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CHAPTER I 

INTRODUCTION 

The reactions of a child in the hospital away from 

his family often under traumatic circumstances emphasize 

in many cases the emotions and reactions the child has 

regarding his own family. In these circumstances his 

emotions can come to a climax. 

It is of importance, therefore, in the first place, 

to make the period he has to stay in the hospital as plea­

sant as possible and in the second place to enable him to 

use this experience, when returning home, in the most con­

structive manner. To make that possible, it is necessary 

to know the child physically, intellectually, and emotion­

ally and to determine what his environment is like and how 

he is reacting toward it. With these factors in mind it 

will be necessary to help him to recover from his illness 

physically as well as emotionally and to aid him in adjusting 

to his environment as far as that is possible. In order to 

bring this in effect cooperation is expected from the psy­

chiatrist, the psychologist, the medical doctor, the nurses, 

and the social worker, if these people with different skills 

are all connected to a pediatric hospital. 

A psychiatric unit was ~stablished in the Boston 
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Floating Hospital, a pediatric hospital, part of the New 

England Medical Center and affiliated to Tufts Medical 

School, in 1947• A full-time social worker was employed 

in 1948. 

The purpose of this thesis is to make an attempt 

to evaluate the role of the social worker in this kind of 

a setting in which the emotionally or physically ill child 

has to be helped. The study was thought to be valuable, 

as a setting, as the one in the Boston Floating Hospital 

is new in this part of the country and not found often in 

other parts of the country. 

In relation to the main purpose of the thesis the 

writer was interested in attempting to answer the following 

questions: In how far can the social worker as part of the 

team aid in treatment of the child in this setting? To 

answer this question the reason for referral to socia~ 

service at the Boston Floating Hospital must be investigated. 

In how far was the psychiatric recommendation followed? 

What are the different skills a social worker needs 1n a 

psychiatric unit of a pediatric hospital? In how far can 

the community resources be used by the social worker in 

order to aid in treatment? What are other practices used 

by the social worker for further treatment? What are the 

factors which make the participation of the social worker 
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in the team successful and which factors prevent success? 

Going through the entire file of cases the writer 

has selected 24 cases from the records of the Boat on Floating 

Hospital psychiatric unit in which the social service was 

active in the years 1948 and 1949. Several limitations for 

making an exact evaluation of the work of the social worker 

in this setting have to be taken into consideration. This 

unit has only operated with a full-time social worker for 

about two years and is still in an experimental stage so 

that the social worker's role is not yet clearly defined. 

As there is lack of time, hardly any process recording is 

done and thus the material had to be gotten from the sum­

maries which go into the medical record. The ultimate re­

sults in many of the cases cannot be declared as the cases 

are still being followed. Conclusions will not be defini­

tive nor valid on a statistical basis as they apply only 

to the cases studied. 

The plan of development for this study is the 

following: In Chapter II the agency setting will be dis­

cussed. In Chapter III an attempt is made to review the 

role of the social worker as found in the literature. In 

Chapter IV tbe whole group of cases will be reviewed and will 

give the case presentations. In Chapter V summary and con­

clusions will be stated. 
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CHAPTER II 

AGENCY SETTING 

The Boston Floating Hospital, part of the New England 

edical Center, was a barge in Boston Harbour since 1894, 

designated for the care of ill babies and children under 

five years of age. When the barge burned in 1927, the 

present building was erected in the South End of Boston 

called the Jackson Memorial Building, but legally still the 

Boston Floating Hospital, and it became affiliated with 

Tufts Medical School. Its goa~ as stated in its handbook, 

is "to make available a complete medical and surgical, 

diagnostic, and therapeutic service for babies and children." 

The children served range in age from premature babies to 

fourteen-year-olds. For the fifty-six beds there are six 

resident physicians of which one is full time and five 

assistant resident physicians. Sixteen registered nurses 

and thirty-six student nurses are available. It has pedia-

tric affiliations with nineteen training hospitals through-

out the New England area. 

In the summer of 1946, a play group was organized 

~n the Boston Floating Hospital by the Director of Nursing 

1 The Boston Floating Hospital A Handbook f2I 
Physicians and Children P• 2. -
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and a skilled nursery school teacher was employed. In the 

summer of 1947, supported by the Ladies Committee of the 

Boston Floating Hospital and by funds appropriated by the 

trustees of the Bos~on Floating Hospital, the playroom was 

connected with Dr. Rowland G. Freeman's psychiatric clinic. 

In September, 1947, these two units were officially amal-

gamated, being supported by the Charles H. Hood Foundation, 

and additional grants from the Department of Mental Health 

of Massachuse~ts. 

Illness in general has emotional implications for 

the child. In order to prevent these from developing into 

actual neuroses, it was felt essential that the entire staff 

become aware of the emotional implications faced oy ~he 

child· It was also felt essential that the parent be helped 

in accepting the illness of the child. An extensive ed-

ucational program was set up for the medical students and 

the nurses. Several lectures are given to these groups by 

the psychiatrist, the psychologist, and the social worker. 

A student nurse assists each week in the playroom, which is 

on the fourth floor of the hospital, sitting in on staff 

conferences and taking notes of the children's behavior. 

One conference per week is held with the medical students 

to discuss one patient or more referred to the psychiatric 

unit. All the children present in the hospital are seen by 



the psychiatrist on medical rounds. 

Three kinds of patients are referred to the psy­

chiatric unit: 

a. Children for whom a physical illness is extra­

ordinarily traumatic emotionally. 

b. Children referred to the Boston Floating Hospital 

because of physical symptoms for which no organic 

basis can be found; such children being observed by 

the psychiatric team since the diagnosis has raised 

questions of emotional influence. 

c. The children who are referred to the Boston Floating 

Hospital because of problem behavior such as enuresis 

or temper tantrums. 

The patients may be referred by a resident physician, 

a star f physician, or may be discovered by members of the 

staff. The referral to social service may be either by 

another agency which wants the patient to be followed up or 

by the medical staf f when family or environmental troubles 

are suspected. When the patient is referred for complete 

psychiatric evaluation, the following observations are made 

in order to treat the patient as a whole persona 

a. He is observed in the playroom through a one-way 

glass window and by the play supervisor. 

b. Study and evaluation are made by the psychiatrist. 
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c. Mental testing is done by the psychologist. 

d. The family and environment are studied by the social 

worker. 

The Boston Floating Hospital receives patients from 

all over New England and from New York State and elsewhere. 

The ward fee of $11 per day will be fixed according to the 

income of the family if necessary and the hospital is thus 

able to serve all levels of the population. 

When going up to the fourth floor, passing by the 

second and third floor wards, one is i mmediately impressed 

by the friendly atmosphere in the hospital. Often one meets 

little Jimmy or Mary in the hall, dressed up in blue jeans, 

waiting to take the elevator up to the playroom. The smaller 

children are all in the large playroom which is filled with , 

the moat appealing toys, doll houses, tricycles, finger 

paints, etc. Here the children can do whatever they feel 

in the mood for doing. Sometimes the new surroundings are 

too much for little four or five year olds and one suddenly 

hears loud crying. Usually the child 1s calmed down by the 

psychologist or one of the doctors. And frequently one sees 

the same child playing quietly for the next days or weeks 

depending on how long he is to be in the hospital. 

Often the parents are found in the little observation 
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room watching the way the play supervisor handles the child­

ren. A lunch program was set up in the winter of 1950 in 

which the children are served lunch in the playroom when 

well enough. The parents and staff members can observe 

them as they eat, this being an important part of their 

behavior. 

An attempt is made by studying and treating the 

child as a whole person to prevent rather than cure severe 

neuroses. Team work between the psychiatrist, the psy­

chologist, the play supervisor, and the social worker is of 

utmost importance. The close cooperation of the medical 

staff is in most cases required and freely given. Through 

the lectures given to the medical staff, the medical doctors 

and nurses have become aware of the psychiatric unit and 

its importance. 

All the patients accepted for complete psychiatric 

evaluation are patients in the hospital. In some cases they 

have been seen by the psychiatrist in the Children's Clinic 

of the Boston Dispensary and are referred by him to the 

hospital. Only seldom is an outpatient admitted to the 

psychiatric unit and then only for psychometric testing. 

When the child is still in the hospital the psychiatric 

referral is usually for diagnostic purposes. Psychometric 

tests are done by the clinical psychologist; the psychiatrist 
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interviews the child, and the parents one or more times; 

the social worker acquires the social history from the 

parents, other relatives, the school, and any other sources 

which can give pertinent data. The play supervisor gives 

a report of the child's behavior in the playroom. After the 

data are gathered a staff meeting is held. If it is decided 

that the child is to come back to the Children's Clinic of 

the Boston Dispensary, the case is referred to the social 

worker connected with the Children's Clinic. If, however, 

the decision is to follow the patient in the Boston Floating I 
~ 

Hospital, then it is the responsibility of the social worker 

here to follow this case. 

In some cases the recommendation is placement directly 

from the hospital. It is the social worker's task to arranse 

for that usually through the help of other agencies. In 

cooperation with the parents a decision must be made. 

As was mentioned already in Chapter I, the role of 

the social worker is developing and growing, and her place 

in this setting has not been clearly defined yet. There is 

only one social worker in the hospital, who is responsible 

to the head social worker of the New England Medical Center 

as well as being part of the psychiatric team. As she is in 

charge of all cases in the hospital referred to social service, 

~he intensive work which might otherwise be done is therefore 

often limited. 
~~============================================= 
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CHAPI'ER III 

SURVEY OF THE LITERATURE 

In order to understand better what social work in 

the psychiatric unit of a pediatric hospital means, it was 

thought of importance to investigate other related fields 

of social work. The work of a social worker in a psy-

chiatric unit in a pediatric hospital is closely related 

to that of a social worker in a child guidance clinic, yet 

it also has many aspects of medical social work. Though it 

is impossible in this paper to cover all facets of these 

two fields, an attempt will be made to give an account 

which will supply a background for the case material which 

will be presented in this study. The field of social work 

is very young yet and still needs a great deal of expansion 

and experimentation. Nevertheless in the last thirty years 

social work with children has developed rapidly and certain 

definite methods and procedures have been established. 

It must be remembered that all fields of social work 

are aimed at helping the individual adjust better to his 

family and to the very complicated society in which he is 

born. All fields of social work are aimed at helping the 

whole person use his personality to the greatest advanta~, 

physically, socially, emotionally, and intellectually. 

The child guidance clinic as an organized clinic was 



started at the beginning of the twentieth century. The term 

child guidance was coined in 19222• Before that time a few 

attempts had been made at child guidance. In the year 1909, 

the Chicago Juvenile Psychopathic Institute was founded. 

The Judge Baker Clinic in Boston followed in 1914, and the 

Boston Psychopathic Hospital started in about the same time 

to treat children with behavior problems. others were the 

Johns Hopkins Hospital and the Henry Phipps Psychopathic 

Hospital. Before the child guidance clinic took its own 

distinctive form, only the symptom was treated. The cure 

was thought to be complete when the deviation was ended3. 

The entire philosophy has now changed. The behavior devia­

tion is thought of as an inseparable part of the individual's 

total functioning. The case can be dealt with most effec- li 

tively by understanding the interplay of conflicting stresses 

and by relieving the tensions to which they give rise. In 

other wards, the aim is to modify the controlling patterns 

of the reaction. 

Since the beginning of this century many articles 

and books have been written about this subject. Leading 

magazines in the social work and psychiatric field such as 

The Family, The Newsletter of the American Association of 

2 George Stevenson and Geddes Smith, Child Guidance 
Clinics, a Quarter Century of Development, N. Y-:1939 P• 19 

3 Ibidem P• 61 

II 
I 
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Psychiatric Social Workers, and The Journal of Psychiatry 

have published articles touching on some aspects of this 

subject. 

The child guidance clinic is an attempt to 
marshall the resources of the community in 
behalf of children who are in distress be­
cause of unsatisfied inner needs, or are 
seriously at outs with their environment; 
children whose development 1s thrown out of 
balance by difficulties which reveal them­
selves in unhealthy traits, unacceptable 
behavior, or inability to cope with social 
and scholastic expectations4. 

Child guidance 11 deals with individuals at a time when they 

are dependent upon their surroundings when ways of re­

acting--patterns of behavior are being formed5 •" The child 

may express this difficulty of adjustment by temper tantrums, 

enuresis, by being withdrawn, or any other kind of a social 

behavior. 

The tasks, then, of this kind of agency is to study 

and treat patients, to interest other community agencies, 

and by treating individual children to reveal to the com-

munity needs of groups of children. Also the training of 

psychiatrists is of importance. And as a last task the child 

guidance clinic has to do research in order to improve its 

procedures. 

4 Ibidem 
5 Lois M. French, Psychiatric Social Work, N. X• 

1945 P• 121 
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We will very often see that the child 's warped re-

lationship with the parent may lead the parent to t he child 

auidanoe clinic. Treatment of t he child 1 of i mportance 

but at the same time treatment of the parent is equally 

i portant, if not more so. 

As it is impos sible to treat either parent or child 

in a vacuum, it is best to treat both, having the same goa~ 

in mind for both, namely, to give security in parenthood 

and to · ve the parent complete freedom from fear and 

anx1ety6. At the s ame time the ohild' s feeling of security 

ehou l cl be fostered so that warmth and love are found 1n an 

adult, who may be at first the therapist. Later this feeling 

should be transferred to the parents. 

sychiatrio social case work with children hae 
concentrated, primarily, upon work with the 
child's environment. This includes his play, 
hie school, his friends, his interests as well 
as his f ily life--the forces re resentative 
of th child's external1zation of selr7. 

Analysis of the environment will hel the psychiatrist 

uncover the child's inner emotiona l and ment 1 life. Often 

the neurotic parent will need supportive thera y. Even 

thou the sooial wor er may so e other emotiona l tension in 

6 Ruth a lton , Trends in Treat ent PractiQe, 
Newsletter Autumn, 1941, P• 221-- -

7 Nolan D· c. Lewis, M·D· and ernard L. Pacella, ~ . 
odern Trends ~ Child Psychiatry P • 319 
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the parent's life, case work should be focussed on his re-

lationship with the child. This does not mean that the case-

worker should carefully avoid touching the parent's diffi-

culties. Nevertheless when the parent's own difficulties 

are discussed, this should always be done with the child's 

well-being in mind. 

Here we touch on another much discussed subject, 

namely, the importance of team work. Dr. Van Ophuyzen dis­

cusses this in the pamphlet of the Jewish Board of Guardians8. 

At first it was assumed that the social worker's job was 

entirely different from that of the psychiatrist. nsuspicion 

permeated the atmosphere on every occasion in which case-

worker and psychiatrist had to collaborate. n It was only in 

the 1930's that some attempt was made to find a way of 

cooperation. And nowadays close team work is expected. 

Dr. Van Ophuyzen's first impression of the work of the social 

worker was to nindicate a special kind of intelligent 

methodical and devoted effort on the part of the caseworkers 

to improve the behavior of those children and adolescents who 

appeared to be 1n constant conflict with their homes, schools, 

and neighborhood environments9 11
• 

8 Jewish Board of Guardians, The Case Worker .Y! 
Psychotherapy p. 10 - 15 

9 Ibid. 
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In a child guidance clinic it is thought most de-
. 

sirable to have one psychiatrist who is the director of the 

agency, one psychologist, and two or three social workers. 

Adolph Meyer compared this kind of teamwork to a tripod, a 

little chair supported by three legs. If any of the legs 

should be taken away, the chair would be unable to stand up. 

In other words, the teamwork should be "not a compromise 

between three points of view but a unified interpretation 

and plan of treatment in which the contribution of each 

profession should be mergedlOu. 

In general the social worker's task is: 

1. To study case situations and by taking the social 
history and investigating the environment comple­
ment the examinations by the psychiatrist. 

2. To effect changes in the environment ••• to this end 
familiarize herself with all public and private 
social welfare and educational facilities in the 
district in which the clinic or hospital operates. 

3· To secure the cooperation of other social agencies. 
4. To effect changes in or modify attitudes of 

patients and more particularly their relatives, 
in order that changes in the environment and the 
advice of the psychiatrist may be accepted and 
followed regarding their attitudes and activities 
as related to the problems in the case situationsll. 

Yet the social worker works under the guidance of a psychi-

atrist: 

10 George s. Stevenson and Geddes Smith, 
op. cit. p. 108 

ll Lois Meredith French Psychiatric Social Work N. y. 
Family Service Association, 1945 
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1. The psychiatrist retains full responsibility 
for the activity of the psychiatric social 
worker and yet delegates to her that part of 
the casework which the psychiatric social 
worker has evolved as a separate but closely 
allied field of activity. 

2· The psychiatrist and the social worker confer 
frequently. 

3· The psychiatric social worker reviews all the 
work done on a case in relation to the social 
needsl2. 

A child guidance clinic usually takes on children 

with normal intelligence, where we find emotional imbalance 

either in the children or in the parents, educational 

maladjustment, and destructive influences. Children who 

have more serious problems, such as mental defectives, 

epileptics, or children with other neurological organic 

handicaps in general cannot be taken on cy the child 

guidance clinic. It is often the social worker who is in 

charge of intake. In general the children are referred by 

the school, the family physician, or the parents themselves. 

It is then ~he task of the social worker to interpret the 

agency's function to the parent. 

The social history which is acquired by the social 

worker in the first few contacts aids the psychiatrist in 

diagnosing a case. Also, the environmental factors will be 

of importance in the recommendations he will make. 

12 Ibid. 
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Often the case is treated entirely by the social 

caseworker who acta as agent of the team and therefore 

depends a great deal on these staff conferences. The case 

may be closed when the situation seems alleviated and the 

goals seem to be reached. 

The psychiatric social worker in a child guidance 

clinic thus has the following tasks: 

1. To decide which clients may be accepted for 
treatment within limits. 

2. To take the social history. 
3· In conjunction with the psychiatric team to aid 

in diagnosing the case and making a plan of 
treatment. 

4. To manipulate the environment: (a.) by casework 
with the parents; (b.) by referral to other 
a~ncies which might be helpful in the case. 

5· To do therapy with the child under guidance of 
the psychiatrist. 

6. To attend regular staff conferences to evaluate 
the case. 

Until now the medical and psychiatric social work 

profess~on were thought of as being more or less distinctive 

groups. The medical social worker's task was to assist the 

medical doctor and to facilitate hospital treatment and con-

valesc~nt care. Her task was: 

1. To facilitate admission to the hospital or clinic. 
2· To bring to the physician personal and social data 

helpful in arriving at a diagnosis and in out­
lining treatment. 

3· To assist patients in carrying out treatment. 
4. To interpret the treatment to family and community 

and patients. 

117 



5· To make social investigations contributing to 
medical social recordsi3. 

Yet the medical social worker's task is not far removed from 

that of the worker in a child guidance clinic when she is 

working with the families of ill children. She must have an 

understanding of the dynamics in a case in particular where 

the child is using illness as a means of getting certain 

satisfactions. 

"Disturbances in parent-child relationships 
may serve as contributory cause of the de­
velopment of illness or of continued dis­
ability of the child· The child caught in 
an atmosphere of emotional conflicts sets up 
various defense mechanisms to handle the 
anxiety created by the family tensions. An 
escape into illness may be the child's only 
way of handling pressures that are too heavy 
for him to bearl4. 11 

On the other hand when a child with a secure environment is 

ill, he can weather most storms. Anxiety may be found in 

the parents who fail to grasp the doctor's explanation of 

the illnessl5. It is the social worker's task to give a 

more full explanation. The social worker in both cases will 

have to understand and interpret the diagnosis, the medical 

13 Harriet M. Bartlett, Emotional Elements in 
Illness, Responsibilities of the Medical Social Worker, 
The Family, April, l94o --

14 Frances A. Upham, Dynamic Approach to Illness, I! 
Social Worker's Guide, N. y., Family Association of America, 
1949 P· 54 

15 Ibidem P• 72 
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care required for the patient, the prognosis, and the re-

sources available for the best care for the special case. 

The social worker should reduce anxiety the parents might 

have. At all times it is necessary to encourage partici-

pation in planning of the patient or in case of a child of 

the parents. 

Casework in some cases will necessitate aiding the 

child in giving up the illness when used for neurotic ends. 

In convalescent planning the social worker should help find 

the best place for the child when coming out of the hospital. 

When he needs convalescent care away from his own home, his 

age must be taken into consideration. When a very young 

child foster home care is generally better. The separation 

from the mother will be less acute. · When an older child, 

he can be placed in a larger convalescent home or group 

placement. The social worker has to plan carefully for the 

child's schooling when he is convalescing or when he has a 

chronic illness on a physical and emotional basis. other 

factors have to be taken into consideration; these will 

differ in each individual case. Some of these factors will 

I 
I 
I 

be financial help, acquiring of braces, or transportation, et~l 

The social worker will run into entirely different 

problems when she has to deal with cases that create social 

or educational difficulties, such as epilepsy, mental 



retardation, or congenital handicaps. Here the parental 

attitudes may be rejecting or overprotecting, which may be 

due to feeling of guilt. It is the social worker's task to 

face the conditions with the parent and interpret it to 

them. Sometimes the parents do not want to accept the 

diagnosis and in that case the social worker has the diffi-

cult task to see that through with them. 

In these cases the social worker will need to know 

the resources which will provide care for children with the 

abovementioned defects and also here careful planning is 

required. 

It is Dr. Deutsch's suggestion that we combine these 

two different functions into the "psychosomatic social 

worker." "Psychosomatic medicine is the systematized 

knowledge of how to study bodily functions in which emotional 

processes are associated and amalgamated with organic pro-

ceases to form a complex of specific patterns and the treat­

ment thereof19. •• 
It is interesting to note that certain personalities 

who cannot cope with actual situations may develop organic 

illness. 11 Organic neurosis is the pathological psychosomatic 

expression of the interrelationship between the organic 

16 Felix Deutsch, Social Service ~ Psychosomatic 
Medicine, 1945, P• 9 

li 

I 
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processes and the emotions~7 ·" The essential emotional 

factors are desires and forceful wishes which are either 

rejected or suppressed because of contradiction of reality. 

Then follows condemnation of these desires plus fears and 

guilt feelings regarding gratification of desires. At last 

punishment for the desires and wishes in the form of pain 

follows. Here the social worker's task is significant in 

helping the doctor diagnose the case. She should find out 

the patient's illness as interrelated with the environment, 

the emotional factors, and the external factors. In order 

to test the patient's memory the social worker should verify 

his data concerning the different important occurrences in 

his life. Another important factor is a description of his 

attitude and that of the environment, the bodily habits of 

persons in the environment, and the psychosomatic factors 

which could be responsible for the illness~8 • It is often 

true that an illness is said to be inherited. Though this 

may be true in part, yet it might also be possible that there 

is identification with the 111 father or mother. The patient 

gets a certain amount of gratification from being ill. He 

gets more attention and is able to regress to the early 

stages of childhood when somebody took constant care of him 

17 Ibidem P• 10 
18 Ibidem P• 15 
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and thus give up the struggle with the reality of the sit­

uation. In psychosomatic illness therefore we see that the 

relationship with the social worker or the medical doctor 

can bring forth a new identification and may be a factor in 

the pat lent • s cure. 

The child when in the hospital will be given a 

completely secure environment and gradually be re-educated 

to independence in so far as his age allows. It is important 

that the entire staff cooperates toward towards this goal, 

so that a therapeutic environment is extended for the child. 

In the hospital the parents are seldom seen by the 

social worker first, but oy the dootor. If, however, the 

child is then referred to the cl1nio, the social worker must 

deal with parents who, instead of knowing what their child's 

illness signifies, are doubly anxious and confused. In 

general the parents will not accept the idea that their 

child can have anything else but a physical illness. other­

wise, this referral seems to mean to the father or mother 

that he or she has been an inadequate parent. The social 

worker's job is to reassure the parents and interpret the 

illness of the child to them. 

In summary we see then that different skills are 

required of the child guidance worker, the medical social 

worker, and the 11 psychosomatic 11 worker. Yet basically the 

22 



skills are the same in either setting. The caseworker 

should be able to meet the different problems. 

(a.) The social worker in child guidance participates 

actively in the psychiatric team. Her task is divided 

between intake, history taking, and manipulating of 

the environment in order to further a cure. Often 

abe does therapy herself under th3 close supervision 

of the psycniatrist. 

(b.) The medical social worker will aid the medical 

doctor in data finding and the patient in discussing 

his illness with him and what it will mean economically 

and socially. She will assist in hospitalization, 

convalescent care, and in his returning to society and 

will interpret to the doctor the problems involved. 

(c.) The "psychosomatic" worker will have a combination 

of these two jobs. History t .aking will be of the ut-

most importance. Manipulation of the enviroment will 

be essential in many cases and in hospitalization, 

convalescent care, and returning to society is of great 

importance. 

II 
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CHAPTER IV 

REVIEW OF THE CASES STUDIED 

Before presenting the oases it is necessary to re-

view the twenty-four cases as a whole. As there are only 

twenty-four oases the findings will not have a statistical 

value. Yet, it is of interest to see what the problems 

were 1n these oases and what was done about the problems 

by the social worker as a member of the psychiatric team 

and as a medical social worker in some of the oases. 

Reasons for referral, possible causes and the function of 

the social worker will be discussed in this chapter. The 

twenty four cases referred for social service oan be d1-

vided into four main groups. 

a. The group in which the patients with physical 

ailments were referred for a complete psychiatric 

evaluation or merely to social service because the 

parents were over-anxious about their child's ill-

ness, or because the child had special difficulty 

in adjusting to the hospital routine. Six referrals 

fall into this group. One child, a two year old 

girl with pyelitis, was referred because of 

difficulty in adjusting to the hospital routine. 

Five patients were referred because of over-anxiety 



in the parents caused by the illness. Their ages 

ranged from two to thirteen years. The diagnoses 

in these cases had a wide range: diabetes, epilepsy, 

severe atopic eczema, chronic bronchitis, and one 

boy was 1n the hospital three times because he was 

a bleeder. 

b. The group in which the children were referred with 

symptoms of unknown origin or with a question of 

a definite diagnosis. Nine cases fall in this 

group. Every single one of the patients had devel­

oped their symptoms because of a maladjustment at 

home. Five of these patients were referred with 

a question of a definite diagnosis, such as nephro­

sis, rhematic fever, hyper-thyroidism, fracture of 

the pelvis. Four referrals because of symptoms of 

unknown origin, such as abdominal pain, failure to 

gain weight, pallor, and migratory pains. After all ' 

medical tests were perfo~ed and came out negative 

the child was referred for a complete psychiatric 

evaluation. The ages ranged from two to eleven years. 

c. A third group was composed of four patients which 

were referred to the Boston Floating Hospital be­

cause of emotional problems. One child, a ten year 

old boy was referred because of school failure, 
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two children because of problem behavior. Of 

these two patients one was an eleven year old girl 

who was referred for enuresis, but later was found 

to have nephrosis. One case was referred to social 

service because the premature baby was illegiti­

mate. The emotional problem of the mother had to 

be worked through. 

d. Four patients were referred because of mental de­

ficiency. One patient, a nine year old girl, was 

referred for rigidity and peculiar habits. After 

a year of placement it was decided that she was 

also mentally deficient. The four patients who 

were referred for mental deficiency were all under 

five years of a~, the youngest being twenty months. 

So it is noted tha~ there are four main reasons for 

referral to the psychiatric service or to the social worker: 

the children with actual physical illne~s; the children with 

symptoms of unknown origin; the children with emotional prob­

lems; and the children who are mentally deficient. 

When reviewing the cases, usually the family picture 

was significant in the problem. Most interesting is the fact 

that eighteen children were 11 only children." Of these two 

were living with their mother only; one because of death of 
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the father and one because of separation of the parents. In 

four cases the parents were over-anxious and in one the 

mother was particularly anxious. In four cases where the 

parents were over-anxious it was brought on by the illness 

of the child, as one had a diagnosis of epilepsy and another 

excessive bleeding. In one the illness of the child which 

was abdominal pain was for a great deal caused by the over­

anxiety of the parents. One was a pure behavior problem. 

The cases where the mother only was over-anxious the child 

had gastro-intestinal complaints. The other case the child 

had migratory pains of unknown origin. 

In these eight cases, in which the main problem was 

over-concern of the parents, which either brought on the 

illness or had a cause in a real illness, the following 

methode of casework were used: In one case, that of the 

epileptic child, only a social history was made and an attempt 

was made to reassure tbe parents in this one contact. In 

five cases there was a short-term contact with only three or 

four interviews in the office or in the home. In all five 

some improvement was noted. In one case where the father had 

died and the child had bronchitis, intensive casework was 

done with the mother with weekly contacts. In one of these 

eight cases intensive casework was accomplished in letter 

form because of the distance. Both were successful. One 
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mother was given help with convalescent care. 

Of the twenty-four cases there were two in which the 

main reason for the problem was sibling rivalry. One was an 

adopted child, who had pallor and failure to gain as soon as 

a second child was oorn. Another expressed his feelings in 

enuresis. Both cases were helped by the social worker 

througb correspondence, as the distance was too great for 

personal contacts. 

Two cases were school failures, one in all subjects 

and the other only in reading; the first child came from a 

large family, who were indifferent towards the boy, attempts 

to give the mother some insight failed. The second case was 

a success as the child was referred to a camp where there was 

a reading teacher and the mother was able to release her 

feelings. 

The problems of two patients were caused by inade-

quate homes; one patient had a behavior problem, the other 

developed abdominal pains. The first was helped by referral 
I, 

to a child guidance clinic, the second to the Children's Aid, l1 

who in turn referred it to the Society for the Prevention of 

Cruelty to Children. 

In one case tiredness was caused by the situation at 

home where the parents were incompatible. A camp referral 

was made here. 
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There were five cases of mental deficiency, as dis­

cussed in referrals. In one a referral to another asency 

was made; in cooperation with that agency the child was 

placed in an institution. In this same case casework was 

done with the family. In three cases casework was done with 

the mother 1n order to give her a greater ability to accept 

the child. In one case a social history only was taken as 

the parents were well-adjusted and accepted the child. 

The group of children ran€)9d in age between newborn 

babies and thirteen years of age. There were fourteen boys 

and ten girls in this group. The I.Q.'s ransed from mental 

deficiency to bright normal. 

In order to understand the function of the social 

worker better the psychiatric recommendations for the twenty­

four cases will be discussed briefly here, keeping in mind 

why the patients were referred and what the actual cause was 

for their symptoms. 

In Group A the six patients with a diagnosis of an 

actual physical illness was one recommendation of placement 

in a foster home, one placement in a convalescent home and 

all six cases should have casework done with the parents. 

In two of the cases in Group B camp placement was 

recommended. One case was to be referred to a child guidance 

clinic as the problem in the child was too deep and the 
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Boston Floating Hospital has not the capacity to treat that 

kind of a case. 

One case was referred to the clinical psychologist 

for psychotherapy, the same patient went to camp on recom-

mendation of the psychiatrist. Again supportive casework 

was recommended with the family in all cases. 

In Group C two of the cases were considered "medical" 

and thus there was no psychiatric recommendation. One boy 

with a behavior problem was to be referred to a treatment 

camp. In the case of the school failure, casework with the 

parents and interpretation to the school was recommended. 

In two of the mental deficiency cases the new 11 shunt" 

operation was recommended and in three cases eventual in-

stitutionalization of the patient. In all cases reassurance 

of the parents was necessary. 

Thirteen cases will be presented which describe in 

how far the social worker could follow the recommendations 

and where limitations were met. 

The cases studied were classified according to the 

work the social worker did, rather than according to medical 

diagnosis. Though it is an artificial classification, yet, 

it will give somewhat of a picture of the work of the social 

worker in this kind of setting. There is one group of 

patients for which the diagnosis was chosen as classification, 

I' 
I 

II 
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namely, the mentally deficient as this is a group set apart 

from the rest of the patients. Five patients were found to 

belong in this classification. 

groups 

A· 

B. 

c. 

The rest of the cases were divided according to main 

The cases in which casework with the parents was done. 

The cases in which only a social history was taken 

or where there was a very short contact. 

The cases which were referred to another agency or a 

camp and where no further casework was done. 

D. The cases which were referred to a convalescent home 

and wbere additional casework was done. 

E. The cases of mentally deficient children. 

Group A is sub-divided: 

1. Long-term casework with both or one parent with 

personal interviews. 

2. Long term casework by means of correspondence. 

3· Short-term casework with the mother or both 

parents. 

In this chapter one or two cases in each group will 

be presented in order to give an adequate picture of the 

problems the social worker at the Boston Floating Hospital 

meets and the way in which these problems are solved. 

An attempt has been made to give the following in-

31 



formation so far as known for each case presented: 

1. Reason for referral of the patient. 

2. Social history and family background of the 

patiept. 

3· The psychometric testing done. 

4. The psychiatrist's recommendation. 

5· The role of the social worker in the case. 

Group A. Casework with the parents. 

1. Long-term casework with both or one parent is 

shown in four cases of ~he twenty-four studied which had 

long-term casework, three of which in cooperation with the 

psychiatric team and one after referral by the medical doctor 

for follow-up. Two of the four cases will be presented. In 

the first the mother was worked with intensively and several 

comaunity agencies were enlisted in aiding in treatment. In 

the second case work was done by the social worker only, as 

it was not a psychiatric case. The third case is similar to 

the first in so far that the psychiatric team cooperated in 

treating the patient. 

Case I. 
Arthur, a seven and a half year old boy, was referred 
to the Boston Floating Hospital by the Deaconess 
Hospital in December, 1949, as there was a question 
of bronchiectasis. The social worker at Deaconess 
Hospital referred mother to social service, as she 
thought there was emotional complications. Contact 
was established immediately. Arthur's father had 
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died two years previously. Mother and Arthur 
live in a town near Boston in a slum area in a 
two-room apartment. Mother is on A.n.c. 
Arthur, who had according to the mother always 
been ill since his birth, is a frail, quite 
attractive, blue-eyed boy who is very hostile. 
The psychiatrist who saw the boy on the ward 
was interested in him, and it was decided after 
discharge to have him back on an ambulatory 
basis. This was told to the mother. She had 
had some contact with the Lynn Child Guidance 
Clinic, but she thought that Arthur's trouble 
was completely physical. She wrote a letter to 
the medical doctor that she was thankful for 
what he had done but that she did not want to 
make use of the psychiatric service. A confer­
ence was organized with the social worker of the 
Deaconess Hospital, and it was decided that 
Arthur was to come back on a physical basis, as 
there was still a question of Rheumatic Fever. 
The psychiatrist was simply interested in seeing 
all patients, it was to be told her. 

Arthur came back. At this time mother could ac­
cept that there might be an emotional problem. 

Mother told her life's story to worker which is 
in short the following: Maternal grandfather 
left maternal grandmother with six children while 
she was pregnant with mot her. Maternal grandmother 
lost her eyesight for about a year and had a can­
cerous skin disease. Mother used to take care of 
her up to her death. The last four years she suf­
fered with tuberculosis. Mother had hardly any 
friend and was never in good health. She con1ra.cted 
tuberculosis when she was eleven and had to leave 
school. She wa.s somewhat better when thirteen and 
could take small Jobs. She had to go into a sana­
torium at twenty-one and stayed there for two years. 

After she came out of the sanatorium she had several 
jobs, among others as cashier in a larse cafeteria. 
She had several rich attractive boy friends but she 
decided to marry father, who was much older and 
suffered from angina pectoris and cancer. He had 
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lost all his money in the depression and had two 
grown sons who had been to collese. All she did 
during her marriage was take care of the sick 
father. He was on the danger list all the time 
she was pregnant. He idolized Arthur and to­
gether they would be against her--both had very 
bad temper tantrums. 

The mother was seen by the social worker weekly. 
She was given an opportunity to talk all her 
problems over. The worker referred her to the 
Family Agency for financial aid and the worker 
had several contacts with the A.n.c. worker, who 
was very understanding and cooperative. 

Arthur came into the hospital several times with 
11 high feversu (according to the mother, but wren 
he came in no fever was found.) He was sent for 
a month to a convalescent home, partly to give 
mother a rest, with eventual placement in a foster 
home in mind. Worker made a visit to the convales­
oent home. Arthur had no physical symptoms in the 
convalescent home. Mother refused foster placement 
and recommendation was to wait until mother would 
ask for it herself. 

A month later mother brought Arthur in for vomiting. 
She stated at that time that he was "a hateful boy 11 

and described his tantrums. When the symptoms were 
cured, he went back home and was able to go to 
school. About two weeks later mother brought him 
back, stating that he had a 103° temperature. 

A good foster home had been found by the social 
worker of the Family Agency ani mother was given 
the choice of putting him there on a trial basis. 
The reasons were: (1.) he could identify there 
with a father figure; (2.) he would have better 
air; (3.) he would be able to get individual 
attention in school. Mother went out to see the 
home out refused, as she could not bear to be 
separated from him. She would consider a camp 
placement for him. She is still being seen weekly 
and realizes that she needs psychiatric help. The 
minister is also very interested in the mother and 
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has sought contact with the Boston Floating Hospital. 
Mother has frequent pains 1n her chest and had 
started physical examination with support of the 
social worker. She thought that she had angina 
like her husband. At the moment she is unwilling 
to go through with the examination, as she feels 
that Arthur's well-being is more important than hers. 

Arthur, who is of superior intelligence is not passing 
in the first grade and the worker has gone to the 
school several times. 

The new recommendation of the psychiatrist is to place 
him through the Children's Mission to Children on the 
basis of his medical health. A letter has been sent 
out to the Children's Mission to Children and the 
placement will be discussed with the mother. Inten­
sive casework has been done for six months and will 
be continued for an indefinite time. 

Comment. Casework in this case was done in the following 

manner: Contact was established because of the referral to 

social service by the social worker of the Deaconess Hospital. 

Also the psychiatrist who sees most children in the hospital 

referred him to social service. It was in cooperation with 

the social service of the Deaconess Hospital that the mother 

was convinced that she should come back to the Boston Floating 

Hospital. The mother has been seen every week and casework 

has been done with her on a supportive basis. 

Other agencies cooperating were the convalescent home 

and the family agency, the first by providing Arthur with a 

different environment in which he was given the opportunity 

to develop physically and mentally, the latter by giving 
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IDJaterial aid and providing a foster home. The last agency 

enlisted is the Tuberculosis Association. The mother asked 

for Arthur's placement in their preventorium, as she re­

membered her own stay at a sanatorium, she could accept the 

same for Arthur. 

Many staff meetings have been held on this case and 

the team work has been very good, each member contributing 

to helping the mother understand that Arthur would be better 

off away from her far a while. Other community agencies 

also are cooperating, the school teacher, and superintendent 

of the school have been interested by the social worker to 

help Arthur pass to the second grade. The minister has had 

several discussions with the social worker by telephone; he, 

too, is interested in helping Arthur as well as his mother. 

This case is a good example of community cooperation 

on the one side and giving supportive casework on the other 

side, by having the mother talk about her problems to the 

social worker. 

Lacking in this case is the fact that no psycho­

t.herapy has been done with Arthur. It still remains to be 

seen if manipulation of his environment will be adequate. 

Yet, it seems necessary that somethLng more should be done, 

as Arthur's personality had been severely damaged by the 

absence of emotional stability on the part of the mother as 
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well as of his father. 

Through regular contacts with the mother with the 

social worker and the psychiatrist, she has gained some 

insight into Arthur's condition. While at first she could 

only acc.ept that his condition was purely physical, she is 

beginning to accept that his symptoms might be caused by 

emotional strains. 

Case II. 
Joe was referred to the Boston Floating Hospital 
as a premature baby in tm summer of 1949· The 
case was referred to social service as the mother 
had several emotional and environmental problems. 
Mother, 36, looks like an eighteen year old girl· 
She was married fifteen years ago. Her husband 
is now in jail for an indefinite time. There is 
one boy age eleven from this marriage. Mother, 
who lives with maternal grandfather, maternal 
aunt, and uncle in a four-roan apartment, had an 
illegitimate child five years ago and A.n.c. was 
refused her. Finally after much time and taking 
the father to court she was granted A.n.c. Now 
Joe was born and again mother was taken off A·D·C· 
on the basis that she was an unfit mother and 
given general relief. Mother did as well as she 
could; all three children are well-cared for and 
seem well-adjusted. Worker worked for many months 
to get mother to appeal the refusal. She did not 
want to and the time limit was past. Again worker 
wanted mother to apply. When the refusal came back 
in February, 1950, worker took mother to the A.n.c. 
office to appeal. The A.n.c. worker said in front 
of many other people that mother was immoral and 
that her children would be better off in a foster 
home. Mother had gone out of the office. When 
worker came out, she stood crying like a little 
girl. At this point she could get rid of all her 
bitterness. She was able to tell worker how hard 
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it was for her to bring up three children alone 
and that she knew she had done wrong, but that she 
had to suffer very much. Yet, she would never give 
up her children. 

At the fair hearing in March, 1950, the mother 
seemed to have much matured. Not only did this 
show in her way of dressing, out she was able to 
answer questions in a poised manner. Two months 
later answer was received that mother would re­
ceive A.n.c., retroactive until January first. A 
plan was made to refer her to the Family Service. 
She made a contact easily. 

Comment. The social worker had a two-fold interest in getting 

A.D .c. for the mother. One, it would enable the mother to 11 

provide better care for her three children and also it seemed 

that it was necessary to pull the local board out of their 

old-fashioned idea of immorality. As the reply of the State 

Board was favorable, it is possible to say that these goals 

have been reached. Also the mother has gained a feeling of 

self-respect. This was accomplished by the social worker's 

repeated reassurance that the hospital was on her side and 

that the medical doctor, as well as the nurse and the social I· 

worker felt that she was a good mother. Also reassurance was 

given her that her children did not have to go to foster 

homes. At the same time the traumatic experience at the 

A.D.C. office gave her an opportunity to talk to the worker. 

The contact with the Boston Floating Hospital social worker 

enabled her to establish a contact at the Family Society. 
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The work done in this case was mainly supportive. 

Through this the mother gained same insight into her behavior 1 

and was enabled to establish a contact with the Family Society) 
I 
I so that the role of the social worker in this case was to 1 

help the mother overcome her shyness and to move on towards 

wanting more support. 
II 
II 

2. The second sub-group of these cases is repre- 11 

sented by three cases in which long-term casework was done by 

means of correspondence with the mother under guidance of the 

consulting psychiatrist. Two cases were successful; in one 

of these the social worker worked with the mother on the 

child's problem, while the psychiatrist worked with her on 

the marital situation. The third case was only partly suc­

cess1'ul, as the home situation and the mother's own problem II 

were too difficult. 

Case ill.! 
Ronnie, a two year and eight months old boy, was 
re ferred in January, 1949, to the Boston Floating 
Hospital for pallor and failure to gain. He 
vomited once or twice a day and had anorexia. He 
was in the Hospital for nine days during which time 
the social worker had one contact with the father 
and two with the mother and the family friend, who 
was the next door neighbour, in order to get a 
seneral picture of the boy's problem. 

The parents had adopted the boy 
his admittance to the hospital. 
been one of deprivation; he had 
foster home to the other. 

a year previous to 
His history had 

been sent from one 

II 
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The father, a professional man, not in Massachusetts, 
was a weak individual, who had been pampered through­
out his life. He suffered from diabetes. The mother, 
a highly intelligent woman, was very nervous. The 
couple had been unable to have children, the mother 
told the social worker, because of her infantilism, 
while the father told the psychiatrist that it was 
because he was impotent. The mother, who had a 
severe skin irritation, was hardly able to sit. At 
a hospital where she had gone she had been treated 
merely for the symptoms. The psychiatrist at the 
Boston Floating Hospital attributed this skin con­
dition to the inadequate marital situation. 

While the psychiatrist tried to help the parents 
with their marital situation, the recommendation 
to the social worker was to do casework with the 
mother on a supportive basis. Though there was a 
minor organic symptom, namely, the malfunctioning 
of the pancreas, this could be discarded as the 
cause for his behavior. An appeal was made to the 
mother's intelligence and narcissism in caring for 
Ronnie. 

As the distance was too great far personal interviews 
with the mother, a correspondence was started by the 
social worker. About two weeks after discharge in 
February of Ronnie a letter was sent by the social 
worker. A few days later an answer was received 
from the mother in which she reported in detail on 
Ronnie's behavior. Marked progress was seen. The 
baby sister, Gaby, was given a different room, and 
though he was still agressive toward her, this ag­
gressiveness was less marked. His appetite was 
better. 

About ten days later the social worker wrote a letter 
again, this time asking if the parents could come in 
to bring Ronnie for an appointment with the psychia­
trist. The reply was that Ronnie had made more pro­
gress, and the mother hoped that the appointment did 
not mean anything bad. Later a letter was received 
again, saying that it was impossible for them to 
come. Ronnie was very active now and was into every­
thing. He showed a tinge of protectiveness toward 
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baby. 

A month later the mother wrote again. This time she 
asked advice as it was impossible for her to cope 
with the problem of Ronnie's unwillingne sa to go 
to tbe bathroom for anything. The social worker 
advised the parents to keep a chart of when Ronnie 
soiled, what exactly precipitated his soiling, so 
that she could show the chart later to the doctor. 

In six weeks nothing was heard from the parents 
and the social worker wrote to them again, asking 
if no news meant good news? A week later a letter 
was received from tbe mother, stating that Ronnie 
was doing much better. The neighbours came to the 
mother now to ask for advice with their children. 
The social worker praised the mother for having 
handled Ronnie so beautifully. Also, the marital 
problem had cleared somewhat. The parents were 
supposed to come in for another check-up, but the 
record does not report that they did. 

About a year later the case was closed, as every­
thing seemed to have improved. Yet, the way was 
left open for the parents to come back if they 
needed to. The letter writing back and forth 
lasted about five months. 

Comment. The psychiatrist's recommendations of supportive 

therapy of the mother was followed by the social worker by 

letter, as the distance was too great. The mother responded 

very well to suggestions from the social worker and was open 

to praise. The contact established with both parents in the 

hospital was continued in this letter form. 

The problem was mainly due to over-anxiety and re-

jection on the part of the mother and sibling rivalry, which 

had a realistic basis on the part of Ronnie. The physio-
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logical problem was only a minor one. The mother could re-

lease her anxiety by writing to the social worker (a mother-

figure). She could understand the sibling rivalry andre-

lieve that somewhat by taking the baby out of the roam. 

Also, it appealed to her intelligence to have success with 

Ronnie and to her narcissism to have the neighbours ask 

her advice. Teamwork is illustrated in this case; the social 

worker, namely, could support the mother in care for the 

children, while the psychiatrist helped both parents in 

their marital relationship. If anything was done with Ronnie 

on a therapeutic level, except for manipulation of the en-

vironment, it is unknown to the writer, as it was not in the 

record. 

Case IV. ---John, an eleven year old boy, was referred to the 
Boston Floa~ing Hospital because of abdominal pains. 
No organic causes were found. These had started 
two and a half months before entry into the hospital 
when he hurt himself in the school gym. He went 
home with nausea and vomiting and abdominal pains, 
the latter returning every three days. When he has 
the pain, he would not eat for fear of having more 
pain. He had a great fear of crowds, such as in 
church, but he enjoyed skiing and skating. In the 
hospital he was cooperative for twelve hours after 
which he expressed a desire to leave. 

He was given several psychometric tests--such as 
the Stanford-Blnet, the Wechsler-Bellevue, the Healy, 
and the H.T .p. Test. The test showed that he had a 
high average intelligence and the H.T.P. brought 
forth that be rejected and retreated into illness. 
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The social history was reported by the mother in 
office interviews. The family is well off. They 
live in a duplex house in Maine. The father is a 
general contractor who has worked day and night 
for the last five or six years. He is a healthy 
man who loves hunting and fishing. He does not 
understand John at all. Yet, he likes to spend 
some time with John and takes him out on Sundays 
for breakfast to let mother sleep longer. Mother 
finished high school and worked as a stenographer 
for seventeen years before and after her marriase 
until three years prior to John's birth. Mother 
had nephritis when John was five after having lost 
a baby girl. A woman friend who lived next door 
was always interested in the family and mother was 
able to tell her her troubles. She could also 
spend a great deal of time at her house. At three 
years of age John swore like a trooper. He was 
quite upset three years ago when a cousin got di­
vorced and John was afraid his parents would do the 
same t.hing. 

Mother was oversolicitous of John's illness. The 
mother saw that t.he abdominal pains coincided with 
fright and excitement. He was sick two days before 
school started and had the flu at Christmas. 

The psychiatric recommendation was that John was 
socially and emotionally retarded, as shown in his 
extreme attachment to the mother, his fear of 
needles and haircuts. It was of great importance 
that work be done with the mother to show her first, 
that John can grow up and, second, that it will be 
more fun for him to give up his dependence upon her. 
On leaving the hospital the mother said that, backed 
up by the hospital, she felt she could be firmer now 
with John, who, she had said earlier, 11 she knew he 
was spoiled." 

Since the family lived so far away, it was thought 
best to continue the contact by mail. There was 
frequent correspondence between the mother and the 
social worker from January to June, 1949. It was 
very surprising that the mother, who had been quite 
reticent in the interviews, expressed herself very 
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well by mail. Eventually, though he still com­
plained of stomachaches, mother could get John 
to go to school. Mother told tm teacher and 
chi1dren that there was nothing wrong with John. 
The social worker re spond.ed to that that, "though 
there was nothing wrong", he could still feel a 
real pain. Mother saw also that it was better to 
get an attitude of tthe lp yourself instead of I 1 11 
get it for you. 11 He did much better in school 
and developed a . good relationship with the father. 
After a while the mother wrote that abe really 
needed help herself and asked for advice with her 
home troubles. Then, until November nothing was 
heard from mother. After that sJ::e wrote that John 
went to camp and did very we 11. Mother was very 
thankful for suggestions given. 

Comment. Most interesting in this case is that supportive 

casework could be done by letter. The mother was really 

eager to receive suggestions and was very able in describing 

John's problems, so that a real picture was obtained. The 

contact was kept· as long as the mother wanted it to and a 

follow-up letter was sent four months after the mother had 

not written. It is not known if an answer was received. 

In this case it is clear that the mother gained some 

insight into her relationship with her son, because she was 

able to put her thoughts on paper (in this case the equiva­

lent of talking to the social worker) and she got serious 

advice and praise in return. 

3· The next subgroup is represented by five cases 

in which there was a short-term contact. Three cases were 

in so far successful that the symptoms of the patients 

II 

44 

I 

I 
I 



disappeared. In two of these cases there was a real problem, 

one of diabetes, one of an excessive bleeding tendency, which 

was met by the parents by overprotection of the child. In 

both cases the social worker succeeded in giving the parents 

some insight and helping them to enable the child to be more 

independent. Of the first three cases mentioned, in one the 

goal was to enable the mother herself to be less dependent 

upon the maternal grandmother. There was some success. In 

one case the contact was too short to accomplish anything, 

and in the third case, which was a patient with eczema, it 

was a case where supportive work was done with the mother. 

Two cases in this group will be presented; one in 

which there was a real problem which had to be faced by the 

parents, and one in which the illness was caused by the 

parent's overprotection. 

Case V. 
Eugene, an eleven and a half year old boy, was 
referred because of diabetic acidosis. He had 
lost weight after having been put on globulin 
insulin, had pain at his heart, and vomited. It 
was extremely difficult to r ou.se him. He was 
found to be poorly develo.ped and ill-nourished. 
As there seemed to be emotional factors, he was 
referred to the psychiatric unit. 

He is the eighth of thirteen children, ranging 
from twenty-three to three years of age. His 
nineteen year old sister gives him his insulin, 
because it hurts least when she does it. Father 
is a foreman in a machine company and he makes 
#72·00 a week. Father lets Eugene taste for-
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bidden foods, He also eats cookies, in school-­
gum and sugar. The last two months he has been 
seen in bad company. In general, he is unco­
operative toward restrictions. 

The social worker had an interview with the mother 
and also with the school superintendent. Manipu­
lation of environment was thought necessary in 
order to give him legitimate opportunities within 
the limits of his ability. His abilities were ex­
plained to the school principal by the social worker, 
and it was decided that he could be on the school 
team if he were qualified enougn. As he was in­
terested in art, an art class was advised. The 
principal was interested, and the parents were 
greatly concerned. 

The case was closed due to the fact that the family 
lived at too great a distance from the Boston Float­
ing Hospital. 

Comment. Most important for the social worker in this case 

was to "manipulate" the environment. This was done by 

helping the parents understand what diabetes means to a boy 

of Eugene's age. Also, the school was drawn into the picture 

and the school superintendent promised cooperation. Yet, 

we do not know in how far this was given, as also in this 

case, contact bad to be broken because of the distance. 

Case VI. 
Joy, a-two year old girl, was referred to social 
service to relieve the tension in the home. Joy 
was in the hospital for severe atopic eczema for 
about a month in 1948. 

The social worker had two office interviews with 
the mother when Joy was in the hospital. Mother, 
twenty-nine, had eczema and bronchitis as a child. 
The father was asthmatic during the winter. Joy 
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had eczema when she was six weeks old; this cleared 
upon elimination of orange juice. At about one 
year she had eczema again. 

The parents had their own home ani yard. The ma­
ternal grandmother had moved in with the family 
since tbe present illness. She felt that the child 
should be left alone more. 

The child resented the restraint imposed by the 
treatment, and it was particularly important that 
the parents be less anxious. They seemed to fee 1 
guilt for the child's present behavior. 

II 

I 
The play supervisor reported that Joy forgot her I 
ailments under stimulation of play. The mother was I 
permitted to watch the child play through the one- 1 

way glass window. 

In a third interview mother was extremely upset 
because Joy still scratched, and the social worker 
was able to give some reassurance and insight. 

A few days after Joy's discharge the social worker 
phoned and the mother said that Joy was better in 
every way--walked and scratched less. The mother 
sounded more relaxed than she had been before. 

A week later mother was phoned again. This time 
there was great progress. Joy scratched only when 
tired and was oeginning to play with other children. 
The mother said that she would stop in the hospital 
sometime to see the social worker. It is not re­
corded if she did. 

Comment. In this case the social worker relieved immediate 

anxiety, rather than going deeper into the problem with the 

mother. The social worker became the supporting mother 

figure who listened to the mother's anxieties. The mother 

gained some insight in the third interview, although contact 

was too short to go deeper into the case. Later, after 

I 
I 

47 



discharsep by phoning she still showed interest and thus 

the mother felt that she had the support of the hospital. 

The way was left open for mother to come back if she desired. 
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Group B. Only social history was taken; no follow-

up was ~one with the family. 

Two cases are represented in this group. The social 

history was necessary to establish a psychiatric diagnosis. 

Both patients lived at a great distance from Boston which 

made follow-up more difficult. One case will be presented. 

Case VII. 
Roger:-i ten year old boy, was referred as an 
inpatient in Boston Floating Hospital because 
of school failure. He had repeated the second 
grade four times. 

Roger was of low normal intelligence (88 Stan­
ford-Binet, Drawing Test - 92; and Bellevue­
Wechsler- 99; Porteus Maze 10.5 years). He 
was very resistant to his tests and did not 
expect to understand them. 

Social history was obtained fran the mother in an 
interview. Roger has four brothers, fourteen, 
twelve, eleven, and eight years of age, and two 
sisters, four and one year of age. Father, forty­
one, is the ninth oldest of ten brothers. He 
finished the first year of high school and is the 
owner of a mink farm. Mother, forty-two, finished 
the sixth grade, had a difficult youth, as she had 
to work in a foster home. She always hated the 
maternal grandfather, a woodchopper and slate­
roofer. She had had several operations and had 
been anemic since. The family live in a ten-room 
house. Roger shares a roam with his eleven year 
old brother. The paternal grandparents, who have 
a house in Florida, live with the family during the 
summer. 

Roger, whose siblings are on the honor role, was a 
good pupil in the first grade but "won't read." 

The psychiatric conference stated that Ro~r was a 
dull normal boy, who had no drive at all; no physical 
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skills to compensate for his shortcoming. He is 
a symbol of the mother's frustrations. 

An application was made to a small private school 
but he could not be accepted at that time. The 
mother called up frantically, as he seemed to get 
worse and was into everything. He was sent back 
to the second grade. A letter was written by the 
social worker to the teacher to explain the situa­
tion. 

The mother had little insight into the problem and 
no attempt seemed to have been made to give her 
some more insight. 

Comment. Not much could be done in this case. One of the 

reasons was distance. Another reason was the fact that 

Roger was not accepted in the school to which the social 

worker had applied. It is not known if the social worker's 

letter to his old school was of any effect. 

The importance of the social history in this case, 

as in all other cases, was that the social worker in her 

investigation of the environment aided the psychiatrist 

in making a diagnosis. 
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Group c. Cases that were referred to a camp or 

other agency where no further casework with t he parents was 

attempted. Three of the twenty-four oases fall into this 

group. 

One boy was referred to a treatment camp. Follow-up 

was done by telephone calls to the mother in order to find 

out how the boy was doing and also to the social worker of 

the agency which sponsored the camp. 

In one case the symptons were caused by an inadequate 

home situation. The mother was inaccessible to casework. 

There was close cooperation with another agency and finally 

the Society for the Prevention of Cruelty to Children was 

called in. 

The third case is that of a boy who was disturbed 

and had a poor home environment. He was referred to a camp 

and later to a child guidance agency. The two latter case a 

will be presented. 

Case Y..ill· 
Mary, an eleven year old girl, was referred to the 
Boston Floating Hospital because of abdominal pains 
of several weeks' duration. Since no physical 
cause was found and the cause was thought to be 
functional, she was referred to the psychiatric 
unit for a complete psychiatric evaluation. Mary 
was in the hospital for 14 days. 

Psychometric tests brought out that she had a low 
average intelligence (Stanford-Binet - 94, Good­
enough Drawing - 75, and Weohsler-Bellevue, Adult 
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Scale - 83). During the test am was shy and 
showed little interest. There was a scatter in 
the test, indicating emotional problems. 

The social worker had an inte.l;"view of three hours 
wit.h the mother. The social history brought out 
the following: Mary comes from a family w:tere she 
finds little security, as the parents are fre­
quently separated and one or more of the children 
are often placed in foster homes . She has a 
sister eighteen, who is married but still lives 
at home; a brother sixteen ani a half, has fre­
quently been punished for truancy from high school 
and for playing cards for money. At one time he 
was placed in the Children's Village. A youn~r 
sister, Ann, was treated in the psychiatric unit 
for problem behavior in 1947• 

From September, 1947 to August, 1949, Mary was 
placed in a foster home by the Children's Friend 
Society because her family was evicted from their 
house. She liked the foster mot her very much and 
showed her love by stealing up to $20.00 worth of 
candy from the A· & p. to give to the foster mother. 
Her own mother insisted on her return home as she 
was jealous of the foster mother. 

The father is a letter carrier and makes $25.00 per 
week. The mother works in a restaurant as an 
assist&1t to the detective ani pays for semi-private 
care in the hospital because of pride. The Social 
Service Index showed that since 1939 fifteen agencies 
have helped the family for financial reasons. 

The mother seemed quite intelligent. She reported 
having the same symptoms when she was eleven or 
twelve, being often nauseated and suffering from 
fevers and pains. Now she feels like vomiting when 
she has intercourse and she has frequent hallucin­
ations that she will kill father or herself. She 
was referred to the psychiatrist at the Free Hospital 
for Women and Children but had given up the contact. 
She wanted a divorce but she said that ~be father 
would never give her up. She has had several opera­
tions. She goes frequently to New York. It is thought 
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that she goes to New York, according to the record, 
to see her boyfriend. According to the social 
worker of the Children's Friend Society she is a 
very efficient woman and rules the home with a rod 
of iron. Mary does all the cooking ani is fearful 
that if her older sister leaves she will have to 
do all the housework. Mary slept with Ann in one 
bed until the social worker of the Children's Friend 
Society insisted that ~he mother procure another bed. 

The recommendation of the consulting psychiatrist 
was that Mary be placed, as the environment was un­
desirable, and it seemed impossible to work with 
the mother--yet the mother refused on the basis that 
she was a good mother, as she kept Mary well dressed 
and cared for. Though the symptoms had disappeared, 
the cause was not solved. 

The psychiatric social worker had several contacts 
with the mother. Her comment was that 11Mary 
needed warmth and consistent handling.'/ The mother 
seethes with hostility and patient does not find 
any securitl in the home. The mother has absolutely 
no insight. 

There was close cooperation with the social worker 
of the Children's Friend Society who had known the 
family far a long time. Intensive therapy with the 
mother was needed out she was too resistant to ac­
cept it. In a follow-up of the Children's Friend 
Society, it was found that Mary was doing all the 
housework. It was decided ~o get the Society for 
the Prevention of Cruelty to Children to take Mary 
from the home. About a year after hospitalization 
Mary was removed by the Society for the Prevention 
of Cruelty to Children. 

The social worker was mostly active in this case in 

helping the psychiatrist diagnose the case by her report 

on the environment to him. 

Her second task was cooperation with the social 

worker of the Children's Friend Society, as this worker had 
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known the family for a long time. The findings of the psy­

chiatrist were also discussed with her. It was the social 

worker of the Children's Friend Society, who took the re-

sponsibility for getting the Society for the Prevention of 

Cruelty to Children. 

This was a case where the physical symptoms were 

largely due to the environment. It was the social worker 

who could manipulate the environment with help of the social 

agencies. She was the li~~ between the psychiatric recom-

mendations and the other agencies. 

Case IX. 
Aian,-a thirteen year old boy was referred to the 
Boston Floating Hospital with a question of a 
fracture of the pelvis and humerus by a doctor of 
the Division of Child Guardianship. He had fallen 
off a cliff. No fracture was found. As Alan 
seemed to be an unhappy boy, he was referred to the 
psychiatric unit. 

He was a boy who tested 122 on the Wechsler-Bellevue. 
He was self-assured and able. 

A social history was gathered from the social worker 
of the DiVision of Child Guardianship, the probation 
officer, and the social worker of the Society for 
the Prevention of Cruelty to Children. 

Alan's father and mother were separated. His father 
drank ani always had wanted to be "the man in the 
house." He had five siblings. His older brother, 
Albert, fourteen, and he were together most of the 
time. Alan was sarcastic of his sister, fifteen. 
He was the leader of a gang in his neighbourhood. 
He made fun of his teacher. When Alan and Albert 
ran away from home several months earlier, his 
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mother had him picked up by the police, and they 
charged hie mother with neglect. These charges 
were found to be grossly exaggerated. This was 
repeated periodically until Alan was placed by 
the Division of Child Guardianship with an under­
standing foster mother. The consulting psychiatrist 
diagnosed Alan as not psychotic and he had advised 
placement and careful supervision. 

As it was not possible for Alan to have psychiatric 
treatment in the Boston Floating Hospital, he was 
referred to the Judge Baker Clinic by the social 
worker of the Division of Child Guardianship. He 
was thought to be a potential psychopath or an un­
happy, frustrated boy. As there was a long waiting 
list, he was to return to the Boston Floating 
Hospital playroom until the time for his acceptance 
at Judge Baker Clinic. This was discussed with 
Alan by the social worker on discharse, he agreed 
to t his plan, but insisted that his brother Albert 
come with him. He was told that he could call up 
the clinical psychologist any time he wanted to. 
He came to the playroom once a week for about nine 
weeks. Here he adjusted very well. He got his 
report card and had several poor marks for which 
he only blamed himself. Albert was thought to be 
more disturbed than Alan and should be taken up by 
Judge Baker too. 

As Alan worried about school, the school principal 
was ca lied by the social worker. He said that 
Alan's marks were below passing, but that there was 
time enough to make it up and pass. 

The mother did not show any interest in the boy and 
did not seem to make an attempt to improve her living 
conditions. This would be taken into consideration 
by the Judge of South Boston, and he might be com­
mitted to the Division of Child Guardianship. 

Alan was finally accepted at the Judge Baker Clinic 

I! 

six months after admittance to the Boston Floating 
1 

Hospital. The social worker reported periodically I 
to the social worker at the Boston Floating Hospital. 
Both Albert and Alan were receiving psychiatric 
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treatment. 

The two boys both went to camp; arraneJ!Iments were 
made that Albert's camp time was paid for by the 
Division of Child Guardianship, and Alan was paid 
for four weeks by the Bost en Floating Hospital and 
one week by the Judge Baker Clinic. 

The Judge Baker social worker reported that Alan 
had done very well at the camp, was generally liked. 
The boys had chosen their own "judges", and he was 
considered to be one of the fairest. He was still 
seeing the psychiatrist as he had made a deep at­
tachment to him, and it did not seem wise to break 
it at this moment. 

Comment. The question of fracture was only coincidental 

in this case. The real problem was Alan's maladjustment 

at home and in school. Through cooperation of four agencies, 

the Division of Child Guardianship, the Juvenile Court, the 

Boston Floating Hospital, and the Judge Baker Guidance Center 

Alan and his brother could be helped toward a better adjust-

ment. 

Talking the plan over with Alan gave him a feeling 

of responsibility. 

Because Alan was in the hospital and wanted Albert to 

come in too, Albert was helped also. 
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Group n. The cases which were referred to a con-

valescent home and where additional casework was done. 

Three cases represented this group in the cases studied. 

One was a patient who was referred to the psychiatric 

unit for a behavior problem but who turned out to have an 

advanced kidney condition with a poor prognosis. Convales-

cent care and casework with parents and with the child was 

done. 

Another case was that of a baby with gastrointestinal 

problems. The casework with the mother had to be centered 

around her acceptance of convalescent care for him. 

The third case was a somewhat similar problem; 

namely, an eating problem. Though added to that, the eight 

month's old girl had a diagnosis of pylonepbritis. It was 

the social worker's task to have tbe mother accept conva-

le scent care • 

~~ 
Linda, an eleven year old girl, was referred to 
the Boston Floating Hospital as a behavior problem. 
She suffered from severe enuresis and wet all times 
of the day and night. On several occasions abe had 
taken the clothes of her sister and wet on those or 
on the clean bathtowels of her mother. In the in­
take examination the stepmother told the doctor that 
Linda was the third child of her father's first 
marriage. The mother had died in childbirth. Linda 
had been brought up by a maternal aunt until she was 
five years old. The father remarried in the mean­
time and wanted Linda back home. The aunt refused 
and court action had cost about $4,ooo.oo. The aunt 
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had told Linda that the stepmother was hateful, and 
she should disobey her and wet in the house to show 
her disgust. Later on the relationship with the 
stepmother became much better and Linda told her 
everything. She still kept on wetting in the house 
and the mother tried to punish her or promised her 
that she could go to the movies. Nothing helped. 
At last she was referred to the hospital by the 
family doctor. 

Linda's mother was referred to social service and 
Linda was given psychometric examination and was 
seen by the psychiatrist. In the meantime, it was 
found that she had a very bad case of nephrosis 
with a poor prognosis. Linda stayed in the hospital 
for about five months. She had several operations. 

Her social situation was inadequate. She had three 
stepsisters and brothers. She was especially fond 
of her one year old brother, whom she used to take 
care of frequently. The father suffered from stomach 
ulcers and the mother, who was not very intelligent, 
had a hard time keeping the family going. Yet she 
mana~d quite nicely and her home was always im­
maculately clean. All the children seemed well­
adjusted, including Linda. Linda was a cooperative 
patient and made many friends among the other children. 

The task of the social worker has been to find ·con­
valescent care for Linda, which was not easy as the 
prognosis is so poor. The mother did not want to 
take her back, claiming that the house was too cold 
and that she was too sick, and also she seemed to 
spread a distinct odor which neither the teacher nor 
the children could take. 

Linda gave considerable trouble to the nurses when 
her dressings had to be changed, yet it was necessary. 
The worker had some talks with her about that. And 
a~so her going out to the convalescent home was dis­
cussed with her. She did not like to leave the 
Boston Floating Hospital, and the worker was able to 
discuss this with her. 

Furthermore, the parents were unable to meet the very 
large bill. Though it is not the custom that the 
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social worker concerns herself with money matters, 
she did help, as that is the treasurer's role. In 
this case the mother was particularly upset. The 
worker discussed it calmly with her and was able to 
find a solution for her to pay a little in small 
installments. 

Linda, though at first unhappy at the Convalescent 
Home, was later very pleased with the activities 
and gained two pounds 1n one week. 

After two months she had to leave the Convalescent 
Home and new arrangements were made far her. Every­
time new arrangements were made it was done through 
the stepmother, and the father became extremely u~ 
set about that. The social worker made several at­
tempts to see him, but at first he was at work and 
later he broke his leg and was unwilling to talk to 
the social worker. 

Linda had to come into the clinic every two weeks 
and arrangements were made for transportation by 
the Red Cross. 

Comment. The social worker's role here was one of inter-

preting L:inia.' s illness to the parents and planning care for 

her when out of the hospital. Also, the financial problems 

had to be settled. Thus here the social worker's role was 

a supportive one, rather than on a deep emotional level. 

Linda was helped to understand that at first she would not 

like it at Wellesley as it was a new place and it always 

took some time to like it anywhere. Arrangements bad to be 

made for transportation and other minor services had to be 

done. The social worker will probably have to stay with 

Linda and her family a long time to come, as her illness is 

chronic. 
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The father has been talked with but was too concerned 

with his leg to give any response. Preparations are being 

started with the stepmother and Linda for the time wben Linda 

will come home. 

Case XI. 
Larry:--an 11 months old boy, was referred by the 
family physician for gastrointestinal allergy 
May 25, 1949. No organic cause was found. He 
was found to be a baby of average intelligence 
with good affective response. He greeted every­
one and cried when he wanted to be picked up. He 
investigated all play material and imitated adults. 
When he was 9 weeks old, he had virus pneumonia. 
After that he had frequent colds. He was able to 
sit at six months and stood at seven months. As 
he had a deformity of both feet, he was referred 
to the orthopedic department. 

The father was a Carpenter's Mate in the Navy and 
now does repair work for the maternal grandfather 
with whom the family lives, paying $15.00 a week 
in addition for use of the room. The father, mother, 
and Larry all had to live in one room. The father 
finished high school and took some courses at 
M. I. T. in aeronautics but had to discontinue 
these, as he was financially unable to continue. 
He always has a stuffy nose and has several allergies. 
The mother was a typist before her marriage. The 
maternal grandparents had been opposed to the marriage. 
The mother looks older than the father and seems to 
dominate him. Pregnancy had been difficult with 
vaginal bleeding of seven months' duration, constant 
vomiting, and headaches. Labor had been induced three 
weeks early and the de livery had been with high for­
ceps. 

The recommendation was to send Larry to the Wellesley 
Convalescent Home, to keep regular contact with the 
family on an organic and dietary basis, and to try 
to emancipate mother from the maternal grandmother, 
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and thereby provide an environment in which the 
child can develop normally. 

The social worker saw both parents for the social 
history. Two days after his discharge the social 
worker phoned the mother and she thought he was 
doing very well. About 7 weeks later he was again 
in the hospital. At this time the summer substi­
tute social worker had this case. Mother came in 
to take Larry home, as it was very hot. She and 
father had hired a boat f'or the summer and it was 
too expensive to leave him in the hospital. The 
worker talked this over with the mother and mother 
appeared to have insight in her feelings. She 
could express what it meant to be separated from 
the child. She would leave the child in the 
hospital and talk it over with her husband. Three 
days later she came back to tell the social worker 
that she believed it would be wise to send Larry 
to the convalescent home. 

He was taken to the convalescent home, but it was 
not known if he could stay longer than a few days, 
as the polio epidemic was just in full ewing. 
Nothing more is recorded. 

Comment. The social worker's task was diagnostic and sup-

portive. She found that the mother was too disturbed to 

handle the problem. In talking her feelings over with the 

mother she was able to send Larry to the convalescent home. 

She gained a certain amount of insight into her relationship 

with Larry and was thus able to let him go. 
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Group E. Mental Deficiency . As is explained in 

Chapt.er IV this classification was chosen as it represents 11 

I 

a special group of patients. A problem is found here which 

in many cases stirs up emotions of guilt or rejection in the 

parents. Special skill is required to handle these cases. 

Skill to help the parent accept the child as it is and to 

understand his own feelings about the child in case a place-

ment in an institution is found to be advisable . Four cases 

are represented in this group. 

One patient was referred at the age of nine because 

of spasms of rigidity. It was especially difficult for the 

parents to accept her retardation. 

Another case is that of a two year old girl. The 

picture was complicated by the problems of the mother herself; 

some work could be done with her. 

A third case was that of a two year old boy. The 

picture here was also complicated, as the mother was a war 

bride and was quite homesick and the father was unwilling to 

accept that his son was retarded. Some supportive work with 

the mother was done. The father was inaccessible to casework. 

The fourth case was a twenty months old boy. The 

parents would not accept that he was mentally retarded and 

due to too great a distance only a social history was taken 

and two follow-up interviews were had. Two cases in this 
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group will be presented. 

Case XII. 
Miriam, . a nine year old girl, was referred to the 
Boston Floating Hospital by a private physician 
because of spasms of rigidity and because she seems 
easily frightened. She has stiffening of her hands 
and arms when writing or talking. She is afraid of 
the dark and of noises and has frequent temper tan­
trums. She is anuretic at night if she receives 
fluids after 5:00 p.m. She is a picky eater. 
Especially significant was that she hugs strangers 
at first and afterwards suddenly becomes frightened. 

Pregnancy with Miriam had been normal. The social 
history was acquired oy home visits and the contacts 
with the teacher. Child was oorn by a high forceps' 
delivery. She sat at ten months, walked between 
sixteen months and two years and talked at two years. 
She had pneumonia at seventeen months. At ·two months 
she had fecal impaction, the removal of which was 
manual. other thought that that had been very 
frightening to Miriam. She had great anxiety about 
her toilet habits. Her father used a strap to pun­
ish her, and she had some peculiarities, such as 
always wanting to wear dresses with pockets. She 
had to be taken to school. Mother and father both 
worked in a mill. The family was comfortable. Mother 
made $50.00 per week. Father made $6o.oo. Mother 
had finished the 8th grade ani had worked ever since, 
only stopping for about three years when Barbara, 
sixteen, was born and a short time before and after 
Miriam 1 s birth. Miriam, who was found to be of dull 
normal intelligence on the Stanford-Binet, the Good­
enough, the Porteus Mazes, the Sequin Form Board, 
and lived with her family in a six-room, two-story 
house. Miriam and Barbara sleep in one room; each 
has a double bed. Family always lived near maternal 
grandmother. Mother was a nervous person, i.e. she 
could not eat her lunch when social worker visited 
at first, and she was particularly anxious. 

When Miriam had been on the ward for several weeks, 
there was excellent improvement in her behavior. 
She seemed to be much more secure. There were 
several contacts with the family, including the 



sixteen year old sister, Barbara. Some casework 
was done with this girl, who was self-conscious 
about her tallness. Since Miriam had improved 
so much on the ward, it was decided that a place­
ment in a very secure surrounding with normal 
children would be the best for her. The father 
and mother, who were at first opposed, later on 
accepted it. She was referred to the Children's 
Aid and a good home with an understanding foster 
mother and same children was found. Close co­
operation with the social worker at the Children's 
Aid was required. This social worker worked with 
Miriam and the foster home, while the Boston 
Floating Hospital social worker was the link be­
tween her and the parents. 

Miriam at first improved a great deal. After a 
few mon~hs she relapsed again and had the same 
symptoms. Half a year later her intelligence 
was tested again, and it had gone down from 84 
to 73· This case was now considered one of mental 
deficiency. The Children's Aid felt that she should 
be institutionalized and the case was closed at the 
Boston Floating Hospital, as not much could be done 
and the Children's Aid had taken the responsibility. 

Comment. Social worker's role in this case was mainly to 

find a home for Miriam and have her parents accept the idea 

that Miriam was below normal intelligence and that her 

troubles, though probably increased by mother's nervousness, 

were constitutional. Since she could not adjust in a foster 

home and was not able to adjust to normal people, it was 

found necessary to place her in a state school where she 

probably would be less frustrated as the other children were 

more or less on her own level. 

Here was the task of the social worker to interpret 

Miriam's behavior to the parents. It was most difficult for 
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them to accept that Miriam was not "like other children." 

With help of the worker they could accept placement for her. 

At request of the parents some casework was also done with 

Miriam's older sister, who was better adjusted after a while. 

Case XIII. 
David, age two years, was referred to the Boston 
Floating Hospital because of mental deficiency. 
The problem had been noted first at the ass of 
fifteen months, when the parents had a specialist 
for him. 

The mother, twenty-three, had married the Italian 
father when he was in Holland with the Army three 
years earlier. LiVing with the Italian parents­
in-law had been very difficult for the mother, who 
did not know Italian and was not used to the Italian 
way of life. When she was pregnant with David, she 
had been very frightened by the maternal grand­
mother's frankness. She has had two miscarriages 
since David's birth. 

She was seen oy the social worker in the hospital 
first, but did not want to come back, as she was 
frightened of the psychiatri at. No contact with 
the father is mentioned in the record. It was de-

ided that the social worker drive her into Boston 
for her next appointme~t. Again she became frightened 
of the psychiatrist, and it was decided that further 
contacts with the hospital were only to be through 
home visits from the social worker in order to do 
supportive casework with the mother. Two visits 
were made. After that the follow-up visits were re­
ferred to the student social worker, who happened to 
be of the same nationality as the mother. Several 
letters were sent out to the mother in her native 
language and a visit was made. No answer was re­
ceived until the mother wrote that she would be 
delighted to see the worker, and she made her ex­
cuses !'or not having written earlier. She had been 
in Holland for two months. The situation had greatly 
improved as the father had built his own house, and 
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they did not have to live with the in-laws any longer. 
At this point she asked to see the psychiatrist. The 
father was still unable to accept retardation of his 
son. 

The recommendation of the psychiatrist at that time 
was that eventually he be accepted in a state school. 
The social worker was able to discuss placement with 
the mother. At this time the mother discussed her 
guilt feelings and anxiety about having a mentally 
deficient son and her hostility toward her parents­
in-law. The social worker was accepting these feel­
ings and could be reassuring. 

Comment. In this case of mental deficiency the task of the 

social worker was mainly a supportive one. This case was 

complicated by the mother's insecurity in a foreign country. 

The social worker by making the home visits and re-

porting back to the psychiatrist was able to avoid the up-

setting experience of coming to the hospital for the mother. 

The fact that the parents lived later on in their own 

house had much to do with the change of attitude in the fam-

ily. There was much less anxiety in the mother, as she did 

not have to live with her in-laws, whom she felt to be over-

concerned about the boy. The fact that the student social 

worker could write in the mother's native tongue also made 

her more ready to accept a visit and feel secure with her. 

This case was first referred in the summer of 1949 and the 

last visit was made in May, 1950. Acceptance of mother by 

social worker had made her less frightened of the psychiatr~. 

Through his recommendation of sending David to a state school 
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she was able to release her emotions. In the course of the 

treatment, she had gained some insight into her own feelin gs. 

\ 



--

CHAJTER V 

Sill~ARY AND CONCLUSIONS 

An attempt is made in this study to evaluate the 

role of the social worker in the Boston Floating Hospital, 

as reaected in twenty-four cases which were taken from the 

files. Before this evaluation can be made, it must be re-

membered that all cases treated are, or have been, in-

patients at some time at the hospital. As was stated in 

the first and third chapters, hospitalization has a specific 

meaning for the sick child with which the members of the 

staff have to deal. If the child comes from a secure en-

vironment, he and his parents will not be unduly upset by 

this new experience, but in seneral will be able to see the 

hospitalization in its real significance. On the other hand, 

the experienced starf members will be able to notice by 

means of the child's behavior if the relationships between 

the parents and the child have been distorted. 

The reasons for referral to the hospital have been 

discussed, and also the causes for the child's illness. 

In relation to these factors the role of the social worker 

as member of the psychiatric team in treatment was noted. 

It has been found that nineteen of the twenty-four 

cases studied were referred to social service because there 

was a disturbance in the relationship in the family. In 
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six cases there was over-anxiety on the part of the parents 

because of the diagnosis of the child's illness. In thirteen 

cases the child's symptoms were caused by the family back- I, 

ground and home environment. The remaining five cases were 

those of mentally deficient children in which the social 

worker has to deal with guilt and anxiety feelings in the 

parents. 

It has been noted that very little psychotherapy 

was done with the children themselves, yet it must be re-

membered that the psychiatric unit has a playroom program 

for all inpatients who are well enough to get out of bed 

and for some patients who are still followed on an ambulatory 

basis. Besides being observed by a skilled nursery school 

teacher in this setting they learn to modify their behavior 

and adapt themselves socially. 

A function the social worker has in every case re-

ferred to her is that of making a social diagnosis in order 

to aid the psychiatrist and the physician in gaining a 

clearer picture of the situation. The social history which 

is taken by the social worker combined with the physical 

findings, the mental tests, and the psychiatrist's interview 

with the child and with the parents will enable them to make 

their diagnoses and recommend a course of treatment. In 

general, when a child is in the hospital, the parents are 



willing to give information eagerly as they are anxious be­

cause of their child's illness. The first interview can be 

utilized therapeutically by the social worker in order to 

relieve the parent's anxiety regarding the illness or treat­

ment of the child. As is seen in some of the cases studied 

the taking of a social history mi ght be the only function of 

the social worker, as further treatment is not indicated. Or 

in other oases not possible because of the great distance in 

which the patient lives from the hospital or because of re­

sistance on the part of the parents. 

Therapeutically the social worker has the following 

functions: referral to community agencies, direct casework 

with the parents of two kinds, supportive and interpretative; 

and interpretation to persons in the community working with 

the patient. In the twenty-four cases studied it has been 

found that in order to treat a patient often several community 

agencies have to cooperate. This was best illustrated in the 

case of Arthur (Case I), where the Family Society, the Public 

Welfare, the Convalescent Home and the Camp all cooperated 

towards Arthur's better adjustment. The social worker at the 

Boston Floating Hospital acts as a central agent in such a 

case in interpreting the problem to the different agencies 

on the one hand, and on the other hand she has to discuss 

with the parents referral to these agencies and what it will 
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mean to them. 

Direct casework with the parents is difficult to 

separate from the other functions of the social worker, as 

doing 11direct casework" is in most cases interrelated also 

with history taking and referral. It is difficult to draw 

a line between supportive casework and interpretative case-

work, as in most cases these two skills will be interwoven. 

This is illustrated in the case of John (Case IV) where the 

social worker, through doing supportive casework, enabled 

the mother to gain insight into her relationship with John. 

A skill used by the social worker in this setting is 

that of doing casework by letter. Often the patient comes 

from another state, yet he is still followed by the Boston 

Floating Hospital. This method has many possibilities, de­

pending on the facility of expressing his idea in writing. 

This letter by the parent combined with comment from the 

social worker constitutes together the insight in the relation­

ship needed. 

In general the psychiatrist's recommendations are 

followed. In some cases the parents are resistant towards 

further treatment. In other cases the distance might be 

too great, as in the case of RoeJ9r (Case VII). Of great 

importance also is interpretation by the social worker of the 

case to other people in the community who are working with 
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the patient, such as school teachers and ministers. These 

people will often prove to be a great support in the treat-

ment of the patient. 

Cone lusions. The social worker in the Boston Floating Hosp-

ital meets many different problems of illness, of behavior 

problems of mental deficiency, each of which she has to treat 

individually. As well as being a medical social worker, she 

is also part of a psychiatric team. Of great importance is 

the fact that the social worker enters into the case at the 

crucial point when the child is ill and when the parents 

generally are concerned about the child's wellbeing. The 

cases are varied according to their diagnoses, yet all of 

them require emotional adjustment of the child towards ita 

environment, and insight of the parents into the personality 

of the child and their relationship with the child. Often 

other community agencies have to be brought in in order to 

accomplish these goals. 

Ideally each patient in the hospital should ~t a 

psychiatric evaluation as a routine. That would mean a 

contact of the social worker with all parents in order to 

take a social history and discover any problems, emotional 

or otherwise. That would possibly mean referral of more 

patients to other agencies and further casework with more 



families. 

The present setup with a consulting psychiatrist, 

only in the agency f or one and a half day, and only one 

employed social worker, does not provide such an intensive 

program. Only the patients who need psychiatric treatment 

or support f rom the social worker very obviously are treated 

that way. 

The conditions described in this study appear to 

indicate that a program which covers every child admitted 

to the hospital is needed. To do t his, the community must 

somehow be made aware of the importance to everyone of a 

program in ~he Boston Floating Hospital, which deals with 

every child adequately. 

Approved 

~I( a___:::t::_ 
Richard K. Conant 

Dean 
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