


DEPOSITED BY THE F ACUL TY OF 

GRADUATE STUDIES AND RESEARCH 

M~GILL 
UNIVERSITY 

LIBRARY 

' 



McGill University 

THE CONVALESCENT C.ARE OF CHJLDREN 

IN MONTREAL 

A study based on seme phases of the historical 

background of child care, some present concepts, and 

programs of foster convalescent care, the immediate past 

and present situations as regards convalescent care of 

children in Montreal 

A Thesis Submitted to 

The Faculty of Graduate Studies and Research 

In Partial Fulfillment of the Requirements 

for 

The Master's Degree in Social Work 

by 

Mary Constance Fraser 

Montreal, May 1951. 



(ii) 

PREFACE 

The writer wishes to express her 

appreciation to all those who have helped in 

any way wi th this study. Her most grateful 

thanks go to the Montreal Council of Social 

Agencies for the use of the Minutes of the 

Council which pertained to this inquiry, and 

also for their permission to attend the meetings 

of the Committee on Convalescent Care for 

Children in Montrealo To the Committee itself, 

the Children's Memorial Hospital for use of one 

of their records, and to all tbose whose know

ledge and interest have contributed to the 

study, the vœiter acknowledges her debt. 

The author's special thanks are due to 

Mrs. Caroline H. Elledge, and Miss Eva R. YoungeJ 

bath of the McGill School of Social Work, without 

whose guidance and unfailing help, this thesis 

would not have been completed. 



(iii) 

TABLE OF CŒ\iTE:EfTS 

CH.APT.SH PAGE 

I. The Introduction • • • • • • • • • • • • • • • • • • • • • • • 1 

II. Soma Present Concepts in Child 

III. 

c are . . • . . . . • • • • . . . . . • . . . . . . . • . . . . • 8 

T'\'10 Specifie Plans for the Foster 
Care of Convalescent Children • • • • • 28 

IV. A Plan for Fos ter Convalescent 

v. 

VI. 

VII. 

APPEliDIX 

A. 

B. 

C are in Uontreal • • • • • • • • • • • • • • • • • • 41 

Present Facilities and Needs in 
!:fon treal .••.•.•.•..•••......••..•• 

The Committee on Convalescent Care 
for Children in Hontreal •••••••••• 

Findings and Conclusions ••••••••••••••• 

Table I 
Age Grouping of 56 Children in 
Uontrea.l Ueeding Convalescent Care 
from September 1948 to J:.ïay 1949 ••• 

Hospitals Serving Children in 
li ontreal •••••••••••••••••••••••••• 

51 

63 

81 

90 

90 

BIBLIOGfuU:h"Y ••••••• • • •• • • • • • • • • • • • • • • • • • • • • • • • • • 91 



CHAPTER I 

INTRODUCTION 

The words "to convalesce" mean to grow strong again, 

and indicate the slow process by which a patient regains 

strength after an illness. Within the past decades a much 

greater understanding of what is involved in this process 

bas come about largely due to the great strides made in the 

fields of medicine and psychiatry. For convalescence has many 

facets, and is not a mere physical state. It involves the 

whole persan physically, mentally, emotionally and socially, 

and yet convalescence affects avery individual in his own 

peculiar way. Speaking at a Conference on Convalescent 

Care in New York, Dr. Perry Pepper1 put it this way: 

"Convalescence is not a constant nor a single 
-state: it presents many phenomena, many truly 
organic, some psychogenic. We know far too 
little of the organic results of different acute 
processes which persist into convalescence; the 
ideal treatment of convalescence calls for the 
recognition of these deviations from the normal 
and their correction in terms of the individuel." 

Convalescent care is more and more assumed to be a continu-

ing service in which the total needs of the individual are 

taken into consideration. No medical history is complete 

without that of the convalescent period, whether that period 

lnr. o. H. Perry Pepper, "The Physiology and Psy
chology of Convalescence," Convalescent Care, New York, 1940. 
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is spent in the home, in the country, or in a convalescent 

institution. 

When the patient is a child, the process of conva

lescence is infinitely more complicated than for an adult 

patient. A child is growing ~bysically, mentally, and 

emotionally. Thus a period of illness is bound to affect 

this growth process. This also means that illness can have 

profound affects on the development of personality. 

In recent years i .n the field of child care, paedia

tricians, psychologists, psychiatrists, and social workers 

have shown that separation from his family can be a trau

matic experience for any child. This is even more true of 

the sick child. Time has a different meaning for a child 

than it has for an adult, and even a very short separation 

is a long time in his experience. ~us, in spite of its 

temporary nature, convalescent care when undertaken outside 

a child's home, must be considered as a form of child place

ment. Not only the medical factors must be considered, but 

also the individual development of the child from a social 

and emotional point of view. In recent years, a greater 

understanding of the differing needs of the various age groups 

has resulted in a better use of bath toster and institutional 

placements. 

It is the purpose of this study to review seme of 

the modern concepts of child care as they affect convalescence. 

In the light of their varying needs, it is proposed to study 
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the kind of after-care which is thought best for the infant, 

the pre-school child, the school child, and for the adolescent. 

It is proposed to study certain selected programs of toster 

convalescent care in other communities, and to traèe the 

historioal background of convalescent toster care in Montreal 

during the last twenty years. Finally, it is proposed to 

inquire into the present facilities and resources of the city, 

and plans for the future. It is also the purpose of this 

study to consider what kind of over-all program of convalesc

ent care is needed in a large urban centre such as Montreal 

in order that the city may avoid gaps in its services to 

children. 

The convalescent care of its children has long been 

a problem in the large and growing city of Montreal and its 

environs. Events of recent years have served to intensity 

the problem. One great factor has been the rapid indus

trialization in the Province of ~uebec which has made for a 

tremendous influx of population to the cities, and partic-
2 ularly to Montreal. As a consequence, the need tor hospitals 

and allied institutions has far outrun the capacity of 

present facilities for all sections of the population of 

Montreal and of other cities in the province. Since the 

2Population of Montreal in 1901; 325,553: 1921; 
618,505: 1931; 818,577: 194l,i 903,007: and in.metropolitan 
area of Montreal in 1931; l 1 02v,l58: 1941; 1,139,921. 
Dominion Bureau of statistics. The Canada Year Book, 1950. 
Po 149. 
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war, crowded hospitals with waiting lists running into the 

hundredsbave made the problem of convalescent care a vital one. 

An increasing realization of the gaps that exist in the 

present convalescent services to children in Montreal led 

interested citizens to form a Committee3 to study the place

ment needs of handicapped children. This Committee was set 

up under the auspices of the Montreal Council of Social Agen

oies in 1949, and it is representative of the French and 

English speaking Catholic groups, as well as the Protestant 

and Jewish groups. The chairman of this Committee is the 

Director of the Social Service Department of the Children's 
4 

Memorial Hospital. Also within the last year, the attention 

of the public in Montreal has been drawn to the needs of 

convalescent children by the appeal of the Julius Richardson 

Convalescent Hospital for funds to build a new and larger 

plant in place of the present inadequate one. 

In her field work at the Children's Memorial Hospital, 

the writer bas had the opportunity to study at first band 

sorne of the difficulties of finding convalescent placement 

for children whose homes were unsuitable for economie, 

social or emotional reasons to provide the necessary care 

within the home itself. While soma of these children could 

3The Committee on Convalescent Care for Children in 
Montreal, hereafter referred to in this study as "The Com
mittee." 

4:Mrs. Christina James. 



be taken care of at the Julius Richardson Convalescent 

Hospital, there were many who by reason of age or medical 

condition needed either toster care, or certain treatments 

that were not avallable in that institution. For these 

reasons, then, a study seemed relevant of the convalescent 

care of children in Montreal wi thin recent years. A study 

of the present resources, and the plans for the future in 

the light of current thought also seemed pertinent. 

The scope of this study has been confined to the 

consideration of convalescent care for children who are 

recovering from acute illness, and who need only short term 

or temporary placement. The historical background bas been 

limited to the past twenty years as it was in the early 

'thirties that the tirst study of the toster care of infants 

was undertaken in Montreal and a plan for their care evolved. 

The evolution of present day concepts in child care is dis

cussed with particular reference to convalescent toster and 

institutional care. From the point of view of organization 

and philosophy, two specifie programs of foster convalescent 

care have been considered, namely, the Speedwell Plan of 

New York, and that of the Children's Mission to Children in 

Boston. The establishment of these two programs as integral 

parts of the total services to convalescent children in these 

centres is considered. Finally, the findings and conclusions 

reached by the Committee on Convalescent Care for Children 

in Montreal with regard to the present facilities and gaps 



in the resources are considered, and also the Committee's 

recommandations for future planning. 

The writer has gathered most of her material for 

this study from the writings of various professionals in the 

field of child care such as Dr. Lauretta Bender, Dr. Ben

jamin Spock, Anna Freud, Dorothy Burlingham, and many ethers~ 

Information has also been gained from the minutes of the 

Montreal Council of Social Agencies, the minutes of the 

Committee on Convalescent Care for Children, and by inter-

views with social workers, nurses and doctors,who have been 

active in the field of child care in Montreal within the 

last twenty years. The writer was f'ortunate also in being 

permitted to attend the meetings of the Committee and 

the sub-committees which have been studying the f'acilities 

and needs of convalescent children in Montreal. She has 

been fortunate in that she has been able to make use of the 

findings and recommandations of' these groups. 

Since convalescent care is one part of the total 

services to children, the f'irst part of this study is 

devoted to a short review of' present day concepts of child 

care in general. This leads into the discussion of the 

specifie programs of toster convalescent care as initiated 

in New York and Boston. The next chapter summarizes the 

history of convalescent care for children in Montreal 

within recent years, and it leads to a chapter in which the 

5see Bibliography. 



-7-

:present resouroes are discussed in the light of :present 

standards of child oare. Finally, the findings and recom

mandations of the :present Committee are discussed. 



CHA.Pl'ER II 

SOME PRESENT CONCEPTS IN CHILD GARE 

In·· the first chapter of this study, i t was stated 

that convalescent care for children is a form of child 

placement, although of a temporary nature. Since it is a 

form of placement, it is proposed in this chapter to con

sider some of the basic concepts which are presently held 

in the wider field of care for the dependent child. It is a 

basic assumption of this study that those elements which 

enter into good practice in the placement of children gen

erally, also hold good in convalescent placement, in spite 

of its temporary nature. In fact, thei~ importance is 

intensified by the added physical and emotional factors which 

the illness bas brought about. Therefore, a knowledge of 

what is currently considered to be good practice in the ser

vices to dependent children in general, is important to any 

study of services to convalescent children. 

The first half of this century has sean rouch progress 

in the development of services to dependent ohildren. In 

fact, the past fifty years have shovv.n that a revolution in 

thinking and practice has taken place. This progress in the 

development of services to children throughout the country, 

nevertheless, has been very uneven, and shows many ups and 

downs. 

The latter part of the nineteenth century was un

doubtedly the heyday of what has been called the institution-



al era1 • Society has always had to find ways and means of 

taking care of its homeless and helpless children, and on 

this continent the era of institutions more or less super

seded many of the earlier methods of care. The almshouse, 

where chilàren were crowded in with the aged or insane,was 

gradually done away with, as v~s the system of apprentice

ship or indenture. Institutions sprang up not only for the 

orphans and for children who had suffered cruelty, and for 

ohild offenders, but also for the education of the blind, 

the deaf, the mentally retarded, and many ethers. All this 

indeed represented a great advance over the methods of 

colonial days which had changed little since the time when 

the Elizabethan Poor Laws were passed. It was, nevertheless, 

this so-oalled institutional era that saw the beginning of 

organized care for children in toster homes. 

At the turn of the century, the Charity Organization 

Movement, which had begun in England and quickly spread to 

this continent, had a profound effect on the methods of child 

care. This was chiefly because of its stress on the need to 

individualize the person. This idea soon permeated the 

Children's Aid Societies which were springing up throughout 

the country. The value of the institution began to be 

questioned as workers saw that it was impossible to give a 

lEmma o. Lundberg, Unto the Least of These, 
Appleton, New York, 1947, pp.74-75. 
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child individual care and attention in the crowded, impersonal, 

rigid institutions of the day. It was also at this time 

that the importance of the family in the life of a child was 

realized as never before. It was felt that no institution 

could be an effective substitute for the child's own parents 

and siblings. It could never provide him with the love, the 

sense of belonging, and even the conflict that is round in 

ordinary family lite. The ideal answer to this seemed to 

be in the provision of parent-substitutes in a toster home 

setting when the child was deprived of his ovm family for any 

rea son. 

For a time, the pendulum was swinging away from the 

concept of institutional care to toster care for any child. 

The tremendous expansion of toster home programs which fol

lowed, threatened to eliminate all institutional placements 

intime. It was felt.that any toster home which met certain 

standards, mainly physical and economie, was automatically 

better for any given child than an institution. 

Within the last decade, there has been still another 

swing of the pendulum, and considerable modification of the 

!dea that toster homes are preferable to institutions in 

all cases. The e:xigencies of the war years were partly 

responsible for this change in attitute with the increasing 

break-up of family.life, and the great pressure exerted on 

the child-placing agencies. Since the number of toster 

homes required were not available, the institution was the 
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only solution, and proved quite satisfactory. 

Another factor in this swing of the pendulum, was 

the rapid advance that bad been made in the field of child 

psychiatry. This has made for a better understanding of 

the development of personality, and it bas emphasized the 

need to consider the whole child. It had been found that 

some children seemed unable ta adjust in a toster home set

ting, and were often sent from one home to another. When 

an institutional placement was tried, often as a last resort, 

a good adjustment was made. Certain children who had been 

deprived of affection and security in their own homes were 

less threatened by the impersonality and routine of the 

institutional setting than they were in foster homes. The 

problems of such children were much more easily treated in 

the group setting. And so in the last few years, bath the 

limitations of the institution, and its positive contribu

tions in the realm of child care have beoome better under

stood, 

However, the thinking whioh led to the development 

of toster home programs has been justified on the whole. 

This is espeoially true in cases of very young ohildren. 

Every ohild needs love, attention, and the feeling that he 

belongs to someone. Babies, particularly, need the indi

vidual oare and affection of their mothers or mother

substitutes. Many studies have shown that infants and very 

young ohildren who have been under institutional oare for 
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any length of time show regression or arrested personality 
2 development. SUch children have been shovm to be backward 

in many ways in comparison to those brought up in their own 
3 homes or in foster homes. 

It was for these reasons that legislation was 

advocated by professional workers in the United States for-

bidding institutions in various States to give care to 
4 children under two, three or four years of age. Many \v.riters 

on the subject of child care claim that six years is the 

minimum age at which a child should be accepted for long 

term care in an institution. These same writers are gen-

erally agreed that in the case of short ter.m care, a child 

up to the age of four should be placed in a toster home. 

Even this should be dona only if the mother is quite unable 

to look after the child herselt. Other writers, while agree

ing with these tenets in the main, are not so, specifie with 

regard to the exact ages at which young children are placed 

in toster homes or institutions. They stress the tact that 

decisions should depend on the needs of the individual child, 

~ester Peddy, The Background to Current Thinking 
and Problems in Convalescent Care, New York, 1948, pp.30-3l. 

3Anna Freud, and D. T. Burlingham, Infants without 
Familias, International University Press, New York, 1944, 
pp.ll-26. 

4cecilia McGovern, Services to Children in Institu
tions, National Conference Catholic Charities, Wash~ngton, 
1948. 



his circumstances, and the resources available. 

A child in the six to twelve year old group who goes 

to school, should be less dependent on the mother than the 

younger child, and more able to stand soma separation from 

his family. As a general rule, it is felt that if it 

becomes necessary to place a child in this group, an in

stitutional placement is preferable. This is especially 

true with regard to short term placement. When it is a 

question of a relatively short separation, the institution 

is often more acceptable to both parents and chlld. To the 

parents,the thought of the institution may be less threat

enlng than that of a toster family who may supplant them in 

the child's affections. This, however, may not always be 

the case. Some parents may prefer a toster family rather 

than the "stigma" of an institutional placement. Again, the 

child's particular needs and wishes must be an important 

factor in the decision as to his placement. As a general 

rule, however, the child within the six to twelve age group 

is better off in an institution for a short term separation 

unless there are relatives or friands to whom he may go. 

When it is a question of a long-ter.m placement for a 

chlld within this age group, toster home placement should be 

considered as well as institutional placement. A child of 

this age, while able to stand some separation from his family, 

does need the experience of normal family living. No in

stitution, however good, is an adequate substitute for life 
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with parents, siblings, and relatives, with all the atten

dant joys, sorrows, and conflicts. Thus, when it is known 

that a child must be away from his own family for some con

siderable time at this impressionable age, a toster family 

is likely to be a better substituts. Here, he gradually 

becomes a part of the familyt sharing its ups and downst and 

meeting the world as he never could in an institution. 

Whether a child of this age is placed in an institu

tion or with a toster family, his home ties are very impor

tant to him. Every effort should be made to keep the child 

in touch with his family if it is at all possible. Parents' 

visits, news of them, presents, photographs, all help to 

keep memories of home vivid. A child of this age does not 

like to be different from ether children. He needs to feel 

that he, too, has parents who love him and take an active 

interest in him in spite of an enforced separation from them. 

When there are sisters and brothers, these, too, should be 

placed in the same institution or foster home, if possible, 

and separated no more than is necessary. Even though there 

may be a good deal of sibling rivalry, sisters and brothers 

represent strong links \rlth home, and lessen the child's 

feeling of "difference" or "aloneness". 

An institution, which bas good standards, should 

have a staff sufficiently large and competent to look after 

the children in small groups. Each group should have lts 

O\vn "group mother". Thus each child is enabled to have at 
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least something of the individual care and attention that he 

craves. This is important for any child, but it is essential 

for the child whose parents cannot visit, or who take little 

or no interest in him. By taking a special interest in 

such a child, the group mother can give him a sense of belong

ing to someone, as well as helping him to feal an integral 

part of the group. Thus, she can offset to a degree the 

child's sense of being different by having parents who, in 

his mind, may tail to measure up to other parents. Essen

tially, the group mother in an institution,and the toster 

mother in a home have similar roles. They give the love 

and security the child needs tor normal development at a 

time when his parents are unable to do so, and at the same 

time they pave the way for his return home by strengthening 

the ties between parents and child. 

What of the child from about twelve to sixteen years, 

in the adolescent period? The normal young adolescent is 

beginning to assert his independance, and to move away from 

his family in greater or lasser degree. This is as it 

should be. This is the "gang" stage where the most impor

tant thing is to be one of the crowd. In our society, 

adolescence is often marked by a period of tension between 

parents and child. The adolescent is developing his o\vn 

personality and struggling to gain an independance that his 

parents are generally unwilling to grant him. For these 

reasons, the adolescent is more likely to fit into a group 
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setting in an institution than into a toster home placement. 

The institution provides a relatively impersonal setting, 

and the adolescent is merely one of the group. In a toster 

home with its highly personal setting, he is likely to have 

the same conflicts and tensions which he had at home, but 

in an intensified form. 

There is the exception to avery rule, and a child 

or adolescent who is emotionally disturbed may adjust better 

in a toster home. In the ordinary institutional setting 

without specialized help, he may be completely unable to 

make an adjustment, and be a disrupting factor in the group. 

An understanding toster mother and membership in the small 

family group are more likely to be of benefit to an ado

lescent who is emotionally disturbed than any institution 

that is without highly trained personnel, and specialized 

groups. While most children are able to get along in either 

a toster home or an institution, it has been round in evalu

ating the adjustments made by older children in institutions, 

that the children who presented the most difficult problems 

were those who had been deprived of wa~affectionate rela

tionship s wi th the ir mot hers in intancy5• If the se children 

can be enabled to establish a war.m relationship with an 

adult during placement, they will be greatly benetited. 

This is otten easier to provide in a toster home than in an 

institution unless that institution bas specially trained 

5Ibid., pp. 16-17. 
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personnel and facilities for psychiatrie consultation. An 

emotionally disturbed adolescent in a toster home may also 

need psychiatrie help as wello 

In the foregoing pages, institutional placement and 

toster care for the dependent child in general have been 

discussed. As already mentioned, convalescent care for 

infants and ohildren is but a small part of that total field, 

but, nevertheless, a very specialized one, Convalescent care, 

which involves the care of children who have been acutely 

ill, presents all the problems common to the care of any 

dependent child, and also a number of additional ones, both 

medical and psychological in nature. 

One problem which is common to any progr~ for chil

dren, but important to guard against in a convalescent 

institution for children, is the ever-present danger of 

cross-infections. Babies and children of pre-school age 

have not had the chance to develop the resistance to infec

tion which older parsons have acquired. An epidemie, once 

started, spreads like wild-fire. This is one reason that 

many children's convalescent homes keep their minimum ad

mission age to about six years. Consequently, if there is 

no foster care plan available for the child under six years 

of age, and the home is not suitable for social, emotional, 

or economie reasons, the child is often kept in the hospital 

to convalesce. Not only is this expansive, but it keeps 

the bed from being used by a more acutely ill child. How-



ever, if such a child is not kept in hospital, but sent home 

to convalesce, there is every likelihood of his returning to 

hospital time and again. In the long run, it is better and 

less expansive to keep him in hospital in the first place. 

While infants and pre-school children are thought 

to benefit more in a toster home than in an institution, the 

total needs of the individual child must be considered. In 

a convalescent placement, the child's medical needs must be 

evaluated also. There are certain medical conditions which 

even in the convalescent stage would be difficult for the 

average mother or toster mother to handle. Young as they 

are, it may be necessary for seme pre-school children,who 

would normally be better at home or in a toster home, to con

valesce either in hospital or convalescent institution. 

Another consideration is the fact that seme pre-school chil

dren reel less abandoned by their parents in a group setting 

than in a toster home. Likewise, some parents are less 

threatened by the continuing care of an institution than by 

a toster home plan, although they may be helped to acoept it. 

Caseworkers today reel that it is most necessary to evaluate 

all these factors when one is planning for the convalescent 

care of this particular age group. 

The school age child is away from his home at least 

part of the day. Thus, when in hospital or ether institution, 

separation from his parents is not likely to be as traumatic 

an experience for him as it may be for the pre-school child. 



The school child, therefore, is more able, as a rule, to 

accept convalescent care in an institution than in a foster 

home, providing it is for a relatively short periodo It is 

important that he should feal that he is participating in 

any plans that are made for him. The child of this age can

net decide what is best, but he does need to know what is 

going to happen to him, and something of the reasons for it. 

If he does not understand and participate in the planning, 

the convalescent period may not serve the purpose for which 

it was intended at alle However, when he does participate 

in and accept a plan for convalescent care in an institution, 

rather than in his 0\10 home or a foster home, the placement 

oan be of great value to him. 

Illness is al~~ys accompanied by a certain amount of 

regression and dependency regardless of the age of the patient. 

Beoause these tendenoies often persist into the convalescent 

stage, this is a period in which the patient needs under

standing as muoh as he did in the acute stage of his illness. 

So often it bas been thought that rest, sunshine, and good 

food are the only requirements of the convalescent period, 

and that the patient will automatically recover from his 

dependenoy on ethers, his irritability, and his ether regres

sive traits when his physical health improves. Much depends 

on the meaning the illness bas had for the patient, and 

what satisfactions, if any, he has derived from it. To 

assume that all is wall when the patient's physical needs 
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are met, is a fallacy that can be very damaging. This is 

eapecially true in the case of a child's developing person

ality. Convalescence can be a negative thing in which the 

regressive tendencies become a fixed part of bis person

ality, or it may be a constructive period in which these 

traits disappear and many valuable lassons are learned. In 

a convalescent institution with a staff who have an under

standing of the disease process, and of a child's emotional 

needs, the convalescent period can be truly one of growth 

physically, mentally, emotionally, and socially. Moreover, 

the convalescent child is with ether children who also have 

been ill, and with them he can work and play within the 

ltmitations of his physical condition. 

In a convalescent institution, the child who has 

become withdrawn and an:x:ious can often be helped merely by 

seeing ethers like himself and what they are able to do, 

and by being drawn gradually into the group, and their play. 

Again, the child who bas become aggressive and demanding 

may find an outlet and satisfaction in group play that he 

would not find if he were to convalesce alone. For h~, 

group games, and especially those at which he is adept, may 

act as a ventilator for his aggression, and in time modify 

his behaviour. Group play helps to make convalescence more 

fun for any child, but with children who show serious 

regressive tendencies, it can be used with great therapeutio 

effect. It is important, therefore, that there be at least 
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one member of the staff of the institution, preterably a 

trained worker, who understands group play and its thera

peutic uses. 

A school child who is ill for a considerable time 

misses a great deal of ~~rk, and catching up after returning 

to school otten puts a severe strain on him. When such a 

child convalesces at home or in a toster home, it is a task 

in itself to keep him happy .and amused, much less to help 

with school work that has been missed. A good convalescent 

institution tor children, however, will have at least one 

specially trained teacher on its staff who is able to give 

individual coaching to each child in accordance with his 

need, and in keeping with his physical strength. This does 

much to enable the child to return to school without undue 

fear and strain. 

The problem of the adolescent who needs convalescent 

care is sometimes a difticult one. In discussing the depen

dent child, it was sean that the child between twelve to 

sixteen years of age is usually considered an adolescent. 

It was also seen that at this stage of development, the 

adolescent is generally able to make a better adjustment in 

an institution than in a toster home. This is also true in 

the case of convalescent care, but the problem is largely 

in the finding of facilitieso Many children's convalescent 

homes admit children up to the age of twelve years only, or 

at the most, up to fourteen years. The adolescent over this 
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age, must go to an adult institution. The average adolescent, 

~owever, is neither a child nor a mature adult, but some

thing of both. Whether or not he will be happy in an adult 

or in a children's institution depends largely on the 

individual himself, what his particular needs are, and what 

his illness has been. There are also certain medical con-

ditions which might be hard for the adolescent to handle in 

a group setting because of embarrassment to the individual 

himself, or the adverse effect it would have on the others. 

For example, an adolescent girl of fourteen years of age 

who has just had a baby, will hardly fit into a children's 

home. Ne~ther is she likely to fit happily into an adult 

institution. However, the best arrangement is a ~~rd in 

the children's institution for the younger adolescent, and 

a ward in the adult institution for the older adolescent. 

A comprehensive plan for foster convalescent care may be 

used to take care of those special cases for whom care in 

either a children's or adult institution is contra-indicated. 

In discussing present day concepts of child care, 

it has been emphasized that the total needs of each child 

must be considered, and this in relation to existing facil

ities in the community. If the child is upset by his feel-

ings about his convalescent placement, his recovery will be 

affected. Frances Upham6 states that emotionally disturbed 

6Frances Upham, A Dynamic Approa·ch to Illness, 
Family Welfare Association of America, New York, 1949, Ch. 5. 



children furnish fertile soil for the development and pro-
.. 

grass of organic illness in adult lite. Therapeutic measures 

must take into account the child's feelings as well as the 

disease. Otherwise, the child may spend the rest of his 

life using illness as a means of handling his inner tur.moil. 

Therefore, in planning convalescent care,the worker should 

try to help the family give the care that the child really 

needs. 

In planning for convalescent oare, the worker 

frequently has to oall upon other agencies in the community 

for help. A family agency may give casework services to the 

parents or supplement the income in order to provide the 

extras that are often needed. Extra nourishment, fruit, 

toys, carrare for visits, and other numerous things that 

help to make illness and convalescence more com:fortable, 

may be beyond the parents' means. This is often true even 

though the larger expanses such as the doctor and hospital 

bills may be taken care of by other means. The visiting 

nurse service may be used to teach the parents the essen

tials of the ch1ld ,1s care, or in carrying out any special 

nursing care in the home. A mother who is quite capable 

of caring for a well child, is often quite incapable of 

caring for a sick one without such support and guidance as 

she would get from a visiting nurse. 

\Vhatever type of convalescent care is planned, there 

should be time for the medical social worker to get to know 
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the child and his parentso No plan oan be suooessful without 

the understanding and oc-operation of all who are vitally 

oonoerned. It is important for the child to understand that 

any plan that is made, whether it be to go to a toster home 

or an institution, is merely a temporary measure designed to 

restore him to his family as soon as he is well enough. It 

is also important that the family is drawn into all the 

planning for the child. No decisions should be made without 

their understanding and co-operation. Careful planning in

volves teamwork with the child as well as the discussion and 

sharing of his total needs on the part of the medical staff, 

social worker, the parents, and the ether agencies concerned. 

The strengths and weaknesses of the family situation should 

be considered, and the limitations of the various facilities 

should be discussed frankly with the parents before any 

decision is madeo 

Vlhether convalescent placement is in a toster home or 

in an institution, avery means should be used by the social 

worker to strengthen the ties between home and family. If 

visits from the parents are few and far between, beoause of 

distance or unavoidable reasons, letters and pictures help 

to keep the child from feeling rejectedo The worker's visits 

should also serve this purpose by bringing him news of his 

family, and by !etting hlm talk about them if he wishes to do 

so. In a toster convalescent placement the foster mother 

can do much by keeping the parents informed of the child's 



condition by letter or telephone, by encouraging visits, 

and by talking to the child about his family. Due to the 

popular beliet in the beneficial affects of country air, 

many children's institutions are located so far out in the 

country that it is difficult for the parents to visit often. 

Nevertheless, it is important that avery effort should be 

made to encourage visiting at regular intervals, and that 

every other means be used to keep the child in touch with 

his family. In the past, many institutions tended to dis

courage this because of the so-called "unworthiness" of 

some parents who were not able to give adequate oare at home 

for economie or social reasons. Visiting was also dis

couraged because the children became excited or upset, and 

it involved extra work for the staff. It is now realized 

that an enforced separation oan be used constructively. The 

child should go home to a family that is better able to care 

for him, and that understands his needs better than it did 

before the illnesso The child, too, may be able to cope 

\dth the difficulties of family life better than he did. 

In many communities, adequate planning for the con

valescent care of children breaks down because of a lack of 

facilities. A scheme for toster care is often non-existent, 

and the existing institutions fail to meat the need. If 

there is no co-ordinated plan in the cammunity, many chil

dren are bound to surfer from makeshift placements that do 

not begin to serve their purpose. An integrated and co-



ordinated program involves a plan for home care which should 

make it unnecessary for many children to convalesce outside 

their ovm homes. It would also have adequately supervised 

foster convalescent homes with toster parents who not only 

understand children, but who understand the special needs 

of convalescence. In addition, the convalescent institu

tion is a vital part of any program. Since it is being 

realized more and more that convalescent care is a part of 

the total medical program, the convalescent institution is 

often attached to the hospital itself, thus ensuring con

tinuity of care. If it is not attached to the hospital, it 

should be located near enough to the medical centre to 

ensure continuity of treatment, and make visiting easy for 

parents and social workers. In any large community, only a 

co-ordinated plan which makes use of home care services, 

foster homes, and a convalescent institution, can meet the 

needs of infants, and children of all ageso 

It is true that the lust fifty years, and especially 

the last ten years, have sean tremendous changes in the con

cepts of child care. In this chapter, it has been seen that 

the pre-school child needs the care of his O\vn mother or 

mother substitute in a toster home, rather than the tmper

sonal care of an institution. The school child in the six 

to twelve year age group, and the adolescent up to about 

sixteen years, make better adjustments as a rule in an in

stitution. Whether a placement is a long-term one, as it 
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may be with a dependent child, or a short-ter.m, convalescent 

placement, a decision regarding the type of care should be 

made only after considering the total needs of the child. 

It must take into account the child's physical, mental, and 

emotional needs, as well as the social and economie factors. 

This involves teamwork on the part of all concerned with the 

child and his fumily, and adequate facilities to carry out 

the plan. 

Since the care of the infant and pre-school child 

is the primary interest in this study, consideration will be 

given in the following chapter to t~~ outstanding programs 

of foster convalescent care. It is not proposed to consider 

any specifie institutional program since it is not pertinent 

to these particular age groups, and since an institutional 

program is, in any case, common to almost any large com

munity today. 



CHAPTER III 

TWO SPECIFIC PLANS FOR THE F03TER GARE 

OF CONV .ALES CENT CHILDREN 

In the second chapter, it was seen that the alms

house and the indenture system gave way to the institution. 

This in turn was almost superseded by the toster home 

movement with the coming of changing philosophies of child 

care. The programs, which are about to be considered, were 

products of this movement which was conoerned with bringing 

foster-care to all ohildren deprived of their own homes. 

This chapter, therefore, will be devoted to a description 

of the Speedwell Plan of New York, and the Children's Mission 

to Children in Bostono 

If the latter part of the nineteenth century could be 

called the institutionul era, the beginning of the twentieth 

century was certainly the era of toster care programs. Since 

the underlying philosophy was that babies and children need 

that individual care and attention which is round only in a 

home, toster home care was early extended to include conva

lescent oare. Dr. H.D. Chapin who was the founder of one 

of the most ramous programs for the toster care of conva-
1 

lescent children, stated it thus: 

"Babies need individual care and affection -
in ether words a mother, which is 

~uoted in the Speedwell Plan and its Realization, 
The Speedwell Society, New York, 1947, P• 3. 
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"anotherreason why they do not thrive so 
well when handled in mass. This explains 
why, as a rule, babies do better even in 
a poor home than in a good institution." 

"Children need home and family lite. The 
-family is the oldest human unit of association-
and the best physical, mental, and moral 
development of child life takes place in the 
individual home. For a ohild deprived of this 
benefit, it is better to procure another indi
vidual home instead of handing it over to a 
large institution." 

It was as early as 1902 that the Speedwell SOciety of New 

York was organized by Dr. Chapin to furnish foster home care 

for convalescent children. It was then incorporated in the 

State of New York "to place convalescent and frail children 

in toster homes for te~porary care under medical and nursing 

supervision--"• Dr. Chapin when speaking about the organ

ization of the plan in later years said that this !dea that 

babies and children were better off in homes than in insti-

tutions soon led to boarding out. He felt that while this 

represented a distinct improvement, there were also dangers 

if it were dona in a careless or haphazard way. The 

dangers of boarding out consisted in a careless selection 

of homes, followed by insufficient oversight of the children. 

The Speedwell Society was started with a view to conserving 

the benefits of boarding out, and to avoid its dangerso 

The plan is centred around a unit system2 , with 

2 
Lester Paddy The Back~round to Current Thinking 

and Problems in Convaiescent Care, Un~ted Hosp~tal Fûrid of 
New York, 1948, pp. 31-33. 
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each unit having a group of foster-homes within a given 

geographical area. There are new five units altogether 

which care for as many as one hundred children per day. 

Four of the five units are for general convalescent care, 

and take children of two weeks of age. Ever since 1938, the 

fifth unit has taken children with rheumatic fever only, in

cluding those with cardiac damage. In this special unit 

ambulatory children from three to twelve years of age are 

accepted. 

The various units are joined through a central 

office. This office handles all the applications, the admis

sions, and discharges. There is a central medical advisory 

board which formulate the medical policies, and clears 

medical questions referred to it from the units. Children 

are referred to the central office from the hospitals and 

other cammunity agencies. 

There is a committee of sixteen or more wamen to each 

unit. The chairman of each unit is a member of the Board of 

Directors of the Society. Part of the work of each unit is 

done by volunteer committees. There is a welfare committee 

whose duty it is to approve avery toster home, and to visit 

the children avery week. Another cammittee is responsible 

for transportation of the children, and still another to 

see that they have proper clothing. 

Each unit has its o'vn doctor who receives a part 

time salary. He examines all the children on admission and 



at discharge, and is al~ays on call. The children are also 

sean once a waek in either the foster home or the doctor's 

office. Each unit has its o~~ registered nurse who is on 

a full time basis. She makes a daily visit to each child 

in the homes, gives any treatment that is necessary, and 

any instructions needed to the toster mother. 

Foster familias must have a large enough income to 

meat immediate needs in order to meat the requirements of 

the Society. Most· important, however, is a woman with a 

deep motherly instinct. Each toster home must have a 

separate room for the Speedwell children, and a reasonable 

standard of cleanliness is expected. Young children belong

ing to the toster parents are allowed in homes where general 

convalescent care is given. In the unit which cares for 

children who have had rheumatic fever, the toster homes 

must not have own children under fifteen years of age. All 

the homes are licensed. Before any home is accepted under 

the plan, avery member of the family must have a complete 

physical examination by the unit physician which includes 

an x-ray and a schick test. Two children are placed in a 

home as a rule, but this varies somewhat. 

The Speedwell Society furnishes clothing, medication, 

formula ingredients, toys, and a quart of milk daily for 

each child. The society also pays the prevailing rate for 

toster home care. 

There are many advantages to a plan such as that 



of the Speedwell Society. It does give individual care to 

each child. It also guards against the dangers of cross

infections that are so prevalent in children's institutions. 

It takes care of the child who because of certain physical 

or emotional problems, would not be suited to a group setting. 

A plan like this is elastic, and it is a great deal cheaper 

than institutional care. When more beds are needed, it is 

merely a question of finding more toster homes, not the 

provision of new or larger buildings. However, it is here 

that such a plan may break down. One of the greatest dif

ficulties for most communities is in the finding of suit

able foster hames. Even in New York, where there are skilled 

home finders, it has always been an acute problem. Most 

centres find it difficult to get enough foster homes for 

ordinary purposes, let alone suitable ones for convalescent 

toster care. One feature of the Speedr1;ell plan that one 

might question is the use of so many volunteer workers. 

These certainly have a place in looking after transportation 

and clothing, but the actual supervision of the toster homes 

would seem to need the services of skilled social workers. 

The Children's Mission to Children in Boston3 

is another interesting plan for the toster care of conva

lescent children. This is a century old, privately-

~lizabeth E. Bissell, "Foster Hames in Medical 
Care Programs for Children," The Child, Children's Bureau 
Publication, February 1950. 
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supported agency originally started with the aim of "help

ing any child in need of a friand~~ This agency has been 

placing children in toster homes for about fifty years, and 

for convalescent care for nearly thirty years. It serves 

the hospitals, clinics, private doctors, and ether social 

agencies in Boston. In 1949, it ~~s affiliated with the 

Children's Medical Center, and it is the only agency placing 

children for convalescent toster care in the locality. This 

was brought about by a joint decision made by the children's 

agencies of Boston. 

The Children's Mission to Children offers conva

lescent foster care to boys and girls in two types of homes. 

The first type of home is called by the agency a "medical 

home" or a "group bed home"o This type of home is for ohil

dren who still need bed care. This takes in those with 

bronchiectasis, arthritis, nephritis, hemophilia, spinal 

fusion, asthma, cerebral palsy, or rheumatic fever. From 

four to fourteen children are cared for in one of these 

medical or group bed homes although the agency itself would 

like the maximum to be six to a home. The toster mothers 

who care for larger numbers are all unusually competent 

women who are able to maintain individual relationships with 

each child in the constantly changing groupso The agency 

guarantees regular payment for a specified number of chil

dren in each of these homes whether or not all the beds are 

fillede It usually has about five of these homes at any 



one time. A child in one of these homes is considered to 

be ready to return to his own home or to a "nonmedical home" 

only when he is able to be up and around for eight hours in 

the course of a day. An agency study done in 1947 showed 

the median length of care in medical homes to be from three 

to four months. 

The second type of care offered is in a "nonmedical'' 

or "up" home. This type of toster home is for children who 

are ambulatory at the ttme of leaving the hospital but still 

have medical problems. The purpose of the home is to give 

a natural family setting to children whose activities still 

need restriction, rest periods, good food, and medical super

vision. These children are placed in an individual toster 

family, and belong to one of two groups. Either they need 

long term care away from home for health reasons, or else they 

need care during the summer vacation to get them away from 

city slums or other unfavourable conditions. A number of 

these children may be those who are past the convalescent 

stage of rheumatic fever, but are not wall enough to go to 

a camp. The average length of stay in these "up" homes is 

about two to three months. 

The number of children under care by the agency at 

any one time is approximately eighty. About half of this 

number have had rheumatic fever. The majority of the refer

rals are from the hospitals. The boys and girls who are 

accepted for care are from two to twenty-one years of age. 
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These must be without infectious disease, and not acutely 

or terminally ill, although the prognosis may be poor. 

When a request for placement is received, the child's mother 

and father usually visit the agency to discuss the matter. 

If they wi~h the service, and placement is possible, a case

worker talks it over with the child before any arrangements 

are made. This agency has no residence regulations, and no 

racial, religious, or financial restrictions. The family 

is expected to pay all or part of the expanses if possible, 

but that is not a decidlng factor in acoeptance. The basis 

for acceptance is whether the service offered can help the 

particular child, and whether there is a suitable vacanoy. 

The toster mother is considered to be the pivot 

around which the whole plan revolves. The toster mothers 

in this plan are also chosen tor the same qualities as in 

the Speedwell Plan. They must be warm, calm, and understand

ing of children. Basides . this, th'ey are chosen be cause of 

their appreciation of the way children react to illness,and 

the probable affects of different diseases. Many of the 

toster mothers are graduate nurses. The provision of equip

ment is the responsibility of the toster mother, but any 

expanses incurred for the children such as medicines, hair

cuts, clothing, and transportation are charged to the agency. 

Financial agreements are usually made with the toster mothers 

by the agency for one year, but may be changed at any time 

if so desired. At the end of a year an evaluation of the 
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foster care given is made, and any adjustments that will 

improve the service are then made. 

During the planning period, parents are alvmys 

encouraged to see the foster home and judge it for them

selves. Later they may go with the child and the case

worker, when the child enters the home. The parents are 

urged to visit once a ~~ek. Visiting hours in the group 

bed home are arranged to coïncide wi t .h the visits of the 

medical director at regular intervals so that parents may 

discuss their child's progress with him. 

The medical director of the agency is a specialist 

in rheumatic fever who is on part time service in addition 

to his private practice and his staff work at t~~ hospitals. 

Since many of the children come from these two hospitals, 

they have the advantage . of continuity of medical care. 

The medical director makes regular visits to the group bed 

foster homes, and is on call to these hpmes at any time. 

Three afternoons a week, children may be taken to his 

office for examinution. He is also consulted on the admis

sion and treatment of every child with rheumatic fever, 

cardiac damage, arthritis, or chorea • . Children who have 

had ether illnesses than these particular ones are super

vised medically by the hospital, clinic, or ether referring 

agency from which they came and are taken to this source 

regularly for examination and treatment. In the non

medical homes, any illness, no matter how slight it may 

seem, is reported to the agency orto the hospital or to 
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the clinic which is supervising the careo 

A team of workers is available for visits to these 

homes in addition to the physicians. These consist of 

the agency's laboratory technician, occupational therapists, 

social caseworkers, teachers, and visiting nurses. In 

this program, the foster mothers often meet together to 

discuss their common experiences and problems, and to listen 

to various speakers. At one of these sessions, the foster 

mothers exchanged recipes with the children's ovm parents 

in an effort to give the children dishes they were familiar 

with and liked. Another evening, the foster parents dis-

cussed what books were suitable for the various age groups. 

At still another meeting, a psychiatrist talked about the 

emotional difficulties of siok children separated from 

their familles, and how these might be handled. 

Miss Bissell in writing about the work of the 

Children's Y~ssion to Children of which she is the General 

Secretary, points out that in this specialized field of 

convalescent foster care, all the principles of good foster 

oare apply as well. In addition to this, she gives as 

requisites for a good program of foster medical care, the 

foll owing: . 

1) The teamwork of physician, nurse, foster mother, 
caseworker, occupational therapist, and other 
specialists as their services are needed. 

2) Adequate compensation to foster motherso 

3) A planned program of activity in the group homes, 
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especially in those giving bad care, because of 
the limited contacts of these children. 

4) Casework service that concentrates on family 
problems which affect the health of the child, 
and on counsel tc the child and foster mother 
that will make the placement of children with 
medical problems bring the desired results. 

The program of foster convalescent care as under-

taken by the Children's Mission to Children is an excellent 

example of a well-rounded plan that is in line with the best 

of current thought. It combines all the elements that were 

seen tc be necessary in the planning and caring for the 

convalescent childe It makes provision for any children 

who are in need of ·· medical fos ter care from two to twenty

one years of age. It covers the pre-school child, the 

scheel child, the adolescent, and even the young adult. 

The one exception is that it makes no provision for the 

infant under two years of age, which may be because of ether 

facilities in the community for this group. 

Neither the Speedwell Plan in New York, nor the 

Children's Mission to Ohildren in Boston, is an isolated 

program in the community services to children. Beth of 

these plans came into being as a result of a need, and at a 

time when toster care rather than institutional care was 

considered the ideal method for most, if not for all chil

dren. Gradually, however, beth plans have become integral 

parts of the overall services to children in their respec

tive communities. In New York, a Master Plan for Conva-



·lesoent Services is still in the process of being worked 

out; and which includes services to both adults and children. 

Such a plan aims to eliminate gaps, as well as to :prevent 

the over-lapping of services. In this comprehensive plan, 

the Speedwell Society program plays a vital part. In 

Boston, the Children's Mission to Children is a part of the 

total services to children. As a result of a joint decision 

of the children's agencies, it is the only agency which 

gives toster medical care in Boston. It is affiliated with 

the Children' s Medical Cent.er, and is used by all ho spi talsp 

doctors, and clinics1 when a child is in need of this par

ticular service. Many cities have convalescent institutions 

for children, but for reasons of age, or diagnosis, are 

often obliged to refuse more children than they accommodate. 

Foster convalescent care, if undertaken at all, is often a 

haphazard affair with the various agencies struggling to 

find suitable hames for soma particular cases that come to 

their attention. Boston and New York, however, have been 

outstanding not only for their specifie toster convalescent 

plans, but also for the co-ordination in the planning of 

total convalescent services to children. Such an accom

plishment did not happen overnight in either city. It was 

the result of foresight and careful planning; and it is a 

continuous process. 

The two long-established programs discussed in this 

chapter, are excellent examples of toster convalescent care 



-40-

plans that have gro\Yn with the times. In 1931, a toster 

convalescent program for infants was set up in Montreal. 

In the next chapter, it is proposed to consider this plan 

in the light of the standards set by the Speedwell Plan of 

New York, and the Children's Mission to Children in Boston. 

An endeavour will be made also to ascertain the reasons for 

its failure to continue after its first suocessful year. 



A PLAN FOR FOSTER CONVALESCENT CARE 

IN MONTREAL 

In the previous chapters, the general concepts of 

toster home and institutional convalescent care have been 

discussed, and two successful plans for toster medical care 

have been described, namely, those in New York and Boston. 

In this chapter, it is proposed to discuss the situation 

with regard to the after-care services to children in 

Montreal in the early 1 thirties during which time an attempt 

was made to organize a program of toster convalescent care 

for infants. 

In the past, Montreal had been raced with this 

problem of after-care services to children, but in the early 

'thirties it was an acute one. Gaps in the services to 

children had long been apparent. Then, as now, the city had 

only one convalescent institution expressly for children. 

This was the Julius Richardson Convalescent Hospital which 

bad been opened in 1917, and was situated at Chateauguay 

about twenty-one miles from Montrealo This hospital admitted 

children from three to t~~lve years of age without regard to 

race, creed, or colour, but it had no facilities for the 

care of infants. 

Infant care was one of the most pressing problemso 

In Montreal at that time, it had become the generally 

accepted philosophy that infants should be cared for in 



toster homes rather than institutions. The question, then, 

was what should be done with those infants who needed the 

kind of care that could not be given to them in their homes. 

In 1929, a Child Care Study was undertaken by the Children's 

Division of the Montreal Council of Social Agenoiesl. The 

philosophy and standards of care for the dependent child in 

general were oarefully studied, as well as the resources 

and faoilities that were available in Montreal. A number 

ot recommandations were made in this study, and most of 

them were implemented later. Thus, the foundations were 

laid for the thinking and planning that went into the plan 

for the toster care of convalescent ohildren which followed 

soon afterwards. 

A committee was set up under the auspices of the 

Montreal Counoil of Social Agencies to study the problem of 

convalescent care for infants in Montreal. A plan was 

devised and presented at a joint meeting of the Ohildren's 

and Health Divisions of the Counoil on January 5, 1931. 

An agreement was outlined by which the Montreal General 

Hospital and the Children's Bureau would place children 

under two years of age in toster homes for convalescence. 

The plan was to be put into operation for one year as an 
2 experiment. Certain specifie conditions were laid 

!Montreal Council of Social Agenoies, Minutes o t the 
Ohildren's Division, Montreal, 1931. 

~ontreal Counoil of Social Agencies, Minutes of the 
Children's and Health Divisions, January, l93lo 



dovm as follows: 

(1} 

(2} 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

(10) 

(ll) 

Protestant children only would be referred 
for care. 
Children must have had city residence for at 
least six months, and be Canudian citizens. 
The Montreal General Hospital was to pay the 
difference between the Crêche allo~~nce of 
$10.80 per month and the regular Children's 
Bureau board rate of $16.00 per month. 
The Montreal General Hospital was to supply 
clothing for children under care, the saià 
clothing to be returned to the hospital with 
the children on discharge. 
Before referral for convalescent care, a 
week's notice in writing must be given to the 
Children's Bureau with full details of the 
financial circumstances of the family to wham 
the child belonged. 
Applications were to be made and accepted in 
writing. 
A full statement must be made of the cbild's 
illness. 
A medical advisor was to be appointed, and a 
graduate nurse in the employ of the Children's 
Bureau was to carry out instructions in the 
foster homes. 
Responsibility for discharge from the foster 
homes was to lie with the medical advisor. 
The Montreal General Hospital was to supply 
free medical supplies, drugs, and dressings. 
The Children's Bureau was to have the right to 
refuse to undertake any case where the nursing 
was beyond the care of the foster mother, or 
necessitated frequent clinic visits. 

It was anticipated by the cammittee that some twenty 

to thirty children would be cared for during the first year 

of the experiment. It was felt thut should the plan prove 

successful, ether hospitals might desire to join it. If 

such were the case, the number of children needing care would 

be increased considerably, and would necessitate other plans 

for care and supervision. In the discussion of the plan, it 

was suggested that where surgical dressings were necessary, 
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the services of the Victorian Order of Nurses could be used 

rather than refuse foster care to children who needed a 

little more care than a foster mother could give. It was 

decided, however, that nursing service and instructions to 

the foster mothers should be given without the services of 

another agency. It had been found through previous experi

ence that the entrance of a number of persans into the homes 

vms resented greatly by the toster mothers. 

The question of institutional care for suoh cases 

beyond the care of foster mothers was brought up. It was 

felt that this would only become a question if and when the 

plan was adopted on a large saale. Institutional care 

was vetoed on the grounds that in cases of malnutrition and 

ether allied conditions, the benefit received by a child in 

a toster home was superior to that in an institution. 

One of the dootors who was present during the 

discussion, raised the question of the attitude of the 

mothers to\vard placing their children in the hames of 

strangers. It was felt by the meeting, however, that few, 

if any, of the mothers would object as only children of 

"indigent" parents would be referred by the hospital for 

convalescent oare. 

The plan was endorsed finally by the Montreal 

Council of Social Agencies on the reoommendation of the 

Children's and Health Divisions. 

Acoording to a report in the Minutes of the Council 
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in 1932, the plan worked well in its first year of operation. 

The Montreal General Hospital and the Children's Bureau 

both expressed satisfaction with it. The number of children 

cared for was not as high as expected, however. A total of 

347 days of care were given to seven infants, and the average 

length of care per child was one month. The minutes state 

that the plan was to be carried on for another experbnental 

year. But, from that time forward there is no mention of 

the plan, and certainly no formal dissolution of it is 

recorded. Apparently, it just fell into oblivion. 

A comparison of Montreal's abortive program for 

convalescent care of infants in toster homes with the pro

grams in operation in New York and Boston is interesting 

and enlightening. The description of the Montreal plan, 

as given in the minutes of the Montreal Council of Social 

Agencies, is that of one drawn up on a "board" level rather 

than one prepared by professional workers in the field of 

child care. However, it is largely the administrative 

details that are given there. Apart from the outline of 

the plan, and some of the discussions that centred around 

it, which are recorded in the minutes, little information 

has been gained about it. It is a curious fact that no 

one remembers any definite facts about its operation, or 

why it did not continue. 

The Montreal plan was confined in its experimental 

year to one hospital, to Protestants only, and to one section 
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of that group, "the indigent". This was quite unlike either 

the New York or Boston programs which have no restrictiona 

with regard to race or creed, and now serve .all the hospitals 

and clinics in their respective localities. However, these 

restrictions were natural in Montreal with its sharp divisions 

between the French-apeaking Roman Catholic agencies, and the 

English-speaking Protestant ones. The Montreal Council of 

Social Agencies, the Montreal General Hospital, and the 

Children's Bureau were all English-speaking Protestant 

agencies. It was natural also that the plan should be centred 

around those children whose parents could pay little or 

nothing towards their care. The depression was beginning to 

make itself felt in Montreal by this time. The use of the 

term "indigents" savoura of the early days of the Charity 

Organization Movement, but its use here was due, no doubt, 

to the definition regarding those who were eligible for 
. 3 

help under the ~uebec Provincial Charities Act • It was 

about this time that the Montreal Council of Social Agen

oies had succeeded in gaining recognition for the Chil

dren's Bureau under this Act, and to establish the eligi

bility of this agency to receive the Cr~che allowance. 

In this plan for the foster convalescent care of infants, 

no thought seems to have been given to those who might need 

this type of care for ether than social or economie reasons. 

~nacted in 1925, and commonly referred to as ~CA. 



Most of the administrative details of the Montreal 

plan resemble those of other foster convalescent plans. 

The responsibilities of the agencies concerned, and the 

referral policy, are clearly stated. A medical advisor 

was appointed to be on call, and \~s to be responsible for 

making all discharges from the foster homes. A graduate 

nurse in the employment of the Children1 s Bureau was to 

visit and carry out any prescribed treatments, and to super

vise the toster mothers in the care of the children. The 

Montreal General Hospital was responsible for supplying, 

free of charge, clothing, drugs, dressings, and any other 

necessities. The Montreal General Hospital was to make up -the difference between the Creche allowance paid under the 

~uebec Public Charities Act, and the regular boa.rding rate 

of the Children's Bureau. 

The child care study dona in 1929, and the interest 

in developing a plan for the toster care of convalescent 

infants, seemed to show a need for this service. Vfuy, then, 

did this plan drop out of sight after operating successfully 

in its first experimental year? Very few of those who had 

been actively interested in the program in 1931-1932 could 

be interviewed by the writer. Very little definite infor-

mation was gained from those who were interviewed. Thus, 

the real reasons for the failure of this plan to continue, 

remain in the realm of conjecture. It might be su~ected 

that there was a good deal of resistance to the plan even 



-48-

in the agencies most concerned. The finances of all agencies 

in that period were being strained to the lirnit, and a pro

gram of this kind would be an additional burden in spite of 

the grants from the province. Also, the necessity of this 

type of care for the sick child may not have been accepted 

generally, although it was accepted for the dependent 

child in need of long term placement. 

One of the doctors who had been concerned in the 

setting up of the program, stated that his memory was very 

hazy about its operation. A social worker,who has been at 

the Montreal General Hospital for a number of years,stated 

that while she knew nothing definite about this particular 

plan, she thought it was about this period that the paed

iatric wards in the hospital ~~re decreased, and finally 

they were closed altogether. The general consensus of 

opinion among other infor.mants was that the amalgamation of 

the Children's Bureau and the Children's Aid Society at 

about the same ttme that the hospital dropped its paed

iatric wards, may bave resulted in the disappearance of the 

program. The Children's Bureau became the Children's Aid 

Society of Montreal. In addition to this, one informant 

stated that the Montreal Foundling and Baby Hospital became 

a convalescent hospital for a time. She felt that the plan 

for :foster convalescent care o:f infants ms shelved in 

faveur of institutional care. 

Out of the welter of hearsay information, one fact 
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which does emerge clearly, is that the early 'thirties was 

a time of re-organization in Montrealo The minutes of the 

Montreal Council of Social Agencies are full of detail con

cerning the pressures put upon the various services to meet 

the urgent needs brought about by the depression. Agencies 

were expanded, or re-organized along new lines to meet 

changing demands. The two agencies most intimately con

cerned with the plan for foster convalescent care did not 

escape the re-organization that took place. If the hospital 

was forced by circumstances to give up its paediatric wards, 

it would no longer have the same interest in the carrying 

on of such a program of careo Moreover, the finding of 

suitable toster homes, always a problem, ~~s probably in

tensified in the depression era • . 

The toster convalescent care of children is a 

specialized service. Because this is so, it needs the 

support of all the hospitals with paediatric wards in the 

community as well as the various family and children's 

agencies. It needs trained workers for the finding and 

supervision of the homes, and nurses and doctors on full 

or part time duty. The foster homes themselves must be out

standing to give this type of care, and they should be 

available at all times. This usually means that a retain

ing fee is paid even when there are no patients under care 

in a particular home. Drugs and dressings have to be pro-

vided. All these factors make convalescent toster care an 
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expensive service unless it is on a community-wide basis 

with sufficient numbers of children under care to make it 

worthwhile. In a city the size of Montreal, a plan that is 

confined to two agencies, and to a very small group, namely, 

seven Protestant babies under two years of age, is insig

nificant. It· is bound to be overlooked with the pressures 

of urgent, large-scale plans, required in a severe depres

sion. Had times been normal, the Montreal program might 

have expanded to take referrals from ether hospitals and 

agencies, and might conceivably have become more flexible 

in its intake policy. However, times were not normal in 

the early 'thirties, and all but the most urgent plans went 

by the board. 

The organization of the Montreal plan for the foster 

convalescent care of infants in 1931, and its failure to 

continue after the first experimental year, have been con

sidered at some length in this chapter. Experience is a 

good teacher. At a time, therefore, when foster convales

cent care for children is again under discussion, a study 

of the previous plan seemed applicable. 



CHAPTER V 

PRESENT FACILITIES AND NEEDS 

IN MONTREAL 

Chapter IV was devoted to a discussion of the plan 

for the foster convalescent care of infants which vvas in

itiated in 1931, and seme mention was made of the existing 

institutional facilities of the time, namely, the Julius 

Richardson Convalescent Hospital, and the Montreal Found

ling and Baby Hospital. The main purpose of this chapter 

is to discuss the present resources for the convalescent 

care of children in Montreal and its environs, and to find 

out what specifie gaps there are in meeting the needs of 

its children. 

The past tan years have shawn a few changes in the 

facilities in Montreal. The discontinuance of the short-

lived plan for foster convalescent care of infants left the 

city without any established resource for this type of care. 

The closing of the Montreal Foundling and Baby Hospital in 

the latter part of the 'thirties, left the Julius Richardson 

Convalescent Hospital as the only established ohildren's 

convalescent institution. Thus, the city has actually 

fewer resouroes than it bad in the preceding decade. The 

aftermath of the second world war, with its terrible housing 

shortage, the overorovroing, and resultant poor social con

ditions in many homes, have made for the increasing practice 

of keeping children longer than medically neoessary in hos-
' 



pital. The final result has been a re-awakened interest in 

the convalescent care of children amongst doctors, nurses, 

·and social workers in particular, and by the general public. 

A· statistical sample1showing the numbers of children need-

ing convalescent care who were known to the social service 

departments of three Montreal hospitals over a period of six 

months, has shown that the need for more facilities extends 

into all three main groups of the city, the Protestant, 

Roman Catholic, and the Hebrew. 

As we have seen, there is now no organized plan for 

the toster care of convalescent children, either for infants 

or ethers who may require it. This is a sharp contrast to 

ether well-developed foster care programs for dependent 

children in Montrealo The general feeling concerning this 

problem seems to have been that this type of foster care is 

very specialized, and that this would automatically limit 

the number of foster homes available for it. Moreover, in 

Montreal as in most cities 1 ordinary foster homes are dif

ficult to find, let alone the specialized type required for 

foster medical care. The financing of such a service has 

been a problem, too, especially since the Welfare Federations 

have had difficulty in meeting their quotas in the last few 

years. Retrenchment rather than expansion has been in the 

lThe Committee on Convalescent Care for Children, 
Montreal, 1950. See Appendix p. 90. 
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air. If, however, the need for a scheme for the toster 

medical care of infants and other children could be estab

lished beyond a doubt, it is possible that means could be 

found to finance ito This might be done if a higher 

grant could be obtained under the ~uebec Public Charities 

Act than is now available for this category. A properly 

supervised program of toster convalescent care would be 

considerably cheaper than hospital care under ~CA. It 

would eliminate the keeping of these children in hospital 

long after the acute stage of the illness is past, and it 

would lessen the possibility of frequent re-admissions 

becuuse infants and children are sent home too soono Both 

proceedings are harmful to the children and expansive to 

the com-:nunity. 

The premature baby is a case in point. Such an 

infant is carefully built up to the required weight and 

strength in the hospital before being 3ent home. But, if 

such a child is sent home to a small, overcrowded, ill

heated flat or house, to an overworked mother, it is no 

time before the baby is back in hospital with diarrhoea, 

pneumonia, or other infectious disease. Baby is again sent 

home when sufficiently well, only to return again shortly 

with a recurrence of the same or some other condition. 

Apart from the expense to the family and the community, 

it gives the mother a sense of failure in not being able to 

care for her baby well enough, and it is extremely harmful 



to the infant both from a physical and a psychological 

standpoint. Temporary care in a good toster home until the 

home was prepared to receive it, would spare both mother and 

baby. It would go far in solving the problem of repeated 

admissions to hospital also. At the same time it cannot be 

stressed too much that basides good physical care, babies 

need their ovm mothers or substitute mothers who will give 

them individual care and affection. The constant separation 

of an infant from the mother by recurrent hospitalizations 

is damaging to the child's physical, mental, and emotional 

development. 

While there is at present no organized program of 

foster medical care in Montreal, there have been a number 

of instances where sorne ~ecial arrangements have been made 

for such care through the various agencies. SUch arrange

ments, however, have been mainly on behalf of children who 

are already knovm to these agencies, and who have had 

severe handicaps, or who have been chronically, or terminal-
2 

ly ill. On in~uiry, it was found by the Committee that most 

of the agencies felt that they could handle a limited number 

of referrals for convalescent care in foster homes, if 

requested to do so. They also felt that the specialized 

type of home needed would be expansive and difficult to 

2A study of Convalescent Care for Children in 
Montreal, The Committee on Convalescent Care for Children, 
Montreal, 1950, PP• 5-6. 
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maintain unless the number of referrals were fairly constant. 

Generally speaking, the hospital social workers had not 

requested such care in the past because they had felt it was 

not available through the agencies. Moreover, it was not 

requested because of the difficulties in the supervision of 

medical and nursing care apart from soma organized plan. 

The Julius Richardson Convalescent Hospital, men

tioned in the previous chapter, is still the only specifie 

convalescent institution for children. As we have seen, 

this hospital will accept children from three to twelve 

yeurs of age. So far as age groups are concerned, this 

takes care of the pre-sohool child, and the sohool child up 

to the early adolescent period. According to, present day 

concepts, however, we have seen that it is not generally 

considered good practice to place children under four years 

of age in an institution for even temporary convalescent 

care if it can be avoided. A case which the writer handled 

at the Children's Memorial Hospital may illustrate the vali

dity of this concept: 

Marcelle was a three year old French Canadian 
child, who had been in the Children's Memorial 
Hospital about two months suffering from acute 
nephritis. Marcelle was the second youngest in 
a family of eight children. As she had been in 
a very dirty condition on admittance to hospital, 
the doctor suspected that her home conditions 
might not be suitable for convalescence, especially 
as she would need rest, warmth, and proper nutri
tion. 

When the worker visited the home, it was found to 
be dirty, cold, and crowded to overflowing with 
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children. The mother showed the worker a couch 
in a draughty hall, and another in the front room, 
either of which would have to be shared with one 
or more children. The mother felt that it vrould be 
impossible to keep Marcelle in bed at all, or give 
her the proper care. This was later discussed with 
the rather. He, too, felt that the child could not 
be cared for at home, and the advisability of send
ing so young a child to the Julius Richardson Con
valescent Hospital in mid-winter, was discussed. 
It was finally arranged that Marcelle should be 
transferred to the convalescent hospital, but this 
was delayed for a t~e due to quarantine on the 
hospital wardo After her transfer to the Julius 
Richardson Convalescent Hospital a quarantine for 
chicken pox was tmposed there for two weeks. As 
a consequence, Marcelle's parents were not able to 
visit her then, and later they apparently found it 
too difficult to make the trip to Chateauguay. 

When Marcelle had been on the ward in the hospital, 
she had been full of life, and quite a handful to 
manage. She was, however, very upset after her 
parents' visits. \Vhen the worker visited her at 
the convalescent hospital, she was told by the nurse 
on duty that Marcelle was a very good child, and no 
trouble at allo Marcelle was in the playroom at 
the time of the worker 1 s visit, and was playing by 
herself. Most of the ether little patients at the 
t~e were English-speaking. Marcelle stuck her 
tinger in her mouth and would speak to no one even 
when spoken to in her ·own language. The worker 
tried to play with her, but the only response vms 
from ether children who wanted the attention. It 
was the worker's impression that the child was beth 
unhappy. and confused. 

With a view to strengthening the home for Marcelle's 
return, the family, with their consent, had been 
referred to the Hureau d'Assistance aux Familles to 

· whom they had be en known previously. This agency 
had agreed to gi ve casev;ork services, but after the 
worker's visit to the convalescent hospital, ways 
and means were discussed with a view to getting the 
child home eooner than first thought possible. The 
agency worker was able to procure a cot for Marcelle, 
and arrangements were made to supplement the family 
income for a t~e under the ~uebec Provincial Char
ities Act. This would be administered by the 
agency. Marcelle was sent home as soon as the 
doctor considered it was safe to do so. 



This case seems to illustrate many of the points 

which have already been raised with regard to the child who 

is under about four years of age. Marcelle's long stay in 

the hospital had been a traumatic experience involving as 

it did separation from her family, many strange people, a 

strange language, and many strange procedures. At the con

valescent hospital, she was again among complete strangers, 

and without her parents' visits. It was more than the child 

could bear. She got a cold the first week and had to be 

kept in bed. By the time the worker v~sited her, she was up 

and around, but sbowed signs of regression in her withdrawal 

and thumbsucking. The worker felt that in this case a 

French-speaking medical foster home would have been ideal. 

This would have given her a mother persan ta ~hom she could 

relate, and someone of the same cultural background wham she 

could understand. Such care is very difficult in the im

personal atmosphere of even a small institution. A child of 

this age is usually quite able to form an attachment to a 

new mother figure, but repeated separations and changes of 

environment such as come from frequent placements or trans

fers from hospital to convalescent home and back again, may 

be very painful and difficult. The end result may be that 

the child may only establish superficial, shallow attach

ments which, in turn, could interfere with his ability to 
3 

make strong and lasting relationships in later life. 

~dith M. Baker, "The Effects of Long Term Illness 
on the Family and the Patienti'.' a pa:Qer gi ven at the National 
Conference of Social Work, At antic City, 1950, P• 3o 
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Within certain limits, the Julius Richardson Conva

lescent Hospital does take care of the school age child. 

In the past, one of the chief difficulties in using that 

resource was its distance from the medical centres in the 

city. It has had no resident interne, and no treatment 

facilities. This lack of facilities for physiotherapy, 

special diets, for checking sedimentation rates, urinanalysis 

etc.,considerably restricts the admission policy. However, 

numbers of cases were accepted and transported back and 

forth for treatments and check-ups. It is now known that 

the Board of Directors of this institution are planning to 

build their new plant on a site within easy access of doctors, 

social workers, and parents. The new building is said to be 

planned to accommodats 120 patients, about twice as many as 

the present structure. This should do much to ease the 

problem of care for this particular age group, from four to 

twelve years of age, and increase the number of diagnostic 

categories e.cceptableo 

Since the Julius Richardson Convalescent Hospital 

admits patients regardless of race or creed, it is potential

ly a resource for all sections of the city. Only one hos

pital; admitting children in the French-speaking community, 

had a social service department until very recently. Con

sequently, it is kno~~ that children have been kept on the 

4see Appendix, p. 90, for list of hospitals serving 

children in Montrealo 
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~~rds for want of convalescent planning. As more social 

service departments are organized, the Julius Richardson 

Convalescent Hospital will likely receive a great many more 

French-speaking children as patients than in the past. Thus, 

a bilingual staff is an utmost necessity. 

There are no convalescent services in Montreal for 

the young adolescent. The Montreal Convalescent Hospital, 

an adult institution, has often been prevuiled upon to 

accept a special case, But, since it is an adult institu

tion, it is not possible to separate the adolescent from the 

adults. This is not a satisfactory plan for any young boy 

or girl who goes there, and it can be very disturbing for 

the older people. In addition, there are no teaching, 

vocational, or recreational programs with which to occupy a 

young person's time constructively. Thus, when the .Montreal 

Convalescent Hospital does accept a case of this kind, it is 

only on an emergency basis, and it is stipulated that case

work services are offered to the family. 
~ 

In the French-speaking community, the Hopital St. 

Jean Baptiste des Convalescents, also an adult institution, 

will admit boys from fourteen to sixteen years. This is a 

~uebec Public Charities Act institution run by Religious 

Brothers. \Vhile the boys are accommodated in separate rooms, 

meals and recreation are shared with adults. Any case, with 

the exception of tuberculosis, is admitted for a maximum of 

one hundred days. No medical certificate or consent is 
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necessary. 

The HÔpital St. Joseph des Convalescentes will take 

girls for convalescent care betvmen the ages of fourteen to 

sixteen years. Acute or contagious cases are exceptedo This 

is also an adult hospital, and care is given along with 

adults. This institution is operated by a Religious Order, 

and also receives grants under the ~uebec Public Charities 

Act. A medical certificate with the parents' consent is 

necessary, and maximum care is one hundred days. 

Thus, in the English-speaking section of Montreal, 

any child over twelve years of age must be accommodated in 

an adult institution, while in the French-speaking community 

there is a gap between twelve and fourteen years of age when 

no institutional care at all is availablee Certainly, any 

placement for a child. from twelve to fourteen years of age 

in an adult institution would be done only on an emergency 

basis, if at all. 

The survey of the facilities and resources in 

Montreal shows many gaps in the convalescent services for 

its children. Infants and pre-school children have no facil

ities suitable to their age groups due to the lack o~ a con

valescent foster care plan. The only existing institution 

for the school age child is inadequate to meet present needs 

vdth its limited accommodation and its distance from the 

city. There are no established facilities for the young 

adolescent, institutional or othe~·ise. Young adolescents, 
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chiefly between the ages of fourteen and sixteen years may 

be accommodated by the adult convalescent hospitals, but as 

there are no separate wards for these in-between groups, 

the situation is not a happy one. There is no specialized 

institutional care for any child who is seriously disturbed, 

and who needs group therapy. This type of care, of course, 

needs trained personnel, and the availability of psychiatrie 

consultation. There is no provision in the city for the 

individual child in any of the age groups who needs foster 

care for either medical or emotional reasons. The available 

institutions are lacking in facilities for the continuance 

of medical treatments, and, therefore, a number of medical 

categories cannet be accommodated, especially children who 

have had rheumatic fever, diabetes, or acute .. nephritis. 

A well-rounded plan for the convalescent care of 

children cannet lose sight of any of these groups or cate

gories. It would include foster care for infants, and also 

for those children for whom institutional care of even a 

temporary nature is not deemed advisable. It would include 

a convalescent institution for children ranging in age from 

about four to fourteen years of age, with good standards of 

care, proper laboratory facilities, teachers, occupational 

and physiotherapists on part time basis, and, if possible, 

a group worker. Adolescents, over fourteen years of age, 

might be accepted in adult institutions if there were suf

ficient numbers to warrant a separate ward, or in a sep-
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arate v.ard of the children's institution. Much depends 

on the maturity of the individual adolescent, and the nature 

of the illness asto whether the adult or children's home 

would be preferable. 

Montreal has the nucleus of good convalescent ser

vices which could be expanded to meet the needs of every 

child. In the new Julius Richardson Convalescent Hospital, 

it will have greatly expanded institutional services. In 

the toster services which have been developed throughout the 

city by the various agencies, it bas the basis for an inte

grated program of toster medical services. Above all, it 

has a representative cornmittee from the hospitals and child 

and family agencies which have been studying the resources 

and needs from a total point of viewo 

In the following chapter, it is proposed to consider 

sorne of the conclusions reached by this committee, and the 

recommandations made by it to the Montreal Council of 

Social Agencies. 



CHAPTER VI 

THE C011MI~ ON CONVALESCENT C.ARE 

FOR CHIIDREN m MONTREAL 

The Committee on Convalescent Care for Children in 

Montreal has been referred to many times already in this 

study. This committee which grew out of an urgent need, was 

set up by the Executive Committee of the Case Work Section 

of the Montreal Council of Social Agencies following a meet-
1 

ing on February 3, 1949 • 

The committee, in the first instance, consisted of 

members from the child caring agencies and hospitals in the 

Montreal Council of Social Agencies onlyo The chairman was 

Mrs. Christina James of the Children's Memorial Hospital. 

After the first meeting, it was decided to extend the cam

mittee to include representatives from the ether hospitals 

serving children, the convalescent homes, the family agen

oies of all the welfare federations, and the City Health 

Department. From this main committee, three sub-committees 

were appointed. One of these sub-committees investigated 

the extent of the problem as seen in the three representative 

hospitals~ Another studied the present facilities in the 

community, and the-third reviewed standards of convalescent 

care for children. 

1A Study of Convalescent Care for Children in 
Montreal, p.lo 
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The extent of the problem in Montreal, and the 

facilities that are available, have already been considered 

in this thesis, as wall as sorne of the current concepts in 

child care. While the findings of the various sub-commit

tees do not differ substantially from what has been discussed 

. in previous chapters, it proposed here to consider soma of 

the findings and .the recoiJJL1enda.tions of the committee in 

the light of past history and present thinking. 

The report of the present committee in its entirety 

represents a great advance in thinking and planning from 

that recorded in the minutes of the Montreal Council of 
2 

Social Agencies in 1931-1932 • However, the present commit-

tee, unlike the former one, represented a cross-section of 

the whole city, irrespective of race or creed. 

The sub-committee which investigated the extent of 

the problem in Montreal, was under the chairmanship of a 

worker in the Social Service Department, the Royal Victoria 

Hospital. This sub-committee collected a statistical sample 

from the social service departments of three hospitals in 

order to determine how many children in different age and 

medical categories would have benefited by convalescent 

care3 • This sample represented an eight months period, and 

2supra, pp. 43. 

3op. cit., A Study of Convalescent Gare, pp. 2-4. 
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included cases which were known to the social service depart

ments only. 

In the sample obtained from all three hospitals, 

fifty-six cases were considered, and of these, thirty-seven 

were Roman Catholic, si:x:teen were Protestant, and three were 

Hebrew. Most of these children in need of care were under 

three years old, and no toster home placements were available. 

Twenty-three of the children from three to twelve years of 

age who might have been sent to the Julius Richardson Conva

lescent Hospital, were unsuitable because of diagnosis. 

Sorne could not be placed in an institution because of emo

tional needs which could not be met there. Any of the chil

dren who were over twelve years of age could be accepted at 

the Montreal Convalescent Hospital by special arrangement 

only. 

In the sample study of fifty-six cases, twenty of 

these children were recovering from rheumatic fever. If the 

Julius Richardson Convalescent Hospital had been able to 

undertake the necessary laboratory tests, sixteen of these 

children were within the age group which might have been ad

mitted there. In most cases, the homes were not conducive 

to recovery from rheumatic fever, although after the conva

lescent period most of them could be cared for at home. Six 

children were orthopaedic cases who needed regular physio

therapy. In seven cases,.malnutrition was the diagnosis, 

and intensive casework with the family was needed before 
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the child could be allowed to eo home. The remaining cases 

consisted of those who were recovering from pneumonie, bron

chitis, gastro-intestinal upsets, and ether disorders. 

Since careful investigations bad precluded care at home, and 

other convalescent care was not available, most of these 

children were kept in the hospital. Some were sent home in 

spite of unsuitable conditions. 

The sub-committee members were agreed that because 

of the months of hospital time occupied with caring for con

valescent children, as well as the emotional damage dona to 

children by prolonged stay in hospital, there was a need for 

improved facilities. It recommended: 

1. A convalescent home, near the city and the 
children's parents, accessible to the medical 
and laboratory facilities of the city hospitals, 
staffed and equipped to meet the emotional and 
physical needs of children. 

2. Foster homes that could be used for conva
lescent babies and older children whose emotional 
needs might contra-indicate institutional place
ment. 

The sub-committee noted that the statistical sample used, 

merely indicated something of the extent of the problem as 

it exists in Montreal, They suggested keeping a record of 

cases for a further period of six months. Nevertheless, 

the sub-committee apparently felt the figures warranted 

their recommendations for more adequate institutional care, 

and the setting up of foster homes that could be used for 

convalescent care. 

The sub-committee on facilities for the care of 
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convalescent children was composed of members from the chil-

dren's and family fields. The chairman was from the Jewish 

Child and Family Welfare Bureau. The sub-committee approach

ed the problem of facilities by asking the various agencies 

in the field to submit to them the number of requests re

ceived from hospital social service departments and 
5 

physicians in 1949 o They also asked how the agencies were 

able to meet the requests, and any alternative plans resort

ed to in attempting to find solutions. With the exception 

ot those agencies whose intake policy prohibits the acoep-

tance . of convalescent cases, most agencies had had a few 

requests during the yearo These they handled by working 

out a plan with the tamily, relatives, or ether homes, 

using special ~uebec Public Charities Act grants, or the 

Julius Richardson Convalescent Hospital. Some agencies felt 

that the hospitals did not request such care because it was 

believed that it was not available. 

As a result of the information gained from the 

family and child care agencies, this sub-committee found 

that the care of convalescent children has not been given 

definitely to these agencies. In fact, the policy of one 

agency, the Children's Aid Society, excludes this category. 

The general opinion was, however, that if a formal request 

4 Ibid. P• 5. 

5Ibid. PP• 5-7 
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were made to all agencies concerned directly or through 

their federations, this class of care could be included. It 

\ms felt that the agencies could absorb a reasonable demand 

for .such service und er thelr present set-up, if money were 

available. 

This sub-committee also outlined certain consider

ations which it considered basic to the development of ad

ditional facilities. For the purposes of the study, a child 

was defined as in the age range from birth to sixteen years 

to conform with the ~uebec Public Charities Act. It was 

unanimous in concluding that infants from birth to two and 

one half years should not be considered for any type of care 

except in a foster home. It stressed the fact that when 

placement is necessary because of an inadequate home situ

ation, it is essential that . casework is of'fered the family 

during the convalescent period in arder that a recurring 

pattern of hospital care, convalescence, and return to hos

pital would be avoided. New cases should be assessed by the 

hospital medical social worker asto the family's ability to 

cope with the problem of convalencence, and where necessary 

to refer them to the appropriate agency. In cases active 

with any agency, co-operative assessment should be made 

between the medical social worker and the agency social work

er. All available resources, including family relationships 

should be explored in establishing eligibility. The use of 

visiting homemaker service was explored, but it was con-
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cluded that this service could seldom be used to meet the 

needs of convalescent children in the way it could when the 

mather is the patient. The sub-committee also contended 

that the provision of convalescent toster home care would 

mean paying higher board rates than those already being paid 

for foster homes because of the specialized type of care. 

Agency budg~ts would not be able tc stand this extra expanse 

unless additional allocations were requested from and granted 

by the various financial federations. They would also need 

additional grants under sections B
1 

and B
2 

of the ~uebec 
Provincial Charities Act available to agencies giving the care. 

This would require direct interpretation to provincial 

authorities to gain inclusion in the definition of agencies 

that are eligible. 

The third sub-committee on Standards of Convalescent 

Gare for Children was chaired by the Director of the Social 

Service Department, Royal Victoria Hospital
6

• This sub

commi ttee began its report by defining the term ''Convalescent 

Placement" by stating that: 

"- a child requiring convalescent placement is one 
who, for medical reas ons, needs ca re which cannet 
be adequately carried out at home." 

The sub-committee report then goes on to say that the 

inability of the parents to provide the care might be the 

result of emotional, economie, or environmental factors. 

~drs. Caroline E. Elledge. 



Three main groups are distinguished in discussing 

the type of placement needed for different age groups. The 

first of these groups is from birth to two and one half 

years of age, or the infant group. The sub-committee state 

that without exception these are best cared for in foster 

homes, beth because of the emotional needs of babies, and 

the danger of cross-infections, if the child's ovm home is 

unsuitable. The second age group takes in the pre-school 

child from two and one half to four years. Here the feeling 

was that the type of care depended on the needs of the 

individual child. Seme of these children would do well in 

an institution, and ethers should have foster home care, 

therefore, each case should be evaluated on its own merit. 

The third group constitutes those from five to sixteen years 

oldo It was agreed that children up to fourteen years 

should be included in a children's convalescent institution

al program, but that those over this age presented addition

al problems. On the whole, it was felt that the children's 

institutions were more able to meet the needs of this group 

than adult institutions are, because these adolescents are 

for the most part still children. If there were enough 

adolescents needing this care, a whole floor in either a 

children's or adult institution might be given over for 

their use, and a program geared to their needs. If there 

were not enough adolescents, it was felt that the intake 

policies for beth children's and adult institutions should 
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be flexible, and each case should .be carefully evaluated. 

The sub-committee also noted that seme school age 

children would do wellin foster homes rather than 1 in 

institutions. These might be children who are emotionally 

disturbed or those who have certain medical diagnoses that 

might make institutional care difficult, e.g.,blind chil

dren, diabetics, those with allergies, or seme congenital 

difficulties such as hyperplasia, questionable tuberculosis, 

or rehabilitation cases. In cases of severe disfigurement, 

such as burns, there was seme disagreement about the best 

place for convalescence. It was thought that it would 

probably depend on the individual child. 

In its report, the sub-committee go into some detail 
7 

as ta what constitute good standards of institutional and 

boarding home care. They state that the intake policy of a 

convalescent institution should be related to the limita-

tiens of the institution. If there are no facilities for 

sedimentation rates, or for physiotherapy, then rheumatic 

fever and poliomyelitis cases might have to be excluded. 

Intake would be limited also by the age groups accepted. 

The sub-committee felt tbat discharge policy should 

be based on the intake requirement of a total plan. It was 

noted, however, thut the convalescent institution should 

reserve the right to recommend discharge for medical or 

7 op. ci t., A Study of Convalescent Care for Children 
in Montreal, pp. 10-15. 
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social reasons before the prescribed time is up. The refer

ring agency is then responsible for other plans. There ought 

to be a high degree of co-operation between the referring 

agency and the convalescent staff if the convalescent period 

is to be worthwhile. 

A referring agency should furnish the convalescent 

institution with certain infonnation if sound intake and 

discharge :policies are to be established. The sub-committee 

summarized these as follows: 

1. Complete medical information 
2. Social data 
3. Plans for discharge 
4. Certain financial arrangements 

The convalescent institution itself should have 

adequate paediatric supervision and specifie arrangements 

for children vmo require special care. The institution 

should be accessible to other hospitals and to the locations 

from vmich the children came. There should be good trans

portation facilities for the parents' visits. There should 

be sufficient grounds and adequate outdoor play equipment 

to allow for a playground for ambulatory cases. The conva

lescent home should be designed to meet the needs of the 

convalescent child by the provision of ramps, elevators, 

or cottage type accommodation if possible. Otherwise, there 

should be small wards for appropriate groupings, a hamelike 

atmosphere, and adequate play space within the institution. 

In their report, the sub-committee describe the 

various functions of a Board of Directors, the SUperintendent, 



and the staff of an institution in sorne detail. Briefly, it 

~~s felt that the entire personnel should be well qualified 

educationally and vocationally, as well as being mentally 

and physically in good health, and emotionally well-balanced. 

The size of the staff itself is determined by the number of 

children under care, but a minimum requirement would demand 

two paediatrically trained nurses. One of these would be 

responsible for night duty, and the other nurse for day duty, 

and they would be assisted by nurse's aides as needed. There 

should also be a social worker on a full time or part - time 

basis who would be responsible for intake and discharge. 

She would also plan the day to day program with the nurses 

and doctors so that the children would have a satisfactory 

social and emotional experience within the institution. 

The institution should employ occupational and physiothera

pists, dietitians, and other experts as indicated by their 

intake policy. There should be qualified teachers in suf

ficient numbers, and adequate facilities for teaching. 

With regard to the requirements for adequate board-
S ing home care, the sub-committee felt that the intake and 

discharge policies for the convalescent toster homes should 

be similar to those for institutions. The referring agency 

should assume the primary responsibility for the referral 

to the Child Care Agency, and the discbarge from the foster 

8Ibid. pp. 13-14 
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home. Boarding homes for convalescent children should be 

under the supervision of recognized child care agencies, 

each of which might maintain a few homes for this purpose. 

The foster mothers for these children should have had pre

vious experience either as foster mothern or as nurses, 

and should have an understanding of the total needs of a 

sick childo The general health supervision in the home 

should be given by a nurse employed on a full-time basis by 

all the child care agencies for the convalescent plan. The 

medical supervision should be retained by the referring 

doctor or hospital, and periodic visits to clinic arranged. 

Certain of the general paediatric problems could come under 

the doctor connected \ûth the children's agency. A paed

iatrician could be employed for the overall supervision to 

convalescent children of all the child care agenciess The 

medical social worker would help to prepare for the child's 

homecoming and work through any problems in connection with 

the illness. The social worker at the children's agency 

works with the foster parents and supervises the child's 

adjustment in the foster home. Vfuile the worker at the 

referring agency might visit the child if there is a good 

casework reason for doing it, and both workers agree to it, 

the responsibility for casework service in co-operative 

cases should be decided at a conference. 

Finally, this sub-committee point out that any 

plans for children should recognize their total needs in 
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terms of their cultural, religious, and educational back

ground, as well as individual emotional needs. The staff of 

any foster care program should be equipped to meet all these 

needs. It was the impression of this sub-committee that all 

convalescent care planning should be on a non-sectarian, 

bilingual basis in keeping with the philosophy of medical 

care which does recognize such barriers as race, creed, or 

language. With this in mind, it was recommended that con

sideration" should be given to the fonnation of a non-sec

tarian advisory committee, composed of doctorsJ nurses, 

social workers, and other community leaders. This advisory 

committee would handle such matters as the appointment of 

- a nurse and a doctor, and any ether questions arising in 

connection with an overall convalescent foster home program. 

The findings and conclusions reached by this last 

sub-committee were, in general, much the same as those al

ready discussed in this study as being necessary to a good 

program of institutional and toster home convalescent care. 

In view of the peculiar problems of :Montreal, the most 

significant contribution this sub-committee made, was in 

its recognition of the fact that all convalescent care plan

ning should be on a non-sectarian, bilingual basis, and its 

recommandation that a non-sectarian advisory committee 

should be appointed to handle questions cammon to an over

all convalescent foster home program. The philosophy of 

medical care bas long ago disposed of the barriers of race 
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and creed in theory, if not al~~ys in practice. If conva

lescent care is a continuation or a part of total medical 

care, language, race and creed should not be made barriers 

as often they aree In this case, the setting up of a 

representative advisory committee would give unity to the 

planning of the various child care agencies, while still 

preserving their own cultural and religious character. 

Such a committee could be an integrating force in the com

munity, bringing about a new understanding and unity, but 

not necessarily uniformity. 

In view of the reports of the three sub-committees, 

the Committee on Convalescent Care for Children in Montreal 
9 

as a whole, made a number of far-reaching recommandations • 

These recommandations, if implemented, would give the city 

of Montreal and the surrounding territory, an integrated 

program of convalescent services to children that is in 

accord with seme of the best thinking on the continent. 

Specifically, the committee recommended that an advisory 

committee sponsored by a recognized co-ordinating organ

ization such as the Hospital Council,or an.inter-fedèration 

council be set up. It would be composed of doctors, nurses, 

social workers, and community leaders, and its main function 

would be to co-ordina te the efforts in the commun! ty to pro-

vide convalescent care for children. It would advise on 

9 Ibid. P• 16. 
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appropriate programs for such care in the institutional area 

as well as in the foster home area, so that a unified . 

community program of convalescent care on a non-sectarian 

basis would be the result. The Co.mmittee on Convalescent 

Care further recommended that the Board of the Montreal 

Council of Social Agenci"es institute proceedings with 

(a) the boards of the various institutions to evaluate their 

facilities and practices in comparison with the standards of 

convalescent care submitted by the cammittee, (b) that the 

boards of the various agencies and/or the appropriate fed

erations concerned in child placement consider the exten

sion of their services in the foster home area. 

To take care of the gaps in institutional services 

to children, the committee recommended that the Montreal 

Convalescent Hospital give consideration to the additional 

services necessary for it to accommodate adolescents of 

fourteen years and over adequately. It also recommended 

that the Julius Richardson Convalescent Hospital consider 

extending the age limit to include the twelve to fourteen 

year old group for whom services have been lacking entirely. 

The committee recammended with regard to foster 

home convalescent placement, a request be made to the Chil

dren's Aid Society of Montreal to revise their intake policy 

to include convalescent placement for infants, young chil

dren, and such ether cbildren as would benefit from toster 

home care. This was the one child caring agency in the 
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city whose intake policy definitely excluded this class of 

care, and a revision of policy woul~ mean that care could be 

given to the English-speaking Protestant group. The French 

and English-speaking Catholics, ~nd the Jewish group had 

already int~ated that their services could be extended pro

vided they bad the fundso To take care of this situation, 

the committee recommended that the inter-federation council 

and/or the Hospital Council approach the City of Montreal 

Department of Social Welfare, and the Provincial Ministry of 

Health for additional grants under the .Quebec Public Char

ities Act to cover convalescent care for children. 

It was felt by the committee that conferences of 

workers concerned should be held before a child is placed, in 

order that the best plan may be devised, and also to clarify 

responsibility during the placement. Cases ought to be 

reviewed frequently to make sure of co-operation in planning 

so that the time element, which is so important in child 

placement, is not prolonged unnecessarily. Other referral 

sources should be informed by the receiving agency if it is 

necessary to provide casework service to the family during 

the child's placemento 

The committee wisely advocated that the Ministry 

of Health should lioense and inspect convalescent homes to 

maintain the approved standards of care in both equipment 

and staff in the present institutions, and to avoid the 

development of undesirable projects springing up in the 
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attempt to meet the need. 

The committee followed up their recommandations by 

recording the need for inquiry into the field of care for 

children with chronic illnesses such as diabetes and 

epilepsy, as well as the exploration of long term convales

cence in certain diagnostic categories. It further recog

nized the lack of medical and nursing supervision for a con

valescent program in areas where there are now no organized 

health services. It was felt that the provision of these 

services should be ex:plol;'ed with the Department of Health 

of the City of Montreal and other municipalities in the 

metropolitan area. Ultimate leadership in medical and nurs

ing supervision should be taken by this Department. 

The various findings and tentative recommandations 

of the sub-committees were thus clarified and welded to

gether into a plan taking care of both the institutional and 

foster home convalescent needs for children in Montrealo 

The nucleus of these services was already there, although 

the gaps were woefully apparent. The extension of beth in-

3titutional and foster home convalescent services in the 

directions indicated by the Committae on Convalescent Care, 

and the formation of a representative advisory committee to 

unify the whole program, would seem to be the anmvero In 

these uncertain tfmes, the problem of convalescent services 

is likely to become worse instead of better unless the 

pres'ent need is met by a program that can be expanded at 
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will. Such a plan as the committee outlined is an expansion 

and development of existing services on a city-wide basis, 

and should avoid the weaknesses inherent in isolated at

tempts to meat the need. The plan for the foster home con

valescent care of infants undertaken in 1931, was an ex

ample. It was a small isolated program that was dropped 

in the face of the dire needs of depression days, and in 

the re-organization within the agencies which sponsored it. 

The present plan would avoid these difficulties, and it 

would caver both institutional and foster care needs of all 

children in want of convalescent careo 

Thus, the 1950 Committee on Convalescent Care for 

Children has made specifie recommandations for the achieve

ment of an integrated community program of convalescent 

services on a non-sectarian basis. The time is now ripe 

for the follow-up action. The achievement of a plan of this 

kind may take soma time, but eventually Montreal will be 

given a program which is in line with the best thinking and 

practice on the continent. 



CHAPTER VII 

FINDINGS AND CONCLUSIONS 

The need for more adequate facilities for the care 

of convalescent children in Montreal had been apparent for 

some time. For this reason, a committee, under the aus

pices of the Montreal Council of Social Agencies, had been 

set up to investigate the situation. The committee was to 

study the present resources of the community, the gaps in 

the services, and present standards of careo This thesis, 

however, was undertaken because it was felt that there was 

certain additional information that would be of value in 

the planning of any overall program of convalescent services 

for children in Montreal. This included an inquiry into 

seme of the historical background of child care on this con

tinent as well as modern concepts, some outstanding pro

grams of foster care in other centres, a previous experi

ment in foster convalescent care in Montreal, and the re-

lation of all these to the present situation. 

A study of the word "convalescence" showed that it 

means that slow process by which a persan grows strong again 

after a period of illness. It is a state which involves the 

whole persan, physically, mentally, emotionally, and so

cially, and yet affects each human being in his own peculiar 

way. 

Today, "convalescent care" is more and more consid

ered to be a continuing service in which the total needs of 
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the patient are taken into consideration, and without which 

no medical history is complete. This is true whether the 

convalescent period is spent at home, in the country or in 

an institution. 

In recent years, child care studies have sho\qn that 

the process of convalescence is muoh more oomplioated when 

the patient happens to be a child. Tfme has a different 

meaning for a child than it bas for an adult, and separation 

from those he knows and loves, for even a short period, can 

be a traumatic experience for any child, but especially for 

a sick one. Moreover, since a child is growing physically, 

mentally, and emotionally, illness and separation are bound 

to affect the process, and may have profound affects on the 

development of personality. 

It was round that the last fifty years have seen 

great changes in the realm of child care. · The end of the 

nineteenth century was often referred to as the institutional 

era since institutions sprang up all over the country re

~lacing the almshouse and the indenture system. The turn of 

the century, however, brought the Charity Organization Move

ment to this continent with its tendency to consider people 

as individuals rather than en masse. This led to a question

ing as to the value of the institution in giving the kind of 

persona! care a child needs. From this sprang the movement 

for toster home care. For a time institutions were threat

ened with extinction. The past few years, however, have 
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brought about a new understanding of the role of the insti

tution as well as of the foster home. Both have their 

respective parts to play in the field of child care. This 

new conception is due largely to the work done during the 

war years by paediatricians, psychologists, psychintrists, 

and social workers. There is now an entirely new under

s.tanding of the development of personality. Thus, wi th 

certain age groups, or in the meeting of soma particular 

needs, it has been found that foster home care is preferable 

to institutional care. Likewise, with other age groups, or 

special needs, institutional care may be preferable. 

According to modern concepts, it was round that ail 

infants without exception, if not cared for at home, should 

bave foster home care. The reason for this theory is to be 

found in the infant's need for the love and care of some one 

person. In general, the pre-school child also needs the 

care of his mother, or a mother substituts as found in a 

foster home. The school child and the young adolescent, 

having experienced soma separation from their familles, 

generally make better adjustments in an institution, and in 

the company of other children. Each case, however, should 

be carefully evaluated according to the child's total needso 

Since convalescent care for children is a form of 

child placement, even though it is usually of relatively 

short duration, these concepts, also apply. Convalescent 

care involves the additional factor of the medical condition 
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as welle Oonsequently, any decision regarding the type of 

care a child should receive, must take into consideration 

his medical and physical needs, as well as the mental, emo

tional, and social ones. This demands teamwork on the part 

of all concerned, including the co-operation of the child 

and his family, as v;ell as the re sources to carry out the 

plan. 

The lack of adequate resources for the convalescent 

care of the infant and pre-school child in Montreal was one 

of the reasons for the inclusion in this study of ~vo types 

of foster convalescent programs in other communitieso These 

were the S:peedwell Plan in New York, and the Children' s Mis

sion to Children in Boston. Both of these programs started 

as the result of a reoognized need, and they were outgrowths 

of the movement to give toster hama care to children rather 

than institutional care. While these two plans were found 

to differ sœuewhat in their terms of reference, their main 

function is the same in that they provide supervised con

valescent foster care for ohildren in varied age groups and 

diagnostic categories. In New York, the Speedwell Plan is 

a vital part of the Master Plan for Convalescent Services 

which is gradually being worked out. In Boston, the Chil

dren's Mission to Children is affiliated .with the Children's 

Medical Center, and is used by all bospitals, doctors, and 

clinics when a child needs this particular service. From 

being sanewhat isolated programs in the beginning, both these 
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plans have gradually become integral parts of the overall 

services to children. Foster convalescent care in these 

cities is not a haphazard affair 1rlth the various agencies 

struggling to find foster homes suitable for the particular 

cases which happen to come to their attention. It is a 

planned and co-ordinated service. Both progrems are worth 

the attention of any community that is thlnking in terms 

of foster convalescent care for children. 

A plan for the foster convalescent care of infants 

under two years of age was uctually started in Montreal in 

1931. This involved an agreement between the Montreal 

General Hospital and the Children's Bureau, and was under 

the auspices of the Montreal Council of Social Agencies. 

The program included only Protestant children of "indigent" 

parents, and it was financed by the Montre~l General Hospital, 

and the C~che allowance under the ~uebec Provincial Char

ities Act. The plan v~s reasonably successful the first year, 

and the expertment ~us to continue for another year, but no 

more vms heard of it. Apparently, this was due to the dif

ficulty of finding foster homes, the exigencies of the de

pression, the general re-organization of the agencies con

cerneà, and possibly a good deal of resistance to the plan. 

In a curvey of the present facilities and resources 

for the convalescent care of children in Montreal, several 

serious gaps became apparent. Since there is now no con

valescent foster home program, there are no facilities suit-
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able for infants and the young pre-school child. The Julius 

Richardson Convalescent Hospital is the only existing in

stitution devoted to the convalescent needs of children. 

Vfuile it lNill take children from three to twelve years of 

age, its present plant is situated at a considerable dis

tance from Montreal, and is inadequate and out-dated. It 

has no facilities for special medical treatment. For young 

adolescents between the ages of twelve to fourteen years, 

there is no acco~odation. Three adult convalescent in

stitutions in the city will admit those over fourteen years 

of ag.e if necessary. There is no institution that can care 

for the emotionally disturbed child who may need group 

therapy, or for children in various medical categories thut 

require the continuance of treatment in the convalescent 

period. There is no provision for the individual child in 

any age group who for medical or emotional reasons needs 

foster home cure, unless thut child is already under the 

care of one of the children's or family agencies. 

In spite of the gaps in services to children in 

Montreal, it is concluded that the city has the nucleus of 

a good program. Many of the gaps that are now present could 

be taken care of with the opening of the proposed new and 

greatly expanded Julius Richardson Convalescent Hospital, 

the site of which will be within reasonable distance of 

the city•s medical centres. The opening of a separate ward 

for young adolescents in this institution, and a vard in 



-
-87-

the Montreal Convalescent Hospital for older adolescents 

would talee care of the gaps in this type of ca re. The 

foundations for a complete program of foster convalescent 

care exist in the various child and family agencies through

out the city, and these, if given the financial means, and 

some co-ordinating agent, could develop into a very adequate 

resource for any child in need of this type of care. A 

foster convalescent program that is city-wide, and which 

includes the various age groups, and diagnostic categories 

as far as possible, would avoid the weaknesses of the old 

plan of 1931. It would be a part of the total convalescent 

services for children, rather than an isolated affair that 

is likely to fall through when times beoome hard. 

The findings of the Committee on Convalescent Care 

for Children in Montreal were not substantially different 

from those discussed in the early chapters of this study. 

The committee, however, did make a number of very signif

icant and important recommandations. Vlhen implemented, 

these should make for an excellent program of convalescent 

services for children in Montreal and its environs. An 

important recommandation made, was that an advisory com

mittee sponsored by sorne such body as the Hospital Council 

or tbat an inter-federation council be set up. such an advi

sory committee would act as a co-ordinator among the various 

child-caring agencies in the city. This is a necessity in 

a city like Montreal which bas been divided into four 
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major welfare federations because of the problems presented 

by race and religion. If there is to be an overall program 

of convalescent services, there must be seme unifying 

factor such as the proposed advisory committee. The pro

posed advisory committee would give direction on appro

priate programs for institutional as well as for foster 

home convalescent care so that an integrated community 

program on a non-sectarian basis vvould resul t. 

These recommandations made by a committee repre

senting a cross-section of the entire city, are a far cry 

from those made twenty years ago. This 1950 plan, when 

implemented, will be on a sufficiently large scala so that 

it will not drop out of sight under pressure of other 

needs. Many problems still face the members of the Com

mittee on Convalescent Care for Children and the other 

interested citizens who would like to see a . unified 

program of convalescent care services for all children. 

The difficulties will not be ironed out in a short time, 

but the very fact that such recommandations have been made, 

is a tremendous advance. 

The Committee on Convalescent Care for Children 

has suggested that further inquiry be made into the long

term needs for ohildren with chronic disabilities. Other 

studies are b eing done in the adult field. The results 

of such studies as these might conceivably result in a 
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Master Plan for Convalescent Care Services in Montreal, 

such as that which is in the process of being developed 

in the city of New York. 
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APPENDJX 

TABLE I 

Age Grouping of 56 ·children Needins Convalescent Care 
According to Religion and Sex Covering a Period 
from September 1948 to lïlay l949 in the Children' s 
Memorial Hos ital Jewish General Hos ital and the 
Royal V ctoria Hospital, Montreal 

. ' 

1 Religion and Se x j 
l 
' ~ 
1 Protestant Roman Catholic Hebrew ' l 
! 
i 
t 

1 
i 

1 
( 
' ( 
! 
' ( 

Total i!:rotal Male Fan ale Total Male Female Total Male Female ! 

1116 ! 11 'Age 56 5 37 16 21 
1 

~ ~ 1 

d 
1 l ! 0- 3 23 1· 7 5 2 15 8 7 

! ' ' 
., 

' ; j ~ ; 

1 j 4- 6 j 4 :! 0 0 0 4 1 3 " 
• li 1 
l j ii 

f 
! ?- 9 j 7 1 1 0 5 1 4 ! !l 
110-121 12 li 3 1 1 2 9 5 4 

13-151 9 1 4 3 1 4 1 3 

over 1 
15 1 1 1 0 0 0 0 

SOURCE: A StudJ: of Convalescent Ca re for Chi1dren 
1950, Commit tee on Convalescent Ca re 
Montreal Council of Social Agencies, 

Hospitals Serving Ohildren in Montreal: 
A 

Hopital Notre Dame .... 
Hopita1 Ste. Justine 
St. Mary' s Hospital 
The Children's Memorial Hospital 
The Jewish General Hospital 

3 1 2 

1 1 0 1 

0 0 0 

1 1 
1 0 

0 1 0 0 

1 0 1 

0 0 0 

in Montreal 1 
For Children, 
page 2. 

The Julius Richardson Convalescent Hospital 
The Royal Victoria Hospital · 
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