required a higher rate—3$6 or $7—was paid.
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Children coming into care of the society were given a physiecal examination
in the pediatric clinic or the medical clinic of the out-patient department of
the Harper Hospital by the clinic physician. Mental examinations were not
routine but were given to children who showed school retardation, those pre-
senting behavior problems, those showing unusual ability, and all children to
be placed for adoption. The mental examinations were made at the agency
office by a psychiatrist who volunteered his services a half day each week.
The psychiatrist at the juvenile court examined all court cases. The medical
worker was responsible for seeing that all corrective work and special treat-
ment were carried out. Such work was usually done at the Harper Hospital
Dispensary or in the Harper Hospital, except dental work, which was done at
the dental clinic at the society’s central office. Children requiring long-time
hospital care were sent to the University Hospital at Ann Arbor. No relation
existed between the cost of medical work and the amount of work done by the
society, as the salaries of the trained nurses were paid by the Visiting Nurse
Association and free medical treatment was given all children of the society
by the Harper Hospital Dispensary. As these agencies all belonged to the
Detroit Community Union, the cost of work was borne ultimately by the com-
munity which contributed the funds to the union.

The Detroit Children’s Aid Society used as a central office a separate build-
ing that belonged to the Home of the Friendless, A nursery and play room on
the second floor of the building was in charge of a matron. Children when
first taken into care were brought to the central office and were bathed and
outfitted with new clothing before placement. The clinic rooms on the second
Hoor were large and well lighted.

O
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