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Know then thyself, presume not God to scan;
The proper study of mankind is man.

Pope: Essay on Man (Epistle II).

THE place of the physician in the community
has been fixed by long years of tradition. In

primitive society, and in remote history, he was

a sort of conjurer or magician called upon in times
of great calamity or dire distress as an intermedi-
ary between the supernatural and the natural. He
has developed throughout history, oftentimes some-
what ahead of contemporary civilization, and has
emerged from the realms of magic, superstition,
conjecture and belief, largely through the chan-
nels of biology, until today he stands as the ex-

ponent of the scientific method as related to hu-
man welfare. For many years, through the ever-

unfolding knowledge of anatomy, physiology and
pharmacology, he sought to alleviate suffering
by treating the ills with which he found his pa-
tients afflicted. His task had largely to do with
the treatment of individuals. As medicine took
on more and more of a scientific aspect, it is only
natural that there should have developed special
interests, and thus we find certain physicians whose
propensities led them to devote their lives more

and more to research and scholarship; they have
tended to associate themselves with medical schools.
Others very early saw a gain to human welfare
in preventive medicine; they therefore occupied
themselves in developing the field of sanitation and
have tended to occupy posts in the public service.
Still the great mass of physicians plied their trade
by ministering to the suffering of afflicted indi-
viduals.
Latterly, throughout the field of science there has

been a great interest in chemistry. The clearer
understanding of certain physiologic and pathologic
processes through chemical research, together with
the remarkable advance in chemotherapy, has
tended to put chemistry very much in the fore-
ground, to the great good of individual sick per-
sons, as well as to society at large. Likewise,
through the development of anesthesia and asepsis
the field of surgery has grown to a degree of per-
fection and usefulness beyond the dreams of the
most enthusiastic but a few years ago. Let us

hope, indeed we may expect, that medical scholar-
ship, as exemplified in the schools, will continue
to develop. Certainly the greater and greater par-
ticipation by governmental departments in sani-
tary science and preventive medicine carries great
promise, while spécifie therapy and surgery show
no evidence of a slackening pace.
Yet man does not live in a vacuum. He has,

as Cannon1 has so ably pointed out, an internal
and an external environment. He is a reacting
organism continually played upon by environ-
mental stimuli, and his social status has many
important medical implications.
Slightly less than two hundred years ago, a

wave of humanitarianism came upon Western
civilization. Ruthless, predatory man paused for
a moment in his egotistic career and cast a pitying
glance at his less fortunate brother. He found a

substantial component of human society utterly
degraded, the depths of degradation being ex-

pressed by the jail, the poorhouse and the asylum.
Strong hearts and courageous souls sought to allevi-
ate the condition of these persons, and substantial
progress was made through the improvement of
public institutions. Very early there appeared an

important medical component in this undertaking,
and doctors were frequently found in positions

*The Annual Discourse, delivered at the annual meeting of the Massa-
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of leadership in this field of human endeavor.
At first expressed through better sanitation, more
humane treatment and better care of the sick,
this medical interest gradually became focused on

Figure 1.
A community of pines, showing a homogeneous appearance.

the personalities of the individuals and their be-
havior in society. From this lowly origin has
developed the specialty of psychiatry, and we now
think of many of these submerged persons in
terms of mental disease, defect or peculiarity.

Figure 2.
A closer view of the pine community, showing an inequality of growth.

The study of these patients by modern technics
of physical examination reveals very little. Nor
were the majority of their ills capable of attack
by either specific therapy or surgery. It was soon
found that a study of the organism was quite in-

complete without a knowledge of the situation in
which it was placed. Psychiatry has accordingly
tended to some extent to be a bridge over which
medicine has passed into the social sciences. Many

of the data of the social sciences were found to be
quite sterile so far as their biologic content was

concerned, but gradually there has developed in
the fields of sociology, psychology and psychiatry
a meeting point in the behavior of the individual,

and a concern over the situation in which he is
placed.
If the problems of medicine are fundamentally

biologic, it is important as a means of gaining
perspective that the elementary principles of liv-
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ing matter be known, and that natural law be
kept continually in mind. It is perhaps well to
begin our study with some simpler form of life.
The pine tree may be taken as an example. If
we view a community of pines from a distance, the
whole group appears to be a homogeneous mass

of verdure, but if we examine it more closely
we find it to be made up of individual trees. The
most superficial scrutiny shows a gross dispropor-
tion in the growth of these trees. Some appear to
be sturdier and healthier than their comrades.
Their growth has been greater, and they obvi-
ously get more sunlight from the air and water

Figure 3.
A crowd of people, showing homogeneity.

from the ground than their less fortunate fellows.
The stronger ones grow to the hurt and even to
the death of surrounding trees. Yet we do not
express this greater growth in teleological termi-
nology, or impute hostile motives to the more

successful tree. We speak of the survival of the
fittest, but do not imply a conscious attempt to
destroy one another. This condition can better
be expressed in functional terms, as follows: There
is a propensity on the part of all trees to grow,
and it is a function of certain elements in the
trees to get all the sun and water that they can.

As a result of the carrying out of this function,
growth takes place. The better endowed trees

prosper disproportionately. The effect on the other
trees is secondary and incidental. Whether we

subscribe to Darwin's2 evolutionary theory of a

constant betterment in nature, to Spengler's3 the-
ory of a rhythmic rise and fall for better or worse

or to Sorokin's4 concept of a cycle of cultures is
not important. Throughout Nature there is a

tendency on the part of organisms to develop and
grow. I take it that no one will dispute the con-
tention that this principle applies to man as well
as to pine trees. Yet, when we study the pine
tree our attitude is relatively dispassionate and
correspondingly less biased, whereas the study of
man immediately involves the operation of factors
not present when judging the rest of Nature.
Among these factors are the ethical, humanitarian
and moral. Nevertheless, this does not invalidate
the principle of Darwin's law of the survival of

the fittest. It is natural for man to grow. There
are elements in his make-up that function to get
the wherewithal by which growth takes place.
The hurt, if any, to other elements in society is
secondary and incidental. The growth of cer-

tain persons is bound to be greater than that of
others. However this may be, it is a fact that
the operation of natural law is as if the conduct
of the individual in relation to others were pur-
poseful. The selfish and predatory man operates
in society as if he were determined to dominate
his fellows, and, in certain cases, to destroy them.
For this reason, social engineers must take cogni-
zance of the hurt, if any, done to society by the
unrestrained operation of natural propensities in
superior individuals. Likewise, it must take cog-
nizance of the frailty, folly and incapacity of
others who, though not purposely trying to destroy
themselves, act as if such were their purpose.
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One fundamental difference between the pine
tree and the human being is the effect of growth
by the individual on its fellows. With the pine
tree, although the community may offer more or
less mutual aid through soil conditioning, protec-
tion from hurricanes and otherwise, this is not so
pronounced as in the human being. Ordinarily,
where the human being grows to great stature he
provides opportunities for similar, even though
less extensive, growth on the part of many asso-

Figure 4.
A closer view, showing individual differences.

ciates. In fact, the less capable people are often
quite dependent for their status on the initiative,
energy and creative genius of those who are su-

perior. When this is done with candor, good faith
and fairness, the superior persons may be said to
be performing a service to their less well-endowed
associates. On the other hand, there is a line be-
yond which this becomes a disservice and is called
exploit. Veblen5 designates the means of exploit
as force and fraud. If we accept this definition,
any use of another's talents that embodies force
or fraud is exploit and may be considered a dis-
service. Obviously, if the government essays to

referee our mutual relations, the latter is the field in
which it should operate, always being careful not
to apply the police technics used to curb exploit
for the purpose of interfering with real service.
Whether or not the employment of one person
by another is service or exploit is a delicate ques-
tion. Attempts have been made to define it on
the basis of wages and hours of work. In actual
practice this may have very little to do with de-
termining the distinction. Employment of a handi-

capped person at a low wage may be a great
service to both the individual and the community.
If this same type of scrutiny is applied to so-

ciety, in the mass, human beings appear to be
very much the same. Their basic physiologic
striving is identical, and we often speak of so-

ciety as if it were a homogeneous mass of identical
individuals. Here again closer scrutiny shows a

stratification. By whatever standard we measure

individuals, whether political, economic or social,
each falls in a rather definite place in a great
social hierarchy. According to Sorokin" this is true
of every society that has been the object of scrutiny.
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Leveling processes have been tried from time
to time, but have always ended in disaster. Sorokin
speaks of the social structure as a cone, the profile
of which, although it fluctuates somewhat from
time to time, tends to be the same. During good
times, the rich grow richer, but every element
of the cone shows a similar benefit. The general
character of the cone remains about the same.

Again, if we scrutinize this social mass we note
a constant mobility. That is, we find a tendency
on the part of certain organisms to grow out of
proportion to certain other elements and to rise
to a higher and higher level. Certain other ele-
ments either remain stationary or tend to settle
out, forming a vast sediment of relative immobility

Figure 5.
This Cone of Life shows the relatively greater num-

bers in the lower registers, and the general mobility
of the mass of the cone, with a settling out of the more
seriously handicapped into the lower stratums.

at the lower levels. To be sure, certain persons,
through the wisdom of trustees, are able to remain
more or less immobile in the upper stratums for a
while, but a constant tendency is found to revert
ultimately to lower levels.
Much might be said concerning the factors mak-

ing for growth. A superficial study of those ele-
ments tending to rise seems to indicate the presence
of such attributes as strength, intelligence, industry
and virtue. Perhaps the generation of energy on
the part of the individual is of first importance.
If we break down the behavior of the individual
into its elementary dynamics we find first a striv-
ing on the physiologic level. This has to do with
the basic and more or less automatic factors in
life. These are carried out quite unconsciously
and, of course, are purely selfish. To a lesser ex-
tent, human behavior is conditioned by social pres-
sure. Such factors as morality, prudence and

cautiousness tend to be in this social category, and,
therefore, are to quite an extent dependent on in-
doctrination. Lastly, a greater or less amount of
intellectual guidance tends to modify and direct the
operation of the two former forces. Here again,
people differ in the basic physiologic drives im-

Inlelligence

Social Pressure

Physiological
Drives

MOTIVATION

Figure 6.
The driving forces behind human behavior are the

automatic or physiologic instincts varying with indi-
viduals; the sociologie component is that part of human
behavior which responds to social pressure and hence
is subject to indoctrination; and last, if not least, is the
intellectual force.

pelling them forward. They also differ in their
responsiveness to social pressure, and, lastly, they
vary tremendously in intellectual equipment.
There is still much work to be done in under-

standing the factors of social mobility, but it is
possible to study the composition of the relatively
immobile sedimentary elements in society because
such persons tend to come under public scrutiny,
and their misfortunes become matters of public
record. A gross-specimen view seems to indicate
an almost pure culture of social disease at the base
of the social cone. They have been classified by
state departments and institutions through the ad-
ministrative officers of society as the sick, the poor
and the bad. It is true that we find sickness,
poverty and crime throughout the whole of so-
ciety. The sediment differs largely in that it is
quite a pure culture of these evidences of social
sickness. If we examine these categories a little
closer we find a marked degree of overlapping
among them. The sick are often impoverished,7-9
the poor are often bad, and vice versa. I have
been told that 68 per cent of the people admitted
to a large poorhouse had previously been in jail.
Large percentages of criminals are known to
have ill health, and the whole realm of disease
is often closely related to the other disabilities.
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Until recently a large municipal hospital would
not accept cases of venereal disease to its wards.
So that all we can say of these three groups is
that certain individuals are preponderantly sick,
and, therefore, their illness is what calls for first
attention. The others are preponderantly poor
or bad. In the field of etiology, their difficulties

Aauit
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Figure 7.
This diagram shows the chronologic application of

the forces indicated in Figure 6. The physiologic in-
stinct is more overwhelming in childhood, and the
problem of training young children has largely to do
with conditioning physiologic responses. The later
period of school is the time for indoctrination and the
application of social pressures. A period of chaos is
indicated during the turmoil of adolescence. Lastly,
during adult life the intellect is supposed to take over
more or less direction of these earlier basic factors.

appear to spring from the same sources. They
all tend to be handicapped, each one with a large
medical component. Therefore, it seems axiomatic
that medicine cannot serve with maximum social
benefit without taking cognizance of these mat-
ters. Furthermore, the terms sick, poor and bad
are all relative. We can represent their degree
as with a thermometer. At the top it is generally
recognized as hot, at the bottom as cold, and yet
the exact position where cold ceases and hot be-
gins is relative. If one goes from a room with
a temperature of twenty into a room at fifty, he
says it is warm. Yet if he had previously been
in a room with a temperature of seventy, it would
seem cold. Likewise, there is no level at which
one may be said to be good or bad, rich or poor,
well or sick. For this reason it would seem
fallacious to be too arbitrary in setting standards.
A person with psoriasis may be said to have a

chronic, incurable disease, yet he may suffer very
little disability from it. Similar observations might
be made concerning the poor and the bad.
The number of dependents in a community is

a variable that fluctuates between certain levels.
Under natural law, during prosperous times, all
stratums of society are benefited, even the in-
sane. Likewise, during bad times all suffer. Those
at the upper levels, of course, have more fat on
which to live, and, therefore, suffer less in the
essential matters. Bad times usually lead to reme-
dial efforts on the part of society to alleviate the
suffering of those whose situation is most des-
perate. Although in theory, the roof of the relief
load is governed by the necessities of the indi-
vidual, in practice, dependency is artificially ex-

panded. The tendency to exploit is not peculiar
to any class of people, but is a component of every
person. Normally, during hard times, social ne-
cessity creates a pressure, which induces the less
well endowed to work harder at longer hours and
lower wages. It may be well for government act-
ing as a referee to see to it that such persons are

not exploited by their stronger fellows. How-
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Figure 8.
Heat and cold are variables, and there is no point

where one can arbitrarily divide temperature sense-

into hot or cold. Likewise, health and economic and
moral statuses are variables for which it is difficult
or impossible to set arbitrary standards.

ever, if such attempts, carried out horizontally, are
too beneficent, there is apparently no limit to the
rising height of the relief load. When the relief
load becomes large enough, it too becomes the ob-
ject of exploit by politicians, social workers and
government officials. The politician exploits the
distress of these people for purposes of votes, the
social worker and government official because the
size of their jobs tends to enhance their prestige
as well as to increase their salaries. Incidentally,
the same factor of growth enters this situation
if those having charge of dependent groups hap-
pen to be successful promoters, and the growth
of the individual and of the problem takes place
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pari passu. Furthermore, there is some ground
to believe that it is futile to set an arbitrary stand-
ard of living. In fact, the use of the word "stand-
ard" is unjustified. There can be an average
level of living, but there can be no standard arbi-
trarily set because of individual differences. What
seems a pittance to one man is like a fortune to
another. There has recently appeared a discus-
sion of this problem in which it was stated that 66
per cent of the population were living on a sub-
standard basis.10 This is like saying that the aver-
age is below the average. It may be a mistaken
kindness on the part of those in the upper level
to set the satisfactory level of living at a point
higher than that at which 66 per cent of the peo-
ple can sustain themselves. Furthermore, this im-
mediately provokes the question: Can a minority
of the people sustain a majority at a level of living
higher than they are able and willing to sustain
themselves? If the answer to this question is, Yes,
another question is immediately provoked. How
small a minority of the people can sustain how

Table 1. Groups of Handicapped People in Massachusetts.

Classification No. of Persons
Population of Massachusetts (1940). 4,316,721
Aided by private charity. 1,743,863
Aided by State and towns. 631,556
Aided by Boston Community Chest (1940). 400.000
Employed byWPA. 82,000
Arrests(1939). 209,343
Admitted to penal institutions (1938). 15,000
Under care of Veterans' Bureau (1940). 17.104
Under cart of Department of Mental Health (1940).

. .

26,000
Estimated incidence of feeblemindedness (2 per cent)

. .

86,000
Estimated sick with chronic disease. 500,000
Estimated disabling physical defects (3.1 per cent).... 124,000
Admissions to hospitals (1940). 424,951

large a majority at a level higher than they are

willing and able to sustain themselves? To be
sure, this seems simple enough to the levelers
through the field of taxation. However, in the
imperfect state of the human mind at the present
time, it appears that there is a point in taxation
for the purpose of assisting the less well endowed
at which the better endowed is discouraged or, at
any rate, deterred and inhibited in his capacity
to grow, thus invoking the law of diminishing
returns. Society cannot lift itself by the boot
straps any more than the individual can.
To present more specifically the problem of med-

icine concerning these matters, it seems appro-
priate to break the groups down further and set
them up in new categories as follows: the child;
the aged; handicapped classes; the insane; the
feebleminded; the neurotic; the disordered person-
alities; drug and alcohol addicts; and the physically
diseased.

The Child
The child is a relatively helpless person. Wher-

ever evidence of social disease is found, there is
always an excess of children. The law does not
recognize the child as legally competent until he
is twenty-one years old. He cannot vote, hold
title to real estate, inherit property, incur debts
or marry. Thus, we have the traditional depend-
ence and incapacity of the child, and among the
first efforts in the field of social welfare were

attempts to protect children.
Population studies11 estimate about 35 per cent

of the inhabitants of Massachusetts as under twen-
ty-one years of age. This would place the num-
ber at approximately one and a half million.
General health measures appear to be fairly well
organized, and tremendous strides have been made
in control of infectious disease. However, there
are social responsibilities that it is imperative to

recognize in connection with children. Some have
competent but many have incompetent parents.
The doctor certainly has responsibility in this
field. In the first place, he brings the child into
the world. He treats the various ills to which chil-
dren are peculiarly susceptible, and, in matters
of nutrition and growth, he takes the initiative
and leadership, frequently being obliged to hold
parents to their task. In the field of immuniza-
tion the individual doctor has not taken so much
initiative as might be desired. Who could better
participate in the education and training of the
child than the one who has had so much to do
with the other phases of his upbringing? There
is a tendency on the part of parents to make pets
of their children, and to be lax in the discipli-
nary requirements of their training. The devel-
opment of inferiority and paranoid reactions may
well be the result of parental bias and leads to

unhealthy attitudes of mind.12 Thorn13 has many
times shown the relation between faulty habits
in young children and later maladaptations. So
much has been said concerning this matter that
it hardly seems necessary to reiterate. Further-
more, from time immemorial the minds of young
people have been prepared for the struggles and
vicissitudes of adult life by the promulgation of
certain attitudes. The competitive elements in
school marks, organized play and other attain-
ments may be used in such a way as to be very
helpful, or they may be exploited to the injury
of growing children. The doctor should not as-
sume these tasks alone, but should do his share
along with parents, religionists and teachers.14 For-
tunately, the majority of children are only tem-

porarily incapacitated, for, with the development
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of maturity, they soon emerge from the sedi-
mentary stratum and take their place at whatever
level in the social scale their capacity to grow
places them.

The Aged
At the end of the scale we have the aged. Much

has been written and said concerning the ever-

increasing number of the aged. It is estimated
that at the present time about 8 per cent of the
population is over sixty years of age.12 This gives
a population of approximately 350,000 old people
in Massachusetts. We do not know how many
of these are dependent or what they are doing.
Some 80,000 are receiving old-age assistance, and
the number is increasing each year. Many new
bills are before the Legislature to lower the age
of eligibility and to increase the amount paid to
each person. Much that has been said concerning
the situation of the child might apply with equal
appropriateness to the aged. Likewise, conditions
make it increasingly difficult for the aged to sup-
port themselves in ordinary competition with
young, vigorous persons. They are more suscep-
tible to illness, probably more prone to accident,
and in many ways a greater liability than younger
people. The grant of a special form of relief to
the aged has tended to weaken the pressure on

children to care for their parents, and has like-
wise reduced the incentive on the part of the older
persons to carry on. Innumerable private insti-
tutions have grown up depending on the helpless-
ness of these aged persons for their support. They
are also particularly vulnerable to exploit.
Medicine must shoulder its share of the respon-

sibility for the care of this group, and should
furnish leadership in the field of social engineer-
ing as applied to the aged. Obviously, if they were
all pensioned, the cost would be almost prohibi-
tive. It also seems true that the vast majority
of older persons would be happier pursuing some

gainful occupation, and maintaining thereby their
self-respect and dignity. There is a great dis-
proportion between chronologic and physiologic
age about which more should be known. Cer-
tainly a program for aged persons, preventing the
indignities and deprivations of neglect, guarding
against exploitation, and yet giving them an op-
portunity for a full, satisfying life commensurate
with their abilities, needs the medical profession
badly. The beginning of a specialty of geriatrics
augurs well for the future.10 When an aged per-
son is found in the sedimentary zone of society
he is usually there for good, and most of the aged
grow increasingly unable to support themselves
at levels above dependency.

Handicapped Classes

There are many groups in our society against
whom great odds are arrayed.
Approximately half the population of Massachu-

setts is female. Ordinarily, but 25 per cent pursue
gainful occupations.16 They are susceptible to cer-
tain disabilities not common to males. When
they work they receive a smaller salary, and are
still quite dependent on male initiative to keep
their status in society. For this reason, the ca-

pacity of the female to grow is limited as com-

pared with the male, and they are therefore found
in certain dependent positions out of proportion
to their occurrence in society. This has been rec-

ognized by the provision for mothers' aid.
More than half the population of Massachusetts

are foreign born. Coming to our shores from a

foreign land has been a great stimulus to cer-

tain persons. By hard work, long hours and low
wages they have advanced their status till at the
present moment our colleges are literally over-

flowing with the children of immigrants. Alas,
so are our prisons.17 Here again, competition is
not even. The foreign born tend to receive lower
wages than the American born and have less
education. They are found out of proportion to
their incidence in society in prisons, hospitals and
poorhouses. An equal degree of success by a

foreign-born person means greater ability, strength
or industry. When they fail, they lack the re-

sources to carry on and are consequently found
in a sedimentary nonmobile stratum in excess to

native born.
The Negro, largely by virtue of the amount of

pigment in his skin, is a handicapped person in
our state. When 25.9 per cent of the native white
population of Massachusetts were unemployed, 33.9
per cent of the Negroes were out of work.18 They
are found in hospitals and other institutions out
of proportion to their incidence in society. Of a
certain class of criminals admitted to the Charles-
town State Prison, 10 per cent are colored, whereas
their incidence in the general population of the
state is but slightly over 1 per cent.19 This tends
to place them at a lower level in society, to con-
centrate them in squalid districts, and thus in-
creases their susceptibility to poverty, disease and
vice.20
Good social engineering on the part of the medi-

cal profession cannot equalize the opportunity for
all, but it can recognize the situation and do its
part toward a rational program for prevention
and cure.
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The Insane

Nobody knows how many insane there are. The
only figures we have are state hospital admissions,
but there is ample evidence of the wide distribu-
tion of mental disease throughout all stratums
of society. Those of us who are practicing psy-
chiatry in the city, and attending large clinics,
are in daily contact with a considerable number
of persons with definite mental disease, yet of such
a nature that their families are able to care for
them. This applies particularly to the aged and
to persons with mild depressive psychoses. Many
of the inmates of nursing homes and sanatoriums
are technically insane, although not carried on the
books as such.
In the early days of our state-hospital system,

a hope was set forth that, if persons with mental
disease could be brought in earlier and would stay
longer, as high as 84 per cent of them could be
cured.21 Upon this hope, to some extent, the
state hospital system has developed until we now
have approximately 30,000 under care in Massa-
chusetts. Some have recoverable diseases, and their
ultimate discharge can be predicted at the time
of admission, but with the vast majority we are

dealing with deteriorating processes, and they are

looked on largely as problems for custodial care.
Once the burden has been lifted, the family is
very loath to assume it again. The only limit
to the state hospital load up to the present time
is the number of beds available.
This problem first of all calls for investigation.

Already there appears to be some diminution in
the number of persons developing mental disease
because of syphilis, but this barely touches the sur-
face. The state-hospital system has already been
expanded to a point where great resistance toward
its further extension is met from tax-minded peo-
ple. It has been suggested that a considerable
number of inmates at present in state hospitals
could be cared for in the community under proper
supervision.22 For a number of years people have
been encouraged, and almost exhorted, to send
patients to hospitals for mental disease early. Per-
haps we are reaching a stage where some selec-
tion must be made, and the medical profession
must equip itself to supervise intelligently large
numbers of persons with mental disease in the
homes of the community. It is obvious that the
vast majority of persons with frank mental dis-
ease are thoroughly disabled and bound to be in
the sedimentary stratum of society.

The Feebleminded
Certain children do not develop intellectually

and are called feebleminded. There may be some

debate as to exactly the level of intelligence that
should stamp one as feebleminded, but the help-
lessness of this group is universally recognized.
Conservative estimates place the number of feeble-
minded in Massachusetts as around 2 per cent.
If this is true, there are at least 86,000 feeble-
minded in Massachusetts. Approximately 5000 of
these are in institutions for the feebleminded. One
hundred years ago, a beginning was made toward
training the feebleminded, the idea being that
with special training they would develop and take
their place as normal citizens. Unfortunately, this
fond hope has not been realized. The number in
the institutions, as set forth in a recent study,23
indicates an ever-increasing age and a diminished
discharge rate. At the present time 57 per cent
of the population of the schools are over twenty
years of age, that is, beyond the age at which
education is usually successful even in healthy per-
sons. This report, which is the latest statement
concerning the problem of the feebleminded in
Massachusetts, makes no attempt to solve it but
ends with a fervent plea for one more institution.
If the proponents of this measure should be suc-
cessful, the total result would be that instead of
their being 81,000 feebleminded abroad in the com-
munity, there would be 79,000. This does not
seem a sufficient end. Here is a challenge to the
medical profession. At the present moment, we
have little to offer between 100 per cent incarcera-
tion in a school for the feebleminded and 100 per
cent neglect in the community.
Although the general helplessness of the feeble-

minded is recognized, they are held up to many
responsibilities. They are entitled to vote and to

buy liquor, and are called on to support them-
selves. The average doctor pays little attention
to this group. There are some whose parents are

thoroughly competent and able to protect and
provide for them, but the vast majority are
turned loose and do much to augment our so-
cial perplexities. The number of feebleminded
in jails, poorhouses and hospitals is proportion-
ately large. When the physician is consulted, he
shakes his head, speaks vaguely of the state schools
and their overcrowding, and often has little more
to offer.
Now there is a level at which many of the

feebleminded can lead independent lives.2'1,25 In
fact, of all those discharged from the state schools
15 per cent are considered capable of self-support,
and 14 per cent are capable of partial self-support.
Perhaps, the group sent to the school tend to be
the more troublesome cases.
Certain developments in society during the past

few years have made it increasingly difficult for
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handicapped persons to pursue gainful occupa-
tions. These militate particularly against the feeble-
minded, and may therefore be discussed here. In
the first place, the change from an agratian and
rural to an urban community presents problems.
Eighty-nine per cent of the population of Massa-
chusetts now dwells in cities. The transition
from large, independent households to tenement
dwellers makes it increasingly difficult for a fam-
ily to develop the talents of a feebleminded per-
son, and especially, the field for productive labor
on the family farm is well-nigh closed. Likewise,
the control of certain people by workers' organiza-
tions tends to exclude the feebleminded and other
handicapped persons. Again, the setting of a min-
imum wage tends to exclude those who are not

competent to earn that wage.
To raise the standard of living of certain of the

lower stratums of society, ignoring the element of
handicap among such persons, minimum-wage
laws have been set up. It has been perhaps rather
naively hypothecated that if a minimum wage
was set in an industry the lower elements in
society would be more or less automatically in-
troduced to a higher scale of living. I have been
unable to procure extensive data on this matter,
which would seem to be elementary, and yet there
is some reason to suppose that the setting of a

minimum wage automatically discharges those per-
sons who are not competent to earn this wage,
thereby lowering their scale of living

—

in fact,
reducing them to a welfare level, the jobs at higher
wages being taken by persons coming in from
horizontal positions who are capable of earning
this wage. This is an example of an attempt to
solve a social problem on theoretical grounds
without adequate preliminary research. Lastly,
the carrying of insurance against industrial acci-
dents has led to a medical examination of appli-
cants for jobs, and thereby tends to exclude any
who may be considered accident prone. All these
things have limited the fields of endeavor open to
handicapped persons, especially the feebleminded.
The medical profession should furnish leader-

ship in providing for the approximate 80,000 non-
institutionalized feebleminded. Obviously, it is
futile to think of institutional care for this vast

throng for the reasons given above. The feeble-
minded tend to constitute a substantial part of
the immobile elements in society, remaining a

more or less permanent part of the sedimentary
stratum and furnishing more than their share of
disease, poverty and crime.

The Neurotic
Wherever large numbers of sick persons are

found, there is an enormous amount of functional
nervous disease. Estimates in large clinics, and
in general practice, have run as high as 35 percent.26 This group is ill-defined. Gradually
medicine has come to look on their trouble as in
the emotional field, yet they run the gamut of
clinics, have many operations, and are a very great
load on organized medicine. If wealthy, they arereceived enthusiastically by the practicing physi-
cian, but they are looked on with consternation
in the free clinics. Their difficulty is perhaps sit-
uational to some extent, and many of them appear
to be mixed medical and social problems. Wel-
fare lists contain the names of many persons
who at one moment are considered malingerers,
and another as afflicted with some physical disease.
Although many psychologic and physiologic stud-
ies have been made on this group in the last few
years, there are still inadequate data as to the nat-
ural history of such illnesses, and we are still lack-
ing a good statement as to their place in the whole
medical scheme of things. These illnesses tend
to be chronic and disabling, and therefore fre-
quently place their victims in the dependent group-

The Disordered Personalities
This group occupies a vague zone in the social

hierarchy and is still ill-defined by the medical pro-
fession. It has to do with those persons who,
through personal peculiarities, are unable to ad-
just and adapt themselves to the requirements of
society, and so become social problems in one way
or another. The morbidly contentious find it
difficult to obtain employment. They are contin-
ually agitating, and nobody wants them. They
are frequently found on relief, in prisons and
even in hospitals for the insane. The inadequate
personality often gives up without a struggle and
is feebly resistant to alcohol, and the emotionally
unstable are often incapable of sustained produc-
tive effort. This group not only forms an impor-
tant component in definite social disorders, but
makes up a large number of those who are found
in clinics appearing on the surface as neurotic.
Needless to say, many of these persons appear in
the sedimentary stratum.
Psychiatrists have expressed a belief that if these

individuals were properly handled as children-
much of their difficulty in adult life might be
avoided. Whether this is true, experience alone
can tell. Nevertheless, it is true that the under-
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Standing physician who has an attitude of de-
tachment is a great help in handling such cases.
There is a place for each one of these people in
society, if such a place can be found, but with-
out skilled advice and understanding, they form
one of the most turbulent and distressing factions
with which we have to deal. There is no estimate
of their number except to say that it is very large.
One study set the percentage of the inmates of a
large prison to be classified as personality disor-
ders as very high.

Drug and Alcohol Addiction
Addiction to habit-forming drugs, including

alcohol, has long been considered a medical prob-
lem, and, in the past, there have been many pro-
grams under medical stimulus and leadership at-

tempting to attack this problem in an intelligent
way. We have no census of alcoholic patients, but
every index tends to show the load to be tremen-
dous. There are approximately 84,863 arrests in
Massachusetts every year for drunkenness.1'
Thirty-two per cent of the patients admitted to
the state hospitals are said to be intemperate.27
Alcoholism has been shown to be a very large
component in the admissions to the Boston City
Hospital.28
There is no more discouraging problem with

which to deal than that of alcoholism. The police
handle the same cases over and over again. Cer-
tain persons have literally hundreds of sentences
to jails and houses of correction. At the present
moment, although there has been very recently a

vigorous attempt to promote attention to this
group, there is no state-wide program for preven-
tion or cure, nor is there an adequate meeting of
the minds of police, welfare and medical authori-
ties. Quite a bit of the beneficent effort to raise
the level of living of certain of the dependent
groups is almost entirely vitiated through diver-
sion of relief from the home to the saloon.
The drug problem is similar, but, of course,

very much less flagrant. A surprising number of
those who fail to meet their obligations in life are
alcoholic and get into the sedimentary immobile
stratum of society.

The Physically Diseased
I shall not attempt a wide discussion of the so-

cial problems of the physically ill, since much has
been written on this subject of late. There are

many data to indicate a greater incidence of dis-
ease among persons in the low-income groups.
There has been a suggestion from some sources

that ill health is due to inadequate medical care.
This is a glorious tribute to the efficacy of medical

practice, but has little basis in fact. It is well known
that much of the reduction in disease has been
due to sanitary measures, and that a relatively
small amount has been due to curative medicine.
Sanitation is almost entirely, at the present time,
in the hands of the government, and the work of
the practicing physician is largely in the field of
curative medicine. However, there is a social com-
ponent in the realm of physical disease that offers
adventure in a somewhat new field.
It is estimated that 39 per cent of the population

have some form of chronic disease that is disab-
ling.29, 30 Likewise, it is estimated that 3.1 per
cent of the population are crippled to a point of
being disabled.31 Then, the blind and the deaf
should be added to this total. As with the others,
modern social trends have militated against the
possibility that these individuals will sustain them-
selves, and it has tended to make the problem so-
cial as well as medical. The well-known tendency
of certain persons with minor disabilities to ex-

ploit their illness as a means of gain should be
noted. The rehabilitation of disabled persons, the
organization of co-operative workshops where
they may pursue some sort of gainful occupation,
and the breaking down of prejudice, as well as the
keeping up of the morale of handicapped persons,
need medical participation.
One important group is that of the epileptic. It

is estimated that 0.17 per cent of the population
have occasional convulsions. Recent developments
have shown that a large number of epileptics can
be kept symptom-free under medication. The oth-
ers find it difficult to sustain themselves and need
great ingenuity in planning special programs.
The attitude of different persons toward dis-

ease is a well-known variable. One person losing
a phalanx on the fifth finger tends to exploit this
disability and retire from active duty, whereas an-
other person puts off until too long, cutting down
on vigorous effort.

# * *

From the above it would appear that throughout
Nature there is a tendency on the part of indi-
viduals to form themselves into a social hierarchy
according to their capacity. Likewise, there is a

level at which survival is precarious. In human
society, the destruction of the less capable is pre-
vented by the efforts of the more capable. The
least capable are handicapped by sickness, poverty
and vice, and it is the task of organized society
to care for them.
This is, in the main, a clinical problem call-

ing for the use of the scientific method, that is,
the method of diagnosis as a preliminary step to
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treatment. There are extensive and intensive meth-
ods by which the problem can be attacked,
analogous to sanitation and salvage in medicine.
The medical profession has great opportunities as
well as obligations in dealing with these matters
since a professional personnel trained in scientific
methods is available, and since, because of over-
lapping between these groups, it is inevitable that
physicians participate in the solution of these
problems.
520 Commonwealth Avenue
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OBSERVATIONS AND SUGGESTIONS CONCERNING
NEUROPSYCHIATRIC EXAMINATIONS FOR THE ARMY OF

THE UNITED STATES*
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SINCE August 27, 1940, a modified state of na-
tional emergency has existed in the United

States.1 Under the circumstances, it has become
necessary for large numbers of young men to
enter the Army of the United States. All candi-
dates for the Army are subjected to various ex-

aminations to eliminate those who are unfit for
military service. One of the most important of
the examinations is the neuropsychiatrie evalua-
tion of the candidate.

A review of the neuropsychiatrie problems dur-
ing World War I may suggest the magnitude of
the present problem.2-" In 1916, just before the
entry of this country into the war, one tenth of all
discharges from the Regular Army were for neuro-
psychiatrie disorders. This discharge rate was

three times that of the hospital admission rate
of the adult population of New York State for
the same disorders.3 In 1917 and 1918, 3,500,000
soldiers who had been passed by local examin-
ing boards and admitted to the Army subse-
quently underwent special examination. Almost
2 per cent (69,394) of these men were found
to be suffering from neuropsychiatrie disabilities.4
What is more significant is that 96 per cent of
these disabilities were considered to have arisen
not in the line of duty. Available data on 50,000
of these men revealed that 85 per cent began
their neuropsychiatrie disorder at least five years
before entering federal service. Forty per cent

(27,000) were detected during preliminary physi-
cal examinations in the Army after having been
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