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ABSTRACT

This study examines the psycho=social aspects of tuberculosis in a low
income group in an urban setting. The locale chosen was Soclal Area Three of the
City of Vancouver, Part of this area known as the WStrathcona District" was sur-
veyed in 1947 by a University of British Columbia team, of which the writer was a
member, as part of a demonstration slum cleara:nce project.

This group was specially selected to give clearer focus to the important
"res:.d.uzu_ area® provlem in tuberculosis control, namely, that large group of the
tuberculous in whom the interactlon of the emotional aspects of illness and de-
fects in their material environment combine to make them the hard core of the
tuberculosis problem and of many other. social problems in the commmunity,

A genersl perspective for the study is drawn from tuberculosis and socn.al
work literature from North America, Britain and Scandinavia., .The details of the
study are based on the case records of seventy-nine people aged eighteen to fifty
who were almost one hundred per cent of the diagnosed cases of active tuberculosis
in the white races living in Social Area Three of Vancouver in-August, 1948, The
case list was compiled from the files of the public health nurses of the Metro-
politan Health Committee., The Social Service Exchange registrations of patients
and their families were followed up and a total of one hunired and eighty seven
case records were read., Information from home interviews with selected patients
was also utilized. ' :

In terms of soclal characteristics the ‘sample includes: (a) patients
in family settings and, (b) unattached men living alone, who numbered one quarter
of the group, The group as a whole were near the border-line income brackets,
but might never have become social liabilities tut for their tuberculosis, The
-problems presented by the disease to the 'oatient as an individual, to his family
and to the community are then discussed., The importance of the personality of
the patient as a factor in illness is stressed, and the role of the medical social
worker in diagnosis and treatment is outlined. Illustrative case material is
utilized., ' .

The study indicates that the three most important factors determining

the successful menagement of tuberculosis are: (a) the existence of facilities

for finding, treating and rehabilitating cases, (b) adequate ancillary social
services.for the treatment of the social aspects of the disease, (e) the degree

of cooperation of the patient and his family in the treatment plan, which co~
operation is largely determined by thelr degree of emotional maturity. .The problem
of patient non-cooperation is found to stem mainly from lack of sufficient services
to meet primary human needs, Because of this lack the life experiences of most
people in the group in their formative years had not been conducive to the develop-
ment of the requisite emotlomal maturity for dealing comstructively with the problems
of chronic illness, There is evidence that the weakmess of the rehabilitation
services in British Columbia. vitiates much of the excellence of other treatment
facilities, _

The principle conclusion drawn from the evidence is that the prevention
and control of tuberculosis are inmextricably interwoven with meny other social
problems, including poverty, bad housing and familly insecurity, which must be
attacked in their entirety if advances in tuberculosis control are to be continued.
Poverty, in particular, shows up its paramount importance in the perpetuation of
tuberculosis as a major health and welfare probleme Specific recommendations are
made regarding changes in legislation, medical services, medical social work, soclal
- assistance, rehabilitation services and voluntary social agencies services. Many
of these recommendations would have valid applioation 1n the treatment of other

chronic illnesses,
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CEAPTER 1.
The Contemporary Tuberculosis Problem

The humen race and the bacillus tuberculosis have lived ,fogether in
conflict since the time of the earliest known éivilizations; No o'th_er dlisease
has so intrigued mankind, nor éontiﬁgea to baffle men like this ome; and it
is still the most unpredictable and errétic of all diseases, Tuberculosis has
killed more pecple than all the wars in history, Only in the last few
generations has the balance been tilted more favourably on the side of man,
The recoﬁt war yea;;'s, however, have shown how quickly ground gained in the
struggle can be lost. |

There is a widespread tendency todajr to rega.rd. tuberculosis with
complacency as & "controlled" disease, the complete 'oradication of which 1s‘b
within om‘ grasp.' It is true that it has yielded.pfide of place as "Captain
of the Men of ]Dea.th:'E and is now eighth on the list of "Pr:lnéiple Canse's‘ of
Death" in most countries of the western world. Increase 1n life expecta.ncy
1n these countries has naturally led to a. predominance of diseases of the
older age group, such as arter:losclerotic and heart diseases, as overa.u causes
of death. Fevertheless, tn'berculosis is the chief cause of death in the
| fifteen to forty-ﬁve age group in these countries, and still the principle
cause of death in the world today, taking a toll of five million lives an-
nuallyQ -, . | | |

o The iavage of tnberculﬁsis cannot bev calcuiated by consideratiop

of the mortality rate alone, Only against'the background of its morbidity

1o The original use of this phrase is attrituted to John Bunyen.
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can the disease be seen in 1ts true perspective. It is estimated that tuber-
culosis disables at least ten times as many people as it kil'ls} - It is this
capacity for crippling disablement in the most productive and enjoyable years
of 1ife that ranks the disease among the vforemqst' social problems of our day.
In Bri'.tishj‘ Columbia in 1951, ‘.there were 19,000 known cases out of a popuiation
of approximately one million, These 19,..000 would equal the total populatioh
of a fair-’-si'zed B, Ce .c-ity; | »
‘Although improvements in living standards and developments in public
health meas‘p.res have undoubtedly contributed to the reduction in tuberculosis
mortallity rates, the decii‘ne had 'beguﬁ at 1east ‘a qua.rfer of a century before
the discoveﬁ‘y of the bacillus by Koch in 1884, A.i)., and before the initiation
of specific pudblic heaith measures and sanatorium programs anywhere in the
world, | The decline was also observed in countries which had not begun to carry
out vigorou; control measﬁrés? Author.ities are agreed that the decline was
not due to any geherai decrease in the v.{rulence of the bacillus - indeed,
'bacilli isollated' at the beginning of the century are still prodﬁcing the same
sort of disease, 3No:r is it.due to the process of nat(uralnselection vhich, as

authorities agree, operates too slowly to account for the phenomenal fall which
L

has occurred.  The pi'éc:lse nature of the'fqrce's which have been at work is

l. .Recent field studies in Massachusetts indicate that there are
approximately nine living cases to each death, as postulated by the Framingham
Survey in 1917, .This evidence is cited by Chadwick, Henry D, and Pope, .Alton
Se in The Modern Attack on Tuberculosis, The Commonwealth Fund, New York 1942,
P, K . N :

2, TFrost, W, He "Age Seiectioﬁ of Morfality from T.B, in Successive
Decades¥, American Journal of Hyglene. .Sect. A 30391=6 Nov. 1939

3;. Rich; _Arhoid R, .The ?afhog enesis of 'l‘uberculo.s::j._g, Charles C, Thomas,
Springfield, .Illinois, 1944, page 88k,

4, Ibid., p. 886,
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unknown, so it is impoesible to utilize or control them. One theory is that
general improvements in living conditions have raised people'is:re.sistanco to
commnicable diseases’ in'general; g0 that the bacillus is now confronted by
more resistive host tissue than fomerl&.m Other authorities point out that
infectious diseases tend to.afflict mankind in cycles vhich have & span of
years, or even centuriés; so.that it is poesible tho.t our present advantage is
| merely temporary or accidental. Even if this abatement from "natural® causes
cootinues; it is not operating quickly enough to prevent the disease attacking
millions o'vf people in our own a.nd future generations.

- In an era vhen chronic diseases have come to the fore as the vma..‘)or
cause of soc.{al dependency, tuberculosis control programs assume & new y'
mportancp; They have been in operation lonéer than similar control measures
for ether chronic illnessea; They have, therefors, a»longer experience of the
complexities of the economic :and socisl aspects of chronic illness, and the
technicalities of community organization and public health a.dmini,stration;
They have had an unprecedented opportunity to develop the teamwork approach
which 1s cha.racteristic of modorn medical . care. The very nature of the disease
. they have 'been fi@ting has led them to focus on the pati.ent as an :I.ndividual
living in a family and a community setting. The lessons they have learned
should be applicable in the development of 'control programs for other chronic
:lllnesses, such as arthritis, heart d:lsea.se and cancer, with which, apart from
communicability, tu‘oerculosis has much in common. In all these di.seases, early
‘dia@osie :ls an :lmportant factor in detormining the success of medical treat-
. ment. All of them .’mvolve lengthy hospitalization and rehabili.tation, a.nd the
prof;o.cted economic dependency a.nd prolonged dialocation of personal a.nd family

uving patternn which meke chronic illness such a drain on the resources of

the patient, h:la fam:lly. and the communitye.
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In any> commuxﬂtjr, success in tuberculosis control is a good indicator
of how successfully a comﬁﬁnity is tackling its soclal problems in general,
~ In every coim’cfy in the world, the tuberculosia; mortality rate is the mos‘t
sensitive barometer of fluctuations in the iiving' standards of the people, It
is anvaccepted mafxi.m that the lower the income, the higher the mortélity i-ate
from tuberculosis in any glven group. ."This i!nversel relationship between the .
incidence of ﬁuberculosis on the one hand, and the standard of living on the
otherﬁ, says 6ne 1ife-10n.g‘ student of tﬁberculosis, Wig one of the few tan‘gible
facts to be found in the whoie study o:_é‘ ‘the di.sea,'tse".:L '

It is against the i:ackground of these facts that the cholce of this
topic.was mades The study aims at a descriptive evaluation, through illust-
rative case material, of how a tuberculosis control prog#am which is reputedly
one of the best in the world, is actually operating in relation to the people
it is n;osi intended to serve - namely, the low income gi'oup ainong whom the
disease takes' its greatest toll. It is hoped that fhe study will pz_'ov:].de some
basis for estimating the effectiveness of current 'services, and the areas where
d.evelopmenf and improfrerﬁeht_seem to be indica.ted.: B |

: The locale of the study,: Sociai Area Three of the citj of Vancouver,
Canada, and the criteria for the selection of cases will 'be described in a
later chapter, Before presenting the specifi.c material of the thesis, it is

essential to review the principle facts abou;ﬁ the disease 1tse1f; its

epid.&miovlogy, and modern methods of diagno sis and treatmente

‘1, .Ustvedt, Hans Jacob, Pulmonary Tuberculosis and its Treatment:; John
Bale, London, England, 1942, p., 67, .This book, published in England during
World War Two, was written by & Norwegian doctor and is in general repre=-
sentative of the Seandinavian approach to tuberculosis control,




Etiolo _@of the. D:Leea.se.

Tuberculosis is caused by a minmute micro‘be called the "'bacillus
tuberculosist®, . It 4s an exceedingly hardy germ, protected by a waxy capsule
which makes 1t resistive to drugs, ‘and #ery difficult .for the defences of the
bumen body %o destroy. It is extremely resistant to cold, dry heat and
disinfectants, but it is: destroyed ‘by prolonged exposure to direct eunltght}'

In moist, damp; dark places, 1t can remsin alive indefinitely, and has been -
found in the sweepinge of dﬁst from ehe rooms of tuberculous patients as long
as three months after the patients have vacated ,them; Boiling water kills the
gern in twentymin:utes.' .however; and a five per cent solution of carboliec acid
takes twenty four hours to kill the bacilli in an average sample of sputum,

The germ is a parasite, for though it may remain alive outside the
bodies of men and animels for varying periods .of time, it'ca.nnot nmltiply except.
in the suitable soll of the body of 1te hoet. The bovine type of tubercnlosis '
germ, though different from the human type, can cause the disease in humans,
and reaches -them principally through the milk of infected cows. 'Bhougb it ca.n
a.ttack the 1ungs, it more often attacks the bones a.nd the 1ymph glands of the
neck. This form of the disease is comparatively rare in British Columbia, due
| to vthe e;cellent%control ef .cattie herds and the almost universal paetmizetion _
of milk; .This study confines 1tself to cases of pulmona.ry tuberculosis, because,
although .the bacillus can and does attack arw organ of the body, 1t ehows a
predilection for the lungs. It is the pulmonary. form vhich 1s most common
and w_hicb.‘ hes cree.t,ed' tlie. greatest soclal problems.

Modes of Infection..

ﬂ.‘he etiological agent of tu'berculosis is the germ 1tself. There can

' l. "Prolonged" in this connecti.on, means over twenty-fou.r hours, as
4% has been proved that the bacilli can survive in sputum lying in the direct
rays of the sun for at least twenty=four hours,
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be no tuberculosis without the germ, Where then, do the germs come from? fhe
great reservoirs of ﬁubercﬁlosis germs are the.‘ 'bod'.ies' ofthe-peopié'#}io ha.vé
the disease'; Germs can leave thelr bodies in the spray of moisture they emit
into the air when they taik, cough, sneeze or laugh, and can be inhaled into
the lungs of ‘othez"s by what is called “droplef. infection', It is estimated
that germs ~emifted in this way fioat in the air,. .alive, for varying periods of
fime‘up to sevefal, hours. of more, .Some authoﬂties are of the 'o’pinion that
this is the most common mode of tré,nsmission of infection].. The germ=-soiled
hands of sick patiehts can contaminate their clothes, persox;.al belongings;
dishes and any article which they to’uch. ﬁore intimate contact with others;
as for instance lﬁissing, is an obvious mode of transmission., In twenty four
hours a sputu.fn positive patile’nt can cough into the air between one and four
billion baéil].i, not all of which survive, it is true; but a considerable number
of them wi.ll remain alive indefinitely in closed roomé, in dark d.a.mp places, or
mixed with the dry dust of the streets, from where they can be’.icarr.ied‘. into
people!s homes, alive, and deposited on floors and carpets, there to ‘become
a source of infection to children and adults alike, It is known, too, that
the bacillus can be ih.gested in food or milk which has been contaminated by
people with the disesse, or by flies which having ingested tubercalons-positive
sputum, then excrete the bacilli,
| It 1s believed that most people = two out of three in Canada = have

. . : 2 :
become infected with tuberculosis germs at some time of their lives, Never-

1, Lovell, Robert G, Taking the Oure; The Patient's Approach to
Tuberculosiss The MacMillan Co. New York, 1948, p. .53 '

2. .These are the Canadian Tuberculosis Association figures for 1949,
There is wide disagreement among anthorities both in Canada and elsewhere as
to the extent of infection in their adult populations, The only point on which
there is agreement is that infection is not ublquitous as it was a generation
ago. No country has figures for their total population, but only for selected
groups such asschool children, student nurses, where one might expect to find
a proportionately hlgh or low rate of infection,
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theless, not aii infected people develep the disease, Chest X=ray surveys
in Canada and. elsewhere show that a8 large number - of people have actually had
~ the disease without lmowing :I.t. ,It'has healed sponteneously without any
outwardly reeogniza‘ble' clinieal eﬁrmpfom_s;- yet the telletale .scafs on the lungs
remain as evideece; ‘When the Cenadien armed forces were X=rayed during
World War Two, ten out of every thousand showed tuberculosis scars, but only.
_ three out of every ten required sanitorium treatment to help .heal their lesions,
The rest required only periodic re-examinations and moderation in dailj'-livizig -
" to ensure that their lesions remained stabilized, - What then are the factors
‘involved in the transition from infection to disease?

There is uniform agreement among authorities that, in general; 'tho ,
fundamental factor which determines whether or not active disease develops in
an infected person 1s the 1nhe1-ent ca.pacity of the 1nfected. body to resiet
the 1nvasive powvers of the bacillus. Other major factors, it is agreed, are
the virulence of the particular strain of bacillue:l, the size and frequency
of the aosf, and the mechanical factor of the location of the original
lesien; As_regarde the latter, the view 1:8. that if the eriginal v.-‘lesien occurs
at a dietence from a la.rge blood vessel, -.11% may be walled off a.nd. cause nol |
trou'ble- 'but if it occurs near one, At may rupture into the blood vessel and
cause a rapid epread of tho infection, It is thie factor which expla.ins the

rapi.d involvement of a whole lobe or sometimes even a vhole lung after a

. 1o -Variation in virulence of different strains of the same type of
bacillus is known to occur, .Variations in the same strain can occur depending
on such factors as whether or not they have recently left the rich soil of a .
hospita'ble human host or have been barely surviving in the dust of the street,

2. Animal experiments have proved conclusively that there is a limit to
the number of bacilli that even the highest degree of . -acquired reeistance can
successfully restrain, See, BRich, op. cits D 659
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' ‘ ’ . ‘ 1
relatively brief period of symptoms as far as the patient is concerned.
As these latter factors are all uncontrollable. most: epldemiological
study has been directed towards determining, if possible, what factors |

influence the resistive powers of the individuale -

Factors Influencing the Resistive Powers:.of an. Indigividual.',. .

'This 1s one of the most controversial areas 1n the whole field of
tuberculosis epidemiology.ﬂ There is general agreement. the.f. all the factors
which are now to be discuesed._are involved to some d.egre.e; But there are widely
diff-ering, and even contre,dictory viewpoints as to the cemparative weighting
to be accorded to each, either in an individual ce.ee or in the population at
large; Nevertheless, their influence is too well ackmowledged to be dis-
-reger«_ied“in any tuberculosis control prog:'ame |

_ Age is undoubtedly a fe.ctor, in the sense that people are more A
vulnerable at certain life-'periods than others, In the first few months of
l:l.fe children are especially euscepti‘ble, tut th'.le snecepribilify tends to
decrease :ln early mfancy, and incidence is actualhr lowest in the three to
twelve age greup. Pu'berty l;rings 1ncreased suscepti‘bility. In women. the
highest :lncidence occurs in the twenty to- twenty-ﬁve age group. In men the
first peak ie reached a decade later than in women. and there has been a growing
‘ tendency in B, C. and elsewhere for the incidence curve in males to reach a

2
second and even higher peak in a 1ater decade of life. _ M:lddle aged and

1, Hatfield, V. He: Handbook on Tuberculosis, King's Printer, Victorie., |
Be_n.Ce. 192"’4. pe 260

, 2. One ebeerver, n'ost, points out that this should not be interpreted

 as evidence of a decreased resistance in men in. the later years of life, as -

is sometimes supposed, .If -the group aged fifty to. sixty in 1930 is followed
beck to birth, they fall within the age group which experienced the highest

mortality rate, between twenty and th:lrty years, and.are really residuals of
higher rates in earlier life.

WoH, Frost: PMAge Selection of Mortality from Tubercnloeie in Successive

Decades®; American Journal.of Hygiene, Sect. & 30: 91-96, November, 1939.
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_ elderlj women; on the other hand seldom develop tubefeulosis%

| BRace is undou'bfedly a factor, ti_mngh ifs comparative importance is
difficult to eveluate,  Although Africans, Negroes, Asiatics, American Indians
and Eskimos at present show greater susceptibility; this does not necessarily
mean that thelir ultimate @wity to acquire resistance to the bacillus may
not prove to be as great, or even greater than the white man's; vhen they have
been exposed to the bacillus for as long a period historically as has the white
man, who first brought the germ to their'lands;- .For 1s it possidble to estimate
how ‘much in these gi'oups their inherent natural capacity to resist the ravages
of the disease‘ is being undermined or at least- being held in check by the
appalling soclal and economic conditions v)hich are generally found among :these |
people; There is the additional factor of the stresses occasioned. by the
- violent change-over in mores which has a.ccompanied their tra.nsition from nomadic
life to reservation 11:89 and from rural to urban 1iving. R C
| - It has not been provad. that any pa.rticula.r occupation predisposes a
person to t:ubereulcsis except those involving exposure to silica dust and
g!'“'a:nite’ dust, . These do not increase the -virulence of the bacilli but they
provide conditions in the lungs which enable the bacilli to multijﬁ]y rapidly
once they have invaded the body tissues, o - - ‘

Physical overstrain, whether in work or play can be a factor in the
dev.eloﬁment of disease feliowing & primary infectio#; .Fatigue lowers the power
of the 'bod&'s dofender cells to fight any bacteria which may gain emtrance to
the ‘body, :lnclud.ing bacillus tuberculosis.' Excessive movement e.nd 'bodily

exert:lon increase 'both circulation end respiration and these assist in extending

1. -There is, however, some evidence to suggest that single, divorced and
separated women earning their own. living are more susceptible e.ccord.ing to an’
article by Dr. Norman Macdonald.x "Ths Social Aspects of Tuberculosis®, in
The Almoner, Vol. 2, No. 7. October, 1949; p. 148,
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the areas of 1nfecti'on:

Most doctors believe thatA mental and emotional strain, such as.anxiety,
and gi'ief can be; and actually are in some cases,d‘i'mportant factors influencing
the transition from infeotion to diaease.'~ However;- as psychiatriste’point oﬁt,
the mere presezice of an ulosefting event or situatioﬁ in a patient's life does
not necessarily imply that it has pathogenic Bigni_ﬁcance, unless 1f ca.n‘be

shown that it affected a patient specifically.

"Whether or not an external event can be re@rded as a precipitating
factor does not depend on its dramatic quality, tut rather on

its specific character. A grain of sand may upset the smooth
runmning of the vheels of a machine 1f the machine is such as to

be upset by gralns of sand, Or preciplitating events may not be
traceable at all, because, in the absence of any specific event

in the patiente! outer world, conflicts in their imner world may
have to come. to a climax, and thus the stage may have been set

for the onset of a psychosomatic disorder.'.'l

The relationship between personality conflicts and pulmonery disease
bas been the subject of much investigation in recent years, One English
o‘bserver,' Dx'.~ George Day, after many years work in sanitoria which catered to
patients of the economic middle olass; - miniéters, school teachers, and other
such pro:t‘essional people - came to the .conclusion thatz-' ’

"Those who develop the disease in the’ absence of the classical

physical environmentel causes, such as poverty, often do so
because of some disesmse in their psychologlcal environment, in
their relation to themselves or to the world outsidesecsec... In
psychological distress, the patient as a whole 1s ready to be
111, in fact is already 111, and the ubiguitous bacilli, both
indogeneous and exogenous are there ready to obligeee... Is it
more than Just chance that their tissues are so hospltablet" 2

 As a result of some of the investigations in this field, some re-—

sea.rchera have concluded that the personaliti es of tuberculous patients have

1, Wittkower, Eric: A Pszch'latrist Looks. at. Tuberculosis, The Nationmal
Society for the Prevention of Tuberculosis, _Lond.on. 1949, p. 107

2. Day, George, "Some Chbservations. on the Psycholog of the Tuberculous"
The Lancet, 16th November, 1946, p. 703 ‘
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certain features in common, and have begun to talk about "the tuberculous
o
personality” Thls view has not had general acceptance. however.' .Gne of the

most thorough investigations of this kind was made by a British psychiatrist,
Eric.ﬁittkower, who made an intensive survey of 300 patieétbs, ‘d.rawﬁ from all-
‘social classes, each of whom underwent a 'ps&chmtrié examination of at least
two hours duration, and often with repea.téd. further examinations, His con=

clusions were thati-

TAn inordinate need for affection is an outstanding common
feature of the preémorbid personality of tuberculous patients.
-This need for affection may be openly expressed, thinly dis=
guised, well concealed or flatly denied. coupled. with it are.
conflicts over dependence,,... A person!s mode of upbringing
determines what character defences i,e. what mode of behaviour
he adopts. .According to thelr prevailing behaviour pattern,
the patients were classified as overtly insecure (submgroupss
oversdependent, leaning, self-assertive) rebellious, selfs
driving and conflict-harassed types.s.. -In brief, individuals
who develop tuberculosis seem to have in comman an inability
to deal adequately with their aggressive impulses, and are
prone, though for various reasons, and in different ways, to
turn against themselves,. ¥ 1 ,

As.Wittkower goes on to point out, the psychélogice,l mechanisms which
he has :ldeﬁfified i‘eprésent a.n';at"bempt‘ to exp?_l.pih 'the rea.soxis' behihd. the un=
healthy mode‘_. of l1life, a.b.d.'_tbe .llcq'l'_'mon features :ln the »zge}ntal uj:sets .wh:lch._‘ as
many doctors have obsgriréél, ‘.o’ffseh preceed. the Qnéeﬁ of the symptoms of tubers
culosis, They in no way invalidaté the relevance of §ther 1mpor'tan‘t‘
etiologlcal factors, such as adverse 1iving ',éoiiditions.

| #They do however, help to explain why a person falls ill and
- vwhy he falls i1l when he does, but they fail to explain why
he falls 111 with pulmonary tuberculosis. In the 1ight of

our present knowleige, consideration of this point, though
attractive, can only be tentative, "-2

1. Wittkower, Eric, op. .cite Dpe 136=137

2. I'bid.. e 137
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With thaf view, the present .writer would concur., None of the other literature
which was read seemed to justify any general conclusions in this mattor;'

Pregnancy though a natursl and normal function, was formerly thought
to impose sufficient strain on a womsn to lower her natural resistance to
tuberculosis coﬁsid.erably; and it is observed that many women succumbd té tuber-
colosis during or foilowj.ng a pregnancy; ..The occurence of pregnancy. in a
tuberculous woman was in itself once considered sufficient indication for a
therapeutic abortion, More reéently, on the basis of mumerous studies, it has
been conclud.ed:that it is the strain of nursing the. child and attvending. to
household duties i.r; the months following.confinement-that tend to activate a
tubercular iesic;n. ‘Nowadays, with proper caré. including hospitalizé,tipn three
months before confinement a.nd_,- six months after, it has been found possible to
carry a tuberculous ﬁomé.n through a pregnancy without r'.eacti.vatioﬁ, or ezaéor-
bation of her disease, |

t;lar‘. ‘whi‘ch imposes strains of iarious kinds, invariably causes an
ascending tn'bérculosié rato." It canses more of those infected wif.h the: bacillus
to cievelop the disease, and canses & more rapid and progi.'eésive course in those
who already have active diseaso.- .In combatant countriés‘ in World War One tuber-
: ;culosis-mortality rates increased between 20%-100%, the increase being pro-
portio.ml to :the prﬁvatio#s suffered by the particular populations,” .In Germany
the rate fell between 1919 and 1921, but ross almost to war levels again in
1922~3, when food was difficult to obtain, and economic depression was rife':.L

Traumatic tuberculosié, ‘or tuberculosis following an accident or
injury, is often attributed directly to tl;e.in:)ury.. But to get the disease;_

the bacillus must become implanted in the body's tissues, and “the chances of

1. Coadwick and Pope, op. ¢ite pe 3l
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this actualiy occurring in the course of the .injﬁry are exceedinglsf remote,
Nevertheless, the strain and shock of such an experience might activate an
- existing lesioh;

-Personal hygiene and daily mode of 1life can be an ad junct towards
maintaining good health or an invitation to poor health, according to whether
one is moderate or immoderate in daily habits of food, sleep, rest, exercise,
’work and play, The correlation between chronic alcoholism and tuberculosis is
largeiy explainable on thieubasis, .So too, is vtb.e sfrildng correlation:  be~
tween mental illness and tuberculosis, The fact that tuberculosis occurs moi'e'
frequently among this group than in the population at large is an ind:lt:ation :
of how the neglect of sensible daily living habits, which is often an early
sympton of mental illness, has other consequences of serious social signifieancef

Some of the most controversial diem_issions_ among tudberculosis
authorities centre around proper evaluation of the role of the hereditary
factor in the development of active tuberculo,sis.m ','Before Koch discovered .the
| bacillus, the hereditei'y. factor was considered the principal one in ‘epidemiology,
and the role of the contaglous factor tended to bé overlooked. Koch's discovery
caused the pendulum to swing to the opposite extreme, and until recently, the
importance of, and even the exietence of the hereditary factor has tended to
be ignored, As a result of contemporary ‘studies, 1t is now lnown that espee- :
ially high or low resistance to tuberculosis can be tranemitted by heredity,
Studies made in U. S.A. indicate that children of tuberculous parente contract
tuberculosis twice as frequently as children of non-ﬂ-m'ber.culous parents, and
that the incidence among spouses of tuberculous patients, while higher than
in the general population, ie not 80 high as might 'be expected. Ga.nadian ex=—
perience can cite the emmple of these Oanadiane who endured the privatione of

the Japanese Priscner—of Var cemps_. Some of them showed remarkable resistance
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to the bacillus, and did not contract the disease in spite of 1nt1ma£e daily
- contact with sputum—positive cases under the most adverse living conditions.‘
The factors involved in the inheritsnce of resistance are complex;, a.nd,cgnnot,
in our present degree of kmowledge, be explained.

Inherited resistance may be the decisive factor in an individual case,
and in cezftain'circumstances; in determining whether an' infection results in
eventual disease. But it does not thereby follow that it is the chief factor
governi.ng incidence of tuberculosis in ‘the»,populat’ion as. a whole, If it were_,‘.
it would radicelly alter the modern approach to tuberculosis confrol; For is
it always the most important factor governing the development of a.ctive tu‘ber-. |
culosis in an individual case, as some authorit:leé.have contended.' S_dme of the
most thoughtful students of tub_erculosivsbepidemiology consider that the real
‘problem lies in the accurate welghting of the influence of the hereditary _
factor; against the influences of all the variqus‘re;w’ironmental factors whicéh
might alter the level of both native and acquired resistance, and depress them
to the point where they could not withstend the iﬁvasive powérs of the
"‘ba,cil_lus.' ' | v
Importance .of Adverse Socio-economic Conditions in. 'an

There has alraa,dy been some disc'nssion regarding the non-medical

factors governing human resistance to tuberculosis. Discussion of the most

l, One American researcher, Irwin, found that even after sixty gener--
ations of brother-sister matings in a.nimals, marked differences in individual
resistance to tuberculosis were still present, Two others, Wright and Lewis,
thought that 50% - 60% of the variations in resistance that they observed in
thelr cross—breeds were unexplainable on the basis of heredity, and were due
to unknown factors, This and other evidence which he cites, compels Rich %o
say "We are in no position to state, even approximately, the degree to which
heredity may influence the incidence or mortality rate of tuberculosis in man,
Any extremist view of this most important question is decidedly unwise, and

probably mistaken". "Rich, op. cite P. 136,
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importent envirommental factor has pﬁ:posely ‘been left to the last, In the
writer"é "opinion it proves conclusively lthat the - importance of the hereditary
factor 1s, for all practical purposes, distinctly subordinate to the very real
importance of those envircmnmental factors which can be grouped under the heading
of !socioé’-economic conditions®, and which, unlike our hereditary comstitutioms,
we can if ve wish‘; control to our advantage father than to our dlsadvantages

| A1l attempts all over the world to correlate tuberculosis and 'socio— |
economic conditionms, show that tuberculosis flourishes in poverty. In all .
countries the highest mortality rate is at the lowest economic level,': and the
lowest rate at the h‘ighest.-economic level, When a commnity is divided accord-
ing to income, "the‘re" is & noticeable correlation between increasing tuberculosis
mortality and decreasing :\.ncome.‘1 E ,
‘Poverty, as one authority points outz is a complex condition, In
| addition to inadequate 1ncome and the constant strain to trying to ma.ke erds
meet, poverty usually involves inadequate ‘mtrition and resultant lovered -
resiétancef to disease lin general; bhard work, inadequate medical care; poor hous=
.ing, ‘and -possibly ignorance of good health habits, a,nxieti, insecurity, frust-
ration, discouragement and apathy. "Povefty, theréfore“; say two of the lead-

~ 3
ing authorities, "is the predisposing cause of tuberculosis®,

le Occupation, used as a gulde to income was utilized in the Whitney
Survey in U.S.A. in 1934, using material compiled from the U,S.A. census
bureau in 1930 to estimate tuberculosis mortality rates in males aged 16-60.
It showed that even allowing for :-the inevitable errors in classification, -
the mortality rate among unskilled workers was more than twice as high as in
skilled workers and foremen, three times as high as in clerks, and six times
as high as 1n professional men. ' _

'.2. Pinner,. Max: Pulmonery Tuberculosie in the Adult, Ghas. C. Thomas,
Springfield, Illinois, 1945, p. 516

3. Chedwick and Pope, op. cite Do 31
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. Of all the factors associated with poverty, poor nutrition is consid-
ered to be the most important in the relation between low. standards of living
and t'n'bercnloeis.‘ It is true that some poor people who develop the disegse
may be comparatively wellafed, but in desling with tuberculosis epidemiology
it must be remembered that any. one factor may be outweighed by a oombination‘ of
others. .The importance of adequate _nntrition in resistance to. tuberculosis was
well illustrated by the experience of n'eu.trel countries in World Var One,‘ In
those affected by the blockade a rise in tuberculosis mortality occurred; in
those unaffected or only int‘ermittently affected, tuberculosis moz_‘tality
declined;' Eyen in combative eountriee, there was a lower mortality in agricult-
ural countries like Hungery thani in highly urbenized countries like Germa.ny.'
The example of Denmark's experience illlietratee most graphically of all tlie |
impo'rta.‘uoe“ oi’ nﬁt;“iti‘on -4{n- tuberculoeis contro 1,

During the first three years of -the war the Danes exported most of
their dairy pi'*'odnce to coin'batant countries.' i'herugh highly profitable oommeré‘-
cially. thie d:ra.ined. the home market and the tuberculosis mortality rate rose
over twenty-five per: cent though living conditions were practically unchanged.
In 1917, vhen German submarines cut Denma.rk‘ off from her export ma.rkete_-and
the Danes ‘had to 1ive on their own‘prodnce; in one year,' 1918,“ the tuberculosis
mortality rate fell to pre—war levelf |

Poor housing is universally recognized as an important factor in the .
spread of tuberculoeis 'becauae it usue.lly involves poor sa.nitation, poor .'
ventilation. inadequate facilities for garbage . disposal and. overcrowd.ing, all
of which tend to increase opportunities for infection. and facilitate trans-

miesion. English researchere have. shown. that there is a. d.efinite eorrelation

1. Cited by Bich, op. cit, p. 224.
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between density of population 'and.tubercnlosis,v and a significént. relationship
between the number of persons.per room and incidence of vtu'bercﬁlosie} In the
slum clearance project at mv_erpool; England, it was noted that in the new.
housing estates tuilt in the same areas as the 0ld, and rehousing the same fam-
ilies that had ’prévipusly lived there; the tuberculosis mortality rate fell from

_ X 2
4,00 per thousand to 1.9 per thousand.

Influence of Tota‘l,‘Env.ironment on_the Development of ‘.I.‘u'bérculdsis,l .

This is strikingly illustrated 'by the findings of a group of South
African physicians; In a survey of some 20‘;-000 Bantus in Natal they found that
differences in the incidence and type of tuberculosis in these people of ﬁniform
racial stock were directly associated with the. conditions under whiqh they 1lived
and work'ed?_ In those Bgntus living on the reserves,~ the infection rate was
between 40P and 504, and cases of active disease were few; in thoseé living on
the Mission Reserves,' vhere living conditions were crowded and there was more
contact with the outside world, the incidence of active p:tjogressive tuberéulo'sis‘
was three times as high; in those living .1n the peri-'-ur'baﬁ areas where there was
not only ‘ov_er-?crowding in $in shant:les,\' bﬁt inadequa.te.nutrition aé well; the
incidence again rose and the proportion of progressive prime.ry and severe res
infection types of illness was much higher- in the urban areas, vhere there
was gross overcro,wding, deficient diet and in additj.on heavy physical work,

the infection rates were 70% - 80%, and the morbidity rates eix to eight times

1. A Glasgow Survey showed that the infection rate :m one and two roomed
-houses was double that in three and four roomea. houses,

2 .Ha.tﬁeld, op. cit. Do 30.

3. Dormer, B. A., Friedlander, J., and Wiles, J. Fo VA South African

Team looks at Tuberculosis®? in the Proceedings of the Transvaal Mine Medical .
Officers! Association. Nov. 1943, cited by Chadwick and Pope, op. cite

Pe 3’40
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as high as among the Bantus on -the native reserves. The authors stated fthat
in this case the conclueion that the -defermlnihg fectors in the de‘velopmeht of _
tﬁberculosis in a.n infected population are ~ehv1roﬁmenta1 ‘seens. inescapable,

. There 1s eﬁoﬁgh evidence in the a.ﬁmial sfafi’stlcs of comitriee of
llestern civilization to merit the conclusion that adverse socio-economic
conditions are of paramount importance in the perpetuation of tuberculosis as
a major public welfare probleme |

The Nature.of. the _Disease. . . .

In order to understand modern treatment of tuberculosis it is neces-
sary to have some understaﬁding of vwhat ha;épens when the germ invades .fhe body : ;
tissues; As soon as the bacilli enter the lungs, in,jury to the tiasues begins, ,
or can begin. At once the body's defender cells challenge the inva.ders. "
.Depending on the st:ength of the body's resistive powers,: the patient may 's'uﬁ‘er
e mild clinically unrecognizable form of the disease, which nevertheless leaves
‘tell-‘.'-tale‘ sce.r vi_sil:le on the x=ray plate; ofa chronic 1llness of varying
length a.ﬁd sev‘erity',.- in;which tlze bodyveventually o%ercomes the iﬁﬁader;, or: fhex :
dleeaee may pursue & rapid and irreversible courser-fowards death;-'\ : I

' The filerce ’battle‘.be.'tween the l:ody._'s defender cells_and the;i'nvadi'ﬁg
bacilli takee place.on the ‘oattleground of the lu.ﬁgltself which is injured in
the procees.» The poisons froxo the bacilli axid the d.ea_o.i defehde: cells are, .
‘damaging to the lung tissue. This demaged, tissue takes on the characteristic
nodule~like appearance known to medicel men as the ,“tu'bezccule“; from which the
disease gets its names The body. forms cobweb-like strands of fibrous scar - .
‘tissue which it wraps around each tubercule in an effort to wall off the invader
and prevent the spread of infection. ‘.Sometimes a further degree of healing
known as "calcification“ -takes place in which lime salte are deposited to harden

the tubercule fa.rther. '.l‘he hea.ling process is not accomplished either easily
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or quickly, and it takés nature many _moﬁths or even years to make the wall
.strong 'ehoﬁgh to hold fhe ﬁﬁra.der in che’ckv permé.xiénﬁly.' One of the usual
accompaniments of this lenthy process is the "caseation® stage, during which
the centre of the tubercule softens and undergoes 11quefac£:lon and' the 'bacilli
mltiply and spread, | |

This soffehad 'ma.i‘;‘erial may break into a bi‘ohchus, from which it is
coughed up from the c}hesﬂt} A caﬁty is the space left in the lung by this
softened tissue which has been coughed ont; VWhen a.j)atient is coughing germs
from his 'body in this way he is said to be an .ﬁo?en case®, A closed case 1s one
in which germs do not leave the body in this way.

Periods of alternating liquefaction and hardening are characteristic
of the—diaeaa.e. Infective material from the first cavity may be aspirated
into other btronchial tubes and thus spread patches of mfectioﬁ.. thi‘ou@out one’
~ or both iungs, perhaps. resultiig in further cavitation. It ris quite possible -
for a pafient to have a conslderable degree of healing in some cavities and
progr‘eesiive vliquefaction. in ,ot;hers; . -Fot until all cavities and lesions are
healed is & patient considered wells
Smgtoms. ‘

Farly tuberculosis ié usua;lly symptomless as far as the patient is°
concerned, . Since the use of the x~ray as a dilagnostic tool in tuberculosiv‘s;
it has héen realized that'..':by ‘fhe time the disease gives rise to cliiﬂca];ly
recogni’gable éj;rmét.oms, it is"_nc_» longer‘ early; I..esio;nsva;nd even ca.v-lti.'esr show
on the X=-ray plé,té before the.patieht. has -begun to feel the lassitude and the

3

¥ o . { .
vague malaise caused when the poison produced by the bacilli invades the blood
stream.' ' |

Chroﬁic.fatigué is a symptom. of numerous illhesses; Many people,

recognizing that in our highé?tpfessﬁre way of living it can be due to -prolonge_d



20
emotional tension; often resort ‘to self-madication with their favorite tonic;
or go on a'vacation rather the.n .for a medical check~-up, Awhen they are trou’oied
'by it. Other symptoms. euch,ae ioss of w»éight, ‘repeated coids,,mild laryngitils,
 mildly elevated temperatures in the _afternoon. upset digestion, constipation,
shortness of. 'breath' aenenia, end'ammenorrhea in. women are not generally con-
'sidered by the average layman to be the accompaniments of early tuberculosise
Yet medical men are fully avare of how often these symptoms are part of the
early presenting picture when the patient Jater gives his history, These are
also conditions;which nany pe’opie do not regard as sufficiently serious to
warrant prompt medical attention, and which, it is true, may be entirely unre-
lated to tu‘berculosis.

The occurrence of chille, night sweats, & persisteat cough with sputum
or mild heinorrhage are likely to prove sufficiently disturbing to moet people |
to influence_ them to consult a doctor. .By-that time, _however,' the disease -is
often"quit‘e far advanced;‘ 'Althoiigh the onset is usualiy slow and ineidioue;f
it can 'begin abmptly with high ‘fever and hemorrhage, although this does net
mean that the damage ie neceesarily greater tha.n when onset is more gradual.

_ ‘ '.Ehe severity of the disease cannot be Judged by the presence or
absence of the characteristic cough, nor 'by whether the cough is productive or
unproductive. Prod.nctive coughers may be consistently spru.tum-negative. and
conversely, pa.tients producing only small a.mounte of spntum ma.y be highﬁ
sputum~positive, There is usually 1ittle or no Sputum before the cavitation
stegze is rea.ched, or if there. is it is usually negative for _bacilli., .Never-
theiess; sone_anthorities, including Hatfield‘,. are of the opinion that all

) . . . 1
patients with sputum should be regarded as infectious,,

1, Eatfield, ope cite pe 7le
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Diagnosis is not always easy in early tuberculosis, -thoﬁgh' with
modern diagnosfic aiﬁ.s, ,ﬂ; is easier than it uced fo ‘be.m .Many other diséases
cast on the Xéray similar si:gd.ows to tuberculosis lesions, and a differential
diagnosis ca.n only be made thrcugh the use of additional examihatiohs and tests
such as fluroscopy, skin tests, stomach lavage and sputum testsv." )

The blood sedimentation rate test,' while not sééciﬁ.c for tuber-
culosis, :)t.s an important aid in assessing the activi'ty of the di.’sease,‘ once - -

diagnosed.

Modern Methods. of. ..'hjeatmeﬁé SR

The aim of all modern treatment for tuberculosis is to assist -the
bod:liy defences to come. into pia&, as fully and effectively as possible in
order to overcome the infection. Ahy ihflamed,organ.needs i‘est._ ‘.Dizereforé ‘
the diseased lung mﬁst be given as much rest as possible, This is accomplished
through genera.i rest of the Wholei body which includes bed rest i:lus _méh'tal :csf
in the sense of.ﬁ'eed.om from anxiety and from the ordixiary responsibilities of
everyday living, As an additional aid, local.rest of the diseased lung is often
utilized.‘ This is done through use 'of one of the mod.erz.; medical or surglical
procedures which will induce partisl or complete collapse of the lung, either
temporarily or permanentlj; ancl thus through shriiﬂmge of the lung are,a,. agsist
in the closing of cavities. When it is considered that the lungs in the normal
activity of breathing move about 25,000 times & day, the value of such artif-

jcial forms of rest can be appreciated.‘ _

loe There have 'been recent press reports about the discovery of two new
blood tests to detect active tuberculosis by Dr., Gardner Middlebrook of the
Bockefeller Medical Institute in New York, These tests are improvements on
the former ones he devised for the same purpose.  The new tests are said to
" use two elements in the patient's blood which can be: checked against each

other to determine activity of the bacillus.
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The most commonly used of the tempora.iy forms of collapse is

artificial preunothorax, which 1s a method of introducing air into the space
between the pleura and the chest wall, tims collapsing the lung. Alr needs
to be replaced at intervals because it is gradually absorbed into f.he bodys
Phrenicotomy, which is a severing of the phrenic nerve either completely or.
partially, causes the dlaphragm to rise and compress the lower part of the
lungs, and can be used as a temporary or permanent measure,

The most common of the permanent forms of collapse is thoracoplasty;
& major surgleal procedure, usually done in three or four 'sta,ges, in whic-h. the
lung is made to collapse by removal of part of the rids on the affected sides
(The removal of a whole lung which is called pneumonectomy; or of part of a lung
vwhich is called lohectbmy, .are permanent and drastic measures which may be
resorted to in severe cases, Which of these procedures is indicated in an
individual case, and the timing of them so that the patient receives maximum
benefit are matters of medical Jjudgement,

.Drug therapy 1s an adjunct to surgical treatment of tubercunlosis,
though it can be used. alone. There has been a great deal of publicity given' to
the modern wonder di'ugs, many of which have proved disappointing for use in
'_tube‘fculﬁsié therapy. The ever=-resilient bacillus haé.. in response to the use
of ai.;vl.east' one of them; nameljr strepfonwciﬁ;' d-evellope;l’certain é_tra.ins that |
é.ré resistant to the drug, and one strain which is believed . to .thrive only in
the_ presence of streptomycin, In spite of ali the élai.ms 'being'inade for the
latest developments in this fieidl, Nydrazid, or Bd.ﬁifon or Marsalid, the most

cautious observers believe that no drug yet discovered, nor any collapse therapy

1. See articles "Tuberculosis Milestone®, in Life magazine, March 3rd,
19520 Pe 200
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has:: substantially shortened .the period of bed rest which 1s.still necessary
' to. enable the body to complete the heallng process.: |

A hig,h standard of mutrition is universally recognized as one. of the
most potent wea.pons in gssisting the body to overcome the disease. :

Climate and altitude, once considered of paramount moortance,l are
not now considered so in modern treatment, No one climate has been proved
superior in the treatment of tuberculoeis} There 1s considerable difference
of opinion as to the value of fresh~air treaiment, as opposed to climate, This
is not utilized to anyAg;reat degree on this cootiﬁeot tut 1s considered very
importent in Scandinavie and'sritain: though not universally so.v |

Beoetuse of the nao'u:re of modern treatment measﬁres, it '.is advisable
for all patients to have a period of sanitor:lum care. The purpose of modern
sanitorium care is not merely to 1solate an infectious person from the oonmnmity,
'but to teach him how to apply the general principles for care of the disease to
.hie own case, how to protect others, and most important of all, to enable him
to have medicel observation in order to estimate his capacity to cope with his
disease and to evaluste which of the modern tz;ea.tment procedures would be most

3
beneficial in hils case,

le It is acknowledged however, that for the minority of patients who
suffer from secondary catarrhal bronchitis, or post tuberculosis bronchiectasis
with profuse sputum, & warm dry climate can spell the difference between
invalidism and almost normal capacity to worke Put they must live in a warm
dry climate permanently if they are to beneflt by 1t.

2, Bich, op. cite p. 645, thinks that fresh air treatment is not so
valueless as many would have us believe, Even the most healthy orgemism is
stimulated and invigorated by continuous living in the open air., It is true
that the most important effects may be on the psyche, but as Rich points out,
that is important. tooe

3. Chadwick and Pope, ope cite De 121, estimate that 60 to 70% of all
patients are potential candidates for some form of collapse therapys. Out of
the sample group of 79 patients, only 3 recovered on bed rest alome.
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Serial Xéi'ays taken periodically during the treatment process are
ﬁsed to assess changes in the clinical status of the disease; Increase in the
size of shadows indicates greater spread of the disease; decrease :lﬁdicates-
healing, But the X=-ray does not show the degree of encapsulation of the lesions
or cavities. Iven calcified foci can contein viable bacilll which are a-
potential source of reactivation of the disease., "Many an unexpldined relepse"
says one doctor; "’;ls due to incomplete encapsulation which bresks down.? For

this reason the patientls resumption of normal activity must be carefully graded.

| When the X=ray and other tests indicate that the disease is cmieScent‘;
the patient 1s taken off strict bed rest, and allowed "bathroom privil'e'ges".'
Then he is allowed up for omne meal; then for two .meals; then for all meals.
Next, in addition; be is allqwed ‘a fifteen minute exercise period once pér daye.
This 1s increased to thirty minutes; then to one hour, until the patient is
teking as much exercise as is medically safe; always with the accoxﬁpani.ment' of
a mid=~day rest. Then he is allowed part-time light work, then full=time light
vorke

The patient is coneidered convelescent and his disease is classified
Tguiescent® .whén he can umiertakelfull physical exertion without showing any
signs of fatigue, paintain a steady and normal temperature, has no cavi‘ti;es, "
negative sputum, and his lesions are statiopary accordiné fo X=ray. '

o ¥hen the patient has maintained these gains for three months, during
the last two of which he has been taking one hour's walking exercise daily or
its equivalent, his disease is classified as Mapparently arrested®, When he
has maintained his gains for six nionths during the .1ast two of which he has been
taking two hour's exercise daily, his disease is classiﬁéd as "an'ested"’; if
he can maintain Athese gains for a perio@ of tvwo years undei' ofdiﬁqry conditions

of life; and is proved on examination to have tuberculosis-negative sputum and
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negative stomach washings, not only by concentration and microscopic emmination;
but also by culture or animal 1nocu1ation,—-his dlsease 1s classified "apparently

1 .
cured®, '

Jmportance of the Cooperation of the.}atig_g_

.Modern treatment methods in tuberculosis of-their very nature require
the actlve participation of the patient in the .treatﬁent 'pla.n.' '.{‘hoﬁghthis is
true of all illness, 1t is especially true of tuberculosis, Tis fact was
recognlized long before it became the fashion for medica]_. men to sl§ed soﬁxe of
the secrecy surrounding treatment procedures and share more fuily with the
patient information as to v}hat was being done and ﬁhy. No fool" said Osler
many years ago, Hever recovered from tuberculds_is. .'.‘., .The fate of a perso_n.
with tu'berculbsis depends much nore on what he has in his head than on yvhz;,t he
has in his chest.” Most modern tuberculoeis control programs endeavor to glve
the patient the opportunity to assume as much responsibility as possible in the
treatment plan for his individuel case, | |

Recognition of the importance of the coqﬁeration and participation of
the patient involves much more than intellectial orientatlion and education of |
the patient to the facts regarding the disease, It includes, or lshculd i:iclude;
recognition of the personality of the paf,ient as an important factor in the
management of the disease and éven in 'thé prognosis:‘ Some medical mén are of

_ _ 2
the opinion that the personality of the patient is the controlling factor.

1, These are the standards set according to the "Diagnostic Standards
and Classification of Tuberculosis® published by the National Tuberculosis
Association of U,S.A., New York, 1940, p. 21 and 22,

2, See Colemsn, Jules V., Hurst Allan and Horbeinm, Ruth, "Psychiatric
Contritutions to the Care of Tuberculosis Patients", Journal of the American.
Medical Association, Vole 135, No, 11, ps 699 S :



Importance of the Psychosomatic Approach in Diagnosis and Treatment .

The influence of the pers_onality of the patient as a factor in illness

has long been recp'gnized by clinicia.ns,v but it has been given néw imporfance
by thé developments in psychosomatic medicine which have taken place in recent
years. Psychosomatic medicine is not a new speciality in med:lcine.ﬁ tut -an
approach to the whole of medicine," vwhich étresses the inter-relatioﬁship' of
the psyche and the soma.'. that is, the emotions and the bodily symptoms, in all
sick peoples This approach to medicine is not new in itself — indeed 1t 1is
an old as ‘Hippocra.tes,‘ but in recent years:it has been given a scientific
validation by the researches and demonstration work which have been done in
this field,

As a reéult of recent studies, it has come to be recognized that in
all illness thére are three components, first the physical or org‘a.nic; secondly,
the ps_:fchological or emotional; and thirdly, the social or envii'onme_ntal.ﬂ A1l
of these components and their interaction need to be evaluated and taken into
consideration, both in diagnosis and treatmeﬁt,: |

This concept of illness stresses two important facts about people
which have tended to be overlooked in the era of specialization in medicine
vhich has developed in the past generation in response to inmumerable discoveries
which have made it impossible for one man to master medical ‘sclence as a whole;
These are first, the unity and indivisibility ¢-:f the human being, and secéndly;
the fact that illness is an aspect of behaviour.‘ As a result of these realiz-
atlons the tuberculosis patient ﬁh_s_ céased to be regarded as primaﬁil_y a ‘"pvai_,r
of diseased lungs", btut rather as & individuel who is part of a pé.rticuiar
family and a particular social environment, 'and who has his characteristic
individualized way of reacting to illness aé to other experiences;. |

In an illness such as tuberculosis it is especially important to know
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‘the nature of the individusl personality, because the patient!s emotional
makeup, the iiature of his conflicts, defence mechanisms, areas of satis~
factions and frustrations, compensation patterns; and especially the degree
of anxiety in his makeup and his ability to adjust, will largely determine
hov he copes with his part in the management of his disease,

Gomprehensive medical care should provide for individualized handling
of the patient!s case, based on a full understanding of the interaction of -
the organic disease prpcess;_ the patient®s personslify pattern and the part-
icular ‘social enviromment of which:the patienf 1s:a part. The advantages
of modern medical science are made available to the patisnt through what has
come to be called the "treatmeﬁt team'l’; ~of which the patient'’s own physiciari
is the Acaptain,' and the hub around which ‘rotbate the services of the other
membérs of the team; mirse, dietician, physiothefapist; laboratory technician;
X=ray tech:nician.' eccupational therapist, and medical social worker. The _ ‘
services of these specialists are enlisted 'by the patient's doctor according
to the needs of the pa.tienta | . v

The Role of the. Medica.l Soclal Worker in the Treatment Team.. .

The medical social vorker's role on . the team develoPed in response to
the need. to have a scientific approacb. to the psychological and social aspects
of illness such as had already been developed towards the physical. The
medical’ sociai worker is professionally trained to assess the role which

1
emotional and social factors are playing in a patient's illness. She brings

ls It should be noted that the use of the feminine pronoun in refer-
ence to the medical social worker is merely for purposes of convenience, in -
order to differentiate between the worker and the patient and also between
the physician and the. worker, It is not meant to imply that medical social
workers are exclusively femini.ne, nor that patients and. their physicians

are exclusively masculine,
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her findings to the doctof for correlation with 'otﬁer diagnostic material;
and works closely with him in the development of a ti'eatment plan for the.
solution or alleviation of whatever emotional And social difficulties are
affectinguthe patient's illness; The aim of the medical social Qbrker is
to assist the patieht to obtain maximm.'benefit from medical treatment by
.heiping» him overcome those pefsonal and social factors which have a beaz"izig
on his 111hess and which are 'ihterferihg with diagnbsis,. treatment or
recoverjr. She helps the patieﬁt ﬁainly‘through casework which is her chief
professional tooi;
Social casework has been defined ass '
fan art in which k:aéwled.‘ge of the sclence of human relations
and ekill in relationship are used to mobilize capacities in
the individnal and resources in the community, appropriate

for better adjustment between the client and. all or any part
of his total enviromment9,

g
Casework is the prime activity of the medical social worker.A Through the
dynamic relationship which is built up between worlcei' -and patient during
interviews the patient comes to regard the worker as a friehdly undersfaﬁding
person who accepts him as he is, who will not censure him, who will respect
at all times his right to make his own decisioﬁs, with whom he can discuss
freely and with full pi-ptection of confidentiality, the problems which con—
front him; from whom he%s can draw enough support and encouragement to take
action to improve his situation in wa,jrs he could not do ﬁnaid.ed. The
patient can, through casework, gain imsight into the role which social and.

emotional factors are playing in his illness, and can be helped to make .the

1, ZTowers, Swithin, 0.M.I., "The Nature and Definition of Social
Casework: Part three,” in the Journal of Soci.al Casework. - Volume 30,
NOQ 10. Deco 19’&9. p. L"l?
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maximun effort of which he himself is capable tovards the solution or .
alleviation of his d.iffiCuit:les.. He can also be helped to accept and utilize
help from available conmru.m.ty resources.

‘The skills and methoc}s of the social work profession are the same
in whatever field they are précticed., whether in family welfare, child
welfare; rec;'eafion, correctionc; oi' medical social work., It is the nature
of the field, howevcr,A vhich determihes the worker's focus.ﬁ In a medical
setting, the social worker ‘focus'es on personal and soclal pz_'o'blems coﬁhecfedv
with illness, ‘She glves casework serﬁ.ce at the request of the doctor? studies
a patieht's probl.ems‘a;s they appeai' to him, assesses the méa.ixing they hafre
for hi-m'. studies his-famiiy background aﬁd éocial circumstances in order to
help the doctor discover the reasons ‘oeh:md the patient 's behaviour in 111-
ness and hi.s response or lack of response to med.ical treatment. She helps
the .patient to _;t’eel that in spite of busy hospital and clinic rout:i‘ne, his
individual needs are understood and are being taken into consideration in v
treatment. She assesses the role the family is pla&ing in the patient’s”ﬁl;—
nesc, interprets to them the total. situafiocx regarding the j;atient and their
specific part in the treatment plan. .She helps them to accept it and carry
1t Vout; 4‘ | - L

| She helps. other professional 'perscnnel carihg. for the pé,fient '-to'
understand him as an individual, snd thus assiste in the adjusting of the
treatment plan to the paticnf‘s, individual needs. She takes the initiatiye

in mobilizing comnmhity resources to meet the patient!s needs and hel;bs_ him _

and his family to understand and accept these services.

1, It is preferable, but not essential, that all referrals for the
social worker's service should be made by the patientts doctor. .Sometimes,
however, it is the nurse, dietician, relative, friend, community agency, or
even the patient himself who requests the worker's services. .When this
happens the medical social worker acquaints patientt's doctor with the request

and the reasons for it, He makes the decision whether or not he wishes the
worker to zive service.



30

‘If referral to other social agenciee_ie .me.de, she_ often under-
tekes in association with thexn a Job of cooperative casework for the benefit
of tI;e patientgn She interprets to other agencies the meaning of illness
and hospital experience to the patient, and the socia.l implications of the
medical treatment plan, 80 - that the agency concerned understands the total
situation. and can help further the plan for the patient's nedical care.

The medical 'social worker's job is important and indiepenea‘ble
in illness, Through her contri‘bution the dector '1s enabled to understa.nd :

the pati'ent as a person and so to individualize the treatment plan;



| CHAPTER 2 ,
The Sample Group

The city of Vancouver, on the Pacific -Coast of Canada, has grewn in
little more than half a centu.ry from the small 1umber settlement of “Gastown“
to the third iargest \citsi in the country, with a populatioﬁ of approximately
350,000, It is e. thriving seeport, the proud poeeessoi' of one of the worldi’s
finest natural harboﬁrs, and occupies a strategic position in commerce between
Occident and Orﬂ_.enf. The major industries of ithey Province of British Columbia
in which Vancouver is 'situafed, are lumbering, pulp and paper making, fishing,t
mi.ning,“. smeltihg; ane. most recently; Oli;le. |

.Sueh rapid growth was almost; inevitabiy accompanied by undesirable
social featﬁres which have left their mark on fhe city as 11:. exists 'today.
‘Social Area Three is a 'fblighted area! type of neighbom-hoed; unfortﬁnately a
common feature of many cities in both the 01d World and the New, It 1s a district
which originally possessed, and still retaine many desirable features,' and which
vas first settled as a residential section close to the -city centre in the early
days of the city's history. ’

In the era of expansion which-. followed, tile district lost its oi'_iginal
character, Today it is a confused mixture of. dwellings and indestrial structul;es
of many varieties. Many of the dv}ellings in the area are the old=fashioned type
of frame house, some still substant:.al and well kept and housing a s:.ngle fa.mily,

but for the most part ru.n-down, dilapidated ]ooking structuree, now housing
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1l o
several families, There is also a number of roughly comstructed wooden dwel=
lings of incredible shapes and sizes which qualify as houses in name only, and
would ﬁe more appropriately designated_as shaeks; There are also rows of cabins,
"~ originally constructed for the coolie laborers on the reilroads, and which were
condemned . many years ago, but are still 1nhabited. There'is a high percentage
of rooming houses, a few of which were originally built as such but which are
mostly inadequately converted structures of various Kinds with defective
utilities.in which there is considerable overcrowdiﬁg; ThuS‘the‘area has become
one of second hand housing; iﬁhabited principally by people whose income level
does not pernit them to rent or buy in a more desirable neighbourhoed;

The area represents 2,84 of the total area of the cit&; ut about 109
of its built-up area, (S_ee mgmal. page 32). Most of it is laid out on the
gridiron system, but there is a considerable amount of haphazard developmenté a
residue of potentially useful land, and & copspicidus lack of parks and open
spaces, 1t 1s not, however, the area of greatest density?'nor does 1t contain
the vorst slums; though it faces on a water—fronf which is ohe of the most color=
ful and exeiting in the world, and is within two»blocke of the city 1ntereection
feputed to be the centre of the drug exchaﬁge traffic in the Canadian West.' The
area has a high percentage of arrests for drunkenness and vagrancy, and a high

acclident rate, . It contains the part of town to which transients naturally

~ gravitate, In it are to be found those establishments to which the underworld

‘1 Marsh, Leonard C. "Rebullding a Neighbourhood", Eeport on a Demon—
stration Slum Clearance and Urban Rehabilitation Project in a Key Control Area
in Vancouver. University of British Columbia, Vancouver, 1950, p. vii
In this Burvey of the Strathcona District, covering about 43 blocks in Social Area
Three, Dr, Marsh estimates that single houses form three quarters of the dwellings,
and that one in four has sub-tenants or boarders.

2e Ibid, Pe 8. The Strathcona area's population is between 7000 - 7500, and
though there are hundreds of single men, it is predominantly (62%) a family area.
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operator can repair when bit is expedient to remnt a foom without being asked
inconvenient questions, |

Thea.rea is a racial meltixié pot, containing 'nio'st of the city!'s
Chinese population, and mosf of the foreign born of Buropean extraction, It
is the place where the immigrant can find a cultural or religious organization
serving the people from his homeland, and where he can live till he has learned
the language, .assimiléted the customs, and is economically_ able to move to a
better district, Nevertheless, the district has a high pe:'rcentage»of 1ife-long
residents, and. white people of Anglo~Saxon origin still 'predomiha‘tef '

The locality was chosen because it was considered that the case studies
‘of people living in such an area would well illustrate the problem of tuber—
culosis as it eit:lsts today in many cities 6f the western world. It is hoped
that the study will highlight the ways in which the diseasg is still a chal-
lenging problem; a personal one for the patiént and his famiiy, ‘8 ‘social ‘one
for the community, and & professional one for the »doctor.‘ the public heal.tﬁ
nurse and the soclal worker; and how it is méxtricably interwoven with other
soclal problems,

The area was also qhosen with reference to the fact that the writer
participated ix; the housing survey conducted in the area in the summer of 1947
by Dr. Leonard .Maréh of the University of British Columbia, in vhich a concen-
trated examination was made of the Strathcona; Area, a district of about forty
blocks within Social Area Three,' which.is illustrated on the accompénying nap.
(Figure 2, page 35).. The writer tﬁere’by gained a f:lrsb;hs.nd knowledge of the
living conditions of the people, a.nd. met and talked with many .residents of the

erea, including some of the people vwhose case histories have been utilized in

1. Marsh, op. cit. pe. 8. In the Strathcona area 30% of the residents
were of British or North American extractlon, and practieally all of the
childr_en Canadian borne .
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this study.

Selection of Cases.

A count was made of all the diagnosed cases 'ii.ving in the area. in the
month of August-,‘ 1948, The choice of this particular year was made beceuse of
the housing survey of the previous year, to give some perspective to the study,
and to lessén the chance of.identii’ice,tion of case histo_ries.. |

The age group eighteen to fifty was chosen as r.epreseﬁtat,:lve of the
life~period in which the disease takes its greatest toll and presents tlle great-
est problem; : : ,
1 2 v

Chinese and Indian cases living in the area were excluded because it
is generally acknowledged that these races have & lower resistance to tuber-
culosis; regardless of the level of | their environmental hygiene, than have the
white races., There were also the added difficulties of la.nguage.a.nd culture
which preventéd the obtaininé of ad__equatei social ’caée history material for use
in this s'urwey..' ‘A . |

The actual cases were ,1ocated by reference to the files of the public
health murses assignéd to the area, It was found that the area's boundaries
aa not coincide with those of the districts assigned to the nurses, but con—
tained parts of the territories-assi@ed to four of them; so an address check
was made to ésceffain which of the patients on their files were resident in‘
Social Area Three, ‘ |

The case 1list thus compiled"represents practicallj one hundred per -

cent of the dlagnosed cases of the white race living' in the aree, This is because

1. According to Marsh, op. cit. e 8, 28% of the population of the
Strathcona area are Chinese, .

2, Twenty~five per cent of the Indians of Canada live in the Province of
British Columbia. The tuberculosis mortality rate smong them in 1948 was 480
per 1,000 as compared with 30 per 100,000 other Canadiane.
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all cases diagnosed through Tuberculosis Control are automatically referred to
the district public health nurse for followsup. All cases diagnosed by private
doctors mast be reported to Tuberculosis control. which in turn notifies the
public health rurse, who then offers her services to the doctor concerned; Even
if the patient elects to attend a private doctor for treatment, most doctors
utilize the services of the public health nurse for follow up of the case from
the public health aspects - |

For public health purposes, tuberculosis cases are divided into two
categories, primary and secondary. A primary case is one in which the patieﬁt
has a,ctivel tu'berculoéis,' and is, or should be, under regular mediéal and publie
health supérvision. The publiec health nu.rée vis:ltslthese patients regularly.
A secondary case is one in vhich a patient's tuberculosis is no longer activof,b
snd his lesions have become sufficiently stabilized for him to be allowed to
undertake full-time light employment, This latter grotip is not regularly visited
bty the public health murse. These patients are contacted by her only if they
fail to keep a checkup appointment at i&z‘berculo.sis Control;

In the month of August, 1948, there was a total of .s,eventy*nine primary
‘cases and sixty-tﬁo secondary cases, plus three unclassified :qases,. which came |
within the scope of this study as previously deﬁned'.‘f A spo.t survey of th:ls
nature ensured representation of all the different phases of the disease =
prehospitalizatlon, hospitalization, convalescence and rehabilitation -- and the
problems associated with each,

Research Method

- Identifying it}fomation régarding both primary and secondary cases
was submitted to the Vancouver Social Service Exchange, which supplied a list
of the registrations concerning the patients and their immediate families with

the various social agencies of the city; The Metropolitan Health Commiitee
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Table 1, Social Service Exchange ngistrations regarding patiénts
and their families

People 1living Peoplé living

Name of Agency in families | - alone Total
. Prior tc ice |Prior to [Since

illness| 1lllness|illness J(illness .No. P, Co

1, Metropolitan
Health Committee 59 . 20 79 100

2. Tuberculosis Control v -
Social Service Depte .55 : 20 1 75 95

3o City Social Service o _ N
. Department 17 27 3 18 65 82

4, .Childrents Add B N
Societies 13 11 1 - 25 31 |-

5, Family Welfare . , .
Bureau 12 o2 W] 23

6e Nancoﬁyer General
Hospital Soclal

Service Depte . .5 - 2 l } 8 1
7- Child Guidance IS o
Clinic | 3 2 5 8
8. .Child Welfare o
Division 2 | 5 |1 B! 9 | 12
90 Family Court 2 | 2 | 3
'10. John Howard Society L 1 3 8 1
11, Provinecial Mental .
Hospital 2 1. _ 3 5
12, Vancouver Preventori-
um _ 3 3 5
13, Victorian Order of ,
Nurses 3 3 1 5
Total 1 58 171 10 60 299 ‘

Source:= Public Health Furses files for all dlagnosed white cases of
: active tuberculosis living in soclal area three of the City
of Vancouver in August, 1948, submitted to the Social Service
Exchange for checking of social agency registrations.
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| registers all 'diagno sed cés'es of tuboroulosié. with the Exchange, and that
agency's information regarding pa.t:lants and their fa.milies had already been ob-
tained from the files of the public health nurses,

It vas found tha.t' sevonty-ﬁve out of the sevehty-?-nine primary cases
were regi.stered’with at least one other social agez"‘icy,v in a.ddi‘titoﬁ to the
Metropolitan Health 'Gommit’teé.: Ninety-five per copt of the cases in the group
-were registered with the Social Service Division ofv Tgberculosis:o‘ontroi, The
rem_ainipg five per cent were newly diaéno-sed, oo that the full impa;ct.of the
disease had not yet hit them and their faxoiiies.‘ All fegi;strations Awith the
Tuberculosis Control Social Service Depa:fﬁeot. and with the City of Vancouver
Social Service Depa.rt_ment,- the Children's Aid Society, the Catholic Ghildron'.s
Ald So'cieilsy,i and the Family Welfare Buz-eau wére then followed up, and all the
case histories pertaining to the sample group were read, This represented ;
total of 187 case records out of a total of 220 registrations, exclud.ing the
registrations of the Metropolitan Hea.lth Gommittee, as illustrated in Table 1
(page 38). | |

The inforﬁation was ‘svupplemented by discussions with the social workers
and public healfh nurses who knew the pationts and their familles. Through the
assistance of the public health nuroes, visits ﬁefe nade to a sampling‘of'
patients and familles in the group. |

Analysis of the secondary group of sixtyv-two cases revealed that
_twenty-ﬁve of them had been Imown to at least one other social agency in ad-—
dit:lon to Metropolitan Health during the course of their i.llness. Of the re-

_ mainder, twenty-five proved to be cases whose X-rays shoved evidence of a tuber-
cular lesion. and vere therefore called in to report to Tuberculosis Gontrol*
‘tmt as within the relatively short period of three to six months their lesions

proved to be stabilized, they were allowed to resume their normal routine within

this period, though cautioned to observe moderation in living and working habits,
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Most of these people had nevér been é.ware that. they had had.a tubercular in-
fection.‘ .The rest of thé secondary group were twelve healed cases who were
neglecting to report for regular checkup. |

For purposes of this stud;y; therefore, attehtion was focussed on the
seventy-fnine primary cases,b regarding whom consideraﬁle social data‘..w'a.s avail--
able, and whose case histories 1llustrate the crux of the tuberculosis problem.
All the tables and charts in the s‘t‘udy hé.ve been computed on the basis of these
seventy-rnine cases, In most of the tables, computations are made separately for
people in family svettings and peéplé living glone. This 1s because it 1s. con-
sldered that the maﬁagém_ent of the disease presents speciél’ problems to both
the patient and the commnity when the ‘tuberculous pati ent 1lives alones

“Age and Sex Distribut:.on of Cases

" The sex distribution of the group was 57% male, (45 cases) and 43%
female ,(3‘4— cases). The- distribution of cases according to age followed closely
the currént trend in \the ﬁtuberculosis morbidity rate for the population as a
whvolle, with a conéentrafion of 61% of the female cases in the 18=25 age group,..
end 48% of the male cases in the 37—50 age group, as illustrated in the ac-

companying table, (Table 2)

Table 2 Distribution of tuberculosis cases in the sample gronp
- according to age and sex

‘ o . Men . .Women
- Age Group jo. "P.Ce ~ Noe | PeCe
B25yrs. | 5|3 | 2| @
2636 yrs. | 8 | 19 8 | 23
37250 yrse 22 | 48 5 | 16
Total | &5 | 100 35| 100

Famlly Context of Case's

The family status of the patients as illustrated in Tale 3 (page 41)
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shows that évery type of family context ivas represented in the ET0upe Hence *
the thesis material is illustrative of the pfoblem of tuberculosis as it gffects
different family members —- husband, wives, parents, single people living within
| a family group, and people without any :family attachments, living alone, It is
to be noted that 25% of the total group were unattachsd people, living alone,
and 90% of these were men, This group encounters special problems in relation ‘

to tuﬁerculosis which will be discussed later.‘

Table 3. Fanmily Context of Patients in the Sample Group

Family status Number of P.Ce | Total
' o § cases P.C.
l. Married couples with children o 36
(a) Husband tuberculous 9 12
(b) Wife tuberculous 19 25
2, Married couples without children 16
a) Husband tuberculous 6 7
. (b) wife tuberculous 7 9 8
3¢ Single people within a family
(a) Men b 5
(b) Women 2 3 .
b, Tuberculous "families" i.e. : 15
more than one family member ‘ ‘ ‘
with active tuberculosis
(a) Men , I8 10 S
(b). Women L 5
5« People living alone . - : _ ’ 25
Zag Men ' - 118 22
(v) Women : 2 3
Total 79 100 100

Table 4. Status of Pamilies with Children

Family Status . : No; b.C,

1, Normal families _ , :
(Both parents in the Home) 16 | 48

2, Broken families
‘ (One parent absent)

Death 2
Separation 6
Divorce 5
Unmarried mothers 2 52

Total 31 100
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It is significant that over one third of the total cases in the group
occﬁ.rred among married coupies with children,  Of these 31 families with
.chlldren, barely half were normal families inl the. sense that both parents were
present in the home, .The other half of the groui: vere broken families in which
one parent was absent due to death, divorce, separat:.on, or some unusual marltal
arrangement, (See Table 4, page 41), .There were 55 children under the age of
v_s:’nv.xteen living in these families. Of the total sample group, '15% lived in
femilies where more than one member had_active tu‘berculosis.' This group like
the group living alone, enco_\inters épeqiél difficultiles in the management of
their tuherculosis, which are discussed in a iater chapters |

Bacial Origins of the Sa@le' Grogg
The raclal origlins of the gi'oup vere extremely varied, as Table 5, '

(page 42) shows, The largest single' raiciai' 'conceﬁtration was the Anglo-Saxon;

| with the Slavonic group a close second~ though there was a high subsidia.ry group
of Scandinavians and Finns among the males, Yet twenty per cent of the men and
twentjr—five per cent of thév.women were Canadian born, and there were no recent
1mmigra.nts in ﬁhe £roupe All had been in Canada at léast eighteen years; |

. Table 5. Racial Origins of the Sample Group

Racial Origin Men . | Women
Noe| PoCo ‘ Noe | PeCo
1, ~ Anglo-Saxon f _
(English and German) 9 20 15 | 44
2, ‘Celtic | < -
(Irish, Scottish, Welsh) b 9 | o
3o Finnish 71 15 | 1| 3
4, . French-Canadian | 3 7 2
54 © Latin . | ‘

- (French, Italian, Spanish) 5 11 2 6
6o Scandinavian _
N (Norweglan, owedish, Danish) L 9 1 3
7 Slay

(Russian, Polish, Ukrainian) 13 29 13 38
Czech, Yugo=Sl » v
Total 4s 100 34 | 100
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Residence and Mobility

| It proved impossible to gei 'sufficieﬁt information about residence to
estimate group mobility, bat from the information available, mobility was no?tn as
high as might have been expected in such a .group. At least sixt'y:_‘_per cent of -
the total group had been resident in Vancouver for fivevyears or more'; There
seemed to be a very small minority that were highly mobile, Yet even those in
seasonal employmenﬁ tended to room at the same address over a perioed 6f yéars,
whenever they were in town, One of -the most frequenf reasons for change of
address was the nécessity of obtaining cheaper accommodation ylhen oﬁ soclal
assistance, | |
ZEconomic Status.

-The occupations of the people in the sample group were on the whole
in the unskilled and semi-skilled classification. (See Table 6 and Table 7,
page 444) TFo lees than sixty-two per cent of the men were engaged in heavy
manual work: an important factor in rehabilitation plaming for this gz'oup;
Abbnt half of the women were housewives, which is aiso an important factor‘ in
rehabilitation plaminé. : .

On the vhole, apart from the usual seasonal unemployment in logging
and allied industries, there was little chronic unemployment in the group until
after the ”onset of tuberculosis, Only 20 out of 79 cases had been in receipt
of social assistance prior to the diagnosis of tuberculosis. The ageﬁcy récordé
showéd that the majority of those who had received social assistance prio: té
dlagnosis had done so during depression years, Only a small minorit& from the
group were registered as’- patients of the Vancouver General Hospitel Ou.tpatienfs'
Départment which indicates that most of the group elther pﬁrcha.sed ‘medical ;:a.fe '
privately or went without it. It was 1nteresting ’i;o note that fhirty—seven per

cent of the cases in the group were registered with child welfare and family

-



Table 6.

Table 7.

Occupations of Male Patients at Diagnosis

Ly

Type of employment

\

No.

P.Ce

1.

2.

3e

Heavy Manual Work

I:egging.....................‘
La'beuring“...............u
ming..."'...‘............
ﬁshing.....o.oo-.oooto.-.o-i
Cement miXing.-.u..u.-....
longehoringeeiecsessscecscsce

Skilled and Semie-skilled

mﬂ:peatering.o.ootoaoooouo.t
Tmckdr!-Ving.OoooococccoooOO
Sh.ipwright.....u.........u
seaman.....................;
Marineb engZineerscecsscsssccs
Painteru.u................

Service Occupations

Hospital OrderlIVooioooo-o-co
Salesmaneesccsssssscrsosnsee
mber..'.‘...............'.'
KXitchen helpo..coouatonoooo.

University StudentSBeececcccscscs '

"Unofficial occupations®

Professional gamblereacesses
Bootle%ergﬁtobuoon.r..... [ X3

Recelver of stolen goodsSeese

HHHEHNDN HREWERE

SRV WEE S

Sy

62

18

Total

k5

1100

Occu_xgatiené of Female Patients at Diagnosis

Type of employment

~ Total

HNo. P.C.

| 1, Semi~gkllled occupations 12
mbeller.."...........'.. l
Printing operativeu.. evne 1
L’Mmdry WOrKeTseeecosonens 1
Telephone Opera;torot stecse 1l

2. Service cccupations 2).
UsherettCacesccsncsccncnne 1
Store cleTKesescocsvsconce 1
.Wai'bress"n.-..........-. 3
Practical FursCessccescase 1l
NUrS€eeeeescconsvcansscove 1

3. Unskilled occupations 9
OMEEL1iCssasccvorssscsseane 1
Chambermaidescesacssscsses 3

L”. HouseWife..u....-.....u.u.v..- 17 55

50 UniverSi‘bY stud-ent'st esosessNAIS 1 3

34 1 100
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welfare agencles before the onset of tu'ber'culosis, which is an indication of the
presence of social pro'blems within these families severe enough to réquire ou"b-
side help., There were however only siify Social Service Exchange registratioﬁe
regarding the total group prior to .fuberculosis, an average of less than one
registraﬁoh per case, &s againet'a ﬁotal of 231 registratiéns followi:ig the
onset of tuberculosis, an average of 2.9 registrafior;s per case, .The conclusion
seems inescapable that problems connected with chronic illness are one of the °
major reasons why peopie seek help froxﬁ sociallagenci-es.
| Other .indicafions of the economic statua ‘of the group are to be found
in the fact that ten per cent owned their own homes.' It is true that some of
the houses were of very inferior qualitj, yet the aspirations of the hope-fomirig'
group in terms of good family living and good citizenship ca.nnof be gainsaid;
‘Moreover, twenty-six pér cent éf the group had either savings or insurance,-
while & larger majority indicated their sppreciation of the value of thrift
habits, tut had never been aﬁle; due to economic stresses, to plan any further
shead then their next pay-daye. |
Houéi__gg |
| The general housihg'éonditions of the group have éflready,;been desg-
cribed, .'The more specific deficiencies of tﬁeir living"éccommodation as regérds» _
the management of- tuberculosis will be discussed in a later chapter. |
Extent of Tu'berculos:ls at Dia.@__

» The stage at which tu'berculosis 1s diagnosed is an important factor
“in determining prognosi.s. Cases are classified medically as minimal, moderately
advanced, and far advenced, according to ‘the extent of Tung ihvolvementn.f Al-
though there is an iﬁéfeasing'tendengyvin British Columbia for cases to be dis-.
covered in the minimal stage, iﬁ thg,survey group férty-aeven per cent were in

the moderately advenced stage at disgnosis, and twénty-three per cent in the far
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advanced stagé, as Pigure 3 (pa.ge 47) shows, If the people living alone are cor-
sldered as a separate group; one half of this group wé.s in the far advanced
stage at diagnosiso‘
There was little difference in the proportion of men and women in
the minimal and ;ﬁoderately advanced groups, but there was an overwhelming p:fe-

ponderance of men in the far advanced group.‘

Length .of.,Illness,andv,Incaggcitation c

page L7
On average, as Figure 4, shows, tuberculosis incapacitated patients in

the survey group for a pe:iod of two to three years. A minority were fort‘unate
énough to overcome their infection and return to normal living within a year,
About twenty per cent of the groﬁi) were incapacitated for five years or more;
Though some of them attempted to return to normal living their lesions broke
down and a reactiveation of the disease occurred.- .Estimation of length of 1ll~-
ness for purposes of this survey has been computed from length of time be'tw_een
~dlagnosis and certification "Fit for full=-time 1ight work"W. This certification
is the maximum recommendation which thevmedical profession considers advisable
for ex~-tuberculous patients.' |

Services for Tuberculous Patients in British Columbia

The British Columbdia Division of Tuberculosis Control was set up in

1935 by the Provincial Board of Health in ord.er %o centralize the work of tuber-
culosis control throughout the Province. The Central Institute of the Division
is in Va.{;couver. - There are no private or municipal tubérculosis clinics in
British Columbia, and ail institutions treé.ting tuberculosis come under the
coﬁtroi of the Division,

» This does not mean that the local héalth anthorities are relieved of
responsibility for tubercuiosis controlg Thej undertake a great deal of survey

work and follow-up wbrk under the guidance of the Division. The Division hows
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ever, provides equipment,- personnel and facilities which would be too costly
for the municipalities to duplicate,
Hospital Services - :

The Division maintains. three hospital i:i.n.",tsf.L The Vancouver unit has
232 beds and a complete range of specialist services for treatment of compli=
cations envsuing from tuberculosis, It also has the lafgesf outpatient depart-
ment in the Province, ﬁhé Tranquille unit has 356 beds and a smaller outw
patient department, There is aléo a unit of 75 beds in Victoria. The Jericho
Beach unit in Vancouver cares for chronic fibroids and some convalescents.v
St. Joseph's Oriental Hospital is utilized for the treatment of Asiatic and
negro patients, though these pafients sre also admitted to other units, depend-
ing on the type of treatment require:l: -

These figures do not include the tuberculosis beds maintained 'by the -
India.n Department nor those of the Departiment of Vetera.n's Affairs, "Shaugh-
nessy Hospital" in Vancouver,

The Preventorium which has 40 beds, takes children between the ages
of two and twelve who have been infeéted with tuberculosis but not yet developed
* the fran}c disease, in order to build up their health and prevent the risk of
further infection, It 1s Jointly subsidized by the Province, the City of
Vancouver and voluntary orga.nizationso' | |

Adequacy of bed complement for the f;reatment of tuberculosis is

measured against the generally accepted stendard; "Bed capacity should equal

l, These figures relate to bed capacity in 1948, There has been no
significant addition since this survey was underteken until the opening of the
Pearson Unit of 264 beds in May 1952, in.-Vancouver, Plans are under way to
complete this unit and to add further beds at Tranquille, and by 1954 it is
hoped that the province will have 1,000 beds for the treatment of tuberculosis.
St. Joseph's Oriental Hospital is now no longer used for tuberculous casese
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three times the annual numﬁer of deaths", British Columbials bed capacity at
the time of this survey did not quite reach this standard’
Clinic Services | |

Diéénostic services in British Columbia are free, The Division main-
tains stationary diagnostic clinics in Vancouver, Victorié, New Westminster and
Kamloops, and. staticnary suarvey clinics at Vancouver; Tictoria and New Weste
minster, There are also three mobile survey clinics and five travelling con=~
sultative clinics, There are forty centres in British Columbia where the patient
can get pneumo-thorax, Local doctors have been trained,A a.xid equipment provided
bj the Division, .The Province has a good caée-find.ing service as evidenced by
the high ratio of kmown cases to deaths;' There are over twenty reglstered cases
per death in British Columbia, while elsewhere the general average is five knmown
cases per death, |
Speclalist Services

The Dlvision alsc maintains in hospitals and clinics specialists such
as diéticians, medical social workers and visiting psychiatr\istsQ The Medical
Sociéi Séﬁice Div'ision.‘giveé"jeervice to all patients who are referred by their
_atf.ending doctors, and also Qarries the family case-work if: another social
égen’cy” is 'no"t> already active' 6In ‘the case, In thé iatter event, the medical
social vorker acts as consultant to the family worker regarding the medical and
soclal aspects of the case, but does not directly visit the family;
Public Health Nursing Services | |

‘The Province has a good public health nursing service which covers
elghty per cent of the wholev Province.' In the Greater Vancouver area these
services are provided tMouéh the Metropolitan Health- Committee, The public

health nurse provides follow-up services from the public health point of view.

1. Tubermlosm Control statistics for 1948 show that with 780 bede and
286 deaths in the other-than-Indian pop’ulation (the only figure obtainable) the
ratio was approximately 2.8
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It is her responsibility to arrange for the carrying out of isolation and pre=
caution techniques in the patieht's home; to imstruct the'patienf and his family
regarding tdbercﬁlosis and general hygiene;.to seatch for and arrange for the
examination of contacts; to trace if possible the source of the paxieﬁt*s
ihféction;:to pfovide reguiar supervision of the family regarding the public
health aspects of the disease;-to pfovide a report on'a patiehtfs home situation
when hospital admission or discharge is recommended, or at any other time when
such a report would pfove heipful; to know and use all local community health |
and welfare agencies which can assist the patient and his family;'apd in general
to act as liaison between the patient; his physician, and the services of tuber-
culosis.contfol.

Social Services

In the Greater Vancouver area there is a weli-de#eloped program of
social weifare serviées, both public and private, available to the tuberculous
patientvand his family, Of the public welfare programs the most important are
those provided by the City Social Service Department,

It was recognized from surfeys made by Tuberculbsis Control that many
patienﬁs were requiriﬁg re—admiss;on to saﬁatorialwith ‘breakdowns in which
inadequate_nnfritioh and ﬁnsuitablerhousing héd played a considerable part,

In May, 1944;,certainAchénges were made in the social assistance regulations
extending to tuberculous patients certain privileges not given to other
recipients of social aSsistance; The most importaﬁt change was iﬁ eiigibility

requirements, Eligibility was to be based oi,diéghosis plus willingness to

1. Instructioh in the techniques,of bedside.nuising are given in the
Greater Vancouver area by the Victorian Order of MNurses, a private and voluntary
organization which undertakes this aspect of public health nursing,
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. 1 : .
accept medical care, and not on destltution, The standard social allowance
- was to be supplemented in the following ways == first, by a rental allowance
vhich was to be calculated on the basls of the difference between the standard
rent allowance paid to social ass:lsvtance iecipients and thét cﬁri‘ently being
paid by the patientts family: secondly, a speclal dietary and comforts allow-
ance of $7.50 per month for the patient in addition to the usual food allow~-
ance, with a special diet allowance of $5,00 pér month for any member of the
faxlxily living at home who is infected with tuberculosis as shown by skin or
thay tesfs, which allowande is_to be continued for six months after_last clbae
contact with an infectious patient; thirdly, fhe patient also to receive comforts
allowance of $3,00 per month-while in the sanitorium if he is 1ln receipt of
soclial assistance before admission, or is without funds?

As regards assets, single patients are allowed to have up to $250.00,
.and families up to $500.00 in savings without affecting the allowance given.
If the patient has liquid assets in excess of this amount, the allowance payable
1s to be reduced by 3% in excees of $500.00. or $250.00, as applicable,. Allow-
ance 1s a.lso made for 1nstalments on essential furniture and any other neces-
sary payments such as premiums of life insurance policies. Certain allowances
for mortgeges and taxes might also be met at the discretion of tl;e. adminis-
trators, 4,housekee1‘per mighf be provided in certain circumstances, but 1f.‘tl_1e

man is earning $125 — $150.orvmore; no housekeeping service would be prbyldéd?‘

1.” No social assistance allowance is granted to patiemnts who sign\ them~
selves out of sanitoria, and no tuberculosis extras are granted unless the
patient reports regularly for. checkup,

2 This has been ralsed to $5.00 since the time of the survey. There have
also been increases in basic social allowance rates,

3. ‘These figures relate to 1948, but there has been little significant .
increase in this estimate since that time, No exact maximum can be quoted at
present but it is true to say that housekeeping service is not provided by the
department unless the mother is the patient and there are several children in
the family, and other individual circumstances that seem to warrant it.



52
Patients are also provided with free tra.néportation to and‘ from clinie a.nd &
hospital, and a i}'ee supply of paper handkerchiefs and sputum cups. The services
of a xvmtritionist,«a.nd budgeting Vhelp are alsq avallable to patients and their
families, The City Social Service Department .a'iso provides boarding. home care
for ambulant convalescent patients but these facilitles are limited,

The services of the private social agencieé of the community are avail~
able to the tuberculous patient and his family on the same basis as to any other
citizen, Many of the problems with which the family and child welfare agencles
are called on to assist are relgted to the problem of iliness within a family
£roupe
Rehabilité,tion Services
| Rehabilitation servicés are & most important part of the tuberculosis
control program. .Studies made by the 'l‘uberqllosis Control Division indicated
- that many patients between the ages of 20 « 50, because of lack of ;éhabilitation
services, returned to their former employment which was in many cases unsuifable
end helped to cause a breakdown., .On the other hand many retrainable patients
vere remaining on social assistance as u.hemploﬁré.‘ble. The Vahcouver Occupational
Industries was founded in 1939 to provide retraining of tuberculous patieﬁts and
other handicapped p'eople]. Vencouver thus became the first city in Camada to have
a program for retraining samatorium patientsQ v | |

But the project was not successful in actuality; Due iy} some measure
tb war economies, an _attempf wvas made to put the sheltered workshops prograﬁuon
a commercial basis, which in itself made them therapeutically umsound, .Also;
the initiation of the assembly line method, by which patients made 'only one pa.?t
of an article, soon resulted in a loss of interest on the part of the patients,'
Many o:f them left sheltered empioyzﬁent and tﬁrned to more :;'emunera,t'lve work,

The project was eventually abandoned.
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Therse are at preseiit ,f'aciilities_ for psychqlogical and aptitude ’tests
for pa_tients; and some fetrainihé coursés are availa‘blee There is also some
narketing of é.rticles produced in occupationai‘therapy. ‘some assistance in Jo'b
placex;;ent by the Special Placement Division of the National Employment Se:.'v:l‘cegv
~ but theré is -nb édequate retraining and '.‘)o"n placement.prog.ram as such@" A gréat
" deal of r'e‘habilitati,on work is currently being done by the British Columbia
Tuberculosis Association. | | |
Yoluntary Agencies in Tuberculosis Control

The most important voluntary agency in the field of tuberculosis con— E
trol-1s the British Colwnbia Tuherculosis Society, the Provincial branch of thz
Canadian Tuberculosis Society, .It was founded in 1904 to enlist the services,
of the oi‘diﬁary citizen in'prevehtivevwork, ‘and 'toweoopevrate :I.n the -tréa.tmént
of actual fcasés. Funds are raised principally through the anmual Christmas
Sgal cﬁmpaign. The Society .emplo.ys a fulletime worker to handle the edncatioﬁal
work of the division which includes the publica:tion of an excellent series of :
- pamphlets for patients, their families and the 'gene_rai public, Movies énd
library facilities are also used in the educational work‘ of the Socief;y; ., ".l'here'
dis a fullétime reha‘bilifatioﬁ officer who assists ih the retraining ai}d, ’:jo'b |
placement of patients, The Soclety has also fulfilled two other fh.ﬁctions of
a voluntary agency in the tuberculosis field, namely, research and demonstration .
of new activitiesa It has _sponsored the development of survey work through the
mobile x—-ré.y vé.ns‘.which i1t bought and presented to the Tuberculqsisv D‘ivisiono
In 1949 the._ Society built and equipped the Christmas Seal Iné-titute_ at a cbat
of $500, 000, The Instiﬁ:tfe provided up=to=date étiuipment for the more compli-
cated surgical procedures :ln tuberculosis which had not previously been ava:.l—(
able in Canada.

British Columbia Tuberculosis Control services compare favorably with
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those in the rest of Canada and in many parts of the world,
It is now proposed to examine how these services were utilized by

the patients and families in the sample 'group.



CHAPTER 3

Problems of the Tuberculous Patient as an Individual

Tuberculosis is a chronic reactivating disease reauiring protracted
treatment. . There is no ﬁeans of fqretellihg how long it will take for a
patientts lesions to become ta‘biiize_d.. Because of this, and 1ts contagious-f
ness, tﬁberculos.is necessitates a more complete dislocatioﬁ of a patientl?s -
living 'pa.tterns than any other disease. Even if the'patient succeeds in arrest-
ing the disease, he still has to learn how to live within the life-long limif-
ations it imposess This usually requires partial or complete reﬁsion of his
living and working habits. ‘

The cure itself calls for the subJection of the patient to a regime
stricter and more all=embracing tha_n that imposed by the sternest mil:l.tary
discipline. This must be continugd unremittingly for a much longer period of
time than in most other illnesses. .Even if the patient follows the regime
faithfully, there 18 no guarantee of cure -- only the reasonable hope of recovery
eventually if he coopefates. There is also no guarantee that recovery will mean
that the patient can become completely self-supporting again. This may seem to
be a gv,lovomy view of ttberculos_is, but it is a factual one: a.n'd‘ these implications
are sooner or later reé.lized 'by most patieﬁts.

| The adjustments that the tuberculous patient must make are complex
- and leave no area of his life untouched, The personal, family, social, economic
and vocatlonal aspeets of ﬁis life are all involved, What f.hen, are the adjust-
ments which the patiént must make if he is to accomplish the cure? What are the

problems he must face and overcome both in himself and in his environment? Vhat
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seems to be the factors determining success or failure?

Acceptance of the Diagnosis

It may seem self—-evideﬁt to state that .fhe primary requisite for the
suécessful treatment of tuberculosis is that the patient must accept the dlag-
nosis and face his feelings aﬁouf; :'Lt'; ,Yeﬁ many patients hinder the successful
tréatme_nt. of their disease for a considerable time,- because they_do not in the
ﬁi'st‘insfa.ﬁce accept the diagnosis, To most pat.iénté the,dia.gpé'sis comes as
a shock; Fven to those who anticipated the possibility there is still, fo -
most'people; some degree of shock in having their fears verified, thou_.gh'. fo &
few, the knowledge comes as a release, |

As Table 8 (page 57) shows, sixty-five per cent of the sample group
did not suspect that they had tu.'berculosis. Many of the patients are of the
opinlon that nothing ‘they_have to undergo l'a.{;er compares with the shock of the
initlal blast of hering their dlagnosis. It has been noted by many observers
that hypochondriacal and anxious 1ndividuals spart, patients who are familiar
w:.th tuberculosis usually adopt from the start 8 more courageous attitude than -
those who know little about it,

"4 person who knows what he 1s ﬁp'againét and what he is in for

- is at a definite advantage as compared with another who 1s
uncertain about his opponentts strength".l

| The fesponses of patients on learning thelr diagnosis va.'riled widely,
from hysteriqa]:_';behavior, to spparent apathy; The feelings which they ex—
pressed ran the gamut’ i_‘rom anger; éespair,“ gﬁilt, humiliation,. shame, -reseﬁ’emeﬁt,
an.xiety, doubt, incredi'bility. helplessness, and depression, to open belliger-
ency, A small minority rejected the diagnosis completely and maintained this

)

,atutude. ,'.' -
RS

1. Wittkower, E., op. cit, P 21
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Table 8, How Cases in the Sample Group Came.to be Diagnosed

59

People Peopié . .
Living in| Living]| No.| P.Ce
How Diagnosed a2 Family | Alone
1. Following a hemorrhage 5 2 7 10
2, Consulted doctor because of .11l o |
health _ 16 5 21 25
3., Diagnosed by the survey clinic - 38 13 51 65
ia% Mobile survey clinlc '
‘ Industrial 3
University 2
General e.g.quartment
‘ stores 6 2
(b) Statiomary survey clinic
1., Referred for routine X-ray )
ﬁom V G"E -o.P.D° 1 .
from City Jail = 1 1l
from Army Rscruiting Centré 1
2. Contacts of known cases
reporting for checkup L
3, Healed cases reporting for .
checkup 1
L, Self referred for checkup 9 3
5, Reason for referral not. '
stated - apparently self A
referred 9 7
6., Tuberculosis accidently
discovered when X-rayed
for logeging injuries 1
Total 20 79 | 100
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Mrse G ' ‘ ’ .
Was very angry when given the d:lagnosis. She ranted and
raved as to what she would do to the person who had infected
her if she could only get hold of him, She was referring

to her husband, an ex-patient, about whose illness she had
not known untll after their child was born and he requested
that the child be given the tuberculin skin test,

Patient was estranged from her husband and living in common-—
law union with another man, Her father told her that her
tuberculosis was a retribution for her way of life, Patient
denled she had a gullty conscience about it,

later, when her case proved terminal she described her
condition as 'a judgnent“

. .Mre. Y! o . ' ’

Said if the guinea plg test was positive 1t was because the
doctor had not scrubbed the germs from other patients off
his hands before undertaking Mr, Y's test,

IVIr° J. .
T Said he knew he had mberculosis but resented all suggest-
ions that his disease was 1nfectious.

Some . patients, vhile outwerdly accepting the diagnosis, seemed. ime
perv:lous to the recommendation tha.t they begin rest treatment right away, to
prevent the spread of the disease.‘ This cp’tﬂ*d. however, be due to the fact
that many patienfs vhen told of their dia;gnosis hear the dread word "tuberculosis',
and suffer a mental blackout, They are unable to absorb anything that the doc-
tor says to‘ them in the way of further expla.nation; These people's first re-=
actions develop more slowly over a later period of time,

Some patients try to erect a tarrier agaiﬁst any intrusion of knowe
ledge about the nature of the disease,

Mre He 1,
Did not wish to be told apything else about tu'berculosis,

. snd what he should do about it. He thought people were
"better off not knowing, :

Mr, O, _ . ‘ . : ,
Took two bottles of cod liver oll and felt so much better
that he returned to his logging camp convinced that he had
cured his tuberculosise

Most patients expressed some feelihgs of inferiority, inadequacy, and
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a real fear of rejection by those most important to them, Fear of loss of
love,' respect and status as a consequence of contaglousness was a strong come
ponent in the feelings of most patientsr.' It was not confined to those pé.t:lents
with family attachments;
Mr. Soj | . o :
-was a 40=year old single man, He told the public health
nurse, when she discussed with him the matter of exemin-
ation of contacts, that he would carry out the necessary
precautions himself, but he did not want the family with
whom he was living to know of his disease, He was afraid
they would esk him to leave if they kmnew. He very much
valued the congenial living he had enjoyed in their home
for many years. S
Even patients who show little apparent concern about their disease
need to be helped, as this outward front is. oftqn a defence against underlying
anxiety» and depressioﬂ; |
. Whatever a patient!s initial feelings are regarding his illness;
he needs the release of bringing them out .into the opene Indeed this is an
egsential stej) in treatment, because until he can do so he is not ready to move
on to proper orientation regarding the disease itself. It 1s here that the
patient can beneflt from casework help. This is one reason why all patients
should be referred to the soclal worker as soon as poesible after diagnosls.
At this point,r neither fainily nor friends can give the patient the release and
support that a warm,' accepting; professional relationship can.
| Initlal reactions to dlagnosis are followed by the emergence of a
patient!s basic attitude towards his illness, This is, in the main, conditioned
by his individual personality and 1life experience; and usuelly corresponds to
his previous pattern of meeting life's difficult situations,
The medical social worker here makes an important contribution to
the treatment plan, As soon as possible 'following diagnosis she poses and

ansvers, as a result of her contact with the patient,_ the all=important 'questiqns: ‘
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What meaning does this 1llness have for this patient at this particular 'timet"'_"

Why did he become 111 when he did? Why did he become ill in the mammer he did?

<

What is the goal of his 'bghaviéur? What kind .of person w,af_.zs‘he before he becane 4
111% Dogs he view his illness as a puniéhment? Is he using his illness to. |
punish somebody else? Does he view his illness as a welmﬁe esca,ﬁe from res=
pousibility; or an unbearable situation? Does his illness provide an accept-
eble and long=-sought excuse to sink into dependency? 1Is he enjoying his illness
because it mokes him the centre of attentionYy ’Is he exploiting his illness to
e neurotic pgttern of living so that it 'becomes- so much "stage propertyf?

Not until these questions have ;been satisfactorily answéred can the
treatment plan be geared to an individual patieﬁt.‘ 8 needs, |

It is also imﬁorta.nt to kmow the facts gbout a patientls. immediate

social situé,tion prior to diagnos,is; as the two following cases 1llustrate;=

Mr, B. _
' Was a young man of 25. TFollowing his admission to the
sanatorium it was noted that he was extremely quiet and
deliberately shut himself off from the other patlents

and the staff, The social worker learned that the patient
and his fiancée had just set their wedding date when the
patient received his diagnosis, He refused to see his
fiancée again, without glving her any reason for so doing,
Sherlearned of his hospitalization, phoned repeatedly,

left messages, food and flowers, Yet it was a considerable
time before the patient answered any of these overtures,

Was a twenty year old single girl who was illegitimstely
pregnant when diagnosed for tuberculosis, ' She sald later,
"To be pregnant and to have tuberculosis too, was Just
beyond me¥. Consequently, patient made a very poor adjust-
ment to sanatoriuvm living, She told nobody, not even her
doctor or her family, of her pregnancy until her condition
was self=evident, ‘

Problems in Orientation .

Orientatlon to tubefculosis is always a highly individmeal matter..i It
cannot be accomplished on a mass instruction basis, Even factual information

regarding the disease is"'f"'a'bsoz"bed at different rates by different patients,
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‘Their feelingé about it are still more varied. It is & well=known fact that |
people tend to hear and interpret information selectively, according to thé_
pattern of their psychologlcal defense mechanisms, ' They unconsciously rejecf
or misinterpret information which threatens or disturbs these patterns.

i‘rom the practical point of view, what a patient considers important
about his 'illnegs is,' in the long run, more vital than what the doctor knows to
be important, | |

The two following cases illustrate this fact,

Mre Qo

Was a:married man with children., He resisted all efforts
to orientate him to his disease, He was surprlsingly
ignorant of the most elementary facts about tuberculosis,
and maintained stubbornly that patients were better off
"kmowing nothing"., One day in the sanatorium he picked up
& book which he read out of sheer boredome What he read
‘1left him so "scared and depressed" that he had to do more
reading to find out if the prognosis was so serious in all
casese He began to read and absorb everything he could lay
his hands on regarding tuberculosis, and to carry out ‘
medical recommendations he had prev1ously ignored.

Mr. Co

T Vas a single man in his early forties, a known neurotic with
hypochondriacal tendencies, He was forbldden to smoke be-
cause it caused him to cough excessively. He was resentful
of the fact that other patlents were allowed to smoke, - He
did not accept the doctorts explanation thet 1f smoking re-
sulted in coughing spells in them as it did with him, then
the others would be forbidden to smoke also.’ Mr. C. con-
timied to smoke, and told the doctor that he had read that
smoking helps to cure tuberculosis, beceuse "nicotine stops.
hemorrhaging®, and f"you should know that there is a compara-
tively low death rate among tuberculosis smokers compared to .
non<—-smokers”, To the social worker the patient explained
that he had to smoke, because "they! would not give him drugse

Probleme in an individual patiexﬂ;'s orientation depend largely on his
personality structure and. the kind of emotional difficulty he experienced prior
to di&ghosis.‘ The social worker plays an indispensable role in helping the pat- _
ient work through any emotional pat’qerns which are interfering with his acceptance

of 1llness and treatment. She gives him a.n\opportunity to think it through and talk
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it out, thereby releasing his anxieties and misapprehensions,

One ai'ea in which the medical soclal worker is often called to give
help is that of helping & patient deal with his fears, "Fear® it has been said,
fcan be a bigger black spot than the mark on the patient!s lungs, and must be
brought out into the open":,l if the patient is to respond successfully t§ treat=-
ment. . " |

Fear of death is a very real one with many tuberculosis patientvé. Feaxr
of suffocation is also common., Fear of confinement in an in§titution can prove
an insupera'bie obstacle to treatment, Fear of the unknown, and fear of the

future can negative medical efforts on the patient's behalf,

Acceptance of Samatorium Care

The acceptance of sanatorium care is an adjustment which most patients
are called upon to make. Reactlons to it vary widely. When a patient enters a
sanatoriuvm he in large measure gives up his right to self-determination. He no
longer has the freedom of choice as to how he will live, what ﬁe will eat; where
he will sleep, who will share his waking and sleeping hours, or vhat activities
he will pursﬁe. He gives' up a great deal; and expects the gains to be corres~ |
pondihgly high, It is onlyvthe _imp‘ortance of his ultimate goal -~ recovery of
health - which as a rule, mskes him toierate such an umatural existence. For
this reason, the modern sanatorium must offer _to the patient more than mere
custodial care during_the period o‘f his infectiousness to others,

The social worker's ‘rble in helping the patient accept sanatorium care
is an important one. He needs individualized heip in overcoming his rei;ctance
or even strong reéistance to sanatorium life; He needs ‘preparing for thejkigi

of 1ife into which he is committing himself,

i

l. Dr, George Day, "Observations on the Psycholdgy of the Tuberculous®,
The Lanéet, Nov., 16th, 1946, pe 703,
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The way that _hospitalization is presented to him is important., If
he can be helped to accept it positively as the best preparation for his life
after r.ecovery his adjustment fo it will get off'to‘a good start, It is most
important that he should be convinced that the sanatorium has something to offer
hin ae an individual patient, - The patient and his family are primarily inter—
ested in what the sanai;orium can do for him and are not usually receptive to
inferpretation of its necessity . as a public health measure.

It has been said that,

. #The greatest discovery anyone can make in a sanatorium is,

that a substantial number of people conguer their disease and

make that conquest permanent... This overcomes the fear, that

despite all that can be done for him, his case will end fatally..

and that no man need remain forever slave to his previocus habits

and enviromment,.. that with patient and dally application, he
can change his 1ife and his mind, " 4

The patient's motivation in accepting sapatorium care also needs to
be exa.mined .as it will often give the key to how the patient will use his period

of sanatorimn care.

‘Mrs, K,
Thougat her family was trying to get rid of her,

Mrs, 1,
Did not think she could get better in a sanatorium, but
thought she owed it to her femily to go there.

Mro U.
T Was foreign born, and for him a tuberculosis hospital had
different cultural connotations, He needed to be helped
to understand that the sanatorium is not a place vhere
people are put away to die, .

When a patient refuses to enter a sanatorium his motivation for so

doing should be examineds-

1. Hudson, Holland and Fish, Marjorie, Occupational Therapy in the
Treatment of the Tuberculous Patient, FNational Tuberculosis Association. The
Livingstone Prese, Yew York, 1944, p. 126, '
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Mrs, Po ' i

T A young married woman with far=sdvenced mberculesis told
the soclal worker that she could not enter the sanatorium.
because her husband did not wish her to. This proved to be
correct, and concentrated efforts on the part of the doctor,
public health nurse and social worker had to be exerted,
before the patient!s husband could be convinced of the value
of sanatoriuvm care for the patient,

Miss O, '

A young single woman, said she could not go to a sa.natoritm
as she would die of loneliness, The social worker learned
that the patient had been abandoned by her own family and
had 1lived with a foster family to whom she was very much .
attached. She reacted with extreme anxiety to any attempts
to separate her from them, even temporarily.

Miss L.
-A twenty year 0ld woman, refused a bed in the sanatorium

because her father and sister had both died in the sanatorium,

and to ask her to enter the same hospital was tantamount to
asking her to sign her own death sentence.

Crientation to Sanatorium L:lving

Having entered a sanatorium the patient needs help in utiiizing its
services constmctivel&; The atmosphere can assist or hinder the pe.tient's ad-
Justment, Poor administratlon, niggardly budgeting, and indifferent staff nem-
bers lead to low institutional morale, and intensify the inevitsablle per:.ods of
boredom, frustration, .i'.rr:lta'bility and mild depression which all patients feel
from time to time, |

A patient entering hospital brings with him the emni'bus of his iife
experience, to which he has reaeted '11.1 his iﬁdividualized viay.. .He brings with
him his feelings, motlvations, pre;judices; conflicts, defence n;echa.nisms, pre=
ferred modes of satlsfaction, and preferred modes of reaction to difficulties,
A1 of which will manifest themselves‘in ‘the communal atmosphere of sanatorium
life, ZEven if an instituti.on is 1deally op'ei'ated, most patlents need consider-
able help in adjusting to this totslly new way of 1ife. |

The medical social worker plays & vital role in assisting the patient '

in this area,

A
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Acceptance of Dependency

The hardeét thing for a saﬁatofium patient to do is to rest. It is
very difficult for any human being accustomed to the activity of daily living
to iie‘quietly in bed twenty-foﬁr hours ‘'of the day, especially if he feels well,
a8 many early tuberculosis patients dé; No one on the sanatoriun staff can make
a patiént rest; They één onl& make 1t easier for him to do so if he will.

In addition the bed patient st accept dependency on others, in meet-.
ing the personal needs which he has been accustomed to attending to himselfc
The difficulty of accqpting the'dqpendency.role is often at the root of a pat=
ient?s violation of reéi ordefs, eSpecially vhen rest means compleﬁe bed rest,
Those patients who cannot be helped to accept dependency without undue guilt and
anxiety never utilize their sanatorium treatment effectiveiy, éﬁd sometimes thé
Battle ends only with the death of the patienbe

Jack S,
Was-aged 21 when a dlagnosis "moderately advanced active
tuberculosis® was made., . He was the eldest son in a family
of Yugo-Slav extraction, His father deserted, leaving his
mother with four small children., Jack was always concerned
about his mother and wondering how she was managing while
he was in hospitale... He had the greatest difficulty in
adjusting to sanatorium life, He discharged himself from
the sanatorium on "personal business® grounds, About this
time he married, Later he was given a prison sentence for
retaining stolen goods. .Because of his condition he was
transferred to hosplital from Jjail. In hospital he boasted
he had played baseball every day while in Jail for thirty-
one months without any i1l effects, that he was coughing
less, and had maintained his weight. He again signed him-
self out when his wife deserted, leaving the younger of her
two children on the doorstep of the Childrent!s Ald Socilety.
He then disappeared without trace, reappeared six months
later, and went in the shipyards until a mobile X=ray survey
showed he had active tuberculosis. He became very hostile
to the tuberculosis control authorities, saying it was they
vwho had caused him to lose his job by reporting his condition
to his employers. Later he had to be re-~admitted to hospital
as an emergency, .He was much more cooperative than formerly.
When he learned that bed rest was the only thing, he requested
to be sent to Tranguille so that he could rest without any
distractionss By this time, however, little could be done
to arrest the spread of the disease, Several months later
he died,

He was 26 years 0lde
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Sanatoriuma life inev:lta‘bly reac-tivatea a patient!ls conﬂicfs regard-
ihg authority.‘ Some patients d.ifficulfies in this area manifested themselves
in refusal to follow sanatorium rules. Such patients were in constant 4iffi-
culty in theirirelationships with doctors, hospital personnel and other patients.

Mrs. F. was a case in point, She made herself very unpopular by her
habit of swearing violently in the wards whether visitors were present or not.‘
and by constantly making disParaging‘ remarks about o,therl patients, A consider=
&atle miﬁority of patients in the group had similar difficulties, though not for
the same reason. _

There Were those patients whose basic hostility: manifested itself in
poor precautiohary technique,y to the annoyance of both staff and patients.

Mr, T's attitude was typlcale He said it was not altogether his fault that he
got tuberculosis, so why should he be concerned ;.boutv other pecple?

There were those patients whose hostility found mox;e suﬁtle and in-
direct outlets and were thereby a plague to the administratoi' and the staff, and -
a source of discord among other patients, in which they,A the culprits, were never
direcyly involved. Methods of non~cooperation iﬁ the sanatorium are multiple
and devious, and the sample group,coﬁtributed their quota.

Some patients made themselves very unpopular by béing demanding of -
s‘erviceo 'th;s is due, usually, to some underlying anxiety, as illustraf,ed in
the case of Mrs, B.

‘Mrse Re : :

- Becanme very hostile to sanatorium staff when her constant
demands for service were not mets. She accused them of
neglecting her because she was not English. When the social
worker talked with her, she learned that the patient!s
behaviour was related to the rejection she had experienced
from her husband on account of her illness,

Some patients lack of cooperation was due to the fact that they had

never really accepted the diagnosis. Mr, Y, was a case in point. He admitted
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that following his first -discharge from hospital,' ne lived a "fast" life because
he dld not believe he had .tﬁberculosis;  When he had to be readmitted, however,
he reconsidered his opinion and was much more cooperativ‘e'; 'Psychiatrically; .
this type of reactiqn is said to occur in rigid egocentric individuals accustomed
.privately to overvalue themselw?es and their o;pi.rﬁ.ontsil '
The social worker's help in uncovering the fnotivating anxieties whi_ch

affect a patientls outward behaviour are a prefequisite .to helping the patient
to resolve them and improve his adjustment to sanatorium liv:'ulzg.' - -

- There.are some patients who settlé down to sanatorium life eicceed.ingly
well,l and offer no problems to staff or to other patients, The prodlems of,
fhese patients come at a later stage in illness, When rehabilitation begins,

extraordinary difficulties are often encountered in getting them from the

horizontal to the perpendicu],.ar;

Ine Problem of Self-Discharge
There.come's a time in most patlients! lives wheﬁ reaction to the ]_.éngth
of hospitalization reaches flood level and they consider self-di,scharge? The
following are typical remarks; - :
- | (1) I'm tired of all this Sow business; ‘I'm going to ti'y a quick cure"..

(2) "I'n getting tired of being in hospital. I think I'11 pick up
better outsidel,

(3) "Mmeytre not doing anything for me in this hospital, anyway",

(%) uy tuberculous patient!s life 1sn't worth a button, anywéy,
- Why shouldn't I take a chance?®

1, Hartz, Jerome. "Human Relationships in Tuberculosis", Tuberculosis.

Control, Issue No., 56, Public Health Reports, U.S. Public Health Service,
Vols 65' October 6th 1950: De 1292 - 13050 .

2. Wittkower. E. op. cit., p. 45, points out that in his survey, of a total
of 785 patients, comparison of various sanatoria showed that premature self-
discharges are related to sanatorium morale; the incidence rate of premature
self=discharges goes up when the se.nator:.um morale goes down and vice versa.
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Sometimes impatience with sanatorium 1living occurs because the patient
feels so much better.than he 1s prepared to take a chance asﬂfar as complete
recovery. is concerned. This reaction occurs most frequéntly following the ab-
" atement of acute symptoms, when the lesions are stationary, but cerfainly not
welléhealed. Yet the patient may experience a feelihg of bodily welléheing af
this time whlch convinces him he is well on the road to recovery, and will be
better off at home°
| It is true that many patients control their disease at least temporarily
without any form of treatment being adminisiered; It is equally true that of
all patienté who are sputum positive at diagnosls, a great many are dead within
ten to fifteen years regardless of fhe form of treatment administered} |

Although there are no reliable records of the post-sanatorium his-
tories of thg self;discharged as opposed to.the medically discharged;,it is nown
that there is a marked correlation betwéen length of tfeatment and survival
following treatment? |

When the patient 1s going thfough this crisis, the services of the
medical social worker are often a determining factor in helping the patient reach
the poin£ where he can:decide to continue with sanatorium care; In many hos-
?itals the medicallsocial worker is routinely asked to interview all patlents
who are considering self discharge; This is not with the idea of talking them
intb‘staying, but because it is hoped theredby to give the.paxieﬁt an opportunity
to discuss his reasons for so drastic a step, and perhaps; with the social
worker's help, arriving at other ways of coping with his problems.

As Tate 9 (page 69) shows, twenty-;our per cent of cases in the sample

group signed themselves outAof hospital, though fourteen per cept later returned

>

1. Myers, op. cit. pe 395.

2, Hudson, Holland; op; cite p. 97.
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Table 9 Acceptance and Non=-acceptance of Hospitalization bx
the Sample Group

Attitude to ' People living People living

Hospltalization in families alone No. | P.Ce

.Accepted when first A“dw;i "

recommended 33 - 14 b7 | 55

Initially refused but

later accepted ' 7 1 8 11~

Discharged themselves :

ut later returned ‘ 7 3 10 14

Discharged‘themselvee

and refused to return 7 _ 0 7 10

Persistently refused :

hospitalization 3 2 1 517

Suitable for care at ' _

home 2 0 2 3
Total ‘ 59 20 79 100

K.Bs = Of those accepting hospitalization, 304 were readmitted once,
16% were readmitted twice, and 4% were readmitted three times.
%o complete sanatorium treatment; This Table should be interpreted .in connection
with Figure 5, page ?0; showing length of hospitalization in the samﬁle group,
which averaged eighteen - twenty-four.months;'

The reasons patients gave for self-discharge are illuminating:— Some
of them seem trivial; tut the medical social worker must remember that minor
annoyances can be magnified into major ones in the artificial atmosphere of the
sanatoriume These the patient could take in his stride if he were well. The
reasons patients gave for self-discharge can be tabulated as followsi~

le Was going to dies |

2s Oouldn't rest in sanatorium.

3¢ To avoid surgery. -

ke To settle marital affairs,

Es Dislike of hospital life.

6. Was moved from & one bed to a ten bed ward,
7. Quarrel with room-mate,
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Figure 5 Lemgth of Hospitalization of the Semple Group
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8. Afraid room-mates might find out she ha.d venereal disease,

9. Personal business -~ unstated,

10, Deaf mute patient, who was lonely.

11, Psychopathic personality, '

12. To prevent stepson making a prior claim on dying husband's estate,
13. No reason given,

14, No reason given, -

The reasons given by patients for self-discharge are not always the
real ones, though some pafigntﬁthemselveé are m;t always aware of this, Mr. L's
case is one in point.-

Mro L.

T Was a forty year old married man, He discharged himself when

he discovered that his wife was living with another man.

He divorced her and tried to get custody of their five-year

0ld adopted son who had been placed in a foster home. The

social worker noted that the strongest element in Mr. L's

concern for the child seemed to be that he wanted to use

the child as a weapon against his wife. Mr. L's real reason

for self-discharge was thought to be his dislike of hospital

life and fear of active treatment, because he refused to

return to hospital after he had settled his personal affairs.
Facing Surgery

Another.mé.jor problem which the tubercuiosis patient may haye to face
is the prospect of submitting to some form of surgical procedure, po_ssi'bly‘ even
ma jor surgéry. Very few patiénts recover on bed rest- alone, and if the various
forms of pneumo thorax are considered as surgical procedures, it would bé true
to say that ﬁiost patients have to face at least fthe needle", Surgery is a

‘crisis situation, yet the patient!s usuel method of meeting crises will not
sﬁffice here, In #1most* any other _crisig there is something that a person can
actively do. In surgery there must be a letting-go of the will; a éompiete sur-
render of one!s life into the hands of another. This can activate subconscious
fears ‘of deati;, suffocation or mutilation, of which the patient may not be awai'é;

- or may be unable to face unaidedg

The opinion of a psychiatric team is thati-—

#To understand and help the patient master these fears often
-requires detailed understanding of the psycho-dynamics of
personality. We have observed that recovery is facilitated
when patients get psychological help in preparation for .
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surglcal treatment. The psychological trauma produced hy
recommendation for an operation produces tension states
which are additionsl hagards to the surgical tesm. Adequate
ventilation 0f the ldeas and feelings associated with the
tension will tend to reduce it, while neglect to do so often
results in prolonged excessive pain and an extended period
of invalidism®, 1

Even pneumo-thorax can arouse great 'azﬁd.ety.

One woman patient in the group was "so scared and 111" following her
initial pneumoj-th'orax thet she refused to have revfills.' Needle phobia is by
no means uncommon especially a.mong,wozlnen‘ patients.' |

Sometimes refusal of surgery is based on misapprebension as well 'é.s
fear, as the case of Mr. P. iliuétrates; =

Mr, P,
T Vas th:.rty-nine years old, married intelligent and an
accompllished musiciane. He had far advanced tuberculosis
at diagnosis and thoracoplasty was recommended. He could
not face this and dischairged himself from hospital. His
condition retrogressed and he considered re-admission
principally for the sake of his family, He discussed his
apprehensions with the social worker, and it appeared that
he was convinced that if he re-entered hospitsl he would
wgke up one morning to find a hole in my side or a ridv
gone®, Although the hospital authorities promised that no
surgery would be performed without a patient!s consent,
Mr. P, did rot consider that this was really hospital
practice because "they compelled you to sign a statement
on admission saying you would submit to anything they thought
advisable, So you really have no choice ebout what is done
to you', Mr, P, expressed & fear of being maimed for life
or of dying while in hospital.

Wbatever the reason for a patient!s refusal of surgery, the medical
soclal worker may be able to help him to "talk it through® and reach avpo_ix‘at

where from his own conviction; he can carry thi"ougli the docfor's recommendation,

1. Coleman, Jules V., Hurst Allan, and Horbein, Buth, "Psychiatric Con-
tributions to the Care of Tuberculous Patients", Journal of American Medical
Association. Vol., 135, No. 11, Pe 699
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Wittkower, in his sur%ey of a total of 785 patients in many sanatoria,
found that, while refusal of sufgéry nay be due to many factqrs; it is most
commonly; like premature sel?—discharge, related to low morale in the ward or
sanatorium. The impression he obtained was ‘that doctors often fail to give .
patientg sufficient informatién fegarding the nature and purpose of the operation,
and to dispel their fears, Their own familiarity with the various surgical pro=
cedures lead them to presume that the patient kmows more then he_actuélly does}
Hence the patient!s main source of information is often other patients, who
usually have a fund of knowledge, not-all of'which is correct, but which is
imparted gratis to prospective candid#tes for surgeryeA :

Economic Problems .

An illness such as tuberculosis usually demands major adjustments in
a family's economy. No matter how capably oi willingly madé; these entail
eventually economic hardship and deprivation bécause of the chrénicity of thé
disease, This can put an additional strain on family living to the point of
break-up, It has been observed, even in families where there has been insuf-
ficient income over a long,period; as well as difficulty in iﬁé managémenf'of
it; that chronic illness places additional burdens on the family's adjustment:>
Increased economic hardship'ié'ofteﬁ the factor which tilts the balanée in an
already precarious famlly equilibrium.

| The patients reaction to the loss of his own earning pQWer is often

a great éroblem in 1tselfy, Where the patient is the head of the family his losé
of ecqnomic independence affects other 1ives as well as hils own, and this is éﬁ
additional source of worry and anxiety to hiva ,.

Many patients havg real conflicts over the loss.of their'edonomic .

status, fearing it may lead to loss of all status within the family, The feelw

le Wittkower, E;, ope cite Dp. 47.
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| ing of being a btufden on one's family is a problem with which many patlents
wrestle long and hard before they come to peace‘within themselsr_es; There were
many examples .in_ the group of patients reseﬁﬁing their wives going out' to work
to support.the family and of patients reluctantly accei:ting partial or ‘comple.te .
support from adolescent or married children. |

Anxiety regarding economic affairs has a two=fold result in tubercul-
osis, TFirst it prevents the patient from achieving the rest that is the cormer
stone of the treatmente It 1s impossible for most patients not to worry about
how their families willl manage when they are no longer able to provide foi' them,
If a patient feels that his family is suffering-deprivc,tion as a result of his
inability to provide for them during his illness, he in fact shares their de-
privétion, though he may outwardly be comfortably ensconsed in a well equipped
sanatorium, complete with all modern conveniences and three square meals a day‘.b
If he feels that his 'family; in accepting soclal assistance is being reduced to
subsistence level‘,~ this in itself may be a ccntinuous source of f-esentment and
ipner conflict.

His a.nxieties may mount so high that he d:lscha.rges himself from hospital
o: returns to employment before he is medical,ly fit. There were several examples
of the -latfer reaction among the males in the groupo.

“ The second effect_of economic insecurify and deprivation in a family
is that it intensifies any emotional problcms‘ which eiisted. before onset of 1ll=-
ness, or which‘have arisen because of 11;; Soclal and emotional needs are so
ipter—related that they are‘ inextlricably interwoven in daily livinggv

One of the g’reatect difficulties a pé.tient may encounter during his
illness is facing the necessity of having ..f,c_;_accept social assistance for himself
and family. It 1s.a.n anomaly of our social system that we equate productivity .

with economic productivity, so that a person who becomes economically inadequate
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loses'nétbonly his own self-sufflciency but also the respect of society, and
‘often, along with it; his own self respect.- While it is true that theo:etically;
illness is an acceptable form of.dependéncy in our culture; the receipt of
social assistance carries with it in practice a social stigma and a taéit impli-
cation that there isvsome‘inhérent defect in a persoﬁ who is umable to provide
for himself and hi§ fami1y. This a#titude can be a great blow to the patient
and his family,

Of'the sample group forty-five cases accepted social assistance, thirty
at diagnosis and fifteen during convalescence; The accompanying table shows
the economic.statqs of those who did not accept soclal assistance; It is signi-
ficant that about half of the norn-acceptors wére married women patients who were
supported by their husbands. In almost all cases when the patients were bread—
winners or siﬂgle persons they had to accept sociai'assistance.

Table 10, Economic Status of Patients who did not accept
‘ ~ Social Assistance

1; Married women sﬁpported
by husbandSeeasscoecoasvsssssssoracsssses 16

‘ 2; Single people who preferred e
‘ to accept help from Telat1iVeSe 00 ersessss 6

30 Refused social assistance, though
eligible and no other visible -
means of SUPPOTbecoecsssssscsesrossssesss | -2

Lo _Accepted diagnosis, bub ]
continued Workiné’...aoocno.a-.conocooo-a 1. L

5, .Refused to accept diagnosis
and continued WOI‘kingoooou-..-......-o- b

6o Newly diagnosed, living on
savings.ooolb).s...«b...l.»o.t.!ob.»nlnluii 2

Total 34

The mixed feelings of many patients are well illusirated by the case

of Mre Do



76

mi‘ﬂng ' '

A gingle man, an orderly in a tuberculosis hospital, had
Just returned from a trip to his home country when he learned
of his diagnosis., He told the social worker that hls friends
would take care of him until his admission to hospital and
hey did not wish him to apply for assistance,

A few weeks later, he applied for social assistance,
Complaints of the inadequacy of social assistance in terms of daily
economic management were almost universal. in the group, Mr., E's case illust-
rates the general group feeling,
Mr. E
Was very 11l on: ad.miss:.on and required thoracoplasty from
which he made one of .the quickest comebacks the medical
staff had ever witnessed. .He considered rehabilitation -
realistically, He did not think he would need social )
assistance except for a short while after he left hospital.
He expressed real fear about his ability to live on social
assistance. He said that patients were having breakdowns
and requiring readmissions because they could not manage on
social asslstance, "He wondered if the same thing would
happen to him, He thought this was poor economy on the part
of the Governmeni. He resented having to report all his
proceeds from his occupetional therapy productss He thought
this destroyed a man's inltlative, In spite of these feel=-

ings he remained friendly to the social assistance worker .
and to the occupational therapist.

A small‘minority :efused to accept soc'l‘al assistaﬁce' though obviously
in need, .This refusal to "é.céept charity® was ﬁét« confined to the older péoi)le.
Some young people preferred to borrow f_ro_m relatives or i:e- supported by thelr
families,

Problem of Sgafatioii .ffoﬁ Fa.miix, and Changed Fa'.mil.z' : Relationshi;g.s

Long separation from his' fam:n'y; both physical and psychical,- is one
of the harde}étipréblenis the patieﬁt has: to face. .His diagnosis brings this home
to him forcibly when he is told that he must not kiss or caress his wife and
children, and with this painfu»lv édict goes the lurking fear of the effect thg.t
16ng sepa.ration Qill have on his famiily rélétionships, especially marité,l and

parent-child relatlonshipse
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The following cases show some.aspects.of the problem,
Mrs. A, - . . . S o
Was a twenty-five year old married woman, She was concerned
-about her husband not writing regularly. - She thought he
was probably interested in other women. He had always been .
attracted to the opposite sex, But she wasn't going to worry
like another patient who had died when her husband started
~divorce proceedings, Then relenting, she felt sorry for
him, too because he would "go wild if he didn't have female
‘company®, and she had been in hospital for three years, But
she intended to speak to him severely when he came at
Christmas, Her underlying fear was that he might go home
to Russia and leave her with the child, But the house was
. in her name, and was the only security she had,

Mrs. ‘ » ‘ : ,
Complained that her husband was very Jealous, A male pat-
ient had lent her a radio and her husband accused her of
infidelity because of this., She complained she gets little
change apart from the radio, for whern her husband visits
her he just sits silent. When she tells him life is not very
satisfactory to her, either, he laughs and says all she has
to do is sign on the dotted line.

M\’.‘S.. Xo : - : . .

: Was twenty-six years old, married, with two children in a
foster home. She felt she was neither needed nor missed at
home., Her family ignored her, her husband comes once or
twice a week, "depending on his mood", Her father didn't
like hospitals and wouldn'%t visit. Brother just writes,
She got no food or flowers like other patients dids

Problem of Substitute Care for Children .
' This is usually a very acute problem where the mother is the patient -

and there is no sﬁita‘bie or available person to act as mother substitute. The’
income level of these families usually precluded ability to pay for full=time

or even part-time housekeeper sérvice.. ‘There is no community agency providing
homemaker care on & free basis or on a siidi.’ng scale according to family income
for indefinite periods, The Family Welfare Homemaker Service cannot undertake to

_ 1
provide the service indefinitely in cases of chronic illness,

. 1o Since the survey was made the Federal Government provided a fiscal grant
in 1949 for a pilot project of this nature., The Metropolitan Health Committee
administered -tge grant and the Family Welfare Buresu supervized the placement of
twenty~five Homemakers in homes where the mother was a tuberculosis patlient., This
service was highly successful and much appreciated by the families concerned,
However, it was discontinued in 1952 when the Federal grant ceased. The Provincial
. and local authorities, in spite of much campaigning by the Health and Welfare
agencies, did not undertake financial responsibility for its contj.nuance.'
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Consequently, placement of young children outsidev their familles had'
to be considered by a numﬁer of families in the group. In ten cases children
were cared for by reiatives. Also a n'umberbof husbands vere bwilling to under-
take extra responsibility to enable scﬁool-age chilﬁren to remain in the home
" when the mother was in hospltal or cc':nvalesce‘nt; 'l’h‘.ree. children were placed in
the Preventorium, Fifte-'enwothars vere placed in 'fpster homes, either through
Child.ren's Ald Society or in privaté foster homes found by their relatives,' |
- Some femilies ref‘used to consider placements even when no other plan was feasible.

Placement plamming for children alwa,ys activaltes mixed feel:lngs in the
parents as the two following cases show.

Mrs. K,

Was a twenty-three year old ma.rried woman who had ninimal
active tuberculosis and was on bed rest at home. Placement
of the child was not & new experience for her as she had
once previously boarded him out so she could go out working,.
She consented to his placement in a foster home after she

- became ill, Becoming pregnant again, she expected the clinic
doctors would recommend an abortion. When they did not, she

- said that if ghe was well emough to go through with a
pregnancy she was well enough to look after her other chilg,
vhom she removed from the foster home, Then she looked after
both children unsided except by her husband,

Mre No
T Was a twenty=three year o0ld married man, very immature emotion-
ally, and regarded his baby son as a rival for his wifels
affections, When he learned his diagnosis they were living
in one small room., As the patient was sputum positive it
was recommended that he take & hotel room pending admission,.
He wanted his wife to place the child and come to Tranquille
to be near him, He phoned his wife regularly from Tranquille
until the doctor cut down the calls; so he sent wires, The
wife, equally immature, was indecisive about continmuing the
marriage, as he had never supported her, Both seemed to look
upon the boy as a burden, She asked Children's Aid Society
to place the child while she sorted out her affairs,

Problems Created by lack of Family Cooperation

‘Lack of family cooperation can create manifold problems for the patient
in the management of tu'berculosis; Though an extreme case,- Mrs; M!s well illus—

trates this,
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‘Mre, Mg .
‘Was a twenty~three year old married woman who was readmitted

following a breakdown attributed to excessive exercise and
worry over marital affairs, Sald she had to exceed her
exercise because hushand obJected to her staying in bed and
his having to look aftfer her, He had also begun to drink
and got in with a bad crowd. He made love to his girl friend
in front of his wife, but "didn't know why, as he respected
his wife®, Doctor, public health nurse and 'social worker’
failed to help him understand tuberculosis, but the latter.
learned that his mother had been a chronic invalid. He
resented having had to do many menial household tasks as a
boy. : i

'.Ebllowinga reconciliation the husband's behaviour persisted,
vwhich greatly depressed patient. Her doctor stated that she
needed "to want to get well', Her condition improved enough
so that she could be discharged,

This time, however, she went to relatives,

Problems in Preparing to Leave the Sanatorium Environment

It is & ‘para.dox that though most patients have great difficulty in
adjusting to sanatorium 1life in the beginning,b they almost all have some reluct—
ance towards leaving, A patient being "built up for discha.rge" has mizxed feel=-
ings; He i1s glad to be through the period of 'bed..rest,- but he has some quélms
about his ability to resume his life outside the sanétorium.' He wonders about
the acceptance he will get from his family; He k:nows; too, that one purpose of
the "building up® phase is to evaluate hdw well his lesions will stand up under
increased activity, and he may therefore fear a reactivation of his disease, |
To quote from the psychlatric team again:-

"VJarious suspicious and rebellious tendencies may appear at

this time and patients may accuse the institution of rushing
them in order to give their beds to incoming patients.ie.. -

It is at this time that somatic complaints often assume a
drematic qualityc.... The somatic complaints should be treated

as well as the underlying fears, and not coldly dismissed
as psychological..?’l _

1. ‘Goleman, Jules V., et al, op. cit. De 699»
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Problems in the Rehsbilitative Phase of the Illness

There must be a complete change in the patient's peychologic attitude
if he is to adapt himself successfullv to the next ‘phase of illness —— the
rehabilitative phase, Until this time it has been demanded of him that he
assume a role of completé dependency, .NQW it’ié demandéd that he assume his
independence again; Though he may aidently desire to do so, it 1s not without
aifficulty that hé shakes off the comforting'prgfaction that sanatorium life -
offers him., .One young girl, following»discharge,:said she would not mind break-
ing down again, as she missed all the girls S0 mucha |

It is not surprising, perhaps, that the most common dlfficulty in this
period of illness is reluctance to take the recommended ingrease in actlvity, ,
Persistént and unresolved diffiéulty in this area is often atsign of gross
. malad justment In some area of the pafient's 1ife; The medical social worker caﬁA
often be very helpfni to the doctor in helping both him‘and the patieht focus~4’-
on what are the factors in a pérticular paéient's.pérsonality which make the
life of an invalid preferable to the satisfactions of normal living, or what it
is ;n his life situation that he cgnnot face returning to.

»»Once'this is discovered; the medical~soéia1 workei can also help in -
eveluating the capacity of the patient to work through his difficulties, or the
degree to which he can be helped to develop the capaéityvto cope successfuily
with such dbstacles, Qhether in himself of in his envirénment; A small‘minoritx
who from a medical point of view are extremely difficult to treat, are those
patients for whom tuberculosis seems to serve the purpose of gradual suicide,
Their wish to die is‘sometimes!uﬁconscious, sometimes consciously‘stafed; Wha t-
ever ls done from the treatment poinﬁ of view, they get worse instead of bettef-
As one doctor puts it, "A malign fate»seems at work*.

There are also those people who might be described as the "passive!



81
persobality type; the ones who have given up trying in every area of life aﬁd
sink back into an acceﬁtanée of chronic invalidism_ﬁhich defies all attempts to
help them re—establish a more constructive pattern, Theré seems to be no point
at which the doctor_ﬁr social worker can get a foothqld; "
Some patients are aptly deseribed és:

"increasingly disturbed patients who manage to achieve some
precarious kind of equilibrium with severe pulmonary disease
but remain chronically ill for years, They rarely become
ambulatory, and if they do, are soon back in bed for years
after an immediate and severe relapse. .As personality types
these patients tend to be introverted, withdrawn people who
use their severe tuberculosis {o guarantee care and affection
for themselves, They seem.to pay scant attention to theilr
disease, yet manage to be the most discussed therapsutic
problems in the sanatorium over long periods of time, They
would probvably be frank schizophrenics 1f thelr emotional
needs were not somehow being precariously met by the care
and sympathy they always manage to get for themselves in the

sanatoriun’.
1

A1l these typés of reaction were represented in thé sampie £1roupo
" Most patienfs, hovever, given adequate individualized help, can come
through this phase and move on to the practical aspects of discharge plannings
At this poiﬁt tﬁe help of the medical social worker and the family case workef 
can be invaluable. - |

Convalescence

- Convalescence 1s conéidered the mos?t imﬁortant phase of tuberculosis,
because during it the patient makes the transition to normal 1iving° It is the
phase during which most breakdowns occur;.usually within six months of leaving
‘the sanatorium. Physical aspectis of living conditions are important and must

.

not put undue strain oh_the patient,

1, Hartz, Jerome, "Human Relations in Tuberculosis", Tuberculosis Comirol
Issue No. 56 of Public Health Reporis, U.S.A., Federal Security. Agency. Vol. 65,
October 6th 1950. Po 1303.
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~ The emotional enviromment to which a patient returns is also important.

The family need help in readjusting the living patteras they have develdped ih
the patienttls absence, They must also understand that he is notAa comﬁletely i
well person; |

The patignt's feelings about returning home are usually mixed; He is
on & rigid rést schedule which he must follow if he is to maihfain the gains he
has made in the sanatorium; It 1s very difficult for'one person in a family to
adhere to a schedule when nobody else in the house is bound by it, .especially
if there is no privacy. Many patients in the sample group did not have a room
of their own where they could take their day-time rest. ‘It should also be
remembered that:~ | | | |

M.eewhile it is true that self=centered and introspectlve
individvals are usually unduly concerned about their health,
1% is eqpally true that chronic sickness tends to make a
‘person self-centred and introspective," 1

* The two following cases indicate the problems which can occur follow=
ing discharge..

Miss J.
T Vas a twenty year old 51ngle girl who returned to her family.
Her mother, a confirmed neurotic, indulged Miss J. who
exceeded her exercise, and comphined that she could not rest
in the small apartment which her mother, sister and brother
shared. .She and her mother were being supported by the
brother, whom patient felt resented her presence and her.
illness, '
Miss S,
, Was a twenty-two year old single girl, one of a family of
five children., .The parenis had separated many years before,
§ and the patient was living with her mother and siblings who
' contributed to the family income, She had her own room,
nicely decorated, with a new bed~room sulte bought especially
- for her. She spent considerable time at leather work and
knitting. .She assured the public health nurse that she was
carrying out clinic instructions faithfully. Her mother,
‘however, said that the patient was hard to handle. .She

1, Wittkower, op. .cite De 22
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. gwore at her mother and sometimes refused to speak for two
or three days, She criticized her mother for keeping a male
boarder whose payments helped the family income, but the
mother did not like to ask him to leave because of patient's
attitude, Mother suspected daughter of visiting her father
down town, and patient was talking of going to live elsewhere,
Mother thought she would be better boarding with girls her
own age, &lso sald daughter was often out late. Patient had
‘e boy friend and became engaged but her lesions broke down
and she was readmitted to hospltal,

.A patient who is not weil enough to manage on his own, and accepts
city boarding home care also has problems in adjustment, During the past ten
years at least five or six tuberculosis boarding homes bave been opened and ut—
1lized by City Social Service Department for tuberculous convalescents. The
operators of all except one requested to be relieved of their boarders within
six months to two years; This was not prlmarlly because of fear of infection
but because of practical difficultles in daily management and discipline, .The
one boarding home which has been in existence fifteen years, owes its success
largely to the personality of the landlady who has the knack of handling tuber-
culous convalescents.

.The patient who is discharged to a room of his own must be careful to
strike the balance between foo much and too 1little exercise, The problems of
this group are discussed further in Chapter Five, as these patients are a special
community problem,

Some of the patients in the group had "flareups" in their condition
following discharge, . For purposes of this study, "flareup" is defined as a
reactivation of the disease in patients who had become well enough to leave hosp—
ital but had not yet been certified‘fit for full time light WOrko- Flareups
occurred in eighteen per cent of the total sample grdqp,‘in the ratio of ten
men to four women, most commonly within the first six months follow1ng discharge,

Only two of the flareups followed self discharge from hospital, though their

occurrence might have been anticipated in all but three of the fourteen cases,
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.pecause the patients were grossiy_exéeeding their exercise orders,

~ It is intefesting té note that while flareup was much more common in
patients living in family settings, breakdown, that is recurrence of disease
in those who had been certlfied well enough to undertake full time light work,
was much more common in the group living alone, Flareup was.qften related to a
too active social life on discharge, while breakdown wéS'most commonly related
to return to unsuitable employmene; | |

Rehabilitation

It ié difficult to estimate the precise point at which the rehabilit;
ation of a patient begins. In a sense, rehabilitation begins with diagnbsis;
/Actuaily,-treatment and rehabilitation proceed together. In the restricted .senmse,
rehabilitation begins when the patient has reached that point ig his illﬁgss
where he can begin to take an active part in the plan to restore him to community
11v1ng as self-supporting as possible, The standard definitlon of rehabilit-
atlon is that drawn up at the National Conference on BRehabilitation at Washlng-
ton, U S..A, in 19423 | |

"Rehabilitation in tuberculosis is the restoratioﬁ of tuberculous

. persons to the fullest physical, mental, social, vocational, and

‘econonmic usefulness of which they are capable'.

It is often possible to commence vocational‘re~training while the
patient is in the sahatorium. As a preliminary or concurrent measure, some form
of occupafional therapy is usually recommended. .Ifs'function in a sanatorium is
many—gided. It helﬁs to maintain the morale oflpatiehts, it helps them to occﬁp&
time usefully, it may cultivate new interests.which can later be turned into &
part-time source of'income, and it can help provide.training forfé more suitable 4
type of work, .Occupational therapy is, however an adaunct to vocational train-

ing, not a substitute for it. A good. deal of occupational therapy is craft

therapy which does not appeal to those patients who may not have the interest or
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sklll to produce work of marketable standard,

Vocational reétraining may involve aca@emic educatiﬁnal courses, .but
should never be limited to these; It is often possible for a patieht to com—
plete the reguired high school grades while in hospital; Not till later can he
undertake technical, industrial re-training.

| . In addition, the patient?s vork capacity needs to be eveluated medically .
and his work tolerance tested. He also.needs the opportunity to devglop confid-
ence in himself and his capabilitieé; These conditions are usually found in
sheltered workshops and in very light occupationse

| A minority of patients in the sémplé group wished to return to thelr
former jobs which were medically éuitable;v The majority; however; could bve
divided into two largé groups; - first; those who because of their ﬁedical
condition will never be more than partially self-supporting, This group requires
specialized retraining; plus selective placement in sheltered workshcﬁs of some
kind. The second grou@ are those whose prognosis is good; and who can be com=-
pletely selfésupporting tut who are unable to return to their former vwork be-
cause of its unsuitability. ’

Casework service to patients in the first group is directed tbwards
helping them make a comstructive adjustment to their disabilities. The second
grsup often need help.in accepting the change-cver to sedentary employmgnt. It
is nof to.be‘fresumed that most patients will welcome the idea of sedentary work .

- merely becausé they realize it is in their best interests. Many patients who
shéve lived a 1ifé of action and who suffer from what has been called feultural
poverfy”, have neither the.capacity nor theniﬁclination for sedentary work, as

fhe folléwing cases shows

‘Mr. A,

A young man in his early twenties, bad been a logger before
his illness, He returned the sheet the EKehabillitation
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_ officer gave him completely blank, He said there was

nothing in it for him, He was ruined anyway., He wasntt
going to do anything for the rest of his life, he would
rather have no job than a llght Job. It was no use planning
for a future that for him wasn't there, It was a toss-up
whether he would return to the woods and have & good time
and then return to the hospital to die. The woods held

more appeal then any light job, even though the light Job

"helped him to live to be 100 years olde.

Mrse Lo ' -

Did not want any rehab111tation ‘course, All her previous
plans had had to be cancelled so it was better to live from
day to day. -She understood she should not return to her
former employment, but she would waii and see -~ something
would perhaps turn upe

The patient 's emotional readiness to undertake any specific form of
rehabilitation training is fhe reqnisite.with&ut which no plan can succeed.-
The role of the medical social worker in evaluating the patientls wepknesses:
and strengths in terms of ability to use retraining facilities and helping him
work through his feelings régar@ing the whole area of,rehabilitation is a pro=
fessional Jjob demanding the highest in casework skills;

Rehabilitation is not completed till the patient is restored tb the
'community'agéin as fﬁily self=-supporting as possible; This implies the existence
of a Jjob-placement program; Because such facilities do not exist in sufficient

_measure in Vancouver, the tendency in the sample group was for patients to re-

turn to their former Jobs. As these usually involved the things which are
occupational hazards for the ex-tuberculousi- heavy manual labor, irregular hours,
night work and exposuré to extremes of temperature, it is not surprising that

the percentage of breakdowns in the group was high, as Figure 6 (page 87) shows.

For purpbses of this study, a "breakdown® is defined as a recurrence
of active disease in those whose lesions had become sufficiently well healed

previously, to allow them to undertake full time light work, on medical recom-

mendat ion,
Breakdown occurred -in eighteen per cent of the total sample. But if
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the sample group of those living alone is considered separately forty~five per
\cent of the p50ple 1iving alone éuffered e breakdown, as compared with a cor-i
responding figure of ten per ceant for thbse living in a family setting.

In five cases out of the total breakdown groﬁp,'a breakdown'waSJunex-
pected, as the patients"lesions were apparently well.healed, and the& were fol=-
lowing a moderate regime, .The remainder (over nalf of tﬁe group) were following
a mode of life unsuitable to an exr;uberculous fatient, usually because of unsuit-
able employment,

Patien;s need to remember thet having had the disease imposes some
limitations on them which fhéy'must-observe fo:_the rest of their lives; Though
a patient may recover his health, he still retains the bacillus within:his tis-
éugs; No matter how well-healed lesioné may appear to be this does not exclude
the possibility‘that the bacilli he carrles within him may be stirred into
éctivity again by aﬁything which lowers his powers‘of resistance, ,Therefore;
for the rest of his life, he should §bsérve ﬁoderation in living habits, If he
does, the chances are that he wi11 maintain his health and conserve the gains
made at such a cost to himself, his family aﬁ& the community.

FIGURE -6 Incidence of Breakdown in the Sample Group
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CHAPTER 4.
The Family and Tuberculosis

Tuberéuiosis 1s an illness whose impact affects a patientl!s entire
family, Thelr understanding and cooperatlon are esséntial in the successful
managenent of the disease, Like the patient, his family must be willing to ac-
cept major readjustments in livihg patterns as a result of the disease,

Changes in family roles are inevitable, whether the patient be the
fatﬁer, nother or single‘adult, hasband bi wife; The family must be prepared.to
accept constructively the consequences which the long absence and incapacitation
of a famiiy member entails;' Some family members may have fq.aésume.the absent
patient!s role as barent of breadwinner; They must accept a redquction in living
standards with the resulting‘readjustments;l Af the same time they must maintain
high standards of nutrition, for their own and the patlent!s sake. ,They mist be
prepared to accept their‘part,in the ;reatment plan and take responsibility for
the daily management of the paﬁient's illness while he 1is home;J‘Fhmily problems
existing prior to the illness are usually'intensified,,while others may arise as
a result of it, .Ail these are important ingredients in the emotionalvatmosphere
surrounding the patient, and their presence or lack may play a great part in
determining the-nature of the adjustment he makes to his illness, his eventual
degraefof recoveryvand the success of his rehabilitatorylefforts. ‘Hithout family
support the patient finds fatels blow even harder to take,

The situation of the patient with no family presents, ipso facto, even
greater difficultiese .

Femily attitudes varied as much as did those of the individual patients.
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Mrs. .V,
Received the public health nurse politely btut resisted all
suggestions that her son had tuberculosis,

Mrs, Co
T Was cooperative regarding X=rays for herself a.nd family, but
did not want her roomers, who shared the household facilities,
to know of her son's dlagnosise

Mr, M, thought his daughter would die from the disease anyway
~and "would Just as soon see her go mow as live like an invalid
for the rest of her lifel,

In some familles there was a real fear of infection which fear the
patient was made to feel, ‘ In ofhers there was a fatallstic attitude; or cbmpléte
unconce;'no .Sometimes a family refused X=ray checkup, or would ignore precaution=
ary techniques. The following case illustrates this attitude.

Mra P '

Was a married man with three children., He drove a city gar-
bage truck., His wife who had severe tuberculosis, discharged
hersélf from the sanatorium following the first stage of
thoracoplasty and refused to return for the completion of

the surgery. She was sputum positive, and told the public
health nurse she did not practice precautionary measures as
she thought it a lot of "tommy rotth,

When the public health nurse discussed checkup examinations
with Mr. .P., he stated he was not worried about infection of
the children or himself. "If you are going to get it, you
can get it by walking down town® he said. "With all the
precautions they took in hospitals a lot of nurses got it".
.There was as much tuberculosis walking round Vancouver as
there was in his own home., .Besides, ®one that!s got it is
one that you don't need to be afraid of", .He didn't believe
in "taking dirty stuff from a cow and putting it into a
child's body". He thinks his wife would be dead now if she
had stayed in hospital, and after all, she doesn!t need to
worry about the housework,

Undoubtedly, Mre. P. took excellent care of the children,
-He prepared their school lunches and put them in the frigi-
daire for next day; was a good cook, handy with a needle,
bought a washing machine and worked 1%, and tried to get a
suitable woman to do the heavy work,

Problems of Daily Managemeht wheﬁ.a Patient is Home

A1l ‘patients, whether they accept sanatorium care or not, are home for

. considerable periods of thelr illness, including the two most crucial ones from
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the patient!s standpoint ~= namelir, when he is awalting adnission to the san—
atorium and when he 1s couvalescents . Family attitudes at thése times are
specially imporiant, |

.The period when a patient is awaiting admission is an extremei_y difg
ficult ome for both him and his family, The recommendation "Admit® is inter-
preted to mean immediate bed rest.' If the patient 1s sputum positive, the fask _
of looking after him is doubly difficult';" In ord.ezv'v that the patient be giveﬁ
the required care,‘ ‘the home must be turned into a minature hoépital. The British
Columbis "Handbook on Tuberculosis® states thats-

l, Patient must have a room to himself if at all possible,

2, All excess and stuffed furniture to be removed,

3¢ Patient!s linen and towels to be kept separate and disinfected
‘with lysol solution or soaked in boiling soapy water before putting

- with family wash (ambulatory patients to use their own towels
always),

L, Dishes and cutlery to be boiled if possible after each use or washed
- in boiling soapy water, and rinsed in clear hot water., If this is
conscientiously carried out, there is no need to keep the dishes

geparate,

5. .Blankets, comforters, pillows should be frequently hung in moving
air, outside in the sun if possible,

6, Outer clothing, suits, dregsses and topcoats are to be protected by
careful conscientious use of the paper handkerchief, . Any spottiing
vhich does occur 1s to be carefully cleansed with soap and water

“and the clothing hung in moving air. All outer clothing should be
hung in the fresh air frequently. Pressing with steam whenever
possible is also effective, ' oo

7o. Damp -dusting to be done daily,

8, .Home to be thoroughly and frequently aired.’

90 Asceptic techniques in the home should follow as closely as. possible'

~ that followed in i.:asti17u.1::loms..2 ‘

The difficulty of carrying out the mecessary precautionary techniqiq.es
is greatly intensified by the extremely unsatisfactory housing conditions in
which many of the families in the group lived.- Apert from those living alone in.

housekeeping or sleeping ‘rooms.' there were twenty eight patients: 1iv1ﬁg in houses;

1. Hatfield, op. cite po 89
20 Hatfield, Op.'Cite DPe 87,
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and thirty one in sultes. Those living in houses were better off as regards .
sanitary facilities; but at least half of the houses héd defective heating
equipment andvaOd storage facllitiles. Very few of the suites were self con-
taineds 1In most, bathroom and toilet facilities were shared, and in some; kit-
chen faéilities were shared too; ‘Quite apart from the fact that there was over=
crowding according to the standard of "one‘person‘per room,'exciuding the kitchen
and bathroom”, it is significént that of;all the fifty nine patients, in only
eleven cases was it possible for the patient to have his own IooMe |
Overcrowdigg | |

| Apart from the opportunitles ovexcrowding offers for the spread of
infection i% can cause emotional conflicts of various kinds due fo lack of
privacy for any fémily member; it can meke it impossible to show adequate res-
pect for the rightsvéf others: 1t engenders resentment when onel!s rights are |
iﬁterfered with; it fosters uncongeniality between family members;. it helps to
cut off young people frdm normel soclal relationshipss it is the most potent
single factor in tﬁe:continuationAof deleteripus'living habits; it.prevents
concessions which muét be'made to the patient because Qf his illﬁess; it can
impose a tremendous strain on both patient apdvfamily, from which there ls.no
release whén'tﬁere is no privaqy;

‘ It 1is quite true that people react to unsatisfactory living conditions
in a varietysof wa&s, but most{ people iﬁ'thé sample group expressed.some degree
of frustration with their living acCommodation;

.Children

It is dangerous to expose childrén to an open case of tuberculosls
Vbecause it is impossible to control the amount of infection the child receives,
There is no way of foretelling a child's resistance level; and the chances of

developing a progressive fatal infection are much greater among exposed children
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than among non-‘?éxposed. children,

For this reason tuberéulosis patients are expected to separate them=
selves from their children at least during the period they are infectious, Dif=
ficult-as *ﬁhis uay be for the'tubeiculous parent and the remaining pareﬁt, it is-
most difficult for the_.child,' An entire thesis could be devoted to the effecte
on parental tuberculosis on children, One brief glimpse of this can be illust=~

rated by the case of Mrs. Ue
Mrs. Us ) : . . ] .

Mrs., U's children were placed in a foster home when she went
to hospitale She discharged herself while still sputum
positive; directly against doctor'!s orders, She contacted.

. one of the children in the foster home, and he vislted her
on the sly when he went to the public library. The ten year
0ld boy admitted kissing his mother many times,. The steps
father invited him to visit them oftener, but the boy knew
he was dolng wrong, though he did not like to disappoint
themo ’ T

When the parents visifted the boy at the foster home, the
foster mother asked the mother not to come again, as she
considered ‘the mother a very sick woman, ‘

Effects of Tuberculosis on Femily Relationships

| Many familles in the 'ngoup ‘successfully weathered th; stress and straing
on relationship caused by the patient's illness, but many others did not., ¥No
matter how great their concern for the patie;xt a_; relative does not always have

the ego strength to assume a new :t‘é.m‘ily role.' Mrse Z!'s case 1llustrates this;

Mrs, %o
Learned that her husband had far-advanced tuberculosis when
he was X=rayed for a logging injJury. ©She gave him good care
in the home, but nullified thls by periodic drinking bouts,
which later caused him to discharge himself from the hospital
through worry over her after she came to visit him in an
intoxicated condition. Later he refused an available bed
because one day's notice did not give him time to make
financial arrangements for her. Her dependency needs con-
tinued to be an undue strain on the patients,

Sometimes, though & wife may-cbmpete_ntly assume the breadwinnert!s role,

there are underlying dissatisfactions which can have serious repercussioﬁs on
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the maritallrelationships,‘ as Mrs, B's case shows.

MrSo Bo

T Was a forty year old woman &t the time of her husbandls

- dlagnosls, They had a five year old daughter, He was
chronlcally ill for seven years but refused surgery, though
his condition slowly retrogressed. She gave him excellent
care and cooperated fully in the treatment plan. Finding

- Mother!s Allowance not enough she went out to work, After
seven years she asked for a divorce, saying she was having
to neglect her child, in order to make a living, Also, she
knew another man who wanted to marry her, Her husband, who
had known him previously, said he approved of him and was
glad that his daughter would have & good home, as there was

. not much chance of recovery for him., He admired his wifels
frapkness in the situation. :

-Tater, he became well enough to be dlscharged and married a
girl over twenty years younger than himself. :

Econom:.c Problems Created or. Intensifieﬂjbl the Iliness$

Economlc hardship is another.great difﬁculty which the family of the
patient has to face. Almost all families in the group complained of the dif-
ficulties iﬁ this area. Without exception, those who accepted social assistance
found‘it ihadequate; Some of them borrowed from friends or.rela,tives to supple=
ment 1t No matter how‘ coopera.tive a fa.mily was or how éreat their strength,-
continued economle problems sapped them (»zve.mn.ua.ll'y.?7 |

 Tnig 1s well fllustrated in the case of the P. family,

Mr. P,
Was a thirty-nine year old married man with a four year old
dsughter when he was diagnosed minimal active tuberculosis,.
Though cooperative his condition did not improve, His wife,
happy, intelligent and understanding, moved to a small farm
holding in Kamloops to be near hime.. She took care of all -
heavy work and household duties while he made the furniture
by hande He wished to take vocational training for light
work. Later he had to be re-admitted to Vancouver hospital
for a reactivation of his lesions. Finally they bought a
float house, the inside of which they fixed up splendidly.
Mrs, P, made the rugs, curtains, chair-covers and kept
everything always bright and.clean, They had no taxes and
well water cost them $1,00 per monthe Mrs, P. collected .
and sawed driftwood which kept the house always warm and
dry. He epent much time fishing from the float. But after
several years the P!s, in spite of rigid budgeting and



making their own clothes and household furnishings, and
collecting their fuel, could not live on Mother'!s Allowance,
80 Mrs. P, worked as a domestic, but only intermittently as
they could get no reliable person to look after the small
girl,

On his discharge Mr. P. took care of the child while Mrs, P,
worked in a camnnery, But the doctor ordered & cutting down
of his household duties as being excessive, Conseduently,
Mrs, P. worked on the night shift, or from one to five p. me
only, Mr. P, spent one hour per day on a bookkeeping course,
which they had to finance themselves because of her earnings.
They continued to save a little each week, as they did not
wish to be left homeless if industry took over their watere
front spot and made their property valueless., They also paid
for music lessons for the childe Mrs. P, continued as cheer—
ful as ever, But Mr, P, became depressed after eight years
of illness, his lack of improvement and inability to take

his share of domestic responsibilitys

Insdequacy of Social Assistance Set at Subsistence TLevels

If we expect to obtain the patientls :mllest cooperation in the treat-
ment plan we owe it to him to take proper care of his family while he is incap=-
acitated. It might be a.rgued that “the tuberculous group in British colum'bia. is
in a privileged position as regard.s public welfare allowance. Th;is is undoubt-
edly true but even with the extras they are allowed, vit is stillyhdii"ficult for
a pai;,’iellzt' and his family to manage adequately over the long period of the patient!s
* illness, Bgsic social éséistance rates make no 'allowa,ncés for the provision of
such essentials as cleaning and toilet articles, clothing repairs, shoe repairs,l_ |
household replacements such as 'brushes, pa.ns, crockery, 1inen. It makes no
allowa.nce, wha.tever, for those "semiwluxuries" which have become almost neces-
sities in modern 11ving, and which do so nmuch in preserving‘ patients' sense of -
well=-Ceing - such things as #ewspapérs; radio,v toba'cco,‘ﬁ cosm'etics,- permanent
waves, movies and the occasioﬁalb ball ga.me..“ | »

The heat and ligl;ﬁ allowance night be made to stretch if the fainily
used one room only.“ eat.only oﬁe hot meal a day, and went to b‘ed_early.‘ If

| there is an infectious or sputﬁm prodgqtive patient in the home it is practic--
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ally imposesible for a family or patient to have all the hot soapy water required
to carry out the precautionary techﬁiQnes regarding'dishes; linen and clothes;
and stay within the fuel allowance, -‘

The British Columbia Social Assistance Act states that assiétance
should be given according to geed; and according to the standards set; These
standards; hqwever; are set at subsistence levels;' Our socigty.is still in-
fluenced by the philosophy that social assistance levels mué£ be plaéed as 1ow‘
as pcssible to act as a deterrent against people,living on social assistance any
longer than necessary, It is conside:ed'that assistance a# higher than sub=-
sistence levels would undermine peo@le's characters and make permanentqpaupera
out of them, These views still persist regardless of our experience in depres-
slon years which prgvided irrefutable evidence that most people normally desire
a fuller life than that provided by bare eiistence, and thet most people want |
to work when the opportunity offersq o '

It is the frustration caused hy enforced idleness which eventually.
makes some social assistance recipients unrespon§ive.to normal satisfactions,
thus resulting in what we haﬁé come té call "pauperization® of the individuale

;vBesidés; as every sdcial worker knows;‘the workeshy are not madétworké
consci;;s by?deterrent social assistance rates, Theirfs is a soclal sicknesé

_ )
inoffectualg

which goes mucn deeper,,and for which that kind of punitive "therapy" is entirely

L

2

Another argument unfallingly raised whenever social ass;stance levels
are discussed is that the normal standard of living of such as those in. the
sample growp barely reaches subsistence level, anyhow. Yet available evidence
indicated that most people in the group vere 1n the bofdefline income brackets
'and wouid hot have falleﬁ to subsistence levels had not illness pushed them over

the edge; It is true thet £here was a sﬁall percentage of chropically destitue,
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people in the ‘group, but from the point of view of t\iberculosis_ control it is
our rgsponsibility to raise §uch people to a better standard of living in the
econonic scale:if only as a pﬁblic health measure, quite apari from the broader
question of their rights as hﬁman beingse
There are, as Dr.,r Wade Hampton Frost reminds us, two conditions favour-
ing ’ohe' spread of mberculosi's', Intimate exposure ‘and povert&.A

Family Attitude to Convalescence is Critical for Patient

‘All patients speha the greater parf of their conval’esc{eﬁce in the home;
Fa.mily attitudés are esPeciaiiy important at this time., The patient needs to be
handled understahdingly but normally, and with due regard for his physical 1imits
ations, The family; ‘1like the patient has to make major adjustmenfs 'in this phase
of the patient's illness, .They have had to d evise new patterns of family living
during the absence of the‘pa.tiient. Now they inu.st zfevise them} and make é place
for the returning patient; Casework help at this point is often a great facil-
itator of the readjustment process for both family and patient;’

The onus for non-‘-cboﬁeratioﬁ is not ‘a.lways on the famlly, for in some
cases the returning patient refuses the family!s proffered assistance. " There -
were cases where the faxﬁily offered the patient a home, yet saw their 'offei'
re:jected. in rfaw)or of a city boarding house; in somé homes there was constant
friction over the patient!s refusal to follow rest and exercise orders, There
was much .-evidence to Jjustify the view that convalescence is the most trying
time for the 'family as well as the patieﬁt.i

Problems of Famili;es. where more, than one Member is Tuberculous

One fuber_culous patient in a family é:reatés a burden, b\;t more than
oﬁé patient in a family has a dgvastating effect on the whole ‘family structure,
The case of the A, family is presented as a.n 1llustration.

The &, Tomily.

Consisted of parents and six children, the eldest of whom
wae sixteen, Mr, A, was diagnosed and accepted hospital-
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ization. In the following year Mrs. A. contracted tuber—
culosis and was hospitalized. She worried about her children
- in foster homes. .In the opinion of the public health nurse,
the family was considered to be somewhat lax regarding pre-
cautionary techniques, and housekeeping standards were not
high., Nevertheless, family bonds were strong, There was
always a well-kept vegetable garden and chickens as additional
‘food supplies, and as time went on the family purchased
modern home appliances, as for example, a washing machiune,

Al

On.discharge the father took unsuitable heavy work digging
ditches which was all he could get. The eldest daughter
contracted the disease, was hospitalized and made a good .
recovery, following which she took a stenographic course,
The youngest daughter had a healed primary complex,

Because his work was too heavy the father reapplied for social
assistance till he could get lighter work, . This was refused
‘because of the earnimgs of the two eldest sons, the younger
of vhom left home to g0 logging, where he got in with a "bad" -
crovd, started drinking and gambling. He was ashamed of the
family history of tuberculosis, tried to conceal it and
neglected to report for Xe~ray checkups though feeling ill.

He contracted debts of over two hunired doliars which his
sister repaid., The eldest son .supported the family, though
plaming to be married himself, VWhen reporting for his
routine X-ray checkup, the eldest boy was diagnosed as mod-
erately advanced active tuberculosis, .The younger boy finally
consented to X=ray and was found to have far advanced active
tuberculosis., Both boys entered hospital., The younger boy
dled there, : ‘ o ' ,

Mrso, A, was distraught and refused to let the youngest son
take a paper route for fear he would break down too. "I give
them good meals, good clothes and a good home, yet one by
one they get itt, o

While in Tranquille the eldest son learned that his father

was working in a foumdry because the famlly had been granted
only reduced social assistance on the grounds that the daughter
was earning. He became bitter, saying that he had been proe
mised that his people would be looked after if he entered
hospitals All he asked was that his father be helped to get
lighter, more sultable work, so that social assistance would
not be necessary for his family,

Evaluation of factors determizx_i@_g. successful management of the diseass

There is no accepted index of success or failure in the management of
illness, TYet examination of the case histories in the sample group shows that

the degree of cooperation of the patient and his family are of paramount import=
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ance;;and might be said to be the greatest single factorviﬁfluencing sucecess or
failure; | ~

A patient!s cooperation is affectqd by many things; ' The most important
determinant is what is cémmonly called'eﬁotional maturity. This is a complex
thing, It is most frequently found as the by~product of a happy life experience
meetling all areas of need 1nAthe formative years, Its hallmarks are the problem-
| solving attitude towards life, freedom from undue mentél conflipt;.the»ability
to be guided by reality principles and long term values, capacity to love SOmeone‘
other than one's self, good work adjustment;‘and all the other characteristics
of the well=adjusted person; |

 In almost every.case*in the sample group where the patient was uncos
operative, there was conspicuous absence of emotional maturity. Thoée patients
vho managed their tuberculosis successfully; usualiy showed evidénce-of.maturity
in other aréas of livingo The importancé»of this in relation to medical social

work and to social services in general cannot be overemphasized;
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In our modern world,; community or@nization igi’ welfare services is; »
or should be eterybody's busines_s;‘ But in our 'cbmplex, pressured wa& of life
1t is easier' to leave it to the other fellow. Even with the cooperatien of
patient and. family; the tu'bercu'lo‘sis control program is ineffectuval wlthout the
understending and coboﬁeration of the general public, PThe battle against tuber=
culoeis,® &s Osler once Sald "is not a doctor's nffair; it belongs to the entire
public.® o

mn; the health and weifnrs view point, tuberculosis .pre'sents the moét
difficult administrative pi'o.'blems; Becsuse of its co,mnm_nicability; it involves
a multitude of soéial-implications which no otlier disease piesents to the. éamé
de'gr‘ee. Q:arantine regulations ca.nnot be established of enforced as in other
communicable diseaees, because it is impossible to. estimate the timo interlude
between infection and the onset of the acute disease. Some patients, in spitg kof
willing cooperation and long periods of sanatorium trea,tment, remain sputum
‘poaitive all their 1ives. so that for them quarantine regulations are tantamount
to life imprisonment. - L

"Anybody dea.ling with tu'berrmlosis" says Bmhl~ "is impressed by the
great frequency with which it is impossible to trace the source of in.fection,
and the mumber of people who have open lesions without knowing it,*"

Out of the sample group thirty-=four per cent could name a known contact,i

1 Rich, 0De cit. p.‘ 896. In his footnote (1019) Rich quotes one observer,'
Ealle, who could not find the source of infection in 71% of a group of adults,
which Rich considers a reasonable average,
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excluding the three cases where there were occupational exposures through work
in tuberculosis hospitals. Doctors estimate that by the time a tuberculosis
case has gone unrecogiized until th}el fai' advanced stage,. the person hag infected
at least five other people. On tlﬁ.s 'bé,sis the group would be responsible for
the infection of about 150 people. Figare 7 1llustrates the incidence of sputum—
positive patients in the sample gi'oup. At least sixtﬁ‘-‘-four per cent of t_ho”_.
group had‘ positive sputum at some' time during their illnes,s; twenty-ﬁfé.per
cent of these were sﬁutum-'positivé at diagnosis. ' |

Therefore the commnity in its own 1nterest and the patient's, should

take responsibility for tuberculosis control services.

. Figure 7 Showing Incidence.of Sputum Positive Cases
in the S%e Group.
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Essentials of a Good Tuberculosis Control Program

The first problem which the disease presents to the commmnity ie
Tesponsibility for an adequate program of case-finding, This can only be done

through the':provision of a complete range of dlagnostic services, free and avail-
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able to all, The most important diagmostic tool is mass radiography of large
mumbers of apparehtly healthy people, This has the additional advantege that
2 high percentage of cases will be discovered in the early stagese

Presuming that there are enough ‘beds,'v this should result in patients
being admitted to samstoria while the disease is still in the minimal stage.

The stage of the disease at which most patients are admitted to hospital is; say
some authorities, "the most important single factor in prognosis".-l

The next 'eséehtial of an adequate tuberculosis control program is the
development of adequate treatment facilities, both medical and social, These
have already been outlined in an earlier chapter,:

Tuberculosis control programs asre judged by such staxidards as required
ratio of beds to deaths; ratio of known cases and deathé; and the stage of
disease at which most patients are admitted to and discharged from hqspital.
Accoi‘ding to. these r_eliéble guiclés the British Columbia Tuberculosis Control Pro-
gram raﬁks high, But even if a community bas the required ratio of’beds to .
deaths this is not sufficient i1f there is still a waiting list for sanatorium
beds. Some authorities believe there should be & bed for each case of tuber-
culosis regardless of the stage of the disease; Nor is it eco__pomical to cu.t. down
on the wai.ting list by discharging patients;. vhose disease is quiescent,' sooner
-than would be med’iee;ny ad.viséble under more favorable conditions, to make way
for those in the more acute stages of the disease.

The only real test of the adequacy of the community?s tuberculosis
services. is that all the required services are i'eadily available following disg-

hosis, or at the point in treatment that they are required.."

1, Chadwick and Pope. ope cite De 73e
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eratéd. Jin. & Social Mili ._Not, a Social’ Vacuum

A Tuberculosis Control Program

No tuberculosis control program, however complete its medical- services, i:

can be effective unless adequate ancilliary social services exist.in the coms
raun:lty.. It is not generally_realizéd that the patient!s a'biliﬁy to benefit fully
from medical care depends primarily on two things == first, his adjustment to

his disease; and second.ly,“ the fullest possible resolution of the §ocia1 problems
influencing his ;111ness.‘ Without social services the social aspects ‘o:f tuber-
culoeis camnot be treatede These are so important that tuberculosis has been
called "a social disease with medical 1mp1-1.cations’—'f.

The costs of these. services must be borne willingly by the community,
Tt was estimated that in 1952 in British Columbia, the average cost of a tuber—
culosis case was $ll+.—000,' including money spent on the jg,tient!s femily as well
as on his mediéal ‘care. Understéndably,. fiseal policies play an important part
in tuberculosis control.- at if they are é.llowed to« determine the quality and.
quantity of tuberculosis control services then the whole cbmmunity ‘18 the loser
in the long run. Better services mean that more patients will get well in less
time, and more will stay welle |
Responsibility for Rehabilitation Services.

Another problem for the community is fhe development of adequate rehab-
1iitation services; the lack of which is a great weakmess in ‘the British Col-
umbia mberéulosis control program.‘,t Having spent. $14;000 on.one case, common
sense dictates that all possible steps be taken to. prevent spending another
$14;000 on. the same person; which occurs unfortunately, through the lack of -
adequate rehabilitation services. Another aspect of this lack of service shows
in the fact .that eighty per cent of-those;' i-eleased from sanatoria as cured die

L . ..
within ten years, 'Evidently. the ‘'bacillus 1s not solely to blame,

’1.‘ See address given by Dr. Myrom Ce Weaver at the annmual general meeting
of the Vancouver Preventorium, 1952,
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7 _ Adeqﬁéte rehabilita,tion,s‘ervices include vocational rotraiﬁinig and

)Job placement programs, and also shet,ltered workshops for those unable to com='
pete in the general labor market, .To be therapeutically sound the workshop .
program will always need some degree of subsidization,: But the cgsts’.of inain—
taining patients in hospital and on social assistance after breakdown are higher
than the costs of enabling patients to earn their living as far as they can.
The psychological gain for patient and his family are inc,altmlable.‘
‘Besponsibllity for Preventive Measures

In -i)ractice, treatment and prevention cannot be divorced., Early
isolation of Infectious cases, and X=-ray follow up }o‘f contacts, are as much
preventive as therapeutic.. A high le{rel of public hygiene in general will assist
the specific tuberculosis control meaeure‘s., :

For many years tuberculosis feéea.rch workers have. carried on e;;ten-‘-
sive experiments to find a method of producing a significant degree of immunity
wiftﬁdﬁt,pr,odu;:ing progressive disease., .Innoculation with Baci.llus.Calmétte-
Guérin is the closest approximation to this yet d.iscovéred. .Since its develop-
ment in France in 1908 by Calmette and his assoclate Guérin it has heen widely
used in Frence and Germany for‘ ‘infants, and Iin Scandinavia for student nurses,
Other countries wereliess receptlive of it; though -Britain;‘ New Zoglgnd; U.'S.‘A.ﬁ
-and Canada have all begun to use it recently. | .

Authorities differ regarding the merits of B. c. G.} though 1ts a.dvo—
cates claim that the vaccine produces artificially vwhat the individual would

have got by & small primary infection, thus protecting against a massive _in—

1, Dr, C. Je Beckwlith, President of the Canadian '.Puberculos:ls Assoclation
said at the Annual Meeting of that soclety in 1952 that most disease could be
eliminated if all were vaccinated, and that the negative reactor is four times
more susceptibler than the positive. Rich, op. cite. pe 810, 1s inclined to
think it is advantageous in many cases, though bdad for a minority - which would
put it in the same category as small pox and diphtheria vaccinat:.ons and in-

noculations

1
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. fection later on. Some authorities hold that the effect of our present tuber-

culosis control policies in deferring primary infections until ad.oiescence and
early adulthood may be undermining the resistance of the race; and paving the

: 1
way for future increase in the severity of the disease,

One quarter of the patients in the sample gronp were unattached men

'living alone. This gronp presents special pro'blems to the community.

Many authorities believe that this g-oup 1s« the real crux of the spread
of tuberculosis in & community. _It vas interesting to note that in the sample
group flfty per cent of those living alone were in the far advanced stage of
tuberculosis at diagnosis as compared with twelve per cent in the rest of the
group. This might seem to confirm the view that this group consists mainly of
the dregs of soclety ~ the vagraﬁts, the alcoholics, the mental defectives; the

drug addicts and others, It is true that there was.a minority of such people

' a‘.mdng the gi‘oup living alone.n The majoi‘iﬁy; h‘owever, were men who had good work

records in unskilled 1ab6uring jd'bs, and did not ‘become public ciia.rges till'tizey
cqﬁtra.cted tuberculosis, It was often just as difficult for these men to ad-
Just to a reduced income at sociai assistance le\iel as it was for patients vho
had femilies, S |
| Thése ﬁatieﬁts are o:éten juﬁged to be among the least cooperative
patients becanse their background and lack of family ties make 1t aifficult to
‘reha'biiitate theme As regards the. sample group; there was no evidence to sup;

poi't the theory that such people are in general less cooperative patiemts, If

there is a higher incidence of breskdown in this group; it should be remembered

1, Bich, op. cits e 797, cites the opinion of Cobbett, an English
observer who stated this in his book "The Camse of Tuberculosis!, Cambridge
University Press, London, 1917, p. 86 -
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that this group'encoﬁﬁfers exceptional difficulties in convalescence and re-
habilitation. While it is interesting to .speculate on the emotionsl compon=
ents of the illness in this usually close;mouthed,' lone-wolf type of individual
who for various reassons have severed their familit:.ttios; it does not necessarily
follow that their psychological conflicts and personal problems are necessarily
more severe than those of patients living in family settings. )
Thp patient who returns to live in a room of his own is beset by dif=

ficulties unless he is lucky in his landlord or fri-ends.‘ Few in the group vere
lucky in these respects and most of them found that the combination of unsuit=
able housing and looking after their phyéical needs meant overdoing thelr exer-
cises,

There are not enough boarding homes to take care of all the patients,
and the patient without housekeeping facilitie’s,l though he gains in rest,' loses
financially by eating all or moet meals in restaurahts;_ snd the "tﬁbe:culosis
extras” soon go the same way. ZFating out can also interfere with exercise
schedules especially if stair-?climbipg is involved, Mr. Its case was"ty'pical;
Wa,s a single man living in a hotel room. He complained
that his allowance was not enough and he had to borrow
small amounts from friends, but this he could do no longer,
The City Social Service Department advised him to save by
-cooking his ¢wn meals, He saild he had no cooking utensils
but was told he should apply for them through the Red
cross Soclety. _

This episode upset him and changed his previous friendly
relationships with the Department,

It ie to be noted that people living alone do not benefit from the

social assistance concessions to tuberculoums patients fl_:o. the same extent as -
. patients living in family settings, The maximum emount of soéial assistance
for a psibient»‘living al@ﬁp never exceeds the cu;‘fent city boarding home i’a,te»,

which at present is $55,00 a month, L
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Almost without exception this group had the choice of ret’urning' to.
unsuitable heavy jobs and t}iere‘by fisk:ing a breakdown.u or remaining on social
asslstance, because of lack of vocational. training and job-plaeeh@ﬁ fecilities,

,‘I’hié'g_:rouﬁ presents a sp,ec:ial communi ty problem; but not all the dif-
ficulties arise’ from within the group itself.' Their degree of coopei'ation can
not be fairly judged when there is no suitable rehabilitation progran geared
to thelr specific needs, |

The Uncooperative Patient - a Challenge to. the Community .

‘ It may be thought that & community has fulfilled all its responsib-
ilitles in tuberculosis control when it has set wp a program vhich finds, treats,
and rehabilitates tuberculosis sufferers; and provlides as many preventive
measures &s is humanly possible, But it is one thing to have a good progran
and another thing to get the people who need-it to utilize the program con-
structively. No tuberculosis control progrem can be considered spart from the
peoplé for whom it is intended.

It 1s appropriate at this point to discuss the community aspects of.
the probimn of "the uncooperative patient®, that much~maligned misfit who would
" be better described as “nisunderstood” or "mishandled®., A considerable num‘ber
of ‘the group could be classified as uncooperative. The following cases are
representative, A ’
Mr, Co :
\'Ias a cheerful little alcohol:lc who was always going to
reform but never quite got round to it. Whenever he was
in hospital his lesions healed well, but he never stayed
~ long enough to complete his cure. He was sure to be found
in one of three places =— in hospital, in Jjail for shop-
- 1lifting, or with a bootlegger family with whom he lived

eand fought with in the intervals when he was not in an
1nstitution. o

Mr. H, o - S
Wae a married logger who drank heavily, He had two children,
and liked the ladies, After contracting tuberculosis he
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terrified his wife by his complete lack of concern for his
own end his family's protection. She contracted the disease
and died, and relatives took the .children, though Mr. H.
retained legal guardianship.

He was discharged from hospital for repeated violation of
sanatorium rules, He thought he was Pputting one over® onm-

the doctors because his X-ray showed improvement even while he wa
drinking heavily. Though sputum positive he ate in restaur-
ants, and when he got hopelessly in debt he decided to re—

enter hospital, He said he did not want to be cured. Ee

was better off on social assistance.

Obviously, in both these cases the primary problem was not tubercul-
osis, This was also true in the case of Mr, V,, vhose lack of cooperatxon
stemmed from mental disability or mental illness,

Mr. )
Was a forty year old single cazyenter, who refused to
believe he was ill, He told the social worker he had
fpagssed? his X-ray and the doctor said he was cured, Actual=-
ly his diagnosis was "moderately advanced tuberculosis®,

-He usually left his room early in the morning, wandered:
- down town all day, often insufficiently clad, and returned
"to his housekeeping room late at night. He showed marked
_schizoid tendencies but refused psychiatric examination.
“As he was not committable there was nothing the doctor or
social worker could doe .

Intellectual ability does not necossarily mean pati.en"c cooperation,

as the case of Mr, F. shows,

Mr, Fo D B
' Weas a University student, married, and was a contact of

his brother who .had s:lgxed himself out of hospitel and -
taken his cure at home, Though a far advanced active
. case, Mr, F., refused hospitalization and told the _public

health murse he was under the care of a private physician,
though it was known that he did not atterd his doctor -
regularly, His D,V.A. grant was suspended for a time

- because he would not follow medical recommendations,-but
as his wife was working, they were able to get along ,
fipancially, His condition improved enough to allow him,
eventually, to attend University part time,

Nor is a person who is a commmnity problem in one sense necessarily

so in the managemen'i;'of their tuberculoeis, as the case of Miss W. chows.

Miss W. :
T Was an unmarried mo ther with four children, three of Whom
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were the product of her liaison with a married man, She

had been in receipt of social assistance since the birth

of her first child, She would not accept employment as

she considered her place was at home with her children, to
vhom she gave excellent care, She was a cooperative patient
and soon began to make & good recovery, VWhen she was to be
hospitalized a male friend, a cock on a transcontinental
train who had wished for some time to marry her, came forward
and offered to support the children and maintain a home for
them in Vancouver, which he dide

The H, fa.mily were a comnﬁmity problem long be_f\ore the cnset of their
tuberculosis, The combination of interior and exterior pressures in this family
vere so great,vtha.t to them, their tuberculosis wes almost incidental. Certain-
' 1y they all treated it as an fet cetera"v Fromvthei‘.r viewpoint, the comnnm:lty.
-was not interested in helping them until they became infectious to other people,

He fam
Were Doukobors from the prairies. who had a hard time finding
living accommodation during the war years, Mr, H., was Jailed .
for drunken driving, Mrs. H, complained of intermittent
non=support, and summonsed him for assault, Mr. H's mother
lived with them, and apart from being the source of much
family strife, was also believed to be the source of the
family's tuberculous infection, but she always refused to
be examined,

When given his dlagnosis, Mr. H, refused hospltalization -
$i11 bhe could find his family a home, then said they could
not possibly exist on social assistance, so he would have
to keep on vorking, whick he did, until his death.

Vhen Mrs, H, was diagnosed, she denied she had the disease,
later also refused hospitalization, because she could not
bear to be parted from her children, (with whom she was
alternately over-strict and over-indulgent) and also because
those who. give in and go to bed die",

The eldest married daughter took her child from the prevent-—
orium, following her own return from hospital., The eldest
son, a Juvenile delinguent, was continmmally in and out of
Jell, and was also diagnosed. Another daughter, of border-
line intelligence, was also delinquent. The youngest
davghter had a primary infection. -

The whole family of nine lived in two rooms in a converted
store, the only accommodation they could find. Their atti- .
tude was that eighty per cent of the childrern in the
neighbourhood had tuberculin positive skins, so why pick

on them? Besides, Tuberculosis Control had known for a long

Q
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time that their living quarters were unsatisfactory, but
nobody had done anything about it, Perhaps the department

. would like to loan. them the $500 necessary to purchase the
$50 worth of furniture in the only other p]ace they could
find which would take children?

Devising an é_nproach to the Uncoojg rative Patient

 In every comnmnity today, there are adults who are not mature emotion—

elly. As children, they did not, owing to stresses of various kinds within
their families,wreceive the iove, understanding and security so necéssary to
balanced emotional growth. Many among them belong to families who have becomé,
in the accepted parlance, "pauperized®, |

Over the years, as their troubles mount, and their real needs g0 un—
met the:lr attltudes crystalize into that anti-social behaviour not expected
from adult humen beings and vhich 1s unaccepta‘ble to their fellow men. While
- it is possible to 1solate them for treatment of their tuberculosis, 1t is ut-
terly impossible to 1solate them for their anti-social behaviou;‘.' For good or
evil, they are part of our social and ecomomic body, and their social ill~health
affects the whole social bodye. V“For‘ the good of the whble; as well as for that
of the sick individual we must provide remedial treatment for the sick pa.rt" !

When such people ars stricken with the bacillus in addition to all
timii' other d.ifficulties, most of them will be uncooperative patiente. It
could nbt be otherwise; From both tho medical a.nd the co:mmnity point of view,
they will remain uncooperative and thoreby a potent source of the spraad of
mfect:.on, u:qt:.l our -servj.ces are strong gnough and amplo enough to meet_ gl].

their 1eg1timate needs.

1. Govan, Blizabeth "Public A.ssistance in Modern. Soc:lety" Ganadian
Welfa.re, Vol. xxviili No., 1o May 1952, pe 5 ‘
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The attitude of the genergi public to these people is characterized
by lack of -unde_rstanding; .I£ is sometimes difficult to‘remember, as Charlotte
Towle reminds us that "_Pargﬁts who fail vha.ve freQuently been faii‘éd_ ;.'.- that
we glve >as ve aré gi‘ven fo ..'. azid that ndne of us can glve fi'om a vacclmm"..l
One of the problems faciing tiié'comnnxﬁity is how %o bi-ihg about a change of at-
timd.e towai'ds these people.‘ It will not become abouf bﬁr chanceo“ ‘l?u'bli.c edu~-
cation regarding commu.nii:,y responsibility for such social ills is only part of
the ansver, It is fundamén’cally related to the mch deeper quesfion of how we
can equip people for the comi:iéxities of living in modern democratic soclety,

To answer that question is the great chailenge to our civilization,

There is no shott cut to making uhcooperatiw'fe people cooperative, The
process is as slow as naturets healing of  tubercular lesions, and almost as un—
certain, We caﬁnof make them cooperate in the treatment of their disease, .Wq'
can oiﬂ,y make ‘them want to,‘ .i';hrough meeting their basic needs in ‘other areas
of living, If we wish them to accept their commnity responsibilities, we in
the commnity must respect their fundsmental rignte as human beings,

The community must recognize the fact that some people have been so
bruised by 1ife that they camot be reached. They might be sald to be suffering
from "inoperable ‘social cancer®, They are socially irreclaimable and we mnsf
accept responsibility for. them ag we do fpr the chronic fﬁberculosis patient
vho. cannot overcome hié diseaseol _ ,

“But to those‘who can respond, ahd to those who come in the future,
the commnity has a different Tesponsibility, We must provide for them the
réquisite sez_-vices. to aésist them to 'build up in thgir formative yeai's those

huma.n relationships which are the root of their inmer sta‘bi.lity and security

1; .S.‘owle; .Charlotte, :'?Comaz'x Human i‘leeds". Public ‘A_lssistance, Report No. 8
U.S.A. Federal Security Agency, Social Security Board, Washington. 1945, p. 67
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as individuals,l and the foundation of socialized and considerate behaviour
towards their fellows. We will thus create for fhé‘community citizen assets

as against citizen iiabiiities;



Chapter 6

Tuberculosis Control in the Future, Conclusions and Recommendatiogg

In revi’ewing present success in our battle with the bacillus, we
cannot escape the question;- i,'A.re_ we doing all we can, within the present limits
of oﬁi‘ knoﬁrledge,‘ to Qontroi and eventually eradicate tuberculosis?® Pasterni'
once said that it is ﬁithin the power of man to cause a.il gei‘m diseases to
disappear. from the earth. -Some eminent medical authorities at the beginning
of this century prophesied that by 1940 tuberculosis would be an almost extinct
medical curiosity 1:1 western civilization, And indeed, in the opinion of two
eminent present day authorit:.esz-

"Sufficient knowledge is already available to make the erad— .

‘ication of tuberculosis a possibility within a few generations

if the established techniques are effectively applied...., The

heavy toll taken by tubercunlosis economically and soeially for

centuries can be reduced to & minor public health prodlem in

one generation, and eventually eliminated altogether by putting

into practice. the knowledge we have of its epidemiology and.

treatment“.l

It is efvident that achievement of this goal in British Columbis would
‘necessitate improvements in practically all aspects of the existing tuber-
culosis control services, | | |
Recommendations regarding Medical Services

The standard oi‘ medicai services m tuberculosis control in British

Colum'bia is extremely high, yet existing deficiencies negate many of the

positive features. Gne of the most importa.nt is the shortage of sanatori’am

1. Chadwick and Pope, ope cit. p.”vii and p. 100



113

beds. At the time this ‘survey was mae.e the new Pearson Memorial _Hespifal,
.ojeneci in March, 1952;. had not been buiit, '.Ehough it was hoped, and wag act-
ually stased in the press, that this unit of 264 beds would more than compeu—-
sase for the sho:‘t'tage; this exyectatien has not been realized in pi;actice. It
has still not enabled tuberculosis control to meet the crucial practical test
of immediate admission following diagnosi“s,' Therefore, according'to the best
standards, there s still a bed shortage which should be remedied,

There is also a shortage o;t‘ trained personnel, especially medical
personnel in the tuberculosis fields This is pa.ftly due to lower salaries in
Govermment medicel appointments, as compared with the income whieh medical
rersomel cen obtain in private practice. At present the appointﬁxent. of .Medicaln !
Director of Tuberculosis Control is mot on & full-time basis, as it should be
iu a comprehensive program fel_' tuberculosis controle Higher salaries are a
necessity if tuberculosis control work is to attract top people in the medical
profession, | | ‘ |

Recommendations re&ding Mursing. Service

Brit:.sh Colum‘bia is one of the few prov:mces to include a course in

tuberculosis nursing in the curriculum in recognized Schools of Nu.rsing. It
might ‘be ezpected that interest 1n the tuberculosis field would thus be aroused.
but there is still a shortage of tuberculosis nurses, But there has always
'been, except in a few privileged spots in the world, a chron:lc shorta.ge of
nurses of all types in hospitals. Bemedj.al measures to overcome this defic-
iency should be directed towards 1mproviug conditions i.u the nursing prefessiou

as a wﬁole.

Recommendations _regarding iogis_]:asion a‘nd"hog;g' italizatiou.

: .Ilbd.sti'ng. British Columbia legislation allows for compulsory removal
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of proven infectious cases of tuberculosis to hospital, but does not provide
any authority for i:eepi’ng them there, They are free to walk out the same day
if théy 80 wish. Also, as lohg as the bed shortage contiﬁxes‘, .ﬂ; is somevwhat
ludicrous to insist on hospitalization of the uncoopera."div’e when there is a
waiting 1iéf of paﬁmts. ‘

| Consideration should be given as to the possibility of amending pre=-
sent legislation to allow for the protectioh of the. commmﬁ.fy from the proved
honi-cooperative spﬁ.tuni#-posifi‘ve patient while at the same time pi‘otecting the
rights of the cooperative. sputun~positive patient for whom co@ﬂsoﬂ hospital=
ization for the duration of his infectiousness to others would Ve tantamount
to life 1mprisonment; .A11l such leglslation wouid have to be used extremely
cautiously, '

There would also have to be some decision as to the position of those
patierits who had not acqui;'ed British Columbla residence accoi'ding to the
"Residence and Responsibility Act", because after all, from the public health
polint of view, the noni-i'esidont is as infectious to the community as the resident,

Free hospitalization for tubercuiéus patieﬁts is recommended, At the
preseﬁt fime, the Office of the Collector of Hospital Revenue decides wﬁether
e patient and his family shall pay hospital rates in full;' in part, or be '
exempt. While it is quite true that many patients can pay a little, the chron-
icity of the illness is usually such a drain on the faﬁily resources that the
advisability of depleting them i‘a.rthér is to be Qquestioned, Often by the time
the patient reaches rehabilitation, f.here is 1ittle left to help re~establish

the family according to its former standard of living, Observers in U.S.4.

have noted how often even small payments which the family agrees willingly to

1. See "Regulations to the Control of Commnicable Diseases Act®, 1945,
PeDPes 15-16, King!s Printer, Victoria, B. C. 1945, '
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'pay in the beginning become an intolerable burden as .the illness drags on;

Recommendations Regarding Building of,-HosEitais. Near Urban Centres
It is.recommended that future institutioms for t_i'le treatment of tuber-

culosis should be built closer to the larger urban ce‘f‘,res. Since it is acknow=
ledged that in the treatment of tuberculosis, no one climate is superior,v there
seens to be little justifica,tion for straining the fabrics of family living
further; aﬁd intensifying the pain of separation for tuberculous patients and
their families,

Recormendation Regarding Mass Radiography . .

Inauguration of a pubiic education program to 'encourage annual radio= '
graphy of all residents of the province is recommendég as an 1mplemeﬁtation of
the existing case-fiﬁding program. Compulsory X=ray's at six monthly interv#ls
for all food handlers .is recommended, This could be made a condition of employ-

ment as it is at present for hospital employeeso -

"

Recommendation Regarding General Use of B.C.G.
At present, the use of B.C.G. imnoculations in British Columbia is

confined to certain specialized groups. A program of publie education.would
assist public acceptance of it as & general preventive .bmeasu.re, which might be
extended fo other groups in the pofu.lation, and might eventually ’beéome accepted
on the. same basis as innoculations against other infectious diseases. '
Recommendations Regarding Medical Research.

It has been previously stated that the control of tuberculosis is
within our grasp if we apply the technical knowledge glre\la.dy'availé.‘ble; It may
therefore seem somewhat incongrudus to place extension of medical research high
on the list of priorities in tuberculosis control, Yet in the final analysis;
we do not yet know what makes people get tuberculosis, nor how to cﬁre them‘

when they do, The most we can do, even with all our modern medical technidues,
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is to asbsist by artificial means the body's natur‘ai defences to overcome the
disegse. There is as yet no specific cure for tﬁberculosis; no substitute
method for nature's slow way of healing tuber@w lesions, Until there is, we can-
not expect to reduce the long protracted period of incapacitation which tuber-
culosis now causes, |

.Becommendationé.ne@rding Psychosomatic Orientation in Schools of Medicine

The adoption of the psychosomatic approach in Schools of Medicine
is recommended so that mediéal students become oriented to this method of study
and treatment of their patients by the time they become practvitioners',b and can
thus more adequately fulfill their responsidility to treat "the whole man®,

- Some zﬁedical men today vizuaiize that in the medical practice of the
future the general practitioner will come into his own again, He will howcvei'
have u:idcrgone a metamorphosis; from which he Qill re-cmerge with pivotal im= -
portance in the ﬁhole structure of medicel services, He will be the pi'actitioner
trained in the basic epeciality of "humen biology" - that is, the study of the
buman personality and human relationships - and will call in as his technical.
assistaﬁts the various sjecialists who -tod.ay oufra.nk him,

RecomendatiOné..RegafdM&blié Health Services

Public Health seﬁices lizi Britisl} Columbia are of a high staﬁdard; ‘
though‘naturallji' not so well developed in the rural a.reaé as in urban -centresg
éne woqld; however, like to see an enlargement of concepts in this area to in-
clude ﬂlhat has been called "social mediciﬁe"_, that is:é-

AThe idea of medicine applied to the service of man as socius,
as fellow or comrade, with a view to a better understanding

of and more durable assistance to all his main and contritutory
. troubles which are inimicable to active health and not merely

to removing or alleviating a present pathology. It embodies
also the idea of medicine applied in the service of socletas,

or to the community of men, with a view to lowering the incid-
ence of all preventable disease, and raising the general level

of humen fitness.”, '

Lo This is a quotation from an address given by Professor Ryle of Exford

University on the social aspects of medicine, which the writer came across in
& pamphlet, which has since been lost. o . -
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Recomendations Regarding Medical Social Work

The role of the medical social worker in com’bating tuberculosie is a
vitai ore, She 1s the medium through which the totality of services available
to the patient are individualized to meet his particular needs, Throngh her
associates In the public a.nd private welfare agencies, the patient and his
family are helped with other social d.ifficulties.
| It is recommended that all tuberculous patients be. referred to the
medical social worker as soon as possible after diagnosis, No matter how stable
the individual, tubez_-c\ilosis involves such ma.joi' adjust:ﬁehts in living for the
patient and his fa.miiy, that there musf be few indeed who woulti not benefit at
least supportively from the services of the medical social workc‘a'r.. 'I‘hough an
individual patient or family may not be able to utilize a césework relationship
constructively, the social history infornation which the medical social worker
obtains .during her contact with the patient and his family is of great diagnostic
and therapeutic value, Indeed the findings of the "social laboratory® are just
-as important as the findings of the chemistry laboratory‘in the treztment of
tuberculosis.v

It is recommended that at_ least one member of the social service staff
in tuberculosis hospitals be a qualified group worker, so that there can be
experimentation in the value of group therapj for tﬁ'bercﬁlous patients. This
has elready proved successful in other chronic illnesses. One tool which has
been particulatriy effective in rehabilitation work has been the use of psycho=-
@rama. in which patients enact éramatically, either lmpromptu or from prepared
scripts, situatlons they are likely. to encounter on leaving hospital, within
'their families,_ in seeking employment, a.nd._in social relations in genei‘al..y Group
- discussion afterwards, gulded by the worker, hes beén of proved therapeutic

‘valuo to many patients in helping them to face the realities of such situations

aynd their feelings about them,
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It is also recommended that in order to enable the medical social
worker to function fully in a medical setting, namely, to participate in the
_treatment process, and not mgrely to gather social history informetion a.nd. to
help with environmental problems —— thei'e should be regular consu'.lvtation with
psychiatric sfaff regarding difficult cases, The medical sbcial worker would
then be able to help more effect:ﬁrely those seriously disturbed patients where
her role in the treaf;n#ent tean though distiﬁcg from the psychiatrist!s cannot
be performed except in collaboration withvhime'

It is also recommended that experimentation be undertaken with pro-
giams for the e_xtensio_n of medical social services into the home, There has
been some intefesting pioneer work in this field iﬁ U.S.A.,. especially at
' Montefiore Hospital in New York% There 1s great need for improvemenf in methods
whereby medical care programs are adapted to the medical nee’d‘s of people in our
present-=day socigty.- |

Provision for medical social work rebsea.rch is also recommended., The
field qf teleology has been very much neglected by medical social workers. They
can make a significent contribution to medical care when they can answer more
scienfifically than at present, nof only the qu’estién: "‘!;lhy did this person
become ill when he 4id?%, dut also the equally important qp.es.tions: "Why did
he get better when he did, and what were the mechanisms. concerned in his recov-
:ery"? . | .
| 3 It 1s fully realized that the implementation of these recommendstions
regarding medical soclal work will be co stly; Individualization of services is

always costly; but less costly than non—ihdividualization».'

1, See Field, Minna and Schless, Bessie, "Extension of Medical Socisl.
Service into the Home", in the Journal of Social Case work Vol, ZXIX No. 3.,
March, 1948, p. 94 ' A




119

ﬁeconmggcdations regarding Social Assistance Reﬂationé. .

Success of tuberculosis comtrol from the social point of view depends
in large measure on adequate public welfare programs, Of prime imporiance is
the social assistance program. What constitutes adequate assistance is dif-

: ficuit to define, Experience has shown that attempps- to do so without regard |
to & family's existing standards of living are likely to be.unsuccesé:ml. It
is important in -dealing with the tuberculous group to help the family maintain
some semblance of the standards to which tﬁex were accustomed before the diseasé
struck, | The special coﬁceflssions alloved to tuberculous patients under the
British Columbia Soci;al Agssistance Act represent an attempt to do this, but to
Judge from the experiences of the people in the sample group, they fall consid-
erably short'; of their intended;‘aim.h They will contimue to do so, in the opinion
of the writer, until we broaden the concept of public assistance to include a
sllding scale of additional financial é.nd soéiél privileges above bare sub-
sistence level, thch will be available for individué,ls and families accprding
to their specific need. |

It is also recommended that there be further extension of social
assistance in the form' of boarding homes for qonvalescent patients;. Experience
elsewhere has shown that the cdtf;age typé of unit,- preferably managed by ex-
tuberculous j;atients,' are the most successful, o |

| A minor revision in social assistance rogulatioﬁs which is rec_pmmehded
is payment of travelling allowances for a patient's immediate relatives for
purposes of visj.ting patients iﬁ tuberculosis institutions, at least twice a
year O.V |

It is the function of public welfare agencies to strengthen their
clients,

Valid public velfare services" it has been sptly said "can
only be given in a society and in an administrative setting
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vhich is receptive to social work'aims, by workers who have
the sklills to provide the services that conserve the strengths
and develop the capacities of the citizen group wh:.ch the '
a.gency serves, " 1
The implications for Brit:lsh Columbia are programs aimed at lmproving comnnmity
understanding of social work, and the empl_oyment of more fully trained social

workers in .qulic welfare,'

Recommendations Regarding Rehabilitation Services

Inauguration of government sponsored rehabilitation programs for
the tuberculous is recommend.ed.‘ The ‘ﬁeakness of the present rehabilitation
serviceé in British Columbia seex-n to the writer to vitlate much of excellence
of existing medical and sociai services in combating tuberculosls,

There is need for the development of adequate vocational retraining
prograus for dischafged sanatorium ?atientsv: an educatlonal ,progz"am' to soften -
up employeﬁemﬁlo&ee resista@ce in thé' employment of hand_icépppd. peqplé;
practical help in developing work opportunities and locating suitable.employ=
nent, The wbrk of the Spve‘cial,,Placements, Bré.nch of,National.Employment.S,ervices
and the 'Briti'sh Columbia Tuberculosis Society is excellent but extremely limited
in relation .to existing needs, The task is too great for voluntary agencies ,
to meet the needs unaided.

One of the greatest obstacles to effective work in the rehabilitetion
field is the lack of a universally accepted-de;ﬁnition of what constitutes light
vork. While both the patient and his doctor know vérﬁr clearly what is involved
in "full time light work", the same clarity does not exist on the labour market.
Time and aga.in, a patient has undertaken what is classified as light work on
ipdustrial files, but which proves in practice to be too arduous for an ex~

tuberculous patients

1l Brown, Luna Bowdoin "Responsibility of the Public Agency for Sirength-
ening Its Clients®, Journal of Social Casework, Vols XXIX No. 7, July, 1948,p.255
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o R It is also recommended that the British system be adopted, whereby
every employer of twenty or more persons is required to employ a‘ quota of dis~-
abled persons, amounting to at least three per cent of his labour force., Also,
under the British plan of "designated employment", future openings 1n certain
occupations such as car park attendant and elevator operator, may be I;eserved.
for disabled people.

| It 1s also recommended that an ladequate sheltered wo;tkshdp program
be deveioped and sﬁbsidized from public funds., Such projects xﬁay range all the
vay fron.n the work colony; where severe tuberculous chronics can live in village
settlements with their familles, as in Papworth village in England?_ to non-
- residential workshops where patients can work from one to six ‘hours per daj,
depending on their capacity. A |

), mrrom Co Weaver; fDean‘ of the University of British Columbia School

of Medicine, recently suggestedzthat ex~tuberculous pationts form a- self—‘&elp
group similar to Alcoholics Anonymous, to help in their own rehabilitation.
This is a recommenda;tiqn well worth implem‘enting, The arthrit:.ca o:‘ British
lColumbia' have already fqmed their orga.nization, a.ﬁd according to recent re-
ports, are finding the project well worth while.
_Recommendat'ioﬁs Regarding Subsidization of Work of Voluntary Azencies

_Seﬁices of voluﬁtary agencies are strained to capacity by the needs.

created by chronic illness, 'They cannot answer all requests for their services
unless there is some public subsidization of those aspects of their work which,

in oﬁr modern sociéty, are p:;virharil’y a community responsibility, rather than

1, If properly run, there is little danger of spread of infection in such
projects, .In Papworth, England, in thirty~two years, not one child born there
to tuberculous patients has developed pulmonary tuberculosis,

. 26 In his address at the Annual General Meeting of the Preventorium
‘Soclety, 1952,
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that of a private agency.
| It is recommended that the Family Welfare Bureau Homemaker Service be
enlarged through public funds, to ena'ble the agency to placel and. mper#,ize home~
makers in famiiies.wh_ere the ﬁother is‘ tubercul‘ons, or suffering froﬁ a.ny other
chronic incapaciting illness,

Placement 'of a child outside his family b':ecause of chronic lllness
should be congidered only as a last resort; and should not be dictated by
financiéi considerations only. .Implmnéntatio,n of the foster day care program
1s recommended to provide day care for t.he.‘ éhildren of working fathers where |
the mother is incapacitated, so that, full time placement of a child during the
illness 'of ﬁis mother, ls avoided except 'ﬁhore absolutely necessary,

Private agency services to tuberculous people without family attache
ments should be strengthened.: It is specifically recommended that' a program'
similar to the British "Meals on Wheels" be adopfed.v At present %hez;e is no
private agency which could underteke it without subsidization from public funds.
If 'such a program were inaugurated,‘ convalescent tuberculous people living alo:;e
would have a hot cooked meal brought daily to their hqmés by mobile canteens’
for which they would pay according to their. mea.ﬁs. This could be the greatest

single measure in enabiihg this group fo come through {;heir cohvalescence suce

cessfu.lly;
Recommendations. Regarding Primary Baeic Public ?le]_._i:a.re Measures

Because of the inter-rolatedness of tuberculosis and majoi-. social
. problems, no program o:f‘ tu'bérw.lo_s’is cdntrol is cozhpléte without ‘adeqﬁat_e‘.‘p;r&-ﬁ-'“.
vi‘sionv in the national economy for those basic public welfare measﬁres ﬁeces—
sary to meet the primary néeds of hramain beings in our soclety.

These include; - a comprehensive soéial insurance such as that out-

1ined by Dr. L. C. _Marsh in his report on Socia'l Sec'u.rity for Canadaj full
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employment policies; a health service;s scheme which will meke medical care
available to a.il accprding to need; goverhment sﬁbsidization of low rental
housing projects.l | o

‘ The provision of such a comprehensive heaith and wélfare scheme 1s
'held. back principally by two obstacles. The first .is expense, The cost of
vsuchv se;'vicas may indeed appear prohibitive from the fiscal point of view,
.'Howe:ve:r,. that depends on whether the long or short term view is taken; .Thgi'e
can be no disputing the fact that it costs ‘the commnity more, in the long run,
to t_p;ll'ez.'-"a};t_e‘ tuberculosis than to wipe 1t out. In terms of human ﬁnhappiness.
and 4_';1.1::;k.:a';">acitati.on, it 4may- well be that the present cost to the comnnmitj in
" not érbviding ﬁhese' services__ is actually greater than the cost of providing
them,

Thg se‘cond gfeat stunbling block is current philosophy. .It is still

a coinmonl}; 'Inievld view that the provision of adequate social security measures |
~woﬁ1d Ar'esglt in the undermining' of the moral fibre of a population.A Social
workers are often accused of favéui‘ing the removal of all difficulties frdm
people’s lives, But none of us can avoid conflict and pain, The fra’g"e’d.y is
| thét those people who have had it meted out to:'. them in overatundant’ measi:trg :
_oféé&%ecome unequal to the underteking of mature responsibilities in the adult
world. . Freud once said that "it is the duty of medicine to nake the ;patie’n';i
strong ‘encugh to face the inevitable suffering of life". The same is true of
social WOrkV‘fand social security, If we are really concerned about people, we
will lﬁrovidé‘ the ‘services to enable them fo cope with the complexities of

modern iiving,' not a.s‘ha's begn’éaid, fas a sentimental move, But as a ;basic.

1. ‘See Report on Social Security for Canada.. 'jsrepa.red by Dro L. Ce Marsh
for the Advisory Committee on Reconstruction, Ottawa, Kingls Printer, 1943
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need for personal stability and soclal orderf,

According to the Human Rights Charter of the United Nationss

8Everyone has the right to a decent living; to work and advance

his well=being; to health, education and social securityses
There shall be equal opportunity for all to participate in the
economic and cultural life of the community®., _
We have not vet implemented this in our culture., The life historles of the
people described in this study are ample proof of this. Most of them ask noth-
ing more than the very thing the charter describes.

It'may 'bg,. as F, D, Roosevelt sald, that the twentieth century will
come to be dubbed hisforicali& as the f’centui'y of the common mani’, because of
the improvement in his lot which it has wifnésséd.,ﬂ .I£ :.ls" equalljr possible
that posterilty will Judge our century by our tragie omissions in the field of
human betterment in view of the extent of oﬁr scientific enl»ightenment and
technical achievements, Such tremendous power will never be used to the ad-
vontage of mankind as fully as it might be until men understand themsélves:-

"The critical; ecmpirical attitude of the natural sciences must

now be extended to the study of personality and to the social

sciences in order to achieve the same mastery of individuwal
and social behavior which we have acquired over the forces of
inanimate nature®, 2 -

It is the great Achzillenge and the great privilege of the préf;ééién
of social work to assist in this great undertaking.

Prevent:.on and control of tuberculosis is :lnescapa'bly linked with
the raising of the general level of well being of all peoples, to which the -

profession of social work is dedicétéd, Human experience had al;'eady shown

repeatedly that in dealing with tuberculosis, half way measures will not. do.

1, . See Hill, Reuben, "Are ﬁe_Expecfing Too Much of Femilies"? _Jdu.rnal
of Social Casework, Vol, .XXX11 No. 4, April, 1951. Do “1‘-»‘53

24 Alexandar, Franz, "our Age of Unreason, a Study of the Irrational
Forces in Social Life., J. .B. Lippincott Co. New York, 1942, p. 22
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"In order to get at the roots of tuberculosis, it is necessary
to understand where its springs arise. From some crater in
the depths of society, among the most wretched poverty, misery,
unemployment and inbecility, the fountain of tuberculosis :
infection is thrown up through the commnity, and seizes upon
all who are susceptible, Until these social evils can be got
under control, we shall never be quite free of tuberculosis,

.Until then, we shall not deserve to 'be.'io

1. Olsen, H. C., The Fight aﬁains't;Tubei'cglosis.in.Bernho_lgg, Acta
Tuberculosis Scandinavia. Supp., 11, 1943
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