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uConsider and consider and z2lways come hack to
what you said in a flash and to what you knew
when you saw 1t.®

Margot Ruddock

"0ne of the puzzling features that gradually
came to light as the quantum theory developed
was that electrons, which had always been re-
garded as particles, under some circumstances -
behaved as if they were waves; while light, -
which for nearly a century had been regarded

as a form of wave-motion, under some circum~
stances behaved as if it were an aggregate of
corpuscles.. . . that is to say, the lecation
of a particle cannot be determined exactly at
.the same time as its momentun is exaetly
determined; and the more accurately the one is
known, the less complete must be our kmowledge
of the other. This is known as the Uncertainty
principle, or principle of imperfect specifica-

tionf.
Sir Edmund Whittaker
in the introduction to
Sir Arthur Eddingten's
"The Nature of the Physical World¥™
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Abstrect

" 8ocizl Workers'! Reconmendations _
on Institutional Care in a Ve*erans_ﬁas-ital

This study makes an examination of the factors involv-
ed in sceianl vorksrs' recommendations as to the necessity of
institutional care for married hospital patients, a form of
long-term care available within the general setiing of a Depart-
ment of Veterans Affairs Hospital. Attention is given to the
reasons governing the "soclal recommendation® made by the
sorcial worker, when the decision lies between the grant;ng of
institutionel e2re, or the patient's return to his home to be
cared for by his wife.

-The activities which lead to the social prognosis on
which the recommendation is based in this special setting, are
similar to those underiaken im various welfare ageneles, where
social workers assist families and doctors in decisions as te
whether .hron;cu¢Ly 111 persons may be attended to &t tome, or
must be cared for in a nursing home or similar aetting. In
answer to the query as to what elements are considered inm ithe
formulation of z professional upinion, the importance of assess=-
ing the strengths and weaknesses of the maritel re;atlanship
becones a major theme of the study. .

The method adopted in the study is (2) to single out:
a series of cases which indicate the range of proolcms cansider—
ed to be typical in the hospital studies; (b) to present the
recommendations made by the social worker and the reasons for
them; (c¢) to speci*y as far as possible the services rendered
by the social worker in these cazzas. Seven Jdirect and six in-
direct services are distinguished. Attention is also given to .
the kind of facts which the social worker finds to be signifi-
cent in assessing the strengths of a marrlage, since the prog-
nosis arising from these, and the outcome of the resultant
"soeial treatment" frequently determine the recommendation.

In a final chapter, the assessment and modification
of inter-personal relutions between husband and wife and the
family members are presented as the distinetive activity of the
secial worker in the hospital setting. The examination of this
contribution, and others made by the social werker to the
resolution of the types of prohlems under study, is not re-
presented as exhaustive. It is set out as an initial descrip-
tive account of the process inherent in the formulatlon of a
professional opinien, an account which might be expanded in
further research.
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Errata

ntherefor" should read therefore

"martialling" should read marshalling
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Chapter I

Generic Problems-Involved in Helping
Patients to Make Decisions

The care of the chronically ill person, old or young,
who by the nature of his illness, requires considerable physical
assistance, and, or nursing care, has always been one requiring
special adaptations in the circle of those who remain well and
active. This ecircle may be the small one of the immediate
family, expanding by varied degrees to the largef kinship or
clan group; it may include the unrelated stranger, moved by
custom or pity, (the "Good Samaritan®); 1t may be an impersonal
group entity charged with cusﬁomary or legal responsibility to
plan for the handicapped person. We find extremes: from that
of the Eskimo, who, in times past, for reasons connected wiﬁh
the survival of the younger and ongoing group, exposed the ailing,
the injured, or the old to hasten death;lto that of the French.
expedition who descended Annapurna, carrying the barely living,
snow-blinded Lachenal, with rotting frozen extremities, down
some 28,000 feet of mountain, from ice to jungle, saving him to

climb again. At either extreme, the decision may be grounded in

1. Press notices in Canadian papers in December 1955
told of a recent legal case in the far North where a man was
judged innocent of murder because he permitted his father to
take his own 1life, in the manner dictated by this custom.



well thought out conviction, which has shaped a feeling of what
is right to expect and right to do. '

For any group there 1is the burden and the pain of the
deéision as’ te,what-disposal shall be made of the ailing person.
In thié he shares,'his own common humanity reaching out tentacle-
like to. that of the group who also face his dilemma, regardless
of the accepted cause of their degree of involvement.

’ In times past, the sick were cared for at home, if by
home oné may mean & house, a hut, a castle, an éncampment round
a fire} or peop@e-—a_mother, a wife, a third cousin. As usual,
the poet may have more to teach us than the sociologist. Robert
Frostl.in his "Death of the Hired Man®" puts the following dia-
loghe in the mouths of the farmer and his wife:

"Home is the place, where, when you have to go there,

They have to take you in.
I should have called it
Something you somehow haven't to deserve."

The pesthouSe, the hospice, developed for the care of
those who had no homes. Mixed motives may be ascribed to the
founders-~in part to remove infected and infecting bodies to
where they would not pollute the whole, as well as basic concern
for the suffering. Our clvilization has moved onm to the concept
of a hospital or nursing care institutlom, giving care superior

to that which can now be given in most homes. Times have

1. Frost, Robert, Collected Poems, "The Death of the
Hired Man", New York reprint edition, Garden City Publishing
Co. Inc., 1942, p. 53.
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1 who "not

changed since those of the Elizabethan housewife
only was expected to know what to do by way of immediate relief
-and later nursing, but, with no chemists! shops or rural clinics
to helé her, she had to produce from her own storeroom whatever
cordials, medicines, purges, splints and bandages the occasion |
required." So far have we moved from the earlier idea of the
home as the logical and best place to care for the Wéakened
member of socity, that we sometimes have difficulty in arrang-
ing for a patient's return to his home from the hospital.

Some have laughed at, as primitive, the‘Africans who
brought their sick to be cured by Dr. Albert Schweizer. They
did not leave them in the hospital, detached from.the family
cirele, but remained, crouched by the bedsides, to cook for and
tend their sick. They had found a way of combining the virtues
of family affection and sdientific skills into an integrated
service.

Cyril E. Waddilove, of the Society of Friends,
(Quakers) speaking in Vancouver during the month of December,
1955, at a public meeting, told of this universal problem of the
care of the sick, as he had observed it in a disrupted Korea,
with hordes of refugees displaced by a North-South conflict,

many urgently requiring skilled long-term medical care. There,

1. Hole, Christina, The English Housewife in the
Seventeenth Century, Chatto & Windus, London, 1953, p. 79.
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as in Africa, it had been customary for the family to accompany
the ill person to hospital, but some had travelled so far that
they not only had no immediate family, but no member of the
large clan kinship system to offer such service, Nursing service
had to be improvised to meet the need. It is of interest that,
-in plamming for the future, despite the fempenary arrangements
that were necessary due to wartime family disruptions, they
evinced a settled determination to return to the former system_
of family care for the feeding and nursing of the person in
hospital. '
Current Prograﬁs

We'see that at varying times and places and in varying
cultures the problem of the best care for the ailing has involved
decisions, not only for the person in need of care, but for the
family and the community. ‘ ' |

On this eontinent there has been a reversal of the
proceés referred to above, of the home people going to the
hospital with the patient, in the "Montefiore plan" of hospital
home care, where arrangements are made, in selected cases, for
hospital services, medical, nursing, and ancillary, to be given
to the patient in his own home.; The iIntroduction of such a plan

has been under discussion in Vancouver recently, by the Health

1. Bluestone, E.M., M.D., Minna Field, et al; Home

Care--Origin, Organization and Present Status of the Extra-

mural Program of Montefiore Hospital, Montefiore Hospital, New
York City, 1949.
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Division of the Community Chest and'Council..

Throughout Canada, families request counselling as to
how to plan for chronically ill ar'handiéapped, old or young
persons, whom it tasks the resources of the home to care for.

The doctor; the clergyman; the public health nurse; the social
- worker in a referral centre, family ageney, hospital or publie
welfare department all may be czlled on for advice in such
situations,

In general, the alternatives to home care are infirm-
aries, rest homes and nursing homes. As the literature is re-
viewed, for example, the 545 precis detailed in "Chronic Illness",
a publication of the ﬁnited States Public Health Services, we
find that the terminology varies in different states and provinces
on this continent, but the resources may be similarly grouped.

A check with those charged with the enforcement.bf the Welfare
Institutions iieensing Act of the Province of British Columbia
shows that they recognize only two types of care.

Private hospitals are licenced to provide care for
medical, convalescent and chronic patients, and must have-a
graduate nurse in attendance at all times, as the patients
admitted require skilled care. Boarding homes are also 1icgn¢ed
under the provincial act; these may be knovn as nursing homes,,ei
rest homes to the general public, and may bave, but are not
obligated to have a trained nurse on the staff. Practical

nurses or skillful lay peréons might give the sort of care which
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is necessary for persons admitted, who are ambulatory, but may
require considerable physical assiatance.

In addition, certain boarding homes, licenced by the
city as lodging houses, may offer a tray service or special
service to older perscns., ©Such institutions as the Marpole
Infirmary and the Kamlooﬁs‘ﬁome, are provincial institutions
for the care of chronically disabled persons, and do not come -
under the Licemsing Act. A Committee of the Community Chest
and Council of Greater Vancouver, studying facilities for the
care of the chronically ill in the area, has recommended a 500-
bed institution for such patients. |

As few families can afford the cost of privately
arranged care on a continuing basis, to serve the needs of in-
firm persons, social workers in private agencles, municipal
welfare departments and in the provincial Social Welfare Branch,
in this province, are often approached rggarding planning.

Social workers and others acting as a resource to families in
this dilemma must have medical information as to the kind of care
required, as a basis from which to evaluate critically the re-
sources of the family. From the large volume of literature

about the medical problems of chronically disabled persons and
the sorts of institutions required to meet their needs, it would
seem that elsewheré in Canada and on this continent, much screen-
ing of applications is necessary, as insufficient beds are avail-

able to meet the need. Little is belng written, however,. about
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the nature of the decision as to whether such applicants, if

married men, may be cared for at home.

Social Workers in Hospitals

Professionally, the role of social workers in hospitals
has been described as follows:

", . o the medical social worker i1s a person with
knowledge and understanding of the social services,
of community and of human needs and aspirations,
who through training has developed skills in help-
ing people to live with themselves and with each
other, and who brings this knowledge and skill into
a setting where the primary function is the treat-
ment of physical illness. The special contribution
of the soclal worker is in the area of the patient's
relation to society and particularly his family.
The social worker is the person best equipped to
assess the social environment of the patient, to
understand the stresses in his life outside the
hospital and what these may mean in relation to his
illness and hospitalization. The social worker is
qualified to diagnose the social problem, to make
recommendations with regard to alleviation of
stresses, either by helping the patient towards a
better adjustment or by relieving envirommental
pressures.” 4

This is a8 current statement on the present.funetion of medical
social workers in modern hospitals and elinics. 8Social workers
have come into hospitals and institutioﬁs for the care of the
sick, long after these establishments had been giving what
seemed to be a rounded service. They came because existing
services could not, in all cases, restoré the sick to fullest

function. Historians of the varying roles of sdecial workers

1. From an address given by Miss Ceeil Hay-Shaw,
Head, Medical Social Service, Shaughnessy Hospital, to a Soclal
Service Sectional Meeting, Division of TB Control, November 28,
1955, unpublished.



agree that medical social work in hospitals in the United

States may be traced back to 1902 and in England to 1894. 1In
parts of Canada, and notably in Veterans Hospitals in Canada
after World War I, nurses were used to perform duties which are
now usually viewed as proper to social workers. BSoeial workers
in other settings had been accustomed to approaching the |
evaluation of any individual's capacity fof better functioning,
by study of his family background and current personal situation
as théy illumined that capacity. Working in & hospitai did not,
then, call for a new approach to helping peéple, The ways in
which illness could upset normal patterns, or further disturd
already disturbed patterns of adjustment, called rather for
heightening of existing skills already in use. The social
worker learned that she} must interpret her goals and procedures
to those other members. of hospital staffs who were sometimes
imbatient of the.sociél worker's conviction as to the “clientfs

n? or of a slowness of pace in the

right to self-determination,
social worker!s efforts to catalyze chénges desirable in view
of medical diagnosis. ‘The social worker must point out, as.
Lorna C. Brangwin has said with respect to s&cial casework

with unhappy marital situations:>

1. In Shaughnessy Hospital, medical staff may be male
or female, as may social workers, For convenience of reference,
in this thesis, social workers are feferred to as ghe and
doctors as he.

2. Canadian Association of Soecial Workers, B.C. Main-
land Branch, Ethics Committee, March 29, 1954, Part II., i, (B).

3. Brangwin, Lorna A., "Marriage Counselling and the
Viewpoint of the Caseworker!, Social Casework, Aprik, 1955.
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"If we look only at the disturbance in the marriage,

we are merely considering a symptom. If ways and -

means are prescribed to alleviate the symptom, with- .

out understanding the dynamic forces which have

caused it and which operate in its current manifest-
atiens, then nothing of lagting value can be accomp-
lished . . . . Many (such) marriages are adequately
satisfying to the partners only as long as a kind ef
balance can be maintained in mutual gratification of
emotional needs.”
Those of other professional disciplines may be well aware of
and grant to the body its right to slow rythms of aberration
and return to normalcy, in response to external and internal
stimuli, but may feel that thé social workert's function is to
push or pull the psyche inte patterns seen as desirable by
those other than the patient. The social worker's rolé is not
only one of direct service to her client, as patient, but of
interpreting how the client's needs other than the purely
physical ones, can best be met, and at what pace.

The developing acceptance of the usefulness of the
medical social worker in hospitals, both in direct service to
patients and in consultation to other staff, is clearly stated
in World Health Organization Technical Report Series, No. 22 of
this series states that one medical social worker is required
per 200 géneral hospital admissions or 2000 outpatients (per
annum) ;3 and that two or three psychiatric social workers are
needed to each psychiatrist or one per 500 outpatients (per

annum) .
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In the "Standards for Hospital Accreditation",l the
accepted basis for rating Canadian and American hospitals,
social service is listed among "services which may bé maintained.?
The standards are set out as follows:

"A., There shall be an organized department
directed by a qualified medical social service worker,
and integrated with other departments of the hospital.

B. Facilities shall be provided which are
adequate for the personnel of the department, easily
accessible to patients and to medical staff, and
which agsure privacy for interviews.

C. Records of case work shall be kept. Such
records shall be avallable only to the professional
personnel concerned.

D, Departmental and interdepartmental conferences
shall be held periodically."

As earlier mentioned, especially trained nurses were‘
the first social workers in Canadian Veterans Hospitals,
operated éfter World War I by the then Department of Pensions
and National Health., After World War II, in 1945 a survey ﬁnder—
taken at the requesé of the Department of Veterans Affairs
resulted 1n the setting up 6f‘the Social Service Division within
the Veterans Welfare Service Branch of the Department of Veterans
Affairs, with the Director of Soclal Service responsible to the
Director General of Veterans Welfare Services. At district
levels, soclal workers responsible to the District Supervisors

of Social Service were appointed to work either in departmental

1. Bulletin of the Joint Commission on Accreditaion
of Hospitals, "Standards fqp Hospltal Accreditation”", January
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. hospitals, or in district offices.

In the spring of 1947,‘Medical Social Service was set
up with Heads at local levels responsible to Superintendents of
hospitals, but with professional résponsibility also to the
Director of Medical Social Service at head office Level. Close
co~operation with soclal workers in district offices has
continued, with a view to giving the best possible service to
veterans and patients as they may shift from one category to
another. Full details as to the initial and transition stages
of the service and its status within Shaughnessy Hospital in
particular have been sgt out in a recent thesis by Miss M.
Clohosey, "Social Implications of Readmissions of Veteran
Patients to Shaughnessy Hospital, pvan. 1

With respect to medical social work, as in other pro-
fessional épecializatiqns, the goal of administration has been
to set up for the veteran the most fully modern and acceptable
treatment facilities.

Shaughnessy Hospital

Shaughnessy Hospital, a 1200 bed hospital stiuated in
Vancouver, B.C., is administered by the @reatment Services of
"Van District, the Department of Veterans Affairs. Aet;vg
treatment is offered to veterans of varied categories, to-the

Royal Canadian Mounted Police, to certain Indians and Mariners,

- 1. Master of Social Work thesis, University of B.C.,
1954.
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and to active serving personnel in the three armed forces.
"Institutional care®, farmefly knoﬁn as Class 6 care, but now

as Section 29 ca-re,_.l is available to certain veterans. Without
geing 1nto.the intricacies of ruliqgs on eligibility, it may be
stated in a general way that veterans who have had service in a
theatre-of actual war, or who are in receipt of disability
pension, may be eligible for this continuing type of care. If
mediecal opinion shows that the patient's condition warrants it,
this may be given in an active treatment bed,'within the main
permanent buildings of the hospital proper. If less close
mediéal attention and nursing and orderly service is indicated,
the patient may be accommodated in one of three facilities. The
first group, commonly known as ."the eitension“, is a number of
army huts, on the grounds of the hospital proper. Some of the
patients placed in these wards are fairly mobile, able to leave
the ward and take meals in the attached dining room, to lounge

" in the recreation room, or go to the Red Cross Lodge on the
grounds; others may be confined to bed. Hicroft, the former
home of the late General Hacrae, a handsome mansion set on slop-
ing ground, within the city and close to shops and transportation,.
offers éccommodation to more mobile persons who can manage to use

stalrs. The George Derby Health and Occupational Centre, in a

1l. Office Consolidation; Regulations under the Depart-
ment of Veterans Affairs Act; Veterans Treatment Regulations,
1955, See Appendix A for Excerpt re"Domiciliary Care".
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wooded setting, in Burnaby, comsists of detached huts, with
central dining and recreation hgll, adjoining workshops and

other facilities. After World War II, this was used as a
convalescent and re-training centre. Since, the need for this
‘service has declined, but it is available to meet this need still,
and so may house persons recovering from serious illness or |
injury, for brief stay, as well as those receiving institutional
dare.

Persons receiving institutional care are not necessaf—
ily old, but may be young veterans without possibility of home
care, who are in such physical condition that they cannot be
cared for in ordinary boarding homes. Nevertheless, the con-
ditions leading to a need for institutional care are most apt
to occur in the older age groups. As the veterans of World War
I advance in years, many of them are potential candidates for
continuing care. |

A reéent annual statistical count shows an interesting
_trendzl

TAt midnight on 31st March, 1954, the Departmental

Inpatient Census for the whole of Canada numbered

10,500 . . . « The patients ranged in age from 16

to 99 years with an average age of 56 and a median

age of 60. The greatest number, 1,344 or 12.8 per-

cent of the total were in the 65-69 age group. Less

than one-third were under 50 years of age; over one-
quarter were 70 years of age or over. :

1. Winfield, G.A. and Wellwood, L., "An Analysis of
In-patients Department of Veterans Affalrs at midnight, 31
March, 1954%; Canadian Medical Services Jourmal, Vol. XI. No. 7, .
July-August 1955.
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The total figure is almost identical with that for

1950 (10,491). . « . The average age of patients

Fhows an lnerease of four years and the median age

of five years. 1In 1950, 38 percent were less than

50 years of age and only 17.l1 percent were over 70."

" The Department of Veterads Affairs' "Va" Pistrict,

including the Victoria sub-office as well as the Vancouver
office, has approximately 10,000 veterans in receipt of War
Veterans Allowance¢1 These are veterans of certain service
categories, if over 60, or younger if considered unemployable.
These are éligible for treatment, including "section 29 care®;
if indiecated. Others, in addition to these may be eligible,
also. in the light of these figures, it is understandable that
requests for such care must be carefully screened. If persons
who are little handicapped or who could be accommodated outside
are admitted, there will be no beds available for those who
ﬁrgentiy'require such care. The screening takes into account
both the strictly physical condition of the patient and his
soeial potential, 3since & knowledge of both 1s required in good
medieine.
The Social Wbrkef's Role

The nature of social workers! recommendations as to the
necessity for institutional care in this hospital may be better

understood if one looks initially at cases where the social

Worker is not asked to share in the decision.

1. Verbal information from clerical section.
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‘ Purely medical considerations may hold sway when the
physical amount of nursing care is considerable, with frequent
attention of the sort which cannot be given by an untrained
person. Even then the pafient may :choose to return to his home,
if he is able to procure nursing or orderly service. These are |
clearcut decisions.

Similarly{ the soclal worker may not be called on to
share in planning when it is obvious to nursing and medical
staff that the man wishes to return home, and that he can receive
adequate care there, despite continuing physical disability.
Through contacts with the patient and perhaps his wife as well,
the doctor often evaluated social considerations, such as level
of housing accommodation, ability to follow diét, and the kind
of care which can be anticipated at home.

There are; however, a numberlof types of situations,
evaluation of which may culminate in the decision to give or
withhold institutional care, where the soclal worker may be call-
ed on. At least four types may be distinguished, as follows:

A. In the group someﬁimes referred to as "hospital cléar—
ance®", the patient no longer réquires acute bed care; he may be
refusing to return home; or he may be ready to return home, but
his wife may state that she is unable to care.for him. With the
help of the social worker, the reasons behind these éttitudes
can be understood and a well-founded decision made.

B. Cases are referred to the social worker élsé, where a

series of admissions have occurred with inadequate reason, from
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the medical viewpoint, so that some social or personal reason
is suspected as being the real cause. A solution 1s often
found 1n'institutional care, if changes cannot be made to per-
mit the patient's acceptance at home.

' C. Social workers are asked to evaluate personal attitudes
and home conditions where the patient's health is such that i%
seenms un;ikely he could be cared for at home, but the doctor has
not had the facts to form the basis of an opinion.

D. In some cases no formal referral may be made to the
social worker, requesting participation in the decision as to
the alternative of home or institutionél care, because the
social worker has earlier been involved with the patient or his
wife, on account of problems, economic, persoﬁal or other. In
the process of good normal co-operation between the patient, his
relatives, nursing and medical staff, and on the basis of inform-
ation aboutthe home situation provided by the social worker, it
becomes obvious in the pool of informed decision which is usually
referred to as "teamwork", that the patient should go home, or
that he should remain for institutional care. The propriety of
the social worker's partieipation and the validity of the social
worker's opinion are implicit in the whole process, and may be

most respected when it has not been felt necessary to request

them. In some such situvations the social worker may incorporate
in her wiitten report a recommendation regarding the need of

institutional eare, even before the question is formally consider-

ed by medical staff.
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Direct referrals of the above types of situations to
the social worker may come from a variety of sources: the
patient, or members of his family or circle of friends;
medical or nursing staff; other ward staff; outside agencies.
Referfals from persons other than doctors are cleared with
medical staff before action is taken.

Referrals from doctors may originate on the services
of medicine, surgery, psychiatry, or any specialized services.
Prominent among the latter as a source of referrals to Social
Serviece, 1s the Assessment and Rehabilitation Unit, (informally
known as "A and R"), which had its origin in a Geriatric Re-
search project set up as a pilet study in Shaughnessy Hospital
in 1951, "A and R“ has its own staff of consultants and its
own interne, as well as a reception ward, but its services are
available throughout the hospital. Its purpose 1s to stimulate
the maximum of activity, social, economic, medical and personal,
among older patients and those younger ones who are severely
handlicapped. Where the patient has limited remaining potential,
social service is often called on to assess the social aspect of
the situation. The information thus given is used as material in

the declision as to whether institutional eare must be offered.1

1. For "A and R" purposes, five soclal categories have
been established: Satisfactory family or friend relationships
and accommodation available.

Unsatisfactory family or friend relationships
but accommodation available. .
' Family, friends or landlord accept, but unable
to or should not give care because of poor health or unsuitable

accommodation.
Seasonal accommodation available with family or

friends. No family or friends or suitable accommodation.
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Patients With and Without Families

' In accepting referrals from any source, the social
worker may be évaluating many factors, within the social»and
personal situation of the patient. There are no available
figures as to the proportion of the general patient population
who are married, or of single status, including widowed,
“divorced or separated; not does Medical Social Service itéelf
. keep figures which are segregated in this way. It is known that
a considerable propcrtién of the patients for whom it is necess-
ary to consiﬁer the possibility of institutional care, aré of
single" status, that is they do not have a wife who is at
present concerned in planning regarding them. Some of these,
even men considerably handicapped, may go out to "batch" in their
homes or in furnished rooms; some go out to privéte boarding
homes; some to the homes of married brothers or sisters, sons
-and daughters. Ih the case of the latter group, speclal |
difficulties may arise which call for the services of the sceial
worker, among these, feelings with relation to daughtefs or Sons-—
in-law are prominent, a&s is the physical character of the \
accommodation available. Coloring attitudes to the patient and
his illness are the longstanding feelingé of the family, who may
not see him as a person worthy of their sacrifice of convenience
and privacy. There are many evidences that on this continent
the circle of family responsibility has narrowed; occasionally

a niece or nephew appears with a real sense of obligation to an
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uncle, yet on the other hand in some families there may be very
little acknowldgement of obligation to a brother or father.
"Single® patients may neqé the social worker's help 1if they feel
rejected by family and friends, so'that they must accept
institutional care, and their problems require the exercise of
good judgement and skill.

It is, however, with the problems of married veterans
who may require institutional care that the present study con-
cerns ftself. Social workers who have had hospital experience,
are lmpressed by the quality of the enduring personal relation-
ship between man and wife, as it affects the probability of
the man's return to.his home as opposed to his acceptance of
institutional cere. A man may be seriously handicapped,
physically or mentally or both, to the extent that responsib-
ility for his care in the home would be extremely onerous, and
yet, where the relationship has been a rewarding one , his
return home is welcomed. This is apt to be so, even if the
wife is in frail health, or economically burdened. Conversely,
the man may be very little handicapped, realistically speaking;
as establiéhed by .medical investigation, but if the relations
are poor, the possibility-of his return home will be called
into question., His wife, or the patient himself, may be able
to voice the real state of feeling, or may rather exaggerate
the qualitj or degree of the patient's physical difficulties,
or of his wifé's health. Other "reasons" may be found why
his return home is impossible, these being brought forward by



20 '
elther patner. An attack may be made on DVA care or de-
_partmental regulations, as a cover. With mgrried veterans,
in short, it is frequently the degree of physical handicap,
but also often the state of the marriage which determines
thé possibiiity of home care. The'stereotype of the married
state accepted in the community (even in these days of more |
ready access to hospitals) is that of the loving wife who
awalts eagerly the return of . the handicapped pershn, in grder
that he may be offered the comforts of home, It is therefore
often with loss of face, and beclouded by rationalization and
projection,.that the persons whose feelings are so deéply in-
volyed can be brought to voice them, Will it be helpful or
hurtful to assist them to "face the facts"? Have the&
sufficient strength and flexibiiity to accept help in changing
'their attitudes, especially when conténding with some degree
of illness or disability? These are the decisions the doctor
asks the social worker to assist in.

Given a highly detailed diagnosis and prognosis on
the physical state of the patient and perhaps that of his wife
also, if her health has been called into question; given (if
occasionally there is time to secure it) a quite full background
regérding the patient and his wife, who wnld venture to predict
~ the quality of the flicker of decision sdmmarized as "Yes" or
"No®, that 1s generated out of the past relationshiﬁs of man
and wife? The decision may sometimes be unspoken, sometimes

literally shouted, but out of what has it grown? Is it "Good.
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medicine®, "good social work", good service to the patient
to try to change the decision? If we try to change it, can
we succeed?
| These questions on soclal prognosis and the concerns

which arise from it, formed ‘the genesis of this study. In
examining them, 1t is necessary to re-examine professional
principles and literature, to rewtest their validity ang
authority in this frame of reference.
Literature .

"The Pamily Health Maintenance Demonstration, a
controlled long-term investigation of family health“l sets
out, as did the project centred in the Peckham Health Centre
in England? to study health in normal, well families: The
New York project utilized the services of a team of physicians,
pediatricians; public health nufses, psyéhiatric social workers,
a psychiatrist, psychologists and a consultant social scientist
to study a group of families who were checked, eventually, against
a group of pre—selected'and untreated control :amilies, Charlotte
~ Stiberts chapter on the functions and findings of the social
worker notes (Page 56) that

"The overall picture of relationship between hus-

band and wife reveals much confusion, dissatisfaction,

and resignation.. Few of the adults appeared to be
mature enough to support the demands of such a

1."The Family Health Maintenance Demonstration, a
controlled long-term investigation of family health", Pro-
ceedings of a Round Table at the 1953 Conference of the Milbank
Memorial Fund, Milbank Memorial Fund, New York, 1954

2. Pearse, Innes, H., M,D, and Crocker, Lucy H. the
Peckham Experiment, & Study in the Living Structure of Soclety,

London, Allen & Unwin, 1943
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relationship. Men were on the whole, passive,
immature, undependable in an emotional sense.
Women were more aggressive, immature, unable to
accept the feminine role of wife and mother.
Disappointment in their expectations of the poss-
ibilities of the relationship was common. The
resignation comes, I believe, from some awareness
which they have that some of the difficulty rests
with themselves and that another or different
partner would not bring about a different relation-
ship."

" . « - because their own identifications
are not well founded they cannot tolerate or toler-
ate uneasily the triple strain of being individual,
spouse and parent."”

This is from a study of normal, functioning families,
chosen from a large random sampling. If these are the attitudes
towards the rewards of the married state, what strengths are
there to draw on when age and illness place additional burdens
on the relationship?

Ra Margaret Cork says of the wives of alcoholics.

®Typical of these women is the very dependent
or immature wife who 1s married tc 2 man with such
great needs of his own that he is unable to meet

hers. As a result, constant hurt and frustration

is suffered by both partners and the basic or normil

problems of marrled life are never grappled with."

A similar set of conditions is found where illness
of a chromic or irreversible nature-incréases the depcnaency
needs of one or both parties. A "dependent or immatire wife'
may have had alsatisfactory relationship throughout her married
life, but be_uﬁablé to tolerate (if unhelped) the reversal of -
roles which develops if the husband becomes enfeebled due te

age and 1llness. Ccrrespondingly, the husband has a sense of

1. Cork R. Margaret paper "Casework in a Group
Setting with Wives of Alcoholics", quoted in Concerning Families
and Children, Vol. 4, No. 5, December 1955, the Family and Child
Welfare Division, Canadian‘ﬁelfare Council.
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frustration, not only in his feelings of failure in being
unable longer to be the strcng man on whom his wife leans,.
but in his own unmet needs, in not having a strong, managipg :
or even cooperative wife who caagive him sblace in hiS dependent
state. . | |

Even where there has beeﬁ maturity,; enfeebled health
in both may produce in each the illusion that the other is
fully incompetent and that he (or she) 1s the upholder; or
alternativel& may make.tolerable an admission-df the quasié
dependency of the self, Marked ambivalence may be notable in
these situations- alternation of pride in being &le to carry
on, and of hatred of the obligation to do so, may produce
marked mood swings. The man who must go home from hospital,
not to bé tehded as an inva;id, but to discharge the duties
of a mother with respeet to an ailing and childlike wife,'needé
the support of the social worker in the role, even thoug it be
one the patient has freely chosen.

In a number of applications for institutional care,
the social worker who is asked to make a social assessment
observes some degree of Pmarital difficulty®™ as a factor.

Florence Hollls has said: |

"The degree of conflict in marriage, in

other words, ig not an accurate measure of the

fundamental dissatisfactions within the marriage

nor of the wish to terminate it. Some marriages

break up after relatively little overt expression

of hostility, while others continue to exist -
through violent ballies. In order to understand

the dynamics of a given marriage adjustment,; we
must seek to understand the personalities involved
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" as well as situational-factors that may be .
pressing. The more fully we understand person-
' ality development and theSe interlocking forces

the more completely can we come to understand the

stresses ind strains that produce marital dis=-

harmony." ,
Whethér or not. the disharmany.is;marked, it is seidbm;that
the patient-ér-his wife aék overtly for help wiﬁh'tbis aé
such. If the situation 1s of the sort where the.relétiénship
is almésf completely unrewardiﬁg, the possibility of 1ﬁsﬁitﬁtion-
al care because of thé.patient's health needs (like the
separationvinvolved in wartime service with. the armed‘forees)
would make a soclally acceptable solution. It is, then,
threétening to have the right to this Solution brought into.
question, o o

In any hospital, a troubled wife, faced with par-
ticipation in the dec.:l.'éion as to whette T or not she Wili_ take
her husband homé, may be pleased that someone, doctor or
social worker, Teaches out td learn how she feels about the
problem. She may well, however, face the‘interview_with fears
that the hospital staff are "onm the sige of" the sick.persan.
This fear may loom particularly large in a veterans' hospital,
where the medica; setting, inpatient or outpatient, forms part |

of a larger framework of services availlable to the patient as

1. Hellis, Flogenee Women in Marital Confliect .
Familg Service Association of America, New York, 1949,
pp. 18-19 .
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a veteran. This iarger setting may be the éource of ipcome,
such as disability pension, Treatment Allowances, or War '
Veterans Allowance, so that fear of economic loss may-further
increase the burden. The wife or the patient may have been

told by the Legion or regimental group that the patient has the
fright? to continuing eare, if he wishes it, and so may condider
there is discrimination when;the alternative of returning home
is called into discussion.

Particular care in eétablishing a relationship may
be needed, them, in the social worker whose particular goal
is the easing of a marital difficulty, as she approaches tﬁé
problem through participation in the decision of the mEient
and his wife and the doctor as teo plans for the patientts
future care. | ' '

The medical soecial worker does not have an easy entree
tothe treatment of a marital problem when it is tied to the
threatening dilemma, Will you or will you not.care for your
sick husband at home?® Resentment colours one answer and
guilt the other, each calling up its defences and retionalizations.
If the marriage has been markedly unhappy, the-thre;tening
death wish may be very near the surface. The médiéal social work-
er needs to ve aware of how the fact of illness heightens what
is already a problem. She needs also to be aware of the usunal
methods cal led into use by.thbse of her profession in dealing
with mérital coﬁflict, where the parties have voluntarily
sought help.
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In what way do social workers usually assist in .
the resolution or'diminution of marital difficulties? '
‘Hollis "Women in Marital Gonflict“lmay be taken as a standard
reference. In the chapter; "The Range of Casework Treatment®
she suggests a éléssifieation of ways of helping "based
prineipally on the means by which the change was brought
about®: modifying the environments psych@logical supports;

clarification; insight; the elient-worker relationship, and
the differential application @f these processes. These are
brought into play as an effort is being made to find the roots
of the disharmony. Miss Hollis says, (Page 14)
ngbject love is that most essential of all
capacities, the ability truly to appreciate
‘and love other people, with concern not only
for what the self can gain, but also for the -
well-being of the other person. To have that
sense of fundamental well-being called happiness,
the adult must be able to give love as well as
to receive it.% .
~ The social worker's estimate of the strengths and
~ weaknesses of the marriage, must then involve some minimum
knowledge of the persons involved in it. The need for skill
and rapidity of fbrmulation are demanded by and inherent in
the setting, where hospital beds must be kept for active
medical treatment, not for the slow proecesses of change involved
in dealing with friction-rubbing personalities.

Of the research project which formed the basis for

her book, Miss Hollis says (Page 9)

1. Ibid.
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: "The overall impression left by the findings
is that personality factors lay at the root of’
. the marrisge conflict in these families. An effort wss
‘made to identify insofar as was possible from the
materlal, those personality factors particularly .
hazardaus to comfortable adjustinent. HNot infrequmntly
other factors, such as interfering relatives, certain
cultural differences, and economic pressures con-
tributed causally to the maladjustment and sometimes
they played a major role, but more often they were
either symptomatic of the versonality factors or
subordinate to them.®

* This is frequently borne out’ 1n hospital contacts.
Miss Lillian Carscanden in her thesis "An Evaluation of the
ClientAWorker Relationship" sayss
2The selection of treatment methods is
infiuenced to a large extent by the assessment
made of the level of ability in relationship.
The effectiveness with which these methods are
used depends on the accuracy of the diagnosis
made, and the eguipment of the caieworker for
-using ‘relationship in treatment.®
As stated earlier in this chapter, social workers
across the eouﬁtry,‘as well as medical SOcial workers in
DVA and other hospitals, dre involved in casework handling
of requests for'deciding the question as to whether handi-
capped persons may continue at hbme,-or must receive .
institutional care. Their common background of post-graduate
training presumahly leads to an approach to soclal diagnosis
as a basls for social recommendations.. The writer has not found,
however; that social workers are writing out the recommendations

-in géneral;'nor in particular about such recommendations as

1. Master of Social Work thesis, Univerity of B.C. 1951
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they embody an awareness of and adjustment of marital problems.
It is neecessary in the sit:_.tations under study to app;y as a
yardstick normsl practice in dealing with marital ‘diff'iculties{_,'
illumined further by knowledge of the effect of illness and
physical handicap 6n personallty and ability to adjust.



Chapter IX

Typicel Situations Involving

Marital Relati onship Patterns

The records of the contact of medical social workers
with patients in hepitals of the Bepartment of Veterane Affairs
are placed in folders held in locked filing cabinets of the
Meﬁicai Social Service Departments There 1s a normal distribu-
tion of three other copies. One copy goes to the ward or out-
patient department where the patient is under medical super-
vision, to be placed on the chart: This copy; together with all
other material on the ward chart; medical and nursing notes,
opinions of consultants, records of special tests, etec., will
later form part of the hespital.file, vhich élsofnclds records
of previous periods of treatment. This file remains in the par-
ticular hospital where the patient is treated. One @ Py goes
to the District Office file, where it ferms =t of a voluminous
file containing many documents in addition to the medical ones;
among thesge may be papers pertaining to service and discharge;
special training, use ef Re-establishment Credit, Pension and
War Veterans Allowance investigations and rulings, aid in
specidl problems given by Veterans Welfare Services,, etc. This
file moves from district to district as-may be necesSary, so that,
for -example, if the veteran moves from Winnipeg to Vancouver, l

or back to Toronte, a cemplete record of medical treatment, and
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other services which have been used in his interest, may be
available. to accompany him. The last file to vhich copies
are generally distributed is the Head Office file, held in
Ottawa. Where patients are known to the Néumopsychiatric
Service of the hospital, a fifth coby of the medical social
service case record is sent to form part of their file.

All five files, the ﬁedical soclal service, the
hospital, the District Office, the Head Office and the Psych-
latrie, are held in locked cabinets. All employees of the
Department of Veterans Affairs take an ocath of secrecy, re-
quiring that they not divulge informatién secured in the course
of their duties. They may be suspended from the civil service
if there 1s any breach of confidence in this respect.

Medical Soeial Service records are written primarily
for the information of the doctor, in DVA hospitals as in other
hospitals. In any hospital, sonie non-professional persons will
have access to files in the course of clerical work. In the
Department of Veterans Affairs, in the proper performance of
their duties, many more non-professional people will have access
to the reports of the social worker than in other séttingsa What
the social worker knows and records as to a patient's earnings,
his disposal of property, whether or not he is living with his
wife, his ability to do casual or regular work, may affect his
rights in comnection with Pension, War Veterans Allowance, Re-

establishment Credit, or other benefits. Intimate details of the

o
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ﬁatient's way of living are of no concern to these other membérs
of staff for théir purposes, but do form a part of the record
which is made as a part of the social worker's formulation of
social problems of the patient as an aid to the doctor in:
furthering improvement or cure.

The rules of the Department of Veterans Affairs, whiech
go back to.the antecedent Department of Pensions and National
Health, require that no seeret files be held. All information
and recorded thinking on the basis of information concerning
any particular veteran, should be available on his file. This
view is probably based, among other comsiderations, 6n the use
of the file in hearings and appeals of the Canadian Pension
Commission, which.have some of the color of a court of law. A
veteran may use, or have released to his lawyer, Legion secretary,
veteran's advocate, or othér duly authorized person, his file,
in order to secure full information from the records, with
respect to pension claim. | |

Rarely, Medical Soclal Service in this hoépital
follows the pradtice of notation on the records for general
distributien, "Fuller detail is being held on MSS file", or
"Fuller detail on MSS and NPC files.™ This is usually done
where there is‘much detail of a sexual or other highly confi-
dential nature, and is seldom resorted to. Ne confidential

records are held without such a notation for the general file.
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Medical Sociasl Workers'! Vocabulary

Because of the nature of the setting, and the number
of persons who must see reports, there is undoubtedly a tend-
ency to restrict their detailed content, over and above that
usual to social workers' reports in any'med;cal setting. It
is acknowledged that medical soeial workers' case records. are
usually more concise than those, say, in family agency or pro=-
tection settings, among others which could be named. Hedical
social workers! records tend to give less detail of the process
on which their professional opinion is based, than do those of
other social workers. -This is because medical staff are inter-
ested in the social workers' net opinion, rather.than.in the
means by which the findings have been reached. The doctor!'s
time is at.a premium, and the social werker'é report is most
useful to medical staff, if recoﬁmendatidns'are concisely stated.
Some process 1s necessary for the guldance of other soeial wbrk-
ers who may héve to deal -with the sémé patient in the future,
but this is held -to the minimum,., Despite this pruning of
factual matter, medical social workers have been criticized
from time to ‘time because records are held to be too voluminous.

Apart from omissions of the process, in all its detail,
by medical social workers, they do not as yet have such a précise
set of Semantic’iools for recording findings, as do fhe'members

of the medical profession. The "Physician's Pocket Reference"l

1. "Physician®y Pocket Reference to the International
Statistical Classification of Diseases, Injurles and Causes of
Death®, Department of Trade and..Commerce, Dominion Bureau of
Statistics, Health and Welfare Division, King's Printer, Ottawa,
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used as an aid 1n certifying causes of death, has major group-
ings from I to XVII, broken into 999 sub-groupings, exclusive
of those listed as "Classificatlion of Causes of Stillbirth".
Of the 999 sub-groupings, each is further broken down. For.
examples
XvVi, 1789, ébnormal Urinary Constituents of Unspecified
- Causes
789.0 Albuminaria, unqualified
789.1 Albuminaria, orthostatic
789.2 Pyuria and bacteruria
789.3 Chyluria
* 789.4 Haematuria
789.5 Haemoglobinuria
. 789.6 Glycosuria
789.7 Acetonuria
'Medical Social workers in their basic training, and
further in their experience in medical settings, must acquire
a ready understanding of the doctor's vocabuiary, in order to
follow his thinking regarding the treatment needs of patients.
The doctor is not obliged, by training, to acquife an understand-
ing of the social worker's professional vocabulary, which in- '
cludes many terms which may be readily acceptable to the
psychologist er-ﬁsychiatrist on the staff of the hospital, but
which may be puzzling to the interne, or to the consultant in
medicine or-eurgery.' If the social worker were recordiﬁg.
principally for another seocial worker, as in a family ageney
setting, or for a psychiatrist, as in a mental health clinie,
‘it would be-quite acceptable to refer in social diagnosis to a
person "Suffering from unmet dependency needs“ but this is un-

likely to convey to some members of the medical staff all that -



the soecial worker wishes to be understood regarding the patients
The goeial worker may thus resort to, as it were, translate the
concept into other terms. '

The point being made is a twofold one. 1In the first
place the soecial worker does not have as well-defined and differ-
entiated a diagnostic voc§bulary in the complicated sphere of
social diagnosis as does fhe doctcr in the complicated physio-
logical gphere. The social worker does not have an. internstion-
ally or nationally accepted 999 and plus point elassification to
ineclude such socla%ly-pertinent data as a conclusion that her
patient is suffering from, let us say, excessive dependency,
lack of masculine identification, unresolved feelings of guilt,
or a péérly developed super-ego. In the second place, such
general vocabulary as the social worker does have at her e@mmﬁﬁd,
‘acceptable and understandable from one member of her profession .
to another, or frem her pé thepsychiatrist, does not always
éerve as én aid.iﬁ the doctbrfs ﬁnderstanding of the patient,. so
that fhe social worker may be obliged to state the definable con-
cepﬁ in other terms, to traﬁslate it, as 1t were. There is,a
basic-ﬁifficulty in communication. boctors and social workers .
both profit from face to face discussion, but the written record
is essential to the service expected.

It can therefor be seen, that, both on account of the
purposés for .which the records have been set up, and the nature

of the vocabulary in which they are recorded, they do not
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present ideal material from which to analyze the manner in which
the social worker formulates soclial recommendations. They do,
however, afford the best source available.

Brief Outlines of Cases o

The social worker's insistence that all persons being
helped must be viewed as particular individuals arises from
the recognition that they can only thus be seen clearly. Never-
theless certain situvations, or-aggregations of personalities
and problems arise repetitively. The cases chosen for presenta-
tion in this chapter are each "typical®, in this way, of a large
group of 'cases. Nd case presented has been put together of
fragments from different cases. It has heen necessary, however,
for the proetection of confldentiality, and in-observance of the
rules of .the Department of Veterans Affairs, to alter some de-
t&ils,.sb_thaﬁ the situations from whieh they are drawn may not
be recognizable. . As the length of the records would, in any
case, preclude the presentation of a full transcriﬁt for dis-
cussion, each case has been compressed for preséentation here.

The cases .chosen for presentation certainly-de ﬁet
comprise the total range. It is believed that they do represent
a surficienm-varietﬁ of commonly recurring situstions to afford -
& basis fér analysis of the-tyﬁical activities of soclal workers
in reaching a social recommendation. 'The'neces§ity of institﬁ—
tional éare has been called into quéstipn in all these cases.

The cases are presented in order that an examination may be made
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as to how the social worker formulates the answer to her shire.
of this question.
A. Mentally Disturbed Patients

. Decislons about the needifor institutional care of
patients who are quite clearly mentally disturbed, but not (at
least for the present) committablg, are of particular interest.
Of such situations, theee are chosen for brief review. .

A (&) The confused and senile man may be brought to
Outpatients or admitted to hospital because of his senile state,
or because of socme major physical difficulty. The physiecal
complaint may give relatives courage to dlscuss the behaviour
which has been troubling them for some time: memory loss;
wandering and gleeplesshess;‘careless.behaviour in. the ﬁanagement
of stoves and taps; inability: to earry'out small errands; ine.
attention to social taboos with respect to dress, bowel and -
bladder functionj; foul language; aie among the complaiﬁts.mpst
often heard. Relatives may need to be helped with‘feelings f
that some stigma attaches te them, because of the meﬁtal state
of the patient. They.méy not have had opportunity to observe
such behaviocur in others, One member of the family may have
strong feeling that the family would be demeaned if the patlient
were institutionalized. The responsible member of the family,
(perhaps a wife or son) then needs to be helped to feel secure.
that he is making a right deeisioﬁ in agreeing to the patient's

removal from his home. The social worker's training and skill
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‘must be put to full nserihﬁébégrvation and awareness of the
interactions of the feelings of different family members, so :
that all may emerge from the deeision, in which all share, with
some feelingiof”cbﬁientment,.ratheﬁ than the heightening of old
rivalries. Such a feeling'afiright decision is ef'direet“bénefit
to the patient, as improving his ability‘to tsettle in%. Somes
times several members of the family may be seen, sometimes only
one, but in either case, the social worker will not be able to
give a walid social reeommendation unless she has real informa-’

vtian as to . attitudes of various membefs of the family. o

 In the case of &(a) it appeared that he had regressed
to the level of early childhood for severalryears‘befare he was
broughi to our attention. tatterly'he had ﬁad'né‘inhibitiens |
as to bladder or bowel function, he wandered away from home
readily and could not find his way for even a few blocks, te
shops which haé'ﬁeen fagilisr for many years. He-qoulﬂ'ﬁot be
left alone for even a fewmﬁinutes, because of his lack éf regard
fér his own safety. His home was of modest economie status,

but there was marked soiidarity of family feelihg. Young adults
still resided in the home, and because of varying hours of

work and studay, had been able to assist the-payient's wife con-
siderably in shariﬁg responsibility for his care. It seemed '’
clear that this family had been able to tolerate the strain ef
caring for a senile person mﬁchflonger than most'familieSHWGuid

have found endurable. The routines of patient's sons and
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daughters were to change, and, in assessing the situatiom, it
was agreed that the patient's wife could not carry the burden
of his care along. The social worker's specifie contribution,
apart from the specific recommendation, from the social view-
point, as to the necessity for institutional care, was in aid-
ing the patient!s wife to relinquish the care of the patient
without guilt, as in his best interests.

A (b) The patient A(b) wzs full of fears, holding
that hls neighbours, and later the police, were seeking him out
because of offences which actually he had not committed. If his
wife left the house his fears built up increasingly, and he
might phone to bring her back from casual employment, or from a
visit to friends. She had considerable skill in standing as a
buffer between him and his fears, but her patience and her
vital resources wore thin under the continuing strain. She saw
the less}gie patientts daughter in tragic circumstsnces, some
years previously, as contributory to his condition; that it did
not fully or satisfactorily afford her an explanation, her often~
repeated "but why? why does he have to be this way?" bore
evidence. With support frém the medical staff and social worker,
she was able to accept the patient's return home on three
ocecasions. Then, as he beeéme progressively more fearful, it
became necessary to accept‘him inlthe-hospital for continuing

care, and later to commit him.

A (c) Physlcal and Mehtal Disabilities, wife is not
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In the case of A (¢), his 'wife,

despite, or perhaps because éf the quality of her affection and
concern, Was an enemy t6 his bgét mentél equiliﬁrium when at
home. The patient had a history of back complaihts? and a more
recentﬁphyéically disabling condition, but the focqs of econcern
which.brought him to hospital was his Tnervousness®. fo the
péychiafrist hé admitted the increasing strength of his dis-
taste for his wife, along with his ‘desire, intellectuallj, to
cope with the feeling, An effort was made by the social worker
to assist Mrs. A(c) to react in a more relaxed way to the
patient!s &ifficulties. He could scarcely turn or sigh at

night, but that she leapt up to light a fire and produce a eup

of tea, making him more tense and restless in the process. She
over-reacted to his every minor vagary of mood or physical condi-
tien, increasing his already debilitating consciousness of self,
The phyéical situation of their home, remote from acecess to
transportation or medical care, was an additional burden in the
patient's difficulties. .His wife had been dependent on the
patient for;business decisions in his days of strength and
competenée, and could not, even with help, move towards a deécis~
ion on her own to move to city 1i€ing accommodation. The patient's
power of decision was enfeebled by his insight intoc the irration-
ality of his feelings against his wife, and his related fear pf
suggesting a move which might offend her. The weakness of each

seemed to deepen the weakness of the other., Mrs. A(c) could not
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be helped to develop strengths to compensate for those the
ﬁatient had lost, although her-devotien an&faffecticn‘were un-
questioﬁed. "After sevefal visits to the hospital and returns
to his iselated'home, the patiernt was accepted for continuing
care: Had it been possibie to further moderate his wife's re-
action to his disturbed state, it migﬁt have been possible for

him to manage at home for a longer period.

-

B. 8
mith-a Reluctant bﬁt Dutiful Wife

' This is an éxample of a case where a rapld social
assessuent Waé made. The.hospital received a telephone call from
a social worker of the—Provincial Welfare Branch, in a rural
centreé indicating that the patient's wife would not be able to
care for him at home, and simultaneously the request was';e~
ceived from medical staff to assess the home situation. The
patient had poor use of limbs and-speech, fellowing.héﬁiplaegia,
being unable to walk without assistance. His wife was inter-
fiewed by the medical soclal workers, and it was learned that
Mrs. B had known the patient in their early childhood in an
Eastern city. She had come out to marry him after the death of
her first husband. Accustomed to city living she had not adapted,
herself well to the countﬁysidej her personal relations with thi§
second husband had never.begn rewarding to her. ‘She was net in
the best of health. It was clear that.s}}.e dreaded the possibil-
ity of the patient's return home and the rgspondbility for his

care in a large and inconvenient farmhouse without close neigh-
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bours, yet because of her strong sence of duty she_woﬁld.have
undertaken the work. It was agreed that the patient could be-
offéred'institutienal care, and this he accepted without dis-
comfort, although initially he had indicated his wish to return
home;. Some continuing service was given the patient and his -
wlfe around certain business pr&blems; ané later the wife was
referred for medical eare-and=free legal aid. No detailed back-
ground informatiom on either person was taken, no effort was
made to modify attitudes, but éupport was given the wife in

accepting a reasonable solution without gullt.

Mr, € is typical of a considerable group'of patients
where both the patient and his wife have very real physic§l-dis—
abilities, but the stréngth-cf theif feelings, the one for ‘the
athe?,‘made Joint living possible for a considerable period, al-
thoﬁéh institutional care had to be acecepted in the end. Both’
the patient and his wife were of cultured Scottish baékérounﬂ,
the man tall and heavy, the wife tiny and frail. On séveral'
oceasions the desirability of the mants return homewas called
into question,'mainly because of the view of a private physician
that his wife "needed 2 réstﬂ. He came in to the hospital from
an upcoast resort where he had settled after retirement. The
patient had a great deal of affecting for his wife, but little
understanding of the physical strain he put'qn-her, in-exgectiné

care in his own home. A3 soon as she had regained her strength,

-
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the wife always wished "to try again". Eventually it became
neceséary to place the patient in institutional care., Tie wife
first moved into living quarters in the city and later lnte a
nursinglhame, seeured with the co-operating of a proviﬁeial
social worker: There was intermittent supportive céntact-with
husband and wife, and some contact with family members. The
transition from independent living was better bridged beﬁause.
.the soeial worker understcood end acknowledged the strengkh of
the tie and the regrets when instituticnal care was fcund.to be
necessary.. |

D.

ficiai.inrormation as to physical facts, without knowledge. of
the-at%itudé of the man and his wife towards one another, and
towards the facts, would give the impression that it would be
categorically impossible for the man to return home. Yet he was
able to be out of hospital for over a year after the diagnosis
of carcinoma had been confirmed. The éatient’s equilibrium was
affected, and later his speech, His wife's appearance was
rather conspieuously odd; she was eplleptic as well as of very
limited intelligence, and was. & regular visiter in the out-
patient clinic at another haspital. This-éﬁﬁple ha& one very
attractive child of pre=schocl age, and.livéd in rented slum
quarters where the landlord was fairly friemdly. .The sccial

workerts home visits and contact with the wife disclosed that
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the patxen+ would be given adequate care at home. While-peor
and drsb, his rooms were neat and warm, and a small balcony
"would give him an opportunity of belng out of doors without en-
countering the danger of traffic. The patient was devoted to
both his wife-and his child. His wife wanted him at home. Her
family who lived nearby, and were frequent visitors. The patient,
at home would live in a climate of affection. The social
reccmmendation was that a large, lurching man, with poor
capacity to direct his movements should gé to slum housing, teo
be cared for by a feeble-minded wife, subject teo selzures.
Pollow-up home visits diselosed that the recommendation had been
a sound one, its soundness resting on the feelings of the handi-
eapped couple-abouf one another and about their home.

Eventually, as the patient deteriorated, it was necéss~
ary-to have him accept institutional care, and to support his
wife in yielding up her responsibllity for care, steeling her to
refuse his hopes of returning home again. A community agency was
drawn in with a view-to'ensuring the future welfare of the depend-
ent child, '

E. Repeated Admissions Arise from the Home Situation

| The situstion of Mr. E belongs to a group where atten-
tion is drawn to a difficult homé dtuation by the patient's ob-
vious reluctance to leave hoépitalron repeated admissions. The
pétient's conﬁition was an obscure one, involving %dizzy spells®

and fblackouts® vividly described by his wife as well as himself,
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but never observed when he was in hospital.

The soclal worker's contact with him, intermittently
as both an'inpatienf and.an-outpatieqt, htlped him to admit, with
somewhat lessened resentment, hislfrﬁstration at having had to
adopt a woman's role in housekeeping and caring for his wife, who
had suffered a debilitating illness some three years previously.
When in better health himself, he had enjoyed her dependence on
him for physieal care, and his abillity to provide it; now the
obligation became increasingly onerous. A home visit indicated
that little could be expected in moderation of the wife's demands
on-him,”but that he could be helped by the social worker to ex-
press to some extent his resentment of the situation, and by re-
lieving his feelings thus, to tolerate it better. When the
patient was hospitalized, his wife had financial and personal
difficulty in securing temporary housekeepers; on one occasion
she asked to municipality tolseeure her a nursing home bed, Be-
cause of her own fears regaréing.herself;.She-tended to be un-~
duly alarmist over the patlent's condition, thus reinforeing,
rather than reducing his concern for hls own health. It was
necessary fOr the social worker to help her to understard the
pafieht*s condition bettef, so that she woﬁld not further his
returns to hoépital on the slightest bretext." The patient kept
contact with the socia)l worker on visits to the outpatientrde~
partment, until his admission for what proved to be a terminal

illness.
In such situations as this, the social worker's initial
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implicit in the decision to work principally with one of the
married partners, (in this case the patient rather than his
wife), on the basis that the attitudesﬂéf the other partner are
less susceptible of modification. Effort is made,.however, to

effect some change in both.
F. Wife Whose Health Problems Include Emotional Factors

Captain F, a 79-year o0ld patient, suffering from
arteriosclerosis, with some minimal memory loss and mentél inm-
' pairment, was referred to Medical Social Service by the doctor,
with the request for assessment-ofvthe hone situation. On the
ward it was learned that staff viewed the patient agd difficult
and demanding, and also that his wife and son.had both advised
that lris wife would be unable to care for him at home, because
of poor health. The patient stated that his wife was the best
of women, in the best of health, and that he was going home.

When contacted, the wife spoke both of her poor health,
and of her difficulties with the patient since his retirement.
Her doctor corroborated her statements about her blood pressure
which had been known to go "as high as 300”, saying that it
would be difficult for her to care for the patient, as she re-
quired rest, but ould not éay that it would 5e impossible. It
seemed that the earlier years of the marriage had been tenable,
because the patient had been much of his time away from home in -
the course of his business. 8ince retirement, Captain F was

depicted.as difficult and demanding to an increasing degree. He
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had never at any time been known to do as much for himself as
bail'water'tovmakg*tea. Nevertheless he méintained he was ready
to go home and "do everything for himself". | | |

| Efforts to have the patient acguiesce to the proposal
~of institutional eare were unavailihg. The patient said that
his wife;s:dactar was a fool and th;t he was no trouble to anyQ
ore at home. | Explanation was. given to his lamenting wife and to
his repeatedly pfotesting~son, that we had;no‘right to compel
the patient's stay,' It was felt that they did cemé to accepty
although .they so regretted the necessity for our poliey. Shortly
after his return heme, the patient was readmitted t@ihaspitél
and died.

This seems typical of a group of cases where emotienél
problems are conspicuous in the wife's illness, which forms her
stated reasom for inability te accept the patient happily at
-home. The possibility of his being offered continmuing care .with-
in the veterans!: setting .would effer a ready solution, in a -
separation. It would not then be necessary to admit thesmaritél
diffieulties, which are not denied, but rather readily discussed
by the wife, even on superficial contact. The family circle,
(represented in this case by one son), attack the withholding -of
eare, which they, tao,'see-és'a solution. .Thé social assessment
involves a balancing of values, an enquiry into varied sqlutions
in the light of "Who would be hurt by this arrangement? Who b§'> 
. this?® In. this case, és the patient had not initilally presented

as Mlikeable™ on the:ward, there was more sympathy for the wife's
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dilemma, than for example, in case M (to follow) and the social

worker had less to do in making it vivid to staff.

G. Patient and Wife Ambivalent Regarding their Relationshi;

The social worker in thezfamily-agency is thopoughly .
familiar with a group of clients who come volumtarily to the
agency seéeking help with a marital problem, returning at in-
tervals of some months or years, usually with the.same'prdblem¢
They appear to seek the soecial worker as a.person who will
listen to their'cemplaints, rather: than as a means to a éhanged
or improved relationship'with the .spouse. As might be-anticipét—
ed, some persons ecaught in such situations are known to medical
socizl workers assessing requests for institutional care. I
have heard them referred to .as “off again on again marital prob-
lems" and the name may bé as goedias‘any; |

Mr. and Mrs. G showed such a pattemin our four-year
intermittent contact with them.. Mr. G suffered from chronie |
asthma and cengestive heart failure, and had been. temporarily
living alone, apart from his wife, at the time when he was first
referred to Medical Social Service with a view to secmring an
opinion as to the necessity for institutional care.. At that time
his wife was in another province but his sister and his daughters
were ‘concerned for his welfare, and a room was Secured near his
sister!s home, se.that it was not necessary to maintain the
patient in hospital. In four months the patient came to our

attentioﬂ:again,fbut~there were more pressing medical reasons for
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his stay in hospital for some time, and he was discharged to his
home, this time with his wife in the picture, in a few months
tiﬁe."ﬂelwas seen as anTOﬁtpatient, and his marital difficult-
ies came tc the fore; the worker noted: "His domestic situation
has been poor over a fifty-year period." It seemed probable
that the patient should accept instfitutional eare, because of
the difficulties at home, but he refused to do so for financlal:
reasbns. A home visit disclosed that man and wife had not beeh
speaking-faf over a year. His wifel!s complaints of his éiffi*
cult disposition, hypochondr®, and unreasonable demands for in-
cessant service were substantiated by other members of the
family as-the reasons for the difficulties. Like "the boy who
cried wolf™h, now that there was reality to his physieal complaints,
no-one ¢redited him. . Some five months after his last.admission;
the patient was again-admitted to hospital, but left within four
months, this time to live slone. Eight months later he was
again-admitted to hospifal from a hotel room where he had beeén
living alone. His wife's concern for him was reactivated, she
began again te visit him and they were planning once more'to "

set up 'a jJoint establishment, at the time of his death.

H.
Decisions

Mr. H, an BZ-year‘old'patient.and\his wife were
brought to the attention of Medical Social Service through an

outside agency, to whom his son and granddaughter had gone for
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edviee in lonning for the ¢orve of his 8J-yecer 013 uile, uvnilct
he ©ug hopoitaliced, Om fiscucsion »ith medicul stnfif, 4t wsus
found th .t the -uvticnt w.o ulroe.dy un.er consiier.tion fer
instituticnul ciro, tlihouch thore pog the robability thet he
eouli be dischorged iF sultable cure eopld %e 3roviled outolle,
The putient hud o iifdieult siin coniition, Bronchitis .m3
echysenL. Soze mcibers of hic fimily ecomstiiered thit he hag
boem too heuvy ¢ irimzor, Gut he wis not 4a ony couse of the verd
o# cleshoiie, He tus somenh. & pejoeted by bis con, btut vieved
vith effecetion by hio grondd ’.=hterm Trey feit that thoy could
~ernapg pnie reom for his vife, but not if it ontoiled the
~0e8ibility of huving o cure for niw. In their view cticnt hed
"sneiled® his vile, im okesc, 3linhibly eonfussd old woozin of
how he grolZe in the oot omlecring toros. The feelinss of the
fooily vere very fluctunting, ovem with reogi~d to the josgibiiity
2f choring for her. foze six weeis ~Tter the origin:d cont.ct,
ghe wg siceed in o eity bouriieg hoze. The patlont vus 2pDoe-
eble to this «lon nd contributed to hor sunrort from his en-
ciop. In the Eeoriing hoze Gro. B v ¢ boinue creourcged to do
more for hersclf. The yoticnt, .cltbouch he cortinuzd to te

oupituelisci, vizited hor rogulorly. £ooe three months «fter the

rigin.l cenbuch, the petiont, with the help of the cicetcrier,
oo econsidcering the oucidility of tosing ¢ hounesxceling rosp

with his wife. Teo months Letur bic wilfe wus very honslly s~

tobldche? Lith him. & PoiloT-u. hele visit oLbep the tticntts
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diéchafge showed both reasonably independent and contented, al-
though the family viere giving little assistance, now ﬁhé patient
and his wife were alone. ©Sonme five months after tﬁe patient'sl
discharge, he was resdmitted to hospital and died within a
month. His son assumed a responsifility for the care of the
'patiegtFé wife at this time. In accordance with family tradition,

the social worker was asked to make a formal visit of condolence,

prior to the funeral.

This patient, suffering from a severe: handicapping
heart condition, was first brought to the attention of Medical
Social Service in the f3ll of 1950. Five social workers have
dealt with the patient and his-fémily, and the case was almost
continuously active until his ﬂéath in tHe spring of 1956. It -
seems highly improbable that tﬁe patient would have spent any |
time out of hespital, had'i£ not been for the efforts of Medical
Sociagl Service, '

The patient was referred specifically with the query
as to whether there were any possibility of his going home.
"Home" consisted of a wife and two children of some ten and
eight years Df'age, living in two housekeeping rooms in a tene-
ment which bere.a peor repntatidn- Physically, conditions would
havé been poor for the-patient, it was nectessary to climb stairs
to get't@ the'sma;l wretched accommodation. It was learhed that

several social agencies had had contact with the family, and there
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was in&ieation'af bor&erline=néglest.af the children. “The,éeéicai
social werker found that adjustment between husband and wife had
never been of the best,. the patient displayed no great anxiety to
go home, and the wife made ne movement towards securing quar%ers
which would permit better physieal living canditiéns@ -

 After the passage.of some three months, the patient was.
béeoming dissatisfied with institutienal eare; his increasing
concern. for the welfare of ihe children was being fostered.
Approximately one year after the referral the patient was making
weekend visits to his home.. Much of his dissatisfaction with
eonditions there was projected onto DVA and the treatmeﬁt'setﬁing,
he became a "diffieult® patient. Some fi#e months later his
heart condition deteriorated and he again was placed on strict
bed rest.

Again some four months later, the patient had made
considerable physical recovery and the family hed been assisted
to move to & suburban house. The medicsal social worker remained
in contact with the family, much detailed work being put in in
getting household effects settled. There was some evidence
of guarrelsomeness between man snd wife, &nd indications that
the wife was a8 poar manager; Hevertheless, with suppdrtive
contact the patient remained out ef hospital until the follow-
ing spring. The poasibility of institutional care was again
considered, but a strong social reéommendatlcnﬁaga§nst such

a plen was made. The patient was hospitalized briefly twice‘
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between the spring and fall of this year. More suitable
housing, still suburban to the city was found for them. The
family were quarrelsome with neigﬁbours and landlords. De-
spite these difficulties, and varied problems related to
moving, the patient seemed at this time able to accept the
necessity of recurring hﬁspitalization and subsquent return
home, without emotional upset. ZThe family maintained a
borderline social equilibrium, the wife writing to or
contacting the medlcal soe¢ilal worker as various difficulties
arose:. The patient was asgain in hospital when the pipes of
the small home froze in December, but the family accommodated
themselves to his return home for Christmas.

In March the patient was hospitallized for the
last time. The sccial worker, in the words of an interne
Thelped him worry" over some legal problems, his wifels
health, énd matters involved in his children's education.
The patient died some two weeks after this admission.
J. A Dutiful Wife

Medical Secial Service had had brief intermittent
contact with this patient before the question of institution-
al care was indicated. In 1948 we assisted him with arrange-
ments regarding glasses, and in 1951 he requested and was
refused help to procure medications for a non-dependent
daughter. Later in that year we were requested to secure

social background information, because the patient was
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displaying irrational behaviour, wl th some evidence ﬁhaﬁ'it
night be due to barblturate addiction. Mr J. was suffefing
from heart disease, urinary difficulties and a mild degree qfl
diabetes. This was the first direct contact with his wife.
The history secured from her indicated that he had formerly
been accustomed to heavy drinking and had beem physicdly
abusive to his wife. There had also been eviéence éf liaisons
with other women. His wife initially told medicd staff that
she could not accept him at home, even for weekends. The
‘patient was tempbrarily placed on institutional care, but was
soon méking regular visits to his=home,'and then returned
home fulltime. There was a brief stay in hogpital a year
later., After some seven'menths'at home the patient was'again
admitted to hospital and his wife discussed (noﬁ'wifh the -
third sséial worker to know this patient) her difficulties in
caring for him at home., He was now onfused and blundered
about the'ﬁouse-af night; he refused. to bathe; she wérried‘ |
about his "taking pills®, _Seﬁe two monthsvlater,,wiﬁh supportive
foilow-up ﬁy the case—wofker, she took the patient home.

A tiny, competent woman, Mrs J. nevertheless had
health pi*oblems of her own and might easily have agreed
dgtifully, but very unhappily, to ware for the patient.
Because she_had had the opportunity to ventilate her feelings
and because she had been given the sense that someone was
concerned about her as well as about the patient, she .ssumed

the responsibilities cheerfully. ZThe patient was seen oceasionally"
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b} the s.c-ciai' worker when he attended cutpstients.

Apyroximately a ,ylear. later he was resdmitted for
control of his diabetes. He former difficult behaviour had -
vani.shédgz he ap;eared to have regressed to the lével of a
good, clean, cheerful infent. His wife devoted herself to
cleaning the house pfeparatory to & s_ala so that she.Amight
purchase a -.house; in which the patlent might more comfortably
be cared for on one floor. She was unsettled st the suggestion
'tha-t the pétient wmight be discharged before this was ﬁar&eﬂ out.
With the assurance of the soclal worker that she was sincere
and not "stalling”, medical staff consented to delay the
patient'!s discharge. The patient died abéut one month after
his discharge. M¥rs J. called later to share with the social
gorker de-’éails of his. death; and has twice since requested
the Department's help with problems of her own heslth. o

It had never oceurred to ¥rs J. to separate from
her husband because of mé abusiveness or infidelity. 'i-'o
her s wife was & person who stayed with her husband. Neverthe-
less, at the beginning of our contact, without the help of
the socigl vorker for her, she would have imsisted that the
patient receive continuing institutional care. In the end |
she was left with an eaéy conscience tecause of her s,arise of
fduty well done®™ in caring for her léte husband, :nd she: '
thought of the depariment as a contiming supgort. |

¥r K. was first brought to the attention of
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Medical Soeial Service in 1948. He suffered from a severe
cardiac condition, as well as being‘disabled by arthritis.

He has impressed various members of the staff as a person who
was probably basicdly of limited inté ligence and inadequate
ability to adjust to life's pressures. Superimposed have been
many situations which were anxlety produeing. Latterly it
has seemed probable there is some organic basis for mental
confusion and deterioration.

Mr. Kts first wife died in.tragic-circumétannes.

His second wife is fifteen years younger than he and has been
intermittently hespitalizeé for mental illness throughout

our contact. The patient's oldest son, born in 1944, has had
to ke responsibility above his years for the younger child, a
little girl bern in 1950.

Mr. k and his family have lived in slum housing,
latterly of such a deteriorated type (two windowless basement
rooms with only a tap) as to be condemmed by civic authorities.
As the patient has moved in and ount of hospital, there h&ve
been worries over his wife, whether in mental hospital%ér at
home. The patient's mother-in-law, whom he does not like,
or his mother, who comes from out of t.own on the oecasbn,
have sometimes looked after the children. The Childreh‘s Aid
Society have been active over a perloed of years in a borderline
neglect esituation, and we have shared their concern over

planning for the patient's children. Allegations regarding the
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promisenity of his wife have been a part of the picture.

When the patient was hospitalized here in the
winter of 1952-1953 his wife was again in mental hospital,
and wedical staff again felt that his condition was such
that he should accept institutional care. As usuél, the
patient refused, saying that he cared too mueh about his

childfen, and needed to be at home when his wife was dis-

charged.

Since then he had had his wife at home for a period. -
At ?resent she is in the Provineial Mental Hospital, and could
return home if he were able to offer her some stability. The
patient has no insight into the abnormality of the home situat on
but does have a Blind, determination to remain out ¢f hospital.
No.censtructive'ehange can be anticipated, and the social
situation will remain a cause for comern on successive |
hospitalizations.
L. Housing Problems Add to Other Difficulties

In January, 1953, this 73 year old patient, under-
going treatment on the genlto-urinary service, was referred
hecause of his concern for his confused, nearly blind wife.

He al: worried ahout housing, as he and his wife were already
paying half their small income in rent, and a chenge of land-
lords brought the pes:sibili_ty that notice would be given them
to move, The patient's adult family were all out-of the city.
¥n L. was assisted to make application to one of the low rental
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housing proﬂects in the clty. Heanvhile he went out on pass,
and sharing his wife‘s concern about the possibility of being
evicted, took\accommodaticn.at a rental to some 70% of _. ‘
income. ‘The patient was discharged from hOSpitai:some two
weeks later. In March he returne& to the socigl worker aftér
atténding outpatients. He expressed concern about the dis-
reputable character of some of the other tenants 1n the build-
ing where he was paying such a high rental. His concern fer
his wife was mounting.

In May this ceuple'mbved into the low rental héu@ing
scheme to whlch gg?méde representations on their behalf,
Soon after the patient was readmitted to hospital suffering
from a heart condition, He was placed on the.Seriously.Ill
List and became temporarily diserienteﬂbﬂ'The soclal worker
helped by visiting his wife, about whom he expressed concern,
because she was due td-returu.to her eye specialist. In June
the patient's well-to-do sgnnfrom.fhe East #isité&; The son
talked of.poving both the patient and his wife to. the Eastﬁ
but no action was taken. During the latter éart of June the
patient was discharged to ﬁis home, where the social worker
made a followfup visit to the housing site. Very soon after-
wards, we received a request for infermation from the | _
psychiatric ward of another hospital whére the patientfé wife
stajed some eleven days. Within two weeks! time, after her
discharge, we were receiving‘a series of phone calls ébout the.

patient's wife and his ability to plan fr her when she seemed
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to be in a frankly delusional state. The patient was visited and

given support in his current difficulties, culminating in his

wife's committal to the Provimeial Mental Hospital, and his

* return to Shaughnessy, where he was recommended for insitu-

tional care. After four months the patient was discharged teo

a boarding home. Some three months later the patient travelled

East to makeé his home with his son. A letter of referral

went forward to Medical Social Service in the DVA hospital

there, as 1t was felt patient might need their service.
Some two years later the patient's son, who had

come here for the funeral of the patientts Wife,_balled at .

Shaughnessy to give the soclal worker details regarding the

patient*s death which had taken. place earlier.

M. A Case Where the Social Situation Determines the Need for
Institutional Care. THIS CASE IS GIVEN IN MORE EXTENDED
DETAIL THAN OTHERS, IN ORDER TO GIVE SOME IMPRESSION OF
PROCESS

The case of Mr. M may be cited as typical of

those rgferred.to in Chapter One, "Where the patient no

longer'requires acute bed_care “ o » he may be anxious to

return home, but his wife may state that she is unable to
care for him,”"This is further typical of a group 6f cases
where the situation is bourght to the attetion of Medical

Social Service intermittently, so that in the aggregate of

contacts it becomes a "long-term casef. Contact ﬁill,

whenever possible, be renewed by the soeial worker who has
known the family in the past, but sometimes by reason of

case work considerations or sometimes because of change of



59

staff, a different socicl worker mcy enter. This case hes been
carried by tvo social worgers, the first a student doing fileld
work in the egeney. It 1ls given in greater 'ﬁetail than are
othcr czses presentse? in this Ghu?tel', in order to give
evidence of the kind of work dcne by the saeisl worker, us &
baiis for the discussion in Gb.qter Three of the sceizl uworker's
activity. .

The patient was first referred in April, 1952. EHe
was & man of 49 years; the medicsl opinion given wiih the
referral was thot be hed mode the mexinmum Tecovery following an
~ gecident. There was residual < .iséi}i;_:ity of one arm zmﬁ leg. He
wes considered te be definitely unemployable from the physical
viewpeint, and had thus become ¢liglble for War Veterans
Allovance, through the Department of Veterzns Affeirs. This
form of continuing sssistance, sometines kuowm as Tthe burnt-
out pemsion®, may be @aid'-at single or at marricd rate, but
no alditional smount is paid on account of children. The ;satiént
" hai a som and daughter sged 11 and?, by 2 wife 10 years younger
than he. The purdhase of thelr houss had not been eompletéd.
" Their economic ‘situation wonld not be on easy ome.

- The pa.ﬁ ent hai no touzht but o return home, But
his wife had teer an infre uent visitor, cni vhe the time of
his discharge neered, sald she could m,i give him the necessary
care at hose, E£he alleged her own poor heclth and the poor
att tude of the patient tovards horself vhen he had beem capable
of work, an attitude thich she said had further Zetorioreated
siﬁee his accident. ©Ghe complained of the patient's foul -
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language when she visited, and of his previous brutality to her.
On the ward, the patient presented as quiet-spoken, biddable, "no
trouble to anyone®. Medical gnd nursing stﬁffVWére theréfbre
noqlsympathetic-t@ the wife, who was viewed as voluble and
ex':'e's‘.-4‘:-abiea_-.-w A check with a social agency which had at one time
knowm the family showed that they viewed her as unstable and
.neuréticg The family doéter, contacted concerning the wife's
health, expressed the samelepinien, but alse viewed the
patient as a very difficult personality. |
The wife was persuaded to permit the patient's
retum heﬁzﬁgg the grounds that there was eategorically no.
further reason for his sitay in hospitel, than on any real
acceptance of him as a gick person. Follow-up §isits were
made by the soclal worker, and the wife was glven support in
her view of herself as earrying out a very difficult taék} :
since she indicated she was ailing, poor and foreced to care for
a diffieult husband. Contact was:clesed after some six weeks.
The case was reopened about a month later when. the
patient was readmitted to hespital on = the genite-urinary'a
_service. On review of the file it was felt it would be
désirable-ttoggive further support to the patient as.a basis
from which an effort could be made to elicit his feelings
about the heme'situatian, with a view to possible modificatien
of his behavieur, (It appeared élear, despiteladmiséioﬁfl
-af his wife%s tendency to self-pity and: exaggeration, that the
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patient’s behaviour when at heme, was actually most unpleas-
ant.) Little rapport with the patient was established; he did
-not talk spontaneously, ani his replied were almost alWays.mono—'
syllabic. It was difficult to Judge whether the patient was the
sort of person Who.ﬁight always have had such a re;mSﬁse, or
whether there wés some deterioration in affedt, incidental to
his illness. Nothing of significance was elicited, apart from
the fact that he had pride in his father, who had been . a schoole~
master in Wﬂleé; and it was quite clear that he felt a man had
an inalienable right to be cared for in his own home. He
expreésed.ne feelings about his wife or children. He never |
becamefinvalved.with-other patients on the ward. Apart.from his
féading of pocket thrillers, he appeared te have regressed to a
sort of vegetable level of existence. There could be no firm
opinion as to what extent the causation was physiological..
There seemed to be no entree to case work with the
patient and it was therefore decided to work with the;wife, Home
visits were made, in deference to her stated condition of health
and in view of her home responsibilities. Some personal history
was obtained. ©She had been an only child. Her first knowledge
of the patieﬁt was as a visitor to the home of childhood play-
mates. Later, as a young working women, upset by the breaking
off of an engagement, she became aware that the patient was form-
ing an attachment to her. His first wife had died, liviné only
long enough to present him with a son who was 12 years of age

when he became engaged for the second time. ¥Flattered by his
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attentions, although he was not favoured by her parents, she
married. She stated that from the!eariiest days of the marriage
it brought her no happiness. The patient was deplcted as a man
who saw a wife as a provider of clean clothes, food and house-
hold care, and as a bedmate, all sélely at the level of his
convenience. He did offer her some social 1life, but this in-
volved beer parlours and heavy drinking, neithér of which she
would tolerate. She described in ﬁetail incidenfs involving his
drunkeness, vile language, and physical abuse.

Since his illness she stressed that there had been
further physical deterioration in the patient. After his first
return home from hospital he had poor urinary control} not only
were there problems of bedwetting and dribbling, but he would
wander about the house, despite the presence of visitors, clad
only in a pyjama top. He called her foul names and berated hgr,
regardless of whom might be present. He demanded frequent
attendance upstairs; he could not be kept on the main floor be-
cause the bathroom was upstairs. (Mrs. M, because of her own
feelings, seemed unable to tolerate any such expedient as his
use of a bottle) Mrs. M had great need to have the children ®on
her side", magnifying to them every defect in the patient'ts
history and behaviour. She did not respond to the worker!s
efforts to have her gain some acceptance of the patient's be-
haviour as being the outcome of his state of health, nor was
there any moderation of the heat of her reaction, in the interests

of more tranquil home life for the children. ©She continued to
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be a meticulous housekeeper and a good manager on limited in-
coine.

The social recommendation was made that the patient
could not be eared for-at home. This recommendation was acceded
to, but never well accepted .by medical and nursing staff, te
whom Mr. M 9ontinued to present as %"a good patient®. He was Te=-
classified to section 29, but remained on the active treatment
ward.

_ Contact was maintained in view of the sympathy aroused
in the nursing staff because the patient's wife and children
did not visit him. Again Mrs. M's inability to present the"
patient in any tolerable light to the children was noted. A
Christmas visit home was arranged. The wife's account was that
the patient used the occasion to berate her for leaving him in
hospital "to rot"; the patient's realistically based sense of
rejection had been hoarded up and given full expression. 'The
patient's wife now took in boarders, she stated from economic -
necessity. It appeared that she could. tolerate the strain of
providing for straggers, but.not for the patient. Further urin-
ary difficulties and-the faet that the patient was now on cath-
eter gave.more medical.;eason for his retention in hospital.
Mrs. ¥ throughout this period was under medical care at the
Outpatient's Departﬁent;in another hospital, to which we had.re-
ferred:her. |

A visit_from'the patient's brother from the East, whom

he had not seen for many years, brought need for careful ex-
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planations from the social worker, when he wondered why’his )
nephews 414 not visit the patient, and why he could not be car-
ed for in his own home, when he so actively expressed the wish
to be out of hospital.

The case was closed to Social Service and reopened
after seven months. The patient had gradually improved to the
extent of becoming more ambulatory, and was to be moved from
the ward he was on. He refused to be shifted, announced and
carried out his intention of returning home. At this point his
wife telephoned first the doctor, and, at his.suggestion, the
social worker. Her protests were very heated. She said that
she had fallen in assisting the patient to get to the bathroom,
as he could not welk upstairs alone. As she herself had been
sleeping on a cot, to yleld up bedroom space to the boarders,
she had to-give the cot to the patient and $hare a bed.with her
daughter. Mr. M had kept the family and boarders awske all
night by pounding the floor with his cane demanding attention
when he could not open doors. ©She said that his urinary urgency
made him "impossible™ at home. His language was worse than
ever. She had been in touch with a lawyer even before she did
accept from us expianations that we had no right to force thé
patient's'returh to hospital. (The assumption by wives that we
can compel a_patient's actions is a frequent one, and doubtless
arises from recollection of earlier authorfity exercised when the.

patients were in the armed forces. It would seen that they
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wishfully deny the civilian status of patients) Mrs. M threaten-
ed retreat into illness, and legal separation from the patient..
The ﬁatient's need of institutional care seemed now to lie in
abeyance until some further deterioration in health should take
place, to ferce his return, or the wife carry out her threats.
However, a few days later he was admitted again to hospitai, say-
ing only that home conditions (stairs, etec.) were too difficult
for him. _ |

As earlier stated, each of the cases presented in pre-
cis form iIn this chapter has been chosen as representing typie-
ally a problem recurring frequently in many cases which come to
Medical Social Service. The range of cases does not pretend té
be exhaustive, but it is believed, does present a sufficient
base from which to procure material which will permit analysis of
the activity of the social worker in moving towards a socisal
recommendation. _

. Although these cases already represent groups of typi-
cal situations, it might be possible to group them further--
for example, by the end-product of the recommendation FOR or
AGAINST institutional . care; according tq the strength of the '
marital relationship; or according to the soeial diagnosis qf the
nature of the whole problem involved. As they do not necessa:ily
represent the full range.of problems, such further grouping-
would appear 1rrelevent‘to the purpose of the study. The inten- .
tion in presenting cases is to offer cases which are typieal, and
which display at least a considerable view of the range of

activity of the case worker.



Chapter IIIX

Social Work Services in the Cases

Having examined in Chapter One the unlversality of the
problem under study, its nature in the particular setting, and
the usefulness of the professional literature in resolving our
difficultiés; having in Chapter Two presented some cases chosen
as pypical; it is nQW‘proﬁosed to examine the nature of the
social worker's activity in making the social recommendation for
or against the necessity of institutional care. How does the
social worker approach. the problem? Whatare the services she .
gives, directly and,indiréctly, in the service to thé patient?

Certainly it is not always possible to secure all the
background information that might ideally be desired, if the
situatien of the patient and his wife are to be understood. It
is only on the basis of such knowledge of their feelings about -
one another, and the patient's illness, as it affects that feel-
ing, that the soclal worker can truiy see their situation in the
light of the sea anemone-like slipping, sliﬁing, folding, un~
folding fact that feelings are; and, having seen, decide whether
it will be necessary to accept, or desirable to endeavour to
alter existing attitudes. In some cases the decision to alter
may . be made and theleffort pursued, whether successfully or une-

successfully. The availability of time in which to carry.ofi. the
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effort will have an effect on the apparent justice of the social
prognosis: 1f a man and wife approach a family agency about a
marita1 d1fficulty5 they may spend six months or two years in
sorting matters out. If a man enters hospital, he does so for
the treatment of his heart condition or his hemiplegia, let us
say-~he 1s not asking for social treatment of his marriage
diffieulty, even though medical staff may see it as clearly
contributing to failure tec make the maximum recovery from the
physiecal disability. If the patient ging-hiS-censent, fully,
rather than grudgingly, there ils usually not any lengthy period
available in which he can use the skilled help of the social
worker'to achieve some amelioration of the personal situation.
There are often sound medical and administrative reasons for -
pressure en the soclal worker to come to a firm prognomis and
make a firm-recommendation; within a timespan, which, in any
other setting, would be cénsidered to offer too brief a base
from which t6 come to sound conclusions.

The medical social'worker must then bring to her client
the soundly-based conviction that she has as much right to probe,
skillfully amrd purpésefully'(although sometimes at the cost of
tempérary pain) as has the dacfer._'The justification can only
be the same as that which justifies the physiciant's approach to
the more purely physical difficulties, the most informed direc-
tion of skill te produce better function, or at least to avert

further loss of function, whether social or physical. TIThe social
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worker in the hospital sett;ng needs confidence in her skill and
needs warmth of approach in order to enter successfully into her
diffieult task in the brief time allotted.

Because of the time factor, a full social study is not
always completed, as a service to ald in the understanding.of the
patient's problems. The services which are rendered have been .
grouped for discussion into direct and indirect services. . I be-
lieve that the considerable varlety of tangible and less tangible
services given by social workers in veterans hospitals- can be-
fitted, without too much warping or bending, into the classifica-
tion of services offered below. It is proposed to discuss these

in relation to the "sample™ cases which were set out in compress-

ed form in Chapter Two.

When the social worker becomes involved in the decision
a8 to whether a married patient should return te his home or
may require continuing care,'her first task is to identify the
nature of the relations that exist between him and his wife,
with later attention to these as they are affected by the atti-
tudes oftchildren of the marriage or other relatives. The social
worker is required to form a Judgment.- Initially this may be
crude, based on the observation of the most obvious facts, and.
may be stated in the simble opinion: relations are good, rglap

tions are bad. ©Skilled attention to the next question, - why?
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may show that "good" is not necessarily as helpful as it first
presents itself, and that "bad" may;be susceptible of change.
Persons with “good" relationships may still need assistanee in
facing the situation, eﬁcompasséd in illness, age, and limitedf
economic resources.

* In the three cases of "A Mentally Disturbed Patient®,
in (a) and (b) relations were warm and supportive and helpful
to the patient concerned. In (e), however, although there can
be no question that the patient had a loving wife, her affection
and concern took forms that were deleterious, patﬁer th#n help=
ful to his recovery. The wife did not respond to the socilal
worker's efforts to secure a change in her ways of expressing he?
concern for the patient's welfare.

B and J are sltuations where the marriage had beem to

a large extent unrewazding tp thg wife, or where it“had,at léast_
brought a full measure of pain and disappoiﬂtmént, .In B the o
social worker felt that the wife should not be burdened with the
care of the patient. ‘The degree of his physical handicap_éntered
into the recommendation, but so also did the degree of "sacrifice"
that would have been expected of the wife, 1f called upon to care
for him at home. In J the social worker came to the opinion that
the wife could, with adeguate support in her difficult role,
undertake-the care of the patient, and thié‘she»proved able to do
for a considerable period, despite her initial refusal.

In C and D are examples of truly affeectionate couples,
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of very different social backgrounds, the one an officer and his
lady, the other a labouring man and his feeble-minded wife. In
both situations, however, because of the mutual warmth of feel-
'ing, the patient was enabled to be longer at home than might
have been predicted, on the basis of his physical condition
alone. '

In such a case as that depicted 1niF; there is:-a basic=-
ally good relationship, but one barely having the strength to
endure the strain of the wife's long dependence, which left the
patient's own similar needs unment.

In F and M, thatever the wife's initial entree into
the mérriége {(in the earlier case there is little information,
in M more), her feeliﬁgs at the time the patient is brought to
"attenfion-are akin te hate and_fear, These feelings, once ad-
mitted;'bring gullt ané defensiveness in their tfain$ In the
M case an effort is made by the sociai worker to assist in ﬁorkw
ing throﬁgh these feelings, and the effort fails.

In H, of interest are not only the relations of the
patient wiﬁh-his wife,  but those with his son and granddaughter,
their feeling towards his wife, amnd the interactions of these.
Initially, the "family" ask outside help in planning for his
'wife,'they seem to be somewhat rejecting of him but say they are
' willing to care for her; they then préceed te place her, with
city help; later when the patient and his wife again ‘set up

Joint housekeeping, the family do not visit; in the end, alfter
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the patient's death, they accept responsibility for his wife.

It is necessary for the social worker not only to be aware of
the shift in'feeling,'bux.of theirfimpact on the patient and -
'his-pléns; The patient's life has always consisted, not just

of him as an individual, but one who is a member of a family.

It is easier in a hospital than in some other settings, to
ignore, if care is not exercised, the shifting ferment of '
family feelings as they impinge on the patient and his chang-
ing situation. The social worker is there to assess the quality
and effect of these social factors:

k)
L

2. Furthering Understanding of and Adjustment to I

iness

Tt must be admitted that none of the cases chosen for
thisstuﬁy illustrate particularly well the sorﬁ-of direct serv-
ice that medical social workers in hospitals are cften called
on to give. The feelings of patients and their families about"
prescribed diets, their misunderstandings about the nature of
" an illness, or the effects of prescribed treatment, may be dealt
with initially by the doctor, the dietician, the physio-therap~
1st, the X-ray technician or some other member of staff. The
soeial worker ma# be called on to reinforce the patieﬁt*s"under*
standing of the information already given, but in particular to
understand the origin éf and to deal with the emotions that are
,blacking'a‘genuine-agceﬁtaﬁée of treatment necessities, and

ability to put them to good use.
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Where some of this activity has occurred in the cases
chesen, the extent of the activity has to some extent been ob-
scured by the omission of detall in the reduction to preeis.

For instance, in the case of Mr. Ji as it is presented, there

is reference to his %"suffering . « . from a mild degree of
-:diabetes”%- This presented & problem in his return home, at one
peint, . On account of some visual disability he could not admin-
ister his own insulin.. His wife declared, almost with terror,
that she could not "stick a needle into" him. Because of a |
knowledge of the earlier difficulties in the marriage, the
soclal worker felt that this represented a real emoticnal
block to the wife and she was not pressed to change. The patient
made his own arrangsments to have his daily does given at a
small private hospital near his home.

'In the situation of Hr. E one of the specific reasons
for a home visit was to give his wife a better understanding of
the nature of his illness. Because of her fear of being left
alone, without the patient to care for her, she panicked when he
had one -of his dizzy spells, thereby reinforcing his concern
and fears about his own condition. ©She was Helped to understan&
that it was not necessary to rush him to hospital each time he
felt dizzy. The visit was necessary as she was confined to the
house ané eouid_not visit hospital. It assisted in postponing
the patient's return for treatment.

In A (¢) an effort was made by the social worker to
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further adjustments in the attitude of the patient's wife.
Her way of reacting to the patient's physical and mental dis-
abilities actually resulted in their exageration., Because she
could not be helped to adjest &nd the patient's condition
deteriorated, his admission for continuing care was necessary.

3. orting the Patient's Right to Self-Determination

Su

The proposed code of .ethics. qf the Canadian Associa-
tion of Social Workersl states (Part II, 1 (B) ): "The social
worker should recognize and accept the right of persons served
to make their own decisions and te act for themselves unless
they freely give this authority to the agency,-or unless the
agency must act in a protective role in order to safeguard the
persons- served or the community.® |

Social workers have been trained in the light of'this
principle. A hospital can become an acid testing ground for its
application. The Fright to self-determination™ can become at
times the right to self-destruction, or to destructiveness of
the rights of others. What can be done 1s to give the patient
a full understanding of the materials from which his decision
must be made, and full support in our subscribing genuinely to .
his right to do his own deciding. Only if he is senile, psych-

otic or tempoférily not in full control of his faculties, may

1. Canadian Association of Social Workers, B.C.
Mainland Branch, March 29, 1954, material received from the
National Committee on Ethiecs, "Proposed Code of Ethics for
C.A.S.W." NMimeographed.
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we properly decide for him. By the exercise of the skills of
the case worker, understanding past experiences which have
made it difficult for the patient to come to wise decisions,
we may sometimes assist him to adopt more fruitful courses of
action than he might accept, unaided.

.As in P, vwhere "repeated admissions arise from the
home situation®, there are many cases where the patient 1is |
saying in his actions, and -can be persuaded teo say.infwords,.
that he finds it painful and difficult to leave the hospital
.for his homé. The stereotype of the hospital seen‘by.ﬁhe
community and sometimes also phantasied by the hospital
staff is that of the patient grateful for his cure or remission
of symptoms who returns % a welcoming family. This does not
always hold true; he can return to the burden of cares, rather
than to the pleasures of convgleseencé.' It is a'méﬁtei of
skilled professional judgment, within the competence of the
soclal worker, to decide how much of the feeling regarding
the care it is safe_te siphon off, és:téo much releése.will
arouse feelings of guilt Whieh W 11 only add to the patient's
discomfort. In F, given help to express his feelings,1anﬁ o
some continuing intermittent;supportive contact, the patignt
wés enabled to make his ownfdecision-that he would be ﬁost i
comfcrtable in returning home to care for his wife. :

| In €, the patient exerc1sed his privilege of re—

turning home, despite the information that it was too much



75

for his wife's health to provide the sort of care he needed.

It was difficult for her to express this to the patient,
because of her affection for him and her wish to eare for

him if at all possible. Had she lived in the city, vwhere

the medical social worker might have dealt with her directly
rather than through intermediaries, an earlier decision

might have been arrived at. In the end the patient did

accept that he must be cared for in the institutional setting,
but he required support after his decision was made. The
activity of the sccial worker in mobilizing community resources
to provide care for his wife, after he had éome.permanently
into our setting, helped him to feel that he had made the right
decision. ' |

In F, the patient did not accept efforts to have him
alter his decision to return to his home. This was a border-
line case where one felt that his judgment was somewhat
impaired, and yet not to a degree where there would be justi-
fication for exercising authoritative control. The social
worker's role lay, then, in maintalning acceptance from his
wife and son of his right to self-determination, even when
it so sadly affected his wife's physical condition.

In K, where the patient insisted on going out % his
psychotie wi:e and neglected children in slum housing, despite
the opinion of the medical staff that from the strictly
physical viewpoint he required our care, the social worker

was unable to effect any change in the patlent'!s decision.
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The consequences for the children also caused communi ty cgncefn
which was not shared by the patient. We stil had no right to
exercise restraint. The secial worker's role therefore lay in
part in gaiﬂing acceptance by staff and the social workers
of an outside agency, that we could not detain the patient,
even in what appesred to be his own best interests and thoée of
his children.

e

As said in number 2: "Furthéring‘adjustment to ill-

ness and prescribed regimen", cases chosen for presentafion
cannot illustrate équally well all the servieces given by the
medical social worker. Those which illustrate particularly
well some' services may show less well others, which-in actual
day to day work are frequently given.

This is true of the social worker!'s responsibility to
givé explanations of departmental regulations. Actually, this
is nét, per se; a primary responsibility of the social wérker,
but falls étrietly within the préyince of the Veterans Welfare
Officer. (See III. Indirect Services, 3.) However, the social
worker may of§en iﬁitiate'sudh discussion, or respond fo the
pétient's questions in a broad way, with details.to be filled in
later by the Welfare Officer; Or the social worker may be call-
ed on formally, or drawn in inférmally, to the necessity of deal-

ing with the patient's feelings as they arlse aroﬁnd.the regula-
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tions. "The Veterans Charterul

eentains:séme thirty Acts,,oqtﬁ
lining the rights and privileges 6f:§eterans@ Hany oflthesg,
as with legislation QQVerning thefaffairs‘ef thosg ather than
veterans, are supplemented by copious regulatians,.frequently
,renewed and revised. In the nature of a reward for the dis-
charge of patriotic duties, invelving risk to life, and ph&sifw
cal and other changes to the person, the veterants privileges
are felt by“him to be rights. Essentially, and also becauge
there are active pressure groups in the Cdnadian Legion and
other service men's organizations, pushing for ehange,.and‘
building on any existing semse of injustice, much emotion
attaches to the intenpretation.af.legislation, bBeductions from
War Veterans Allowance on account of hospitalization; the grant-
ing er withholding of Treatment Allowances, depending"an. |
medical opinion as to whether or not a patﬁeﬁt is being treated
for his pensionaﬁle disability; pension rates; opinions as to
whether en Allowance may be paid at the married or single
réte-about suﬁh.rulings'patients‘may héve feelings-quitevpass-
ionate in ‘their intensity, none the less so because a source of
1nceme may be invelved.

There are many ways of dealing with anger; often in
the hospital the social workerls way has come to be_respected,M
because it is_fqund.that'it is helpful to the patient. The
person less5skiiled;in ﬁn&erstanding and dealing with emotionm .
may say "it is wrong to feel like that®, or "you mustn't falk

1. "The Veterans Charter", King's Printer, Ottawa.
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like that". The social workér, f;om training and expefience )
knows that.with one person theﬂgxﬁression of feeling may most
wisely be encouraged, but that with another it is imperative
it be dammed back. Dealing with departmental regulations is
not just a matter of reciting or reitermting facts, but of
guaging the reasons for reactions to them. This an-afea vhere
the socizl worker is properly called on for service.

. In cases such as A(b), the patient "full of fears®,
the family often experiences a great sense of reliéf'When :
institutional care is offered to a person who is mentally dis-
turbed and therefore a burden in the home. Sometimes, as with
A(b); after a period on our psychiatric wafd,'or the ‘ward in
the Extension where disturbed cases are segregated, it becomes
clear that our facilities are not adeguate to care for the
patient, but that commital to the Provincial Mental Hespital'is
neceésérym It is often necessary in these situations for the
social worker to explain and re-explain why the patient cannot
continue to be cared for by the Department. In the case of Mrs.
A(b), there were no prolonged pratests, but these are sometimes
forthcoming, eVen.from“very-well adjusted'persons, who may feel
that the Department of Veterans Affairs has an obligation to
provide any sort of treatment needed by the veteran. '

As in H, departmental care for the aged and ‘somewhat

ailing person would often seem to offer "an easy way out" of
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further obligation by the family. Why the hospital staff would
ﬁf:prefer'te see the patient outside' the hospital walls reqﬁires a
vgeed_deal'of explanation to the family, not because of the facts
themselves, but because of.feglings which have been generated
over a lengthy period in many lives.

5.

Among the duties of medicel social workers listed for
all grades, in posters of the Civil Service Commission advertis-
ing vacaﬁcies in various establishments, is: "Duties: Under
the direction of the Head of the Medical Social Service Depart-
ment, and-in close collaboration with the medical staff . , .
to co-operate with community health and welfare organizations
in the interest of such patients." 4 knowledge of.appropriate
community resources is relatively readily acquired, even though
new ageqcies~are continually.forming and old ones changing
their.pol;ciesq At the level of mere knowledge of policy, it
may not qlWayglbe too readily determined, for instance, whether
a person should be sent to the Family Service Agency, to the
ﬁamily Court, or tG'Freg.Legal Aid, if the presenting problem
seems te.be;one of marital difficulty or securing maintenance. -
Should the Alcoholic be sent to Aleoholics Anonymcus or to the
Alecoholism Foundation, or rather be treated on our own psych-
iatriclwérdé Could the Salvation Army best help him? Should he
and his wife together go to the Family Service Agency? These
are questions involving a knowledge of agency policies. They

are also pre-eminently questions involving a good understanding
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of the person requiring the service.

. Sometimes there is no difficulty in deciding that
there is only one agency which'can meet the clientt's need;, He
is temporarily unemployable and without funds, and his wife ean
get help only in the form of social assistance. The well ad-
justed persem, mature and competent, may have even more diffi-
culty in accepting this resource than the immature, depeneent .
person. How can the patient and his wife be helped to use the
enly resource avallable? This &s a matter of understanding why
they feel as they do about it. Is there an unwonted need to
assert independence? an old.history-of "rellef" during the
depression? are there questlons about the ownership of'puepexty,
the status of the marriage, or some other matter, which they
dread to answer? '

) To make Ya good rt-zi‘-erra:l."j for & more intangible
service is not easy, although 1t may be easy to see the patient's
need of the service early in the medical social worker's con-
tact. If one does not carry the patient's understanding. of the
problem far enough, he will not make the centact; if one carriee
it too far, he will return te the referrlng social worker, as
the one with whom he has established a warm relationship, rather
than to the social worker in the new agency.

In the cases cited, community resources have been
widely drawn on. After World War II the Department of Veterans
Affairs stressed to its staff that there should be no duplication

of existing community services. The veteran is primarily a
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citizen end retalns the rights of 'any citizen. The pattern is
therefore well e*tabllshed ef &rawing on existing sources of
help, available to all cit:.zens. ' |

In.A, the cases of mentally disturbed papienté, it
is noted that DVA patients move on to the Provincial Mental
Hospital vhere that type of‘caré is inﬁicaﬁed. Reference héé
been made above to problems in having relatives éécept the
nedessity of that sort of ecare. In B, medical care at the out-
'patient deﬁartment of another hospital was arrangéd, and‘Free'
Legal Aid was secured for ad¥ice in business difficulties.

In C, reports on the patient's home situation, later
planning for the move of his wife to Vancouver; and finally the
provision of nursing home care for her; werevprov1ded by workers
of the Provincial Social Welfare Branch. This resource is offen
used, and in British Columbia we are particularly fOrtunate.inﬂ
having this unified service to which referrals can be‘paﬂe. |
Patientst permissien to give medical and other personai infofma.
ation is of eourse secured before contact is initiated. In D,
where the patient and his wife both had phys1cal and mental
handieaps, we see the use of a community.agency to ensgre-better
planning for their pre-school aged child. Had this patiént |
lived elsewhere than in greaterIVancouver-eb Viectoria, the Social
Welfaré Branch might have beén_eailed on to éssist in this
situation. ' | »

In E;.the patientts wife herself called on a'municipél
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agency te assist her, by requesting nursing home care. It was
found, however, that her request had its origin in her exagerat-
ed view of our patient's candittan. With a better-knowleﬁge of
his condition, and with our suppett to him in his role of’offer- i
ing her care on his return home, our service consisted, in
effect, of helping the patient's wife NOT to use the;cemmunity
agency. Its services became unnecessary, because of service
given from the veterans hospitel. Again in H, we find the
patient's wife's family calling on municipal service to protide
boarding heme care for his wife. This was used for a period
until the patient was brought to the point where he and his
wife could ‘again live together. We see that in such co-opera—
tive work, Medical Soclal Service 1s net only effecting a sav-
ing in treatment costs In our setting, but is relieving the
community of the,neceesity'of providing.care for the'patteﬂtfs
wife. | |

In the home situation of X, it has been necessari to
co-operate with the Childrent's Ai1d Soeiéty from time to time--ﬂ.
with regard to plans for care of the patieﬁt*s ehildreh, and
also to direct complaints to that agency as the one competent
to act, when we did not have statutory authority. Some contact
with medical social workers at Essondale has alse been necessary
in the eituation. At times it may be suitable to,act as go-'
between between the -patient and the community agency, at times
it may be desirable, with the permlission of the patient and

medical staff, for a social worker of the community agency to
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contact the patient directly. Gcod planning in the best inter-
ests of the patient ard his family in these situations wiil.ée—w
pend on a proper underétanding of what the communify agency can
and cannot 4o in his interests.’ This helps to keep his éemands"
realistic¢ and places him in a better state to benefit frém
treatment. |

In the case of L a housing problem'is one of several
difficulties. This is a d@ifficulty which frequently casuses
concenn; as sSo many of the patients are on limlted income, most
frequently scme combination of 0ld Age Fension, War Veterans
Allowance and disability pensioni ‘the bésic married War Véterans
Ailow&née rate being $108 monthly for man and wife, but this :
may go to $120 monthly. Those who own their owm small homes ;
may be in difficulty wiﬁh rising taxes, fuel costs, etc. Those
who must rent, especially if in the elity, mnst.usualiy pay
more}than.they can afford for self-contained acecommodatiom, or
shift to the rooming-house level of amenity. Beéaﬁsé.éf the
lack of low-rental heuéing pféjeets, desbite the existénce-ef a
number of organizations in the city furthering sﬁch deveiopmant,
we are not'frequently ahle to recelve favourable considératian
fdr our patients. This is certainlylnot,because 6f any dtscrim;
ination, but because of the pitiful lack of housing being made
aﬁailable to meet the needs of the low income group. When w;
do duecceed in securing a favourable reply, as in the-ﬂ case; _
we share the delight of the new tenants to the full. The  !
availability of such acc.omniodatien may at timeg swing the
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balance as to the.necessity of instituticnal care. In general
it may be stated, however, that in the area of housing there
are not sufficient resources with which to co-operate.

In the M case Mrs. M Was'referred to the outpatient
department at another hospital, not only so that she might have
necessary medical care, but to obtain some factual information
on her claims that she was physically unable to care for her
husband, although she could provide for boarders. Referrals
for medical care of patient's wives are of so frequent occurr-

ance that they are discussed in a sectlon apart, below.

6. Modifying Fnvironment

Some of the medical social worker's work im modifing
environment has already been discussed under the previous head-
ing of %"utilization of community resources", (as for example in
connection with housing). This is because much of our ability
to effect changes in the more external factors of the patient's
situation dependé on the use of community agencies used by
others than veterans,

We do have, however, within our own setting, consider-
able flexibility in the regulations which affect the economic
circumstances of patients in the receipt of pensions and
allowances. The social worker often takes note of ehanges
which might be arranged in the patient's interest and asks the
Veterans Welfare Officer to look into the details. Here, in

line with the usual acknowledgement of competence in the area
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of "feeling™, care must be taken that the patient's hope not be
set on %a sure thiz'ag,"; he is warned that time may elapse before
& ruling is seecured, and that the nature of the ruling camnot
wisely be greﬁiete&.

' ‘There are also funds providéd by the Auxiliary to
Shaughnessy Hospital snd other sources, set up as "the Hospital
Superintendent's Pund® and disbursed by Medical Soecial Berviee.
This is used to meet special emergency situations, sometimes
for patients leavimg hospltal until a cantinumg regouree can
be drawn on, sometimes to meet specisl needs of bed patiemts
and their famillies.

At times, as in ease I, the envirommental chamges are
secured as nesded to benefit the patient, by mobilizing the
family to act on its own. Mrs. I had remained for years in sube
standard housing ef a physical nature such that the pstient,
because of his physical condition, could not return home. With
the help of the soeizl worker, although change came about slowly,
¥rs. I herself secured suburban housing, better suited to the
needs of the children, smd such that it formed no barrier te the
patientts return howe. Later she moved to more suitable accommo-
dation. Initially she had scemed immobilized and helpless. Be-
cause of the first e‘hﬁmges 'wﬁieh the wife was enabled to make,
the patlent agein became &n active partiecipant in family affsirs
and é. r‘éal‘ father to his children, : gespite the necéssity of | re-

current returns to hospital.
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Our lack of resources to secure adequate housing for
patients has already been discussed.

.7‘-.

The service of arranging to meet the health needs of
patients': wives is to be discussed separately, rather than
under 53 Utilization of community resources, because it is a
specialized service, which is frequently called for. Elderly .
patients with limited economic resources are eften found to-be
worrying about the health of their wives, who are without the
means to secure medical care, at a time when the needs of the
patients themselves are being adequately met. The social work-
ers are therefor often asked to discuss these situations with
patients, whether or not the guestion of institutional care for
the patient, should his wife not be able to care for him, is
invelved. -

Our usual resources, for patients who live in greater
Vancouver, are the outpatients departments of the Vancouver
General or St. Paul's Hospitals. For other centres in the
Province, we have no direct resources. If the needs of child-
ren, as well as the wife, are involved, or if there is something
exceptlonal in the situation, the Soeial Welfare Branch may be
called on, with a view to their drawing on local resources in
the home community. |

In situations where institutional care is undér-éonsid-

eration, a referral for outpatient care for the wife may some~
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times, as in B, be given as merely incidental service. This
form of assistance often brings out the warmest expressions of
gratitude. . Health neeés_haVeffréQuentlyﬂheen.unmet for extend-
ed periods, due to persons not being aware that help was avail-
able. Wives seem particularly touched to know that there is
concern for their health, as well as that of the veteran patient,
~even though we cannot offer airect service within our own sett-
ing.

At times, as in the D case, where both the patient
and his wife had considerable physical h&ﬁdieap,'the wife is
alréady'reeeiving necessary service, but contact with the:
medical social worker in the other setting means that each
hospital better understands the needs of the other party to the
marriage, and so is better able to serve its own patient.:

- The extent of the interaction between maﬁ and wife and
thelr illnesses is well illustrated in case E. We d4id not at-
any time have a direct medieal report on Mrs. E, but she was
known to have had a stroke. :An exacerbation in the physical
difficulties of either one produced an exaggeration in the symp—
tomS'of the other. ‘

At times the weli—aﬂjusted wife, who has accepted our
support im the difficult task of caring for a husband who would
étherwise-havé required institutional care, turns to us later
for advice in health problems of her own. This was so in the

case of Mrs. J. -
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_ In some situations, as the cases of Mr. E and HMr. L,
the patient's wife may be reéeiving care from a private physician,
on -the basis available to old age pensioners, holding the
provineial Yblue medical card". Our medical staff or the
patient 'may be helped by.faetuél'information on the true medi-
cal condition of the wife, so that we take action in the
light of that knowledge.

| In cases like that of Mr. M, where the wife alleges
her health as one of the principal reasons for being unable to
care for the patient, a referral to the outpatients depart-
ment, in part for the purpose of securing an opinion, may be
helpful to all concerned. In this case a knowledge of the
facts concerning the wife enabled us to focus on the real
difficulty, which was a marital one of long standing.
Indirect Services '

1. Securing detail, ranging from selected facts to full
social histories, as required by medical staff, as_an aid to

diagnosis and treatment.

_ The securing of a social history is we;llknawn to
professional staff, and well accepted by lay persons, when it is
to be used as a part of the material on which a neuropsychiatric
diagnosis is based. -Of our three cases of mentally disturbed .
patients cited in IXI, A, social histories were secured on two,
(b) and (c). The time and critical judgmemt put to use by the

medical social worker in securing information from the patient
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and, or his wife, enable the time of the neuropsychiatric staff
to be put to its most highly skilled use, rather than in the
winnowing.offacts;

* In Shaughnessy Hospital,-in line with a routine
practice instituted at the request of the Neuropsychlatric .
Service, medical soclal workers see the great bulk of the pat-
ients who are referred from outpatients, before a psychiatric
appointment.is-madé. It is left in the professional discretion
of the soclal worker whether a fully detailed social history
1s secured, or whether merely a few detalls are taken on -the
current situation. - Social workers are also expected to exer-
cise judgment as to whether an appointment is urgently and im-
mediately required, or whether several days may pass before an
appointmeﬁt, without further deterioration of the patient.

| On other services, the social worker is inqregéingly
requested to secure informatior on the patient's background,
or his behaviour when at home, as an aid in diagnosis. The use=~
fﬁlness of such information can reédily be seen in a case such
as that Bf Mr. E:. "Repeated Admissions Arise from the Home
Situation®", where medical staff had a much better understanding :
of the nature of his "blackouts™ after the social worker's
interviews with the patient and his wife.

In case J, where there was some- question of barblt-

urate adﬁictian, the xnowledge, secured from the wife, that the

patient was taking "pills", was of assistance to medical staff
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in confirming their suspiclons. Information as to the patientis
confused behaviour, his night #anderiﬁg ete., was also of
assistance to medical staff in presenting a clear view of thé |
patient: Sometimes in the controlled atmosphere of the ward,
under the authority of staff, and following patterns adopted

by others on the ward, patients appear much less disturbed than
is their morm. The social worker can take time to judge whether
the wife's account is an exagerated, or a factual one.

Such histories are valuable in the treatment éetting,
not just as the procuring of collections of facts, althéugh that
in itsélf may be important. They are also helpful because the
sdcial'warkérfs contact conveys to the wife'thé valid conviection
that someone attached to treatment services respects her observa-
tienstaqd cares how she feels about the facts. Thisuﬁay-have
a highly therapeutic effect on the quality of her relationship
with the actual patient. It is undocubted, (is‘usualiy-expreSSa
ed im behaviour, but sometimes even in words) that a wife may
feel:a sort of jealousy of thie person comfortably hospitalized
(as she views'it) while she continues to bear the burdens of
daily living. Good history taking, while focussed on the
patiéﬁt,'willvthuS'be of considerable assistance to the wife.

Patient, by medieal, nursing and auxiliary staff.
'Te‘tﬁe writerts way of thinking, the furfherihg-ef the

real understanding aﬁd acéeptance of the patient, as a person,
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seen in relation to others--his wife, his family, his employer;
his neighbours, along with his economic situation, ete., is one
of the most valuable services given by the seclal worker.

The interne who writes on the ward chart "patient may
be discharged té his home today", doubtless visualizing a
comfortable middle class home, when actuzlly the man's wife and
even children are unprovided for in Quebee, and he has neigher
a room nor a job to ge to here, is not practieing good medicine.
(&n exaggerated, but, alas, not an imaginary examplelis chosen.)
The rele of the social worker in teaching an understanding of
the patient a2s a person rather than as a disease, deserves
stress. This'is not done by the standing up and delivering of
lectures, but by day to day contact on.the7wardsf It is inter-
est that the particularly sensitive interne, who himself 1is
capable of securing a good picture of the patient's soclal
situation, if often the one who earliest comes to make good use
of the social worker, not gnlﬁ as a means to secure a fuller.
pieture_ofjhislpatients;_but as the pr@feésional'person,wmthin
the hospital setting who is best equipped to help the patient
with the many personal difficulties which often have a difeet
effect on the course of his illpess. The social worker may be
asked to help in a partieular way, or may be given a free hand
to proceed as her competence dictates. | .

The. patient will be given moré‘sympathetic acceptance

and handling by nursing staff, if they are aware of the pressure
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of the home situation. In.such a case as E, we see a good ex~
ample. The history secured is not only of value to medical
staff, as discussed in Indirect Services, 1, above, but is help-
ful to the nurses. This patient's particular need was for re-
mission in his unceasing task of being leaned on by his physic-
ally handiecapped and dependent wife; he himself needed to_lean,
we may say. Without a knowledge of the home situation, ward
staff might well say of patient’s frequent admissions, "I don't
know why he comes in all the time; he talks about .those black-
outs, but you never see anything wrong with him while is is on
the ward.®™ With the knowledge that he.has.beeﬁ eafing for

some years for;his invalid wife, he is given more acceptance and
sympathy when he enters hospital and this assists iﬁ.meeting his
need. ’ | |

We may have similar resistanee, but to the patient's
wish to go out, as in K, where medical staff felt that from the
physical viewpoint institutional care was necessary. In many
senses his return home seemedkfoolish, or wrong; but with a
knowledge of his home situation, his concern for his.mentally
111 wife, his affection for his children, his need to do so.
could be better tolerated.

Intrinsically, of course, in every request for instit-
utional care of a mapried'veteran,.hoyé backgroﬁn&, a "history®
is require@. As already stated in Chapter One, VI, the necesé—
ary inf@rmgtion.mQy be known to the doctor, and a request for

investigation 1s cértainly not necessarily referred to the
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social worker. Proper décisicns areumnd this guestion can enly.
be made as the home sitéétion is clearly envisaged and under~
standingly dealt with. This~méy result in reeommendztions
which on the surface appear extrédrdinary, as we see in con-
trasting D and M. In one it seemed initially clear that the
man should not go home, in the other that there was no adverse
reason; yet the social recommendations ran exasctly counter, and
were accepted as valid by medical staff. '

In the case of M, where he presented as a "good®
patient on the ward, although his behaviour in the home was so
difficult and anti-social, the social worker's report was accept-
ed as factual, but gained mo sympathy for the situation ef the |
‘wife nor the dilemma of the children in so disturbed a hema
situation.

The understanding of the social worker's ability ta'
help patients has developed far when all grades of staff feel
-freg_to make referrals of patients who are disturbed. I recéll,
although not in comnection with any of the cases cited, an
orderly who told of a patient: "He wanted me to call the
Legion fer him, but I knew you were the one he should talk to."”

3.
Departmental Resources to the Pztient's Best Use.

eterans Welfare Officers in putting

Co-o}eration with ¥

‘Under II, Pirect Services, 4, Giving or Reinforcing-
Under#tanding of DVA Regulations, a good deal is ecvered of .
what also belongs in this seetion under Indirect Services to

Patients. Because of changing staff, referrals of certain
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sorts of problsms may be made indiscriminately to either VWO!s
or social waorkers in the hospital. - Where referrals are initial=-
ly made directly to the appropriate cne, it mey be found that
there are areas of concern which could best be dealt with by
the other. The usual basis of co-operation works extremely
welly VWO3s are expected to deal with matters of departmental -
legislation and bemefits azvailable to the veteran; Social workers
make referrals tb outside sources of assistanee, and deal with
situations where the feelings of the patient or his family are
greatly involved. Unless each pays deference to the areas best
served by the other, the patient will not receive tﬁe fullest
extent of service to which he is entitled. There, therefer,
takéfblace diséussions-of.sitnatians, on & consultation basis,
where the' social worker never sees the patient, and the Welfare
Officer sontinues to carry on direct contact, or where a re« 
ferral has been made to the social worker, but it is felt best
to have the situation handled by the Welfare Officer. ODiscuss~
jons and referrals also flow in the opposite direction.

b

Out of whaﬁever mysterious fabrics the morale of the
many'empléyﬁes of a large institution is created, two factors
may be sesn to be prominents harmenious working relationships
and mutual respect-af various levels of staff; and'the sense that
the institution bears a good reputation with the pﬁhlic, béeause

the harﬁonious ﬁorking.relationships;have resulted in good service
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to the patients. Medical social service staff share in these
satisfactions. _

In sueh a case as L,’thg son returns to the'hospifal
some two years after our last contact, in partte stop to talk
ﬁith_the'social worker about the manner of our former patient's
death which took place in a different DVA hospital. This is
done because the son thinks of the medical social worker as some~
one who is not a mere functionary, but who saw his father, the
former patient, as a personm, rathér than a eipher;.as sémeane,
too, who found the means of lighﬁening’some of the pétientﬁs
difficulpies. In the J case, the patient's ﬁidow, afté;'h155
deaﬁh; retained a similar feeling about the medical social
worker, and came to her for counsel regarding personél health’
problems. The feeling of satisfaction with the service of ﬁhe
hospital, which is expressed in such contacts, diffuses in an
.atmésphere which reaches other batients, bullding their confi-
dénce, and making them more accessible to help. It also.reaches
. the public and affects thelr attitude towards thé institution
and 1ts5 services.

In another area the medical social worker is in a
position to gain impréved acceptance for the institution@ We
receive many enduiries from private persons and cutsidé-aéencies
as to certain veterans! eligibility for treatment orother
benefits. It 1s not the function of medical social service to

rule on eligibility, and appropriate authorities within the
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depertment will be conmsulted, but the soclal worker servés as a
useful'channe; for ocutside enguiries:. We are thus piaceﬁ'in a
position where we can déal with the feelings aroused by un-
favourable rulings, or explain the reasons behind complicated
1egislatien. .

- The situations in which we cannot give information
often arouse considerable adverse feeling, but with suitable
exylanation'perscns can usually aecept why we cannot give in- -
formation without patient's consent. _

In cases such as F, where the health problems of his
wifeviﬁaluﬁed,emotianal factors, and where our decision to offer
ingtitutional care to the patient would have offered a socially
acceptable basis of separatidn, the handling of our refusal is
very much 2 matter of public relations. The frustrations and
difficulties of the persenal situation are so great that the
parties to them wish to deny all centributory responsibility. ..
It ié easy for them to say that the Department §f Veterans
Affairs is entlrely or largely responsible, so that the hate and
rage which properly attach to the personal situation-become
attached to us. However, if persons in the situation of Hrs. F
sense our sincere concern and sympathy for their dilemma,, and our
real regret that we camnot offer the desired solution, much less
adverse feeling is attached to our refusal. |

In assessing applications for 1nstituticné1 care,. si;-

nations around which clusters so much feeling on the part of the
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patient and his family, careful handling with understanding of
and respect for the feelings engendered is particularly necess-
ary. It is therefor expeciazly useful, from the viewpoint of
public relations, to have the social worker involved in the
necessary recommendations..

5. Co-operative Work with Administration: while
accepting administrative pressures, furthering social goals.

It is necessary in any setting that professional
staff accept the propriety of the policy they are called upon
to assist in furthering. As for social workers, the obligation
recommended is:l

(H) The social worker should carry out agency

- objectives and policles as preseribed to the best

of his capacities and aecording to his code of

ethics, working continually through agency channels

to lmprove his services and presonnel practices.

(I) If agency policy or procedure violates pro-
fessional standards the social worker should . . . .

The eocial worker who cannot herself fully accept

the rightness of rulings regarding institutional care, is un-
likely to be able to help such a troubled person as Mrs.'F to
accept the fact that the patient, her husband, cannot be given
continuing care, even though Mrs. F and her son feel that this
is the only solution. The two soclal workers who worked inite-
ially with cases H and I étrongly shared the convietion implicit
in administrative policy, that it is.important for every person

1. "Proposed Code of Ethics for CASWW, ibid cit., p.2.
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who can achieve any degree of independence outside hospital to
be helped to do so. Social workers who could not accept this =
policy could not have carried to completing the lengthy case
work process which was necessary to resolve these twuldiffi;-‘
cult situations and get thése two patients out of hospital.

. The social worker is able to undertzke such a vigor-
ous, longterm kind of activity in selected cases, respecting
the goals of édministratioﬁ, because she works in an atmoéphere
there the goals and opinions of the social worker are reciproé-
ally respected. As an example we observe the M case, where the
social workerfs'recnmmendation that the patient should not re-
turn home was approved, desplite early minimel physical findings
on the patient's degree of handicap.

6.
to Others than the Patient

The Social Worker's Broad Professionsl Responsibilit

One of a social worker's most basle ways of working
is In the necessity of seeing a wider circle of persons whose
interests interrelate with those of the client. The focus on
the individual client is usually set by the.agéncy within which
the social workgr operates: for example, a child, if a Child-
rent's Ald Soeciety; a‘ﬁife-ér husband if a Family Court; a -
patient if a hospital, The social worker will:pe exercising
her professional function probably in very-cldée proportion as
she focuses on otheré than the client, seeing the periphery
equally clearly with the center of interest. The degree of this '
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diffusion is iﬁ contradistinction to thé function of the.lawyer
or doctor, Whosé skill must be directed to secure the greatgst.
direct benefit for his client or his patient.

The social worker's approach becomes noticeablg in
planning for the continuing care of patients: who will be hurt
by this plan? who will gaim by that plan? what may on cursory
observation appear to be benefieial to the patient, may'be séen
to be potentially detrimental when one is in possession 6: a
clearer social picture. The patlient's greatest comfort may
develop if he is assisted to accept some hurt in ordgr that
others may be hurt less. He may require such help because age,
illness and.resultaﬁt dependence impair his social . judgment.
This may be so; expecially 1f he is taking into account the
wishesﬂof.a wife éimilarly:impaired, with wham_relations'have
been uneasy for years. The patient is really seen ﬁé.himself
only when it can be seen how his.decisions 1mp1nge on the .
lives of others, The United Nations definition of a social
worker stateS'thiszl "o « » the well-trained social worker
makes the nearest pQSsihle approach to full and eonstant aware-
ness of the interplay of social, économic and psthologigal
forcés in the lives of ihe troubled.people who come to:him for
assistance.? | |

The development of this sense of responsibility in

1. Quoted in mimeographed material distributed by
Dr. L.C. ¥Marsh from "Training in Social Work, an International
Survey", New York, United Nations, 1950.
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action is seen in such situations as %he K case ahd the M case,
both of patients with children. In these there is the obliga~
tion of concern for what will be the impact of decisions around
institutional care, as it affects the children. In one case
the Children's Aid Soclety is active; in the other an effort is
made to enlarge the wife's sensitivity to the effect of the
situation on the cechildren. |

In all cases, in the nature of the problem under dis-
cussion, thefe is coneern for the wife, directly as a person,
as well as for the patient. In cases such as E and F we see
‘the effect of fluctuations in the patient's health and mental -
state as they affect the health of the wife. The-qﬁestion then
becomes, who has the primacy in the status of patient? The
1deal answer is néither.

Even in a situation where the wife has good phys1cal
health and.real maturity, as in A (a) apd A (b), two cases of
mentally disturbed patients, it is of help in the decisions
which must be made:for her to feel that the social worker is
interested in her (the wife) as well as the patient. In-one
~case it was necessary to bring the patient inte care immediate-
ly end the wife required support in the deeision. In the other
case the wife took the patient home three times after successive
admissions to hospital, ip_pgrt.because'of thi§ breadth ef focus,
which saw her difficﬁlties-and responsibilities with respect and

concern, and which offered her continuing support in earrying
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them, so that she did not feel isolated from the assistance the
hospital could offer.

In case D the mother of the patient's wife, and the
patientts sister~in-law as well, were involved in giving support
to the wife, which in part made it possible for the patient to
be at home for a while, before institutional care became necess-
ary. Both were seen by the scciél worker. The wife'!s mother,
in particular, was helped by the knowledge that someone stood

by to assist in planuing.



Chapter IV

How Can the Best Service Be Given?

&t the outset of this study it was envisaged that it
might be possible to set up an exhaustive schedule for analysis
of .case records. It was thought that large numbers of records
might thus be analysed and so it might become possible to say
that were the qualities of a good marriage; that is, if a good
marriage were to be defined as one where a wife was willing and
able to take home from hospital and give good care to a veteran
who would otherwise require long term institutional care. To
this end, ®"An approach to analysis of case records was set up"
(see ‘Appendix D), '

_ It was discarded as a tool of the study, because Vil
the data, though even more extensive than that offered, would
still not yield the means to forecaét what might be the answer
of a particular patient and a particuiar wife to the question:
shall this man go home? Yet, to a degree, asking the right
-questions does help towards the right answers. It 1s therefor
useful to leok at the discarded schedule as an example of the .
kind of approach social workers, in or out of heospitals, can
make to diagnosing the special quality of a particular marital

problem.
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The collection of the sort of data referred to in the
analysis is difficult because it requires the assessment of
many variables. There are many stages between the positive and
negative pole of each varisble. Where does-thé middle ground -
lie? Where does good or favoursble begin, and bad end, as we
look from one pole to the other? Soclal workers are accustomed
to working with such data, and are expected te be able to do so,
without coming to moral judgments, or condemnlng their clients
because of the observed quality of the clients' feelings or
actions. They are expected, despite the slippery quality of the
data with which they work, to be able to come to some sort of .
“sqcial.diagnosis“. In the setting of ShaughnessyAHospipal
énd-othe; veterans hospitals, they are expected to be compefent
to make 2 social,reeommendation as to the necessity of institu-
ﬁional care. |

_Formulation of Social Recommendations

. Although other social workers, in hospitals and
varied settings, are concerned with similar decisions, nothing
has been. found written directly to the point. Medical social
workers must therefor be guided by what they have learned about
the effect of illness on normal persons, and the professional
approach to helping with the marital problems of thoselyho are
not ill. .The normsl pacé of case work, as determined by the
strengths of the clients concerned, may have to be modified by

the exigencies of illness, and the pressures of other than
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social aspects of treatment. The process of formulation of
sound recommendations is one which deserves constant critical
assessment and review, in order that it may be more soundly
based in understanﬁing of the patiéents who are in need of help.
How, then, does the soclal worker come to the social
recommendation? In the.first place, faets such as those martiall-
ed in the schedule in the Appendix need to be observed. The
securing of these is not a separate process, but is part of the
soclal treatmen£, The distorting, magnifying or diminishing
microscope of the patient's way of feeling dbout facts is often
more important than the facts themselves. Both Mr. E-and‘Mr. F
have wives who are in poor health. lr. E cares for his wife,
but having done so willingly .in the past, he ﬁow does so with
intermittent reluafance; Mr. F, seeing only his own needs, dentes
that his wife has any health problems at all. So we might run
through other categories of fact referred to in the schedule,
, recognizing that what is significent is not the fact, but the
feelings that cluster around it. We may run through economic.
problems, by some viewed with grief, by some 'with philosophical
calm;‘through vagaries of behaviour of the spouse, by some
viewed with rage and rejection, by some with tolerance and help-
fulness, thé cenclusiénAis'the,same:' the ®"fact® is not the
important welight in the balance, the feeling "right or wong?,
"reasonable or unreasonable", soundly or shakily based, can out-

weigh the fact; it is the feeling that counts. -
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~ The basic, irreplaceable skill of the social worker
is that of estimating the quality of feelings attaéhed to part-
icular varlations of possible solutions. The secial Werkér |
mast be aware of norms of feeling, just as the physician 1is _
aware of norms of pulse or reactians to drugs. Aware of norms,
and evaluating the particular situation in their light, weigh-
ing the strengths and weaknesses of the parties, the sgcial
worker may decide that the feeling ean be.changed in tone. We
have seen the. successful results of such a case wark effort
based on such a prognos1s, in A (b) and E. We see unsuccessful
effort in M. In other situations, such as D, where the social
worker recommended that the patient might return héme_to_a
beneficent atmosphere, or F‘ﬁhere the social worker reportedw
that it was useless to:endeaveur to restrain the patient from
returning home, no effértvﬁés:maae to induce any change in feki-'
ing tone. Such decisions rest on the social.prognosis that the
feelings of the persons concerned are sound and matufé, despite
the disturbing intrusion of illneés; or that they are so deep-
1y rooted in immaturity that they seem unlikely to be suscept-
ible to change in the time at our disposal.

What is being said is that the most important of the
sérVices of the socizl workef,.fhe one on which rests the crux
of the social recommendation, 1s that discussed in Chapter
Three, "1dent1fying the rature of the interpersonal relaticns.
The camper sees clearly, if he is no tenderfoot, that from bone-

dry pifchweod of cedar stump, quick-leaping flames will follow
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the matchj but from barnaele—covered,'sea—sodden hemlock_picked
fr@m the water's edge, scarcely even smoke can be expéefe&. -ég
fhe social worker, from the collation of such facts as listed
in the ‘schedule in the appendix, with the addition of the
minutiae discernable to trained observation, and with skilled
judgment of the areas of feeling invelved, comes to a élgar “
picture of probabilities, technically called thé social dia-
gnesis. From this materisl, and ideally with the fullest
participation of the parties concérned, a2 social recommendation
is made; on the question of home or institutional care.

2 competence to understand and to work with the feels
ings of patients and their families comes best from a real
knowledge of the history of past feelings in the person being
helped. What were his earlier, if not his earliest relation=
ships? What was his expectation of the relationship of_marriéé;?
To what degree has it been met or to what degree has it been
unrewarded? All 6f the materials; or even the most deéirable.
materials on which to basé a judgment, may not_be available. |
But from the facts, feelings and relationmship discernable on
brief contact, the soclial worker is usuall& able to make a help-
ful recommendation.

The existing recordé, which must be used in an effort
to understand better the proéess by which the soceisl worker
comes'to the sociél recommendation, do not necessarily.éfford
us cemplete'materiél fef understanding of that process.,  This

is as it should be: the records are not set up as an explanation
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or justiffecation of the soelal worker's detailed activities.
The functicn of the reccrds 1s to inform the-doctor of the
social worker's conclusicns snd recommendations as they affect
the patient!s better welfare. .While it has been possible in
this study, to break down the services given,.directly and in-
directly, there is seldom detailed material available on which
te base an analysis of the methods by which the social worker
approaches what has been describeé, earlier in this sectién,
as "the crux of the s social recemmendationrfiﬁentifyiﬁg the

nature of the interperscnal reiations.®

Relevance £ the Work to the Purposes of a Hos ital, to the

Basic_Heeds»of Patients
The function of heospitals is to assist their patients

in making the fullest reecovery from illness. Beeause it was
increasingly realized that recovery dépended not solely on
physical factors, but on the whole adjustment of the whole
person, medical social workers have become g standard part of
the professional staff of modern hospitals. |

| In the hospital which forms the setting for this
study, medical social'workers.are.frequentiy called on to make
social recommendations on the desirabillity of the institutional -
care of patients., This is because the social workerls ability
to assemble the sort of factual information. detailed in the .
schedule in the appendix, and the superimposed ability to assess
the feelings of the parties concerned, 4o result in recommenda-

tions which are useful to medical staff.



108"

In the hospital settiﬂg, the doctor takes responsibil-
ity for the martialiing of the resources appropriate to the
diffenential treatment of each patient. In the sssessing of
the desirability of institutional’' care for patients, social
factors weigh strohgly for all patients, but -expecially so for
married men. It is approprizte that the social worker;_skilied
in assessing relationships, be called on to assist,the doctor
in these situatioas. |

Areas for Further Research. and Recommendations

1. The "typical" cases chosen for présentation'in this
study have 5een used merely as a stepping-stone to the analysis
gf the kinds of services given by the social worker in the pro-
cess of coming to a socilal recommendation. Starting from this
tentative thinkihg on the kind of process used, and having set
up for discuﬁsion a list of services, it would be of,censider§
able interest to use these as a2 method of studying 2 large group
of cases. Are many services being gilven which do not fit into
the pattern which has been here set up? The writer's acquainﬁ-
ance with many other cases suggests that the pattern 18" an
adequate one, but it would be of interest'ﬁo make an objegtive
test, and to explore the possibility of analytical classificgtion.
2. Breakdown of-medical S8ocial Service Cases by Problems:

As earlier stated in Chapter Gnel Medical Sceial

1. .See also Honthly Report form in Appendix B,
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Service statisticy do not require any categorization of the
types of preblems met in the cases belng servid, although'they
are broken down in other vays. Methods for such brezkdown by
problems, and & follow-up of the block of cases invelving
decisions on institutional care, would yield material for
further interesting study. S

Early in this study it had been planned to canvass
other local social workers, in such settings as the Vancouver
General and St. Paul's Hospitals; Hedical Section, City Soclal
Service; aﬁd the Soclal Welfare Branch; with a view to secur-
ing information as to the methods by which they.proceed to. the
declsion whether clients must be given nursing or boarding
home care, at personal or publiec expense, oOr whethei they may
be eared for at home. In fact, some tentative conversations
took place, along thgse lines. Apart from the particular
intefests of the clients concermed, these decisions involve
muck "public relaﬁionsﬁ aﬁd much expenditure from the public
purse. It was of interest that the problem suggested for study was
immgdiately éjprehended as an entity by those to whom it was
broached. | h

This problem 1s of general interest and concern to
social workers. It is hoped that thisstudy may stigulate
further interesﬁ and study of the decisions as thgy are apsrodch=-
ed in ather~séttings. Such exblorétion'might include practice -

in other Department of Veterans Affairs Hospitals.



On review of this study, the writer does not see it
as leading. to sweeping recommendations fér change. It has ex-
amined the basls of work of medical social wmrkers in a hosp}
ital where soclal service-meets.with a wholesome measure of
acceptance, so that methods of co-operation with medical staff
are always in a fluid condition, with minor progressive changes
shifting into improved practice. These are not always reflecte
ed in the individual records of cases, but in growing mutual -
‘respect of £he'varied professions serving the patient,.SO-that.
'relétionships are easier, referrals more informal and service
to pétients better, Monthly reports reflect such changes. Iﬁ
a teaching hospital, with a substantial new group of internes
moving into the hospital annually, changes develop throughout
ﬁhe year in the doctor's abili?y'to use the social worker in
_the service of the patient.

It would not be out of p;ace.however,.to reiterate
some of the annual or more frequent cautions which are signposts
on the road to better co—o?eration.

Social workers stress the need of early referrals,
particulariy in cases of married veterans who may require inste-
1tutional¥6are. An early social assessment will permit time for
the gathering of facts, the observation of feelings and a sound
recommendation.. If the social worker is called in on the last .
day of the patient's stay; on the basis of "this mén dqes not
appear to need continuing care, but his wife will not accept
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him ot home%; cor "this mants health is such that he sould remsin
in cafe; but he demends to return home®, the seéial recomuenda-
tion can scarcely be as sound .as if more time;had been allowed
for 1ts forpulation. | ' |

With respect to the records of the social service
cdepartment, set down at vhatever time in the hospitalization
the social worker is called on for help, it is probable that
continued depsrtmental self-study and self-eriticism could lead
to their improvement. Without preducing social service reports
‘so detalled and unwieldy as to be an obstacle rather than & help
to busy doetors, it should be pcssibie to refine or winnow the
dats set down in support of the soclal disgnesls. Such data
éhoulﬂ.not only indicate why the social worker sees the prob-
lems as she represants.them in her area of respensibility, but
shnuld expla1n why the social.Ereatmenx/;;dertakem and fore-
shadow the results. If the later the results are not as antici-
pated, the reasons for the varliation from the prognosis might
be considered and added if possible. -

Such succinct procedures, coneclsely formulated, meet
the specéial needs of recording in'é“medical setting, as primar-
ily a report to the doctor. They would also further the pur-
poses of further medical soclal work research, not only in the
many aspects of the current stﬁdy left barren and vncultivated,

but in the many other problems which await our professional

self-criticisnm.
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Apvendix A

Office Consolidation Regulations
under the Devartment of Vetersns &ffairs Act

Veterans Treatment Regulations, 1

Domiciliary Care, Section 29

Domiciliary care, and trazatment vhen needed, while
receiving such care, may, at the discretion of the Department
having regard to his circumstances, be given to a veteran
described in subsection (1) of section 12 or to a veteran or
other person described in paragraph (a), (b}, (e¢) or (d) of
gubsection (1) of section 13, subject to the following dond-
tions: ’

(a) that the veteran or other person is totally
' disabled; . ,

(b) that he shall, if the Department so:directs,
assign or pay to the Pepartment for administra-
tion any or all of his income and resources
and, in accordance with a scale set by the
Department may, after providing for his depend-
ents and a trust fund and comforts and clothing,
apply towards the cost to the Department an
amount not exceeding $120 a month, provided
that any pension paid to the Department in
respect of dependents shall be used for the
benefit of such dependents; and ‘

{(c) that treatment required while receiving
_domiciliary eare shall be given under this
section; provided that, when treatment which
‘may be given under section 5, 6 or 22 is re-
duired for a continuing period of three months
or longer, it may be given under such section.

Sub-section (1) of Section 12: Subject to subsections (2) and
{3), treatment may be given in Canada to a veteran within the
meaning of the War Veterans Allowance Act, 1952, whose service
and limited income and other circumstances entitle him to be a
recipient under the Act, or to such veteran who would be a
recipient if the pension under the 01ld Age Security Act receiv-
ed by him or his spouse or hoth were deducted from his imcome.
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Paras. (a), (b), (c) and (8 of Sub-section (1) of Section 13.
Subject to subseetion (2 , treatment may be given to:

(a)J a veteran who

(1) 1is receiving pension for a dis-
ability ‘related toc the service which
qualified him as a veteran, or had
overseas service and was honourably
discharged, or

(ii) served in World War I, and in World
'War I1 on or before August 15, 1945,
and was honourably discharged;

(b)- a person who served

(i) in World War I, or in World War II,
in any of His Majesty's forces other
than those of Canada, or im any of
the forces of His Majesty's Allies
or of the Powers associated with His
Majesty, and who was resident or
domiciled 1n Canada or Newfoundland =
on August 4, 1914 if service was in
World War I, or on September 1, 1939,
if service was in World War II or
was net so resident or aomiciled bat -
has resided in Canada or Newfoundland
for a total period of at least twenty
years and who, in any case, 1s re-
ceiving pension for & diszbility re-
lated to such service, or had over-
seas service and waes honourably 6ls=-
- charged, or

(ii) in World War I in any of His Majesty's

: . forees cother than ‘those of Canada and
who was demiciled in Canada or New-
foundland when he became a member of
such forces, or who served in World
War I in any of His Majesty's forces
other than those of Canada or in any
of the forces of His Majesty's Allies
or of the Powers associated with His
HMajesty and hds resided in Canada for
a total periecd of at least twenty
years and, in any case, was a veteran
who served in World War II on or be-
fore Avgust 15, 1945, and was honour-
ably discharged;
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2 person who wis recruited in Newfoundiand inm
any of the forces raised in Newfoundland by or
on behalf of the United Xingdom for service in
World War II and who is receiving pension feor
a disability related to such serviece, or who
had overseas service and wss hopourably dise-
eharged; _

a perscn who served as a member of s Canadian

_ cantingent in the zone of the military opera--

ione in South Africa in whicéh the foreces of
the United Kingdom were engaged prior to June
1, 1902, or any former member of His Bajesty's
ferces, other than Canadian forces, who served
in that zone during the South Afr 5ean War and
was domiciled in Canada or Newfoundland immed-

iately prior to October 11, 1899, or was not

so domiciled but has resided in .Canada or New-
foundliand for a total period of at least twenty
years, if in any case he landed in South Africa
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.Appendix C .

Incidence of Cases
Medlcal Social Service
1€ Ho

No. of cases involving
alternative of return
home or institutional
care. Rl

No. of these cases‘where
man has wife. 12

No. of.thése cases which

- were speeifically re-

ferred re possible insti-
tutional care. - 11

. No. of these cases known

to Assessment and Re-
havilitation Unit. 6

Overall Départmental Cése—
load including these -and
all other CaS€Se -. 197

190

Mar. Total

5 34
b 19
3 15
4 11

173 560
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Appendix D
An Approach to Apalysis of Case Records

I. Questions to be Answered.fgr Both Man and Wife

A,

B.

A,

B.

Physical Health:

1.

2e

3.
4.

Actual diagnosis and prognosis of physical dis-
ability.

Attitude to disability--is it or can it become
realistic and constructive?

Long or recent onset of handieaps?

Nature of care required. '

(for man-~-is disability pensionable?)

Mental Health:

Questioné 1 to 4 as above.

IT. Marital Datac:

The Marriage:

2.
3.
Lo
5.
6.

7.

l.

2.

3.

b

5.
6.

Former unions of wife; any children?

Former unions of manj any children?

Status of current union--legal, common-law, etc.
History of infidelity since current union.
Disparity of age.

Sexual adjustment.

Ethnic, cultural and religlous backgrounds for
both. .

_Attitudes to_the Marriage:

Happy now? formerly happy? never happy?

Is there open quarreling? armed peace with tension?
violence? bad language? excessive drinking?

Do the partners have common amusements? similar
feelings about the house or home, sympathy for
differing interests, common friends?

What was the man's ideal of a wife?

What was the woman's ideal of a husband?

Is there co-operation in the approach to children,
whether adult or minor?

Dominance,
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IV,

V.
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Economies:

1.
2.
3.

Man's former employment, present source of income.

Wife's former employment, present source of income..
Special burdens on income: completing home owner-

ship payments; high rental; debt; children; wife's

health needs, ete.

Attitudes éf'dﬁhersz_

1. Attitude.of children of any union: will they magnify
or moderate any existing difficulties? Do they live
near?

2. What are the attitudes of other relatives of both
parties?

3. Vhat are the- attitudes of neighbours, and of persons
in groups to which the parties are attached? What

~1is the attitude of the community?

Resources:

What resources afe.available in the community to meet
8pecial needs? as housing, health needs, problems of
children, part-time housekeeping, etc.
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2+

3.

4..

5.

7

9.

10.
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