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ABSTRACT

Vancouver General Hospital was the first general
hospital in the Province of British Columbia to es~-
tablish psychiatric facilities for care of the mentally
il1l. The trend toward paychiatric wards and psychla-
tric clinics in general hospitals began during World
War I because of public awareness of the need for
faclilities to care for mentally ill patlents. 1In
1915, Vancouver General Hospital opened 1ts first
psychiatric ward; five years later, & psychlatric
clinic was established.

The aim of this study is to show what Vancouver
General Hospital has contributed to psychliatric care
for the mentally ill. The study is concerned with
disclosing the adequacies of the hospital, as well as
the inadequacles In terms of service to the patlents
and to the community.

The information concerning the development of
psychiatric facilities at Vancouver General Hospital
was obtained from annual reports of Vancouver General
Hospital, from the Survey of Vancouver General Hospie
tal by the Joint Committee in 1932, and from personal
interviews with the Director of Vancouver General
Hospital, the Chief Staff Psychiatrist of the hosple
tal's psychiatric department, the psychiatrlst of the
psychiatric ward and clinic, the hospital's flrst



social worker, and two nurses affiliated with the
first psychiatric ward and clinic. Information on
the development of psychiatric facilities in the
City of Vancouver was obtained,by personél inter-
views with the head sqcial worker of the Provincial
Mental Hospitale. ”

The case material and statistical information in
the study were secured from 225 records of the Social
Service Department of Vancouver General Hospital,

The records cover a three year period, 1947 through
1949. The number of social service records for this
period totaled 450. A‘sample was made of every
second record and 225 records were obtained.

The most significant finding in the study indi-
cates that thé'Psychiatfic Department of Vancouver
Generallespital has been handicapped in its effort
to serve the mentally 11l and the emotionaliy dis- -
“turbed. The hospital is without sufficient pe rson=
nel and adequate facilities to meet'the‘demands of

the communitye.
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CHAPTER I

J

THE'FIRST UNIT: " WARD X

Provision for.the care of the mentally i1l 1n'
British Columbia began. in April 1906, when the House
bcommittee resolved "that accommodations be provided.
for two 'D.T.' Wards._(j."ll The‘wards’lacked suffi-
cient accommbdatibn.for'the number of batients and by
September of‘that yeaf,'the Hoﬁse Committee protested .
against the great number of alcoholigs sent in from the
city jéiis; No additional proviéions for delerium |
tremens patients were made until October 15, 1908, when
padded cells were provided in the basement of the Van-
couver General Hospital. _

Vancouver General Hospital 5rigiﬁated in 1902, by
special legislation whgn thé City Hospital was incorpo-
rated and transferred from the control of the City Coun=~
911~£0Athe Corporation of the"Vancouver General'ﬁospital.‘”
Construction of the hospital began the foiloﬁing year.
'Funds were secured by special grant ffbm the.Pbovinciél
Government, from donations by firms and individuals,
and from the cilty. The first unit of Vancouver General
Hospital was completed and occupied 1n_January, 1906.

The Board of Directéré of,Vancouver General Hospi-

tal approved its plan and objectives a year later. -One

1 Minutes of the House Conmmittee of the Bogrd of
Directors, Vancouver General Hespital, April 24, 1906.



of its objectives prbﬁided thaE:
Porsons suffering from disease deemed to be in-
curable or who are lunatic or insane will not
be admitted.2

The shortage of adequate facilities for the care
of the mentally i1l in British Columbia created a prob-
lem for the hospital. Because of provincial grants to
the hospital, any resident of the province was elgible
for admissidn upon recommendation by a éhysician. Al=- |
though the hospital did hot admit the obvious mental
patient, some gained admiﬁtance because of other illness,

Some physicians recognized the heed for psychiatric
facilities for the patient with acute mental disorder
and advocated early treatment as a preventiQe of per-
manent confinement in a mental hOSpital.‘ It was‘also
their belief that early treatment would‘decrease.thb
number annually committed to méntal hospitals.,

In the plans,_pro§isions were made for (1) & "D,T."
ward at Vancouver General Hospital, (2) early treatment
for the mentally ill, and (3) the iéolation of disturbing
patients on wards. These facfors contributed to the
establishment of Ward X. _

In the summer of 1915, Ward X repléced the padded

cells provided for patients with delerium tremens. The

ward was considered a marked lmprovement over previous

2 Report of the Vancouver General Hospltal Survey
-Commission-~Hospital Situation of Greater Vancouver,
April 25, 1950, p. 46.



facilities because 1t was large, well lighted, and airy.
If‘was composed of sixteen réoms located in the base;
ment of the hospital, and it was for thé accommodation
of patients who remained in the hospital for & consider-
able length of time. |

As the service and administration of Ward X pro-
gressed,_tﬁe hospital eﬁcountered the problem of caring
for the incurable patient. This pfoblem was studied
and discusséd; however, nothing was accomplished. —Ward X
serviced the inéufables, alcohoiids, drﬁg addicts, acuté’
mental cases, and céses‘of an uﬁdiagnoaed contagious
nature. No ﬁrovision was ﬁade for segregation of cases,
and those of contagious gnd destfuctivéunatﬁre wére not
removed until after diagnbsié. |

The héed'for segregatibn and isolation of cases be-
camé ipcreasingiy pronounced.  Vancouyer‘Genéra1 Hospital
felt the need for a psychiatric department where new
cases could be kept under observation. There were. many
cases where early diagnoéis and treatment would have.preé
vented committal to the Provincial Mental Hospital. ' Casas
of this nature werg;unsditgble_for admission to wards in
the main hospital and it was damaging to the'cuﬁable'
,patieﬁt'to remain on Ward X'with~incufab1@s; |

' In order to ease thq’pressing éituation,‘Mdrpole

Annex of Vancouver Génarai'Hospital was opened in 1917;-

Ward X discontinued care of chronic patients and it was
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- converted into a psychiatric department for observation,
diagnosis, and care of those responding to treatment.

The observation section took_care of alcoholics, drug
add;cts, mental cases, and cases of minor or doubtful con=-
tagions in for diagnosis. Cases diagnosed as mental dis-
abilities were discharged to the Provincial Mental Hospital
in Essondale. Cases of infsctious ﬁature we re removed‘tq

~ the appropriaté infectious cottage.

The increasing numbsr of patients admitted to the
hospital became & source of worry and expense. for the Ob=
servation and Isolation Sections., Because of the limited
‘number of rooms, unsanitﬁfy conditions prevaileds It was
difficult‘to keep the rooms vacant long enough for cleaning
éhdxrenpvating. A staff of cleanérs worked ali hours, and
scarcely éid a woek-ond pass that the staff did not have
to work, The rooms were unattractive aﬁd poorlyllocated.

' ‘The location of ‘the rooms was unsﬁtisfﬁétary bécause of
their close proximity: to other wards. Frequent.dispurbances
in the robms’by‘thg patienf in a maniac stateAhad'a bad o
effect on some of the patiénts on other wards.

‘ Unfavorable conditions on Ward X cdntinugd to exist .
{]_despite_the Mental Hygiene Survey of British Colﬁmbia
made by fhe Canadian National Commiﬁtee of Mental Hygiene:
. in 1919.- The National Committee included in its recom-

mendations a provision for the establishment of a



. Psychopathic Hospital. (Refereﬁcé has previously been
made to the advisability of establishing & Psychopathic
Hospital in connection with the Vancouver GenerallHosF
pital.) ‘ -

The National Committee's chief arguments for its
re commendation were takenifrom arguments fbrmulated by

' the Mental Hygiene Committee of the New York State

Charities Aid Assoc:.a.tlon.3

- (a) Such a hOSpital is an integral part of
’ & complete provincial hospital system,
and without it the system goes lame.

" (b) Such a hospital will check the rapld im-~
: crease in the number of the insane by
heading off the stream at its source.

(c) Such a hospital, by preventing and curing
cases of mental disease in incipient and
early stages will prevent their becoming

" chronic insane patients, and will save
the state the expense of continuous care
of chronic cases for a long térm of years
in regular provincial hOSpltals.

(d) This hospital, by receiv1ng and, caring
for recent and acute cases of insanity,
will diminish the number annually com=
.mitted to other provincial hospitals

and so relieve the overcrowding in
these hospitals,

In{Novémbér; 1929, a survey was made 6f Vancouver
General Hospital under the auspices of & joint committee

of the City Council, the Hospital Board of Directors,

3 Milental Hygiene Survey of the Province of British
Columbia," Canadian Journal of Mental Hygiense, Vol. 1,
April, 1920. P. 51.
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and the Provincial Government. The committee recognized
need for better facilitles for the mentally 111 and recom=-
mended a special hospltal for the neurotic and the psy-
chotic. It proposed building & psychiatric hospital on
ground owned by the Vancouver General Hospital. The hos-
pital was to be in the immediate charge of a specially
trained resident physician and under the general control
of the Metropolitan Hospital Board. The survey aroussed
Interest of various civic groups. Plans for construction
of a well-equipped hospital on Little Mountain were made,
but the trend toward psychiatric wards in general hospi-
tals was one factor which prohlibited completion of thils
projects The long period of depression also had 1ts
effect on bullding a new hospital. There was less money
in clirculation and people were cautious about spendinge.
Plans for the new psychiatric hospital were discarded and
new plans were made for lmproving Ward X to accommodate
the increasing number of patients who were unable to pay
for private medical care.

Ward X was enlarged to care for thirty-two patients.
There were nineteen single bedrooms and six bedrooms with
accommodatlions for two patients. One room was reserved
for police cases.,

The ward had two wings that were referred to as the
long and short corridors. The long corridor contained
locked and barred rooms and the short corridor was com-

posed of open rooms.
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The rooms were constantly in demand and segregation
of cases was difficult. The ward continued to serve al=-
coholics, mental cases, police cases, irrational hospital
cases, and non=-psychiatric cases, A few of the locked
rooms on the long corridor were reserved for the most
violent cases and police cases. For protection of the
violent patient, all furniture except & mattress and chair
was removed from the room. In some lnstances, the strait
jacket and hand cuffs were used on the violent patient.
Police cases, regardless of the nature of the illness,
were kept In locked rooﬁs under guard. No provision was
made for the separation of patients according to age.

An eighty year o0ld man with gonorrhea shared & room with
a twelve year old boy with the same disease.

All cases that were undesirable on the hospital wards
were transferred to Ward X. Cancer and kidney ailments
constituted a large portion of the non-psychiatrie group.
These patients were removed because of the offensive odor
frequently accompanying the disease. BS8ome patients 1ln
this group la ter developed mental lllness, A msle patient
with an advanced stage of cancer of the lip was placed in
Ward X because the dlisease had spread over the lower por-
tion of his face. The disfiguration of his face and the
unpleasant odor were disturbing to other patients. The

patient eventually became irrational and developed mental
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illness because he could not accept the agonﬁ of pain,
disfigurement of his face, and the unpleasant odor.

The patient saﬁ for hours'loeking at himself in a mirror.
He worried because his wife did not visit him and was un-
~able to accept the fact that his condition was a contribu-
ting factor toward her being unable to visit him.

The hospital discontinued adm1831on of drug addicts
because they created an adminlstrative problem. It had |
become a habit for the drug addict to come to Ward X forA'
medlcal treatment because it was advantageous for him to
seek refuge in a hospltal for three or four weeks to '
escape the pohce. Medieal care wasalso advantageous
" because it deereased the ameunt.of drugs utilized by the
. patient, thereby making it less eXpehsive for him after
discharge from the hOSpitai. Cure for the drug addict

required long-term treatment;'but the ward was unable to
accommodate long-term cases.

In many instances, treatment for the drug addict was
futile because Ward X, lecated in the baserent, was easily
accessible to the public. The barred windows with fly
screens were located at ground level, and the window pro-
tection did not prohibit friends. of the drug addict from
j'supplying the patient with additionalhdrugs'during'the
.night. Holes in the fly screeh window»and the condition
“of the patient on the follow ng day were conclusive evie
dence that the patient had been supplied with additionaLi

drugse.



9

In 1934, Ward X went under new management. The
first social worker was added to the staff and a néw
head nurse was also employed. The head nurse was ex=-
perienced in handling the psychiatric patient who dis-
playsd violence. The strait jacket and handcuff method
was abolished during her period of service on the ward.
Administration of thenward'imﬁroved; ﬁowever, care for
the patient on Ward X, from the nursérs point of view,
was laborious because of the lack of a trained staff,
vThé nurse wés aésisted by pwg staff psychiatrists who
administe;ed medical care to the patient.

Ward X continued to be an observation ward for the
alcoholic and the mentally ill. The only treatment given
the patient to assist him in recovery was Metrazol, Met=-
razol, a hearf stimulant, was given intravenously to ren-
‘'der the patient unconscious and to produce & convulsion,
When the patient did not réSpond favorably to treatment,
~ he waé coﬁmitted to a mental hospital. , |

In 1938, electro-shock therapy was introduced. It
.was felt that electro-shock savéd a few‘patients from
.being sent to Essondale, but conditioﬁs on Ward X did
not provide the kind of environment conduéive to the
patients' TeCOVeTYe Ward X was considered "a step from -
home to Essondaie.”_ | - |

In the lasf yéérs of its existence, Ward X acquired

a bad reputation in the city. This was partially due to
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its location being below ground level, l1ts unattractive
physical appearance, and the type of patients on the
ward. The location of the ward was disturbing to the
patients, and to the relatives who visited there. Ward X
was dark, dingy, and pungent. Ventilation was bade. The
condition of many of the patients necessitated frequent
scrubbing of the warped wooden floors. The disinfectants
used for scrubbing and the dampness of the ward gave it
a continuous unpleasant odor. The doors rattled, and the
screams and groans of some of the patlents added to the
ward's reputation of belng noisy. The heavy wire-cage
windows were obvious to the public as well as to the
patisent, and gave i1t the appearance of a basement dune
geon. Indeed, when the patient complained of his sur-~
roundings, it was regarded as evidence that he was getting
be tterl

Dissatisfaction with Ward X facilitated the case for
improvement in administration, care, housing, and treate
ment of the mental patient on & new psychiatric ward.

The construction of the Seml-Private Pavilion in 1944
provided for discontinuation of Ward X, and & new psy~-
chiatric ward was established, which became known as

Ward Re.



CHAPTZR II

SUBSEQUENT DsVELOPMANT: WARD R

Ward R was opened on October 15, 1945, and has re-~
mained in existence to the present'time. It 1s a psy~-
chiatric ward, admitting only the patient with symptoms
of mental disorder. Attached to the ward is a psychlatric
clinic located in the Out-Patient Department of Vancouver
General Hospital. Short-term cases are retained on Ward R
for diagnosis and treatment. Cases requiring long-temrm
treatment are discharged to the Provincial Mental Hospi-
tal in Essondale or to a private hospital for the men-
tally 111, Ward R is regarded as "a clearing house" for
the Provincial Mental Hospital. Its intake during the
period of thié study averaged sixty-five casés a month;
and, because of the large turnover, treatment for the
patient is limited to a maximum of fourteen days. On an
average, Ward R certified seventeen of the sixty-five
patients to a mental hospital every month. A majority
of the certified patients go to the Provincial Mental
Hospital.

The ward is composed of twenty~-slx rooms located
in the west wing on the first floor of the main bullding
of Vancouver General Hospital. Designed in an "L" shape,
it has a normal capacity for twenty-sight patients.

Seven rooms with two beds In each are located on one wing
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of.the ward,'and fourteen locked rooms on the other wing.
Thirteen of the locked rooms have single beds. 'One
locked room, with two beds, is'reeerved for police casese.
The ward is clean and has adegquate 1ight.and ventilation.
A comfortaele sun room at the west end of Ward R is
utilized by patients to relax, read, or visit with‘rela-
tives or other patients.

' Located near the entrance of the ward is a consul-
ting room which is used for staff cenferences and for
interviewing relatives of the patients;' The remaining
rooms. are: the staff office, the treatment room, the
kitchen, aﬁd the utility room.

Staff

Ward R has & staff of six psychiatrists who are
assisted by interne; three regietered nurses; and a
full-time social worker. The services of the psyehia-
trists, who also maintain a pfivate practice,.are free
on Ward R and in the psychiatric clinic. The psychia-
trists visit the hospital daily to see their reSpective
patients. When an emergency case is-admitted to the
ward, the patient is examined by an intern and assigned
to a starf psychiatrist. The hospital does not prohibit
the private psychiatrist from using Ward R for his pri-
vate patient; however, this practice is used infrequently
as.the private psychiatrist generally refere hie patient

to & staff psychiatrist.
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. The reglstered nurse in charge of Ward R assumes a -
| large portion of responsibility for the wgrd because
'there is nO'fesident psychiatrist. When the staff psy-
.chiatrist is not available, the service of the intern
is:utilized. General'routine nursing is performed by -
student nufses; : | | |
The sociai worker, upon request of the psychiatrist,
interviews.phe patient for the purpose of obtaining a
case history; 'Wheh the patient'is unable to discuss him-
'self,‘relatives are interviewed. In some iﬁstances,
" both the patient and the relatives are interviewed.
| The ward has no. clinical psychoiogist} but recently
-4t has utilized the service of the University of British
Columbia's Psychology Department. Testing of the patient,
who has been referred to the department by the staff
. psychiatrist, is done in the hospital; The test, gene=-
“rally the Rorschach Test, is given by‘univeréity students
-under the supervision of a psychology professor and 1s
-used by the psychiatrist to substantiate his_diagnosisQ'
The validity of these tests has been considered highly
| reliablé.‘
- The hospiﬂal?s forty-fourth Annual Report expressed
satisfaction with the psychiatric warde

. Ward R, which was formerly the gyneco-~
logical department, has been reconstructed
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and is now & modern psychiatric ward. Old

Ward X is no longer used for housing pa-

tients.4 :

In previous annual zeporte, the hOSpit:l.had ad-
vocated more adequate facilities for a psychiatric ward.
As early as 1916, the committee desired segregation of
cases and special accommodations for them. The estab-
llshment of Ward X in 1917 was some improvement, however,
its adequacy remained for only a short duration., In-
creased efforts had been made toward the 1mprovement of
Ward X. According to the ninetsenth Annual Report:

' The Observation and Isolation Sections
continue to be a constant source of worry and
difficulty, and are inadequate in every sense
of the word to carry on the very great demand
of this branch of work. The situation of the
Observation Section is not desirable, and the
rooms are limited in number so that it is-
often difficult to vacate them for cleaning
and renovating purposese. The lack of suffi-
cient number of rooms as well as the type of
construction, greatly increase the cost of ad-
ministration, as the patient is moved fre-
quently and when digcharged the room must be
sterilized at once.” = o o
‘The twenty-sixth‘Annual'Eeport had made reference

to the Royel Cormission's recommendations on mental

' diseages. The-administration.eteted that its problem .
of caring for cases of the mentally ill was constantly
1ncreasing and facilities for giving proper attention and ‘

treatment to the cases We re inadequate.

4 Annual Report of Vancouver General Hospital.
"Report to General Superintendent " 1945, P. 184

5 Annual Report of Vancouver General Hospital,
"Report of Medical Department," 1920, P. 45.
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Vancouver General Hdspital, being wi thout funds
to handle its problem of overcrowdedness, hds depended
upon governmehtal appropriations for enlarging and im=-
proving its facilities. The tims element involved in
granting extra apprOpriatibns had been a factor that
contributed to the retardation of the hospital's ad-
‘#anéement. The hospital's;many‘efforts to gain a
suitable psychiatric ward came to fruitiqn‘when its
_'Semi-Private Favilion was constructed. The enlarged .
hospital provided avaiiable space for establishmentvofA‘
Wérd Re

Admissions and Referrals

"Admission to Ward Rvis granted in several ways,.
-Preference is given to the patient showing symptoms of
acute mental disorder. .Cases referred from the emer-
gency ward receive secondary consideration, followed by
medica; staff referrals. If the fﬁom reserved for police
cgses.is'occupied, additionaljpoiiée céses-are last to
receive consideration. Ward R admits both the private
and ﬁhs public case.

The patient referred by his family physician or the
psychiatrist for admission to Ward Rventérs directly from
' home or from the psychiatric ciinic. The ward is in con=-
tinuous use and when there is no bed available, the pa=
tient is sent home pgnding'notification fhat a bed is

available for hime The seriousness of the illness is
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" given cons1deration.

The most significant factor regarding age distri-
bution (Table 1) is that the majority of.patients ad-
‘mifted to the psychiatric ward afe between forty and
sixty yearé of age; whereas, the largést groub of pa=
tients admitted to thé psychiatric clinic are between
the ages of twenty-five and forty.6 _

Table 1. Age-Distribution of 225 Adult Psy=

chiatric Patients Admitted to the
Vancouver General Hospital

Locale | Number and Sex pf.Patients

and Numbe r Percentage
. Age Wale Female Total| Male  Female Total
On the Ward:

- Under 25 7 8 15 6.8 6.5 6.7
25 to 40 11 13 24 10.6 10.7 10.6
40 to 60 12 14 26 11.7 11l.5 11.6 .
60 .and over 14 . ... 9 23 13.6 . Te4d 10.5
In the Clinic: -

Under 25 16 18 34 15.5 14,7 15.1
25 to 40 . | 16 28 44 15.5 23.0 19.2
40 to 60 15 21 36 14,6 17.2 16.0

60 and over |12 11 23 || 11,7 9.0 10,3

- TOTAL Ro3 122 225 100,0 100,0 100.,0

Source:. Compiled from social service records of
Vancouver General Hospital for the years 1947-49.

The intake of Ward R was composed of referrals from
several sources.. ‘The ward received cases from (1) the

physicién, (2) the police, (3)‘the other wards,

6 Two hundred twenty-five 8001&1 service records

- were used in this study, of which 88 were ward cases

and 137 were clinlc cases. Records of the social ser=
vice department were used rather than the records of

the psychiatric department because of the unavailability
of the psychiatric department records and the inconsis=
tency of record keeping on the psychiatric ward.
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(4) relatives, (5) social agencies, (6) the'G;rls In-
dustrial School, and (7) the juvenile home. The
| majority of patientS‘admitted to the psychiatric ward
were referred by physicians (Table 2).

Table 2, Sources of Referral of 88 Patients
Admitted to the Psychiatric Ward

————— —————

mat——
— s ———

Source Number and Sex of Patients
of . A
Referral Number | Porcentage
Male Female Total | Male Female Total

Physician 21 19 40 47,7 = 43.,2. 45.4
Police 11 10 21 . 25.0  22.7 23.9
Ward Cases 1.7 -8 15 15.9 18.1 17.0
Relatives 4 2 6. - 9.1 4,6 6.8
Social Agencieg O ) 3 o - 6.8 344
Girls Indus=- :

trial School 0 2 . 2 | 0 4.6 2e3
Juvenile Home 1 0 X Le3 0 1.2

TOTAL 24 24 88 |100.0 100.0 100.0

Source: Compiled from socia&l service records of
Vancouver General Hospital for the years 1947-49,

Tfeatment

Ward R is a diagnostic psychiatric ward. It admits
only the patient with acute mental disorder and retains
| him until his illness 18 diagnosed. The patient with
acute mental disorder may be gi&en thefapj treatment,
- provided 1t'will'improve his condition. Electric Qhock‘
vtherapy, 1nsuiin shock therapy, and bromide toxicationv
therapy are administefed on the;ward. The lobotomj'is
also performed. The most éignificant fact about treate

' ment distribution (Table 2) is that there is no record
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for the great majority of patients; However, electric .

shock is the treatment most frequently used.

Table 3. Treatment Distribution of
88 Adult Ward Patients in
- Vancouver General Hospital

A : Number and Sex of Patients
Treatmen# Numbe r- Percentage
ale Fermle Total| Male Female Total
Insulin 2 0 2 4.6 0 2.3
Blectric shock | 4 8. 12 9.2 '18.2 13.6
Insulin and S . ,
.electric shocl 1 . 2- 3 2.2 . 4.6 3.4
Bromide toxi=- : S . '
cation 10 1 ) o 2.2 l.2
Psycho=-therapy | O - 3 3 o 6.8 3.4
No record 377 30 67 84,0 68,2 76.1
TOTAL " e - 44 88 - [1100,0 100.0. 100.0

Source: Compiled from 88 social service records
of Vancouver General Hospital for the years 1947-49,

Electric shock is induced by the passage through
the brain of a prescribed quantity of electricity of a
prescribed voltage for a de81gnated 1ength of time.
“The number of treatments for improvement of the patient
depends upon the physical condition of the patient and
the severity of his 1llness.

Insulin shock. therapy is used most frequently wi th
»the schizophrenic patient. Insulin shock is produced
by,injecting insulin ihto the patient‘eVer'a period of:‘
two weeks. The amount of sheck5and thetdeptﬁ of sleeb
inducedldepends on thevbrocedure; the patieht; and the

seriousness of the illness,
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Bromide toxication is used as a nerve depressant with
the alcoholic and_the drug addicte The bromide drug is
administered by the mouth or rectum, after emptying the
stomach, to induce free prespiration, Bromide toxica=-
tion therapy fequires excellent nursing care; The pa-
tiént must not be left alone because attempts at suicide
are frequent. Restraint of the patient is avoided unless
the patient becomes maniacal, Nursing care for the pa=
tiént requires endleés patience, tact, and understanding.

The lobotomy is & highly specialized branch of brain
surgerye. The operation consists of the severing of cer-
tain connections in the brain to relieve the patient of
the anxiety which is the predominating caﬁse or symptom
of his illness. The majority of the lobotomy cases are
referred to Vancouver General Hospital by the Provincial
Mental Hosbital; The lack of adequate facilities for
the lobotomy at the Provincial Mental Hospital made
neéessary the transfer of'rGSponsibility to Vancouver
General Hospitals A few patients on Ward R are given
the 1pbotomy if deemed édvisable for the patient., Be-
fore the lobotomy is performed, the didgnosis 6f_three
psychiatrists must indicate that the 1obo£0my is'the
best treatment for improvement of the patient. Consent

of the patient's family must also be obtained.
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Types of Patients
Claséification of the.pgtient'with méhtal illness
- on Ward R is as follows:7 | |

l. The Psychogenic Group
‘ a, Psycho-neurosis
be. Psychopath
ce Manic depressive
de -Schizophrenia
e. Involutional melancholia

2. The Organiec Group
a., Epilepsy
b. Mental deficiency
ce General paresis
d. Cerebral syphilis
e. Senile psychosis
f. Cerebral arteriosclerosis

3+ The Toxic Group
‘ a, Alcholics =
b. Drug addicts
4., The Endo-Toxic Group
- a, Cancer
be. Huntington's chorea
c. Kidney
d. Hyperthyrodism

e+ Tuberculosis
f. Diabetes

| Treatmenf for the psycho-neurosis group 1ls limited
on Ward R because the 1llness is regarded'as'less severe
théh the illness of the other groups. Their stay in the
hospital is temporary and after they are disChafged, they
“are allowed to go their own way unless fhey are in con=-

flict with the law. The patient desiring treatment after

7 Lawson G. Lowrey, Psychiatry for Social Workers.
New York: Columbia University Press, 1950, .

. G. A, Davidson Psychlatrlst Vancouver General
Hospital. (Interview$
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,discherge from the hOSpitai'is'seen by the psychiatrist
_.as a private'patieht.AfThe'patient who is'unable to pay
for additional treatment is referred to the"‘ip‘sychiatric |
clinic and the.socialhworker for follow-up treatment.

Ward R is Without'facilities to care for the psycho-
pathie groupfitherefore, treatment for this group is less

~successful. The behavlor of this group is never serious

enough for certification to a mental hospitalj however,

their behavior'frequently involees them in serious dif=-
- ficulties with the law. They are often sent to correc-

.tional instifutions;'

Treatment of the manic-depress1ve group on Ward R
15 highly successful, at present. In the depressed stage'
ofvfhe manic-depressive petient;'the individual sleeps
poorly, is seifisﬁ,,and temperamental. He loses all in-
terest in his famlly, friends, and employment. He‘feels
worthless and may commit suicide. Treatment for long
periods of depreseion‘is electric shock. It will de~-
‘crease the depression in four out of five cases.

.The depressed phase of the manic-depressive may be
}substituted by over-actlvity, which is known as the ‘manic
.phase. When the individual is overactlve, his ag ggression
ls freer; however, the depressed phase is regarded as the

l_mo:e basic illness. Psychotherapsutic treatment is given'
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to éﬁable fhé péﬁiént to understand his feelingé more
fully and to teach him better ways of relating himself
to people around him.

The schizophrenic group constitutes the largest
group of mental i1llnesses. Schizophrenia is a disease
of early life which occurs between the ages of fifteen
and thirty. Prognosis for the schizophrenic is poor;
however, the employment of shock therapy, occupational
therapy énd physio-therapy has stimulated mofe hope for
this large group of patients. Generally, the patient
admitted to Ward R and diagnosed és schizophrenia is
certified to the Provincial Mental Hospital.

The 1lnvolutional melancholia group constitutes a
smaller number of patients as compared with the patients
of the other groups admitted to Ward R. Menopausal
syndrome is applied to this group because the illness
occurs between the ages of forty and fifty. 'The patient
becomes irritable, depressed, remorseful, bitter, and
pessimistic. Accompanying tﬁese moods aré physical
symptoms such as hot flashes, cold shivers, dizziness,
headaches, ecardiac palpitation, ahxiety attacks, nauséa,
'fatigue, insomaia, and loss of éppetite. The sﬁmptqms
- may vary from mild to severe, and if severe enough, com=
mitment to & mental hospital is advised. Some medication
is given this,groﬁp and psycho=-therapy is utilized if the

illness is of a mild nature.

AN
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Treatment for the epileptic and the mental deficient group
on Ward R is principally diagnostic. Its purpose is to
study the patient's behavior, to determine the extent of
mental impairment, and to decide whether the patient
should be certified to & mental hospital or to a hospital
for thg mentally.deficient. -Medication is given the epi~
leptic to bring his convulsions under control. The epi-
leptic patient 1s referred to the Neurology Clinic in the
Out-Patient Department for continued treatment, provided
he does not have a private physician.

The geﬁeral-paresis, cerebral syphilis, senile psy-
chosis, and the cerebral arteriosclerosis groups ars, on
the whoie; unwanted on Ward R bécause Ward R functions
~on a short tefm'basis while the majoritj‘in these groups
fequire 1ong-t9nn treatment. The increasing number of
the senile psychosis group constitutes a problem as t§
what can be done for and with the aged. The patients
from all of the groups are admitted to Ward R because ad-
mission to the Provincial Mental Hospital is limited.
Treatmént includes medication, food, and general care be-
fore the patient is.returned to his cbmmunity.

Alcholism is not a psychiatric diagﬁoéis but it. is é
form of'behavior found in a number of.psychiatric dis=
orders. In acute éases, the patient suffering from a
toxic psjchosié at the time of admission to Ward R

usuallj recovers from the psychosls shortly'after bromide
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toxication treatment, However, his basic psyChiétric
problems remain and he will need the therapeutic
'faciliﬁies of general psyéhiatrié sérvice. Additiénal
treatment is given the patient 1if dietary and nutritional
defiéiencieé accompany exceséive use of albohol. ‘The al=-
,'tholic bf’long standing de%elOps_chronic mental‘distur-
bance that will require certificaﬁion to a mentai hospi=
tal. | |
| The absence of a péychosis with the drug addicf con-
stitutes more of a probleﬁ than in the treatment of the
alqoholic. The dfug addict is a violator of the federa;
law and is detainable on that basis. The number of drug
vaddicts as compared to the number in the earlj years of
Ward'thas'declined considerably. The federai laws re-
stripting free acéess_to:narcotics'and the bromide toxi-
cation treatment given this group on Wa:dvR has been
successfullin causing thezdecliﬁe..

Thbfendb-thic_group,is acceptéd for treétmént on
ward R because & physical 1illness is involved. The pa=
- .tlent 1s admitted to Ward R from other wardsv;n the,hos-
.pital. Treatment for the patlent of the endb-toxiérgfoup
.depends upon the nature of the disease and the extent of
the illnesse - |

| : Cbmmitments.
When the patient in any-of the above-mentioned groups

does not respond to treatment, certification to & mental
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hospital is advised. There ére two procedures for
certifying a patient to & public or & private mental
hospital., The patient may sign a voluhtary comnitment
form which is co-signed by a psychiatrist; or a rela-
.tive of'the patient maj 91gn.a commi tment form which
fequires the signature of two psychiatrists.

~ Administration of the ward appears adequate.
Bvery e:fort is made to keep the ward clean, and there
isvsufficient help to Aséist in making the patient cbm-
fortable; however, the hospital administration recog- 
nizes that although Ward R is an Improvement over Ward X,
the ﬁéed for more.rooms, a larger staff,'and more ade-

quate treatment facllities contlnues to éxist.



CEAPTER III

| ~ THE PSYCHIATRIC CLINIC _ _

The establishment of & psychistric clinié at the
‘VancouveriGenefalAHéspifal'was_thé fééﬁl?Aof several -
contributing factors; The interest éf a few psychia-
 trists stimulated the hospital clinic to relieve the
demand and needsvfof admission to thé psychiatric ward.
Many of the patients admitted to the ward for observas
tion and treatment were suffering wi th minor disorders
and did not require hospitalization. It was felt that

a psychiatric“clinic could treat the patient with minor
disorders, thereby allowing more opportunity for ad-
_mission of the me‘ﬁtally i],l_patien‘l"; “to the psychiatric
warde | :  1| | |

The psy§h1atricAglin;c was to function as & diagnos=

.Atic and treatment center, All cases except the emergency
case and the hOSpital cases were to.be admitted to the |
clinie fbr'diagnosisAapd treatment unless ward gervice

. was necessary. It wag thought that the clinic would
"have less public stigmé than' the péychiatric ward and,
because of this fact, the patient wquid re spond more
fa?orably to treatmgnt.‘ Also, utilization of & psy-.
dhiatric clinic would be less expensive both for the
patiént and the hosbital. _

 Following World War I, there was & definite trend

toward utllizing psychliatric facilities for the care of
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the mentally 111 and the emotionally disturbed war
fvetéran. Studies were made of the psychotic, psycho= .
neurotic, and the delinquent soldler during the war.

The studies revealed that the illness of the soldiers

was generally caused by éarly disturbances in childhood.
The result of the studies was the recognition of psy-
chiatrye. This mpvemént had some efféct on the establish;_
ment of a psyéhiatfic clinic.

Although the Vancouver General Hospital did not
render service to the veteran, it recognlzed more and
more the need for psychiatric faCllitleS to care for
Ithe.patlent suffering from mental disorders. |

The increasing interest of the departments of educa-
tion, health, welfare, and correctlons and other govern~
mental agencies in trying to understand human behavior
-was another contributing factore. These department§ feéi_,
liged that'psychiatric.diagnoses and consultations on
theif cases would.enéble them to cope with human probiems
in their own field.

The first.psychiatric clinic began operation in 1920
in the Out-Patient Department 6f the Heﬁther Sﬁreet Annex
Building. The wooden building was a temporary conétru#-_
tion orginally used'by the goVernmentAto care for disabled
veterans, The clinic had two psychiatrists who attended
thé clinic on alternate weeks. Services of the psychia-
trists were free, since both psychiatrlsts had prlvate

practiceso
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Pafient‘attenaance in &he clinic'indicated~a need
for‘psthiatric éervice. The,sufvey of the Véncouver.‘
General Hospitel, by the Joint Committee in 1929, pro=
vided statistics for the seryicé in the cliniéc. During
the month of October, 1929, four clinics convened. Ten -
‘new casés were intgrviewed and eleven readmittaﬁce caées
were given consultation. Because‘the committee disap=
pfoved of the location, adﬁinistration, and fécilitiés
of the Out-Patient Department, recommendations for im-
ﬁfovement wérg made o o

The location was inconvénient‘for the{patient as‘
well as for the hospital staff. The committes folt that
the Out-Patient Department should be in or near'the mein
hospital.\ The temporary cpnstructed_building was inade=-
quate for hospital use. It did~not:have‘sufficient space
- and rooms for examining and treating patients.

. Administration of the Out-Patient Department was con-
sidéfed»pbor. There was a wide divergencé;in'admihistfé-
tive structﬁre,'feSponsibility, activity, funétion, and
inter-départmental'felationship. There was no uniformity
in'récordAkeeping. The records were brief. In séme cases
no récord of the patients examined and treated in the
clinic was made., When records were made, they were often
misfiled or lost.: | I 7

'The department~was also without sﬁfficient'staff to
accommodate its intake,“and 1t did not have adequate»b

equipment with which to work,
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Reorganization of the psychiatric clinic was given
_wﬁen provisions for a new Out-Patient Department were -
made in the Semi-Private Pavilion that was completed in
1944, The psychiatric clinic, like the psychlatric ward,
was dlagnostic. It-continued to Operate.on a one morning
a.week basis and to utiiizebthe free serviée of the hos-
pitalt's staff psychiatrists.

Admissions

Admission to the clinic was restricted to adults.
Diagnosis and treatment of children was provided for by
the Child Guidance Clinic that opened in July of the' same
‘year. Children requiring institutional care wezé re-
ferred to the clinic for diagnosis and certification.
All cases seen in thevciinic were by referral: It was
~necessary for the patiqhﬁ to submit,evidenée of a récent_
physical examination before a scheduied appointment to
see the psychiatrist was granted. The ciinic'S'service
was free. In 1945, the clinic's service was restricted
to the patient who was unable to pay for medidalwcare.
The age distribution of patlents admitted to the psy=
chiatric cliniec is shown on Table I.8

Staff and Duties
The psychiatric clinic was composed of a psychiatrist

and a nurse.' The psychiatrist was responsiblevfor‘the

8 Chapter II
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social history, diagnosis, and treatment of the patient.
The nurse scheduled appointments for the clinic, assis=-
ted the psychiatrlst with the patient, prepared forms,
and admitted the patient to, the psychlatric ward,

The‘clinic avereged six patlents a week. It was
recognized shat the clinic's service was unsatisfactory
‘because the psychiatrist wasfunable-to give adequate__
attention to the cases requiring long-term treatmeet.

‘ The>hospitaldincreased its ﬁsychiatric staff to eix
members in ‘1945 and appointed a ‘head staff psychlatrist
who reorganized the administration for efficlency 1n

'the psychiatric clinic and the psychiatric ward. Moxe
 time was allowed the ‘psychiatrist for diagnonsis.and treat-
ment of the patient. The clinic's intake was restficted
,te three patients a week, The psychiatrist saw two new
cases and one re-admittance case or two- re-admlttance
cases and one new case. |

The clinic‘continued to operate as a diagnostic
.ciinic one morning a week and each ésychiatrist had
charge of the clinic for & three month period. In Janu-
ary, 1950, the clinlc began Operating on the seme basis
two mornings a week. A psychiatric social worker was
a'dded to the staff in 1946 to relieve the psychiatrist
of some of his responsibilities. The function of the
psychiatric social worker will be discussed in the
following'chapter. |
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Referrals

Thg intake of the clinic was'composed of referrals
from six sourcesA(Tgble'4). It £eceived cases from
(1) the private physician, (2) clinics in the Oute
‘Patient Department, (3) the public and private social
agencies, (4) solf réferrals, (5) relatives, and (6)
probation department. The majority of the patients were
referred by clinics in the Out-Patient Departmenéfof Van-

couver General Hospital.

Table 4. -Soﬁrce of Referral of 137 Patienfs
Admitted to the Psychiatric Clinic

Number and Sex of Patients
Source _ '
of Number ‘ Percentage

Re fe rral ~ - ' A
Male Female Total Male FemaleTotal
Clinic Cases 26 38 64 44,1 48,7 46.7
Social Agencieg 13 24 37 22.0 30.7 26.4
- Physician 12 10 22 20,3 12.8 16.0
" Self Referral 7 3 10 - 11.9 3.9 7.9
Relatives . 0 3 3 0 3.9 2.0
Probation Depty 1 0 1 1.7 0 .8
TOTAL 59 - 78 137 100.0 100,00 100.0

_ Source: Complle@ from 137 social service records
- of Vancouver General Hospital for the years 1947-49,

Types of Cases
Diagnoses of the patients seen in the clinic were
made in the following categorieé:
"I, Psycho-neurosis
II. Psychosis
A. Organic
B. Functional
IITI. Mentally Deficient

IV. Psychopath
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The patients in any of the‘above-menfibned groups
have one common characteristic. Their illness genoﬁes
failure to make a satisfactory adjustment of the needs
and demands of the human personality to those of the en-
© vironment. The human being is born into the world wi th
certain instinctive needs which must be satisfied by'jﬁ
those about him. When these needs are not met satisfacfr.
torily, the human being dévelops hostility, frustration,
hate,iand pessimismlbécagsé'he 1ives in an enviromment
that is di_fficuit and cold toward him. 'As the. huzvnran
being‘meets circumstances that éause him to be afraid or
to feel frustrated he cannot act normally. His environ=
ment has deprived him of love and interest during child-
hood and inadegquate acquaintancé with the realities of
the world éround*him. Eecause of this, the human being
is apt to develop into an immature adult who has not de-
velbped e@btionally and ideationally to:meet life. He
1s afraid and frustrated when he méetsuuﬁpleasant cir-_
cumstances. Frequent recurrence of -fear and frustration
may:lead to éoﬁe mental disorder. |

The psycho-neurosis group is a functional disorder
of~thé ne rvous sjstem. The group is composéd of four
sub-groups: (1) conversion hysteria, (2) anxiety hys=~
téria,.(S)'neurasthenia, and (4) compulsion hysteria,
. In genéral, the behaviof of individuals in the psycho-

neurosis groups manifests itself as bodily disturbance

'
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withqut,structﬁrél abnormality of as hentai disturbance
that is distinct from the psychosis group. Their perso-
nalitf is not essentially changed. It reacts to reality
" as does the normal individual. Their conduct may be in=
efficient and inadequate, but is not anti-social, Their
emotional reactibn may be intensified or dulled; but not
sufficiently to change the individual basically. Their
insight is good and they do not violate ethicallstan- |
dards in the presence of clear consciousness, but they
falsely consider their symptoms. Falsification of
symptoms indicates éhe onset br evidence of mental ill-.
ness. o

The‘illness of the psychosis group is a more inten=-
sified form pf ﬁentél‘illness. The'illness differs from
théf of the psycho-neurosis group because the reality
prindiple is absent. The illnessimanifests’itself in
the béhaVior; embtional feaction,.and ideatioh'of the
patient."Hé reacts erroneously to reality and builds
up faise concepts regarding it. His behavior responses
are peculiar, abnormal, ineffiqient,'pr antifsocial.’.

The psycboéis gfoup is divided intb three main sub;
gréups: (1) organic; (2) toxic, and (3) functional.
'The organic gfoup.includeé those in which brain damage
has occured. ‘General paresis, ;erébral arteriosclerosis,

epilepsy, and feeble-mindedness are common examples.
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The toxic group includes all cases in which mental phe-
nomena is supposed to be caused b& a toxic agent such
as psychoses from alcohol or_from‘drugs. The functional
group includes all caees-in which an organic or toxic
factor has not been ascertained. The functional group
hae three sub—groubs: (1) manic-depressive; (2) schizo-
phrenie; and (3) involutional melancholia, |

The manic-depressive petient may be one of five
typés: (1) thée maniec, (2) the depressed, (3) the circu=-
lar, K4) the.ﬁixed,‘and (5) the atypicai. The schizo-
phrenic may be ohe of four types: (1) the simple,’(z)
the hebrephrenic, (3) the catatonlc, and (4) the paranoid.

The psychOpathlc group is not always distinct from
‘the psycho-neurosis and‘psychosiS‘group. For purposes

- of cla331flcat10n, these patlents are put together be=

B cause they form a large group. The person of. the psy-

chopathic group may be similar to a psycho-neur081s,
vwhlch another may  be 51m11ar to 1nsanity and another may
be in trouble with the lawe |

The psychopath generally possesees everage‘or above
average intelligence, but by reason of congenital or en-'
rironmental influence‘is lacking ;h moral serisibility. i
There i8 a constitutional unbalance in the pattern of
mina, oot not & disorder of function as is observed in
the neuroses and the psichoses. The oeychOpath cannot

be depended upon. His judgment is poor, and he is
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.easily pleased or disbieased. Because of his behavior,
the psychopath is frequently regarded as a delingquent
and some times géts into difficulty with the law,
Treatnent
'The psychiatric clinic functions weil as a dlagnos=-
tic clinic; however, it is dware of its 1imitations as
a treatment center. The clinic's objective 1s to tie‘l
in the emotional wi th the physical aspects and %o give
support to the_insécure m tient., Thus far, little has
been accomplishede Of the 137 céses, only 32 patienté
received psycho-therapyAtreatment (Table 5). |
Table 5. Number of Patients Receiving Psycho-

therapy Treatment in the Psychiatric
Clinic by Sex and Year

- Number and Sex of Patients
Year Numbe r Percentage

Male  Female  Total Male Female Total
1947 3 1l ) 14 37.5 45.8 43,7
1948 1 7 8 12,5 29.2 25.0
1949 4 6 .10 50,0 25.0 31,3
TOTAL 8 24 32 100.0 100.0 100,0
[

Source: Compiled Trom social service records of
Vancouver General Hospital for the years 1947-49.

The private practice of the psychiatrist and his |
service on Ward R allow him little time for psycho=-
therapy. The utilization of the psychiatric social

worker for follow-up treatment and psycho~therapy

~
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, undef,superfision of the psychiafrist to some extent
has‘beeh bverlboked.' A discussion of the follow-up
treatﬁent pre formed bj the social worker will be dis-
- cussed in Chapter IV.
- The.out-patient_clinics, the private physician;
and the private-andrpublicisocial agencies'ﬁseﬁ»the-
clinic for diégnoétic purposes. Some‘gf'the re fe rral
‘cases remain with the clinic for psycho-therapy by re=-
quest of the referor because the patient is apt to re-
spond more readily to treatment. All cases indicating
certifidation to aniinstifﬁtion are seen iﬁ the clinic
unle ss the patiént's behavior ﬁarranﬁé using precau-
tionary measures, The diagnoses-qf.these patients are
done oﬁ Ward'R. | |

7 Psychojtherapy treatment in the clinic is composed
of,iﬁtérvieﬁs with tﬁe patient by the psychiatrist and
the psychiatric social workef. The type of interview
depends upon the nature of the patient's illness, his
area of conflict, and the strength and weakness of ﬁis
A'personality.- Thextypés of therapy émployed by;thé.psy-’
chiatric social worker are insight therapy, supportive
the rapy, environmental therapy,Aand counseling therapy.

The clinic does not use group therapy; however, it

1s frequently prescribed for the patienf. Arrangement
Tor group therapy is made by the social worker with a
group;wofk agency for & form of group activity ﬁhich will

be suitable to the needs of the patient.
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'THE SOCIAL SERVICE DEPARTMENT

| In 1912,‘the Women's Auxiliary of.the Vanéouver
Gene ral Hospital,-recognizing the need for & social
service départment,‘empioyed a registefed nurse to
relieve the hospital administration of ‘some of the
problems thaﬁ were not within fhe realm of the medi=-
cal fieid;b The department provided food, fuel, -
Iclbthing, and cash~for~the needy- patients who were
discharged from the_Véncouver General HOSpifél. The
departmentis work;was.regarded by the hospital ad-
minisﬁratibn_as an experiment, but the need for its
service became.more énd.more apparent and each year
thé social service program‘was'expandéd.

The social‘service_department secured employment
for the_patieht‘who had lost his job'while in the hos-
pital. It obtained qon#alescent éccommodations for
the discharged patient who had no home to which to re=
"turn. It provided artificial limbs, braces, crutches,
and wheel chairs for the cfippled. "It supervised fés-
ter home care for children and 1£.administered an
‘adoption'program. | |

The sco?e of the hospital's social se:vice work
broadened to the point of being uncontrollable, making

it necessary for the program to expand into‘the‘éity.
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In the eightesnth annual report, the social service
department stated the following regafding its work:

The linking up of the out-door clinic with

the Social Service Department is a broadening

feature from which we anticipate a greatly

"increased usefulness. Ours is not merely

a clty relief organization but one whichg

by its intelligent operation in public

health and child welfare plans, seeks to

improve general social condltlons in our

clty.

The department's program continued aldng this
jpattefn until its reorganization in 1932, - The new
program was the result of the Joint Committee's Sur-
vey of Vancouver General Hospital in 1929. The Joint
. Committee felt that the hospital .had no social service
department in the true sense of the word. There was
an overlapplng of service, and donations were beling
made to patients who were not needy. Suggestions were
made for the establishment of & good working relation=-
ship with_other’social'égencies in the city. When
community resources faiied‘to.meet the needs of the
patients, it was the responsibility of the hospital's
social service department to urge upon the éommunity
the need for better agenciés and resources for the sicke
The need for research in the social service field was
‘emphasized, and the arffiliation of the hospital's social

service department with the University of British

Columbia's School of Social Work was advocateds

9 Social Service Annual Report of Vancouver General
Hospital, 1917, p. 24,
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The Joint Committee recommended a staff of not less |
thaﬁ three ﬁeli trained and éxperienced social worker§,
bf Which'group one was to be the head social workerg
Supervision and control,of‘the department was to be thé
-direct responsibility of the hospital(é géneral supér-
intendent. This clarificatidn of reSponsibiiity was
,necesséry because the Women's Auxiliary had been taxed 1
with reSponsibi;ify beybnd the scope of the érganiza-
tion and the auxiliary's funds had been expended for
articles chargeable to the hospital fund. |
The social service department began with a desk and
a clothés cioset~in a corridor of thé Main Hospitalb
‘Because its work proved useful, thevdepartment-expahded.
-raplidly énd'was moved to the:Out-Patiént Departﬁegt in
1919, . The opening of the Seri-Private Pavilion allowed
‘for the accdmmodation of the staff of social workers in
thelnew Out-Patient Departmentes The éocial‘Svaice of-
‘fice remained in the main buildingvof the Vancouver
General Hospital. |
| The result of the Joint Conmittee's recommendation
for trained social workers was the appointment of a
social worker in 1933. Gradually-the appointments. in=
creased untii fhe present social staff includes a head:
social servicé supervisor; a case work supervisor, and

seven full-time social workerse
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ﬁecognition of the psycho-somatic approach by the
medical pfpfeséion has strengthened the.racognition of
the social ‘work ﬁrofession. The medical profession's’
recognition that social and psychological factors are |
involved in déveloping-the illness of patiehts'has aided
in clérifying the purpose and function of thé_social‘
worke re | . o “ | ‘. | |

Barly in :i;ts. development, the' social ﬁork profeé-
sion was concernéd aﬁo&t personaiity di fficulties and
‘social prObiems dfvfhe clients. ‘itfdevelobed basic
concepts, the techniques of which are usedlin deve10ping
case work skills for handling individual problems.

The year 1935 had marked a definite beginning of
social work in the hospital. The social sefvice depart=
ment became affiliated with the University of British
Columbia's School of Social Work. Several years later,
‘@ training program for social service students was bée
gun in %héﬁﬁSSpital.‘ Oriéinally social service had
been rest;icmed to a few wards in the hbSpital, but
the need forléocial‘servi§e expanded.to include ortho-
pedic cases on Ward E, diabet‘ic‘ cases on Wards A and B,
and psychlatric cases on Ward X

The Social Worker on Ward X
The patients in_VancouvervGeheral Hospital were

classified into two groups: (1) the staff patients,



41
‘who weré_unable to pay fdr medical care; and (2) the
'private.batignts, who were able to pay for medical
care. Social service work in the hospital was confined
‘to staff patients and to a few private patients who
 were referred by staff physicians.

The social worker's function on Ward X was regarded
as an experiment during the.first few years because the
duties of the édcial worker hédlhot been defined. The
social_wofker was responsible'fbr‘the'sqciﬁl histories
of all the staff patients admitted to Ward X.

The psychiatrists obtained the social histories of
the private pafiehts unless the private patients were
referred to the social worker. Obtaining the social
histories constituted the largest part of the social
worker's job. The process involved interviewing the
patient and his relatives for information that might
_'be useful in diagnosis and treatment of the patient.
The social history included the details of the patient's
behavior, his family'history, the interaction of per-'
égnalities in_the>immédiate family group, and the at-
titﬁdes of the members‘of the family group toward each
'other and toward the outside world. |

The social worker was responsible for interpreting
'to the'patient and relatives the diagnosis, treatment,

and prognosis of the patient's illness. This
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‘responsibility required the use of case work skills
with relatives who were unable to accept the illness.
of the patieﬁt. ‘Future planning for the patients of=-
ten'ihvolved social service outside of the hospital;
It was necessar& for the social worker fo know the
available resources iﬁ the community and to plan with
the social agencies aﬁd relatives so that the patients
would make a satisfactory adjustment When‘they returned
-to thé comﬁunity,"v R |

The social worker assumed responsibility for the
'piaéement of patients who had no home to return to
after discharge from the hospital.

The service required for certification to menfal
hospitals was assumed by the social worker. The ser-
vice in&olved interviews with relatives in order that
commitment forms might be filled out correctly.

The sérvice of the social worker on Ward X was re-
garded as limited and superficial. Many of the social
histories were begun and never completed. Many'of the
records were misplaced or lost. There was no uniformity
in recording social histories because each psychiatrist
preférred his method of recording. No effort was made
for psycho-therapy with the patients. The'over crowded
condition in the ward and the pri#ate practice of the |
pgychiatrists did not allow time for psycho~therapy

treatment.
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The Social Worker on Ward R

The inadequacy of the service in Ward X stimulated
a desire for better organization and service for tha’
patient on Ward R. The psychiatrists retained the re-
Sponsibility for taklng the social hiStories of the
pétients. Sdcial histories for the staff and private
‘patients are obtained by the social worker only when
 requested.by tﬁe'psychiétrisﬁs. .Sﬁciai serviceAfecords
are made of the social histories prepared by the social
worker while the social historlies prepared by the psy-
chiafrists are recorded on the médical record of the
_pétient.
| The'5001a1 worker has to ée‘aware of all the staff
'patients admitted td Ward R and the future pléns’made
for them when they ére disgharged from thé hospital.
The‘sociél worker is utilized on a cothltaﬁive basis
in future planning fof the staff patiehts and in plan=
ning the foilow-up treatment for dischérged patients,
Nursing homes, boarding homes, and'fooms ére located
for the patients without familiés‘br homes. RelatiGGS
- of the patients are referred to the social workef by .
the psychiatfists for interpretation of the’patientéi
illnesg,-particularly when they are brought in on an
emergency basis and when they have sudden flare-ups in

the ward.
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The SOCial worker assumes responSibility for the
certification forms and social histories of all pa=
i'tients discharged to the mental hospital. . |
Some psycho-therapy treatment is being carried on |
.Wlth patients after their discharge from Ward R.' The:

,patients are both staff and private patients who are

“'_referred to the social worker by the psycniatrists._'

‘They are seen by the social worker on the average of
once every three months. The extent of psycho-therapy_
| treatment is limited to_ interviews with the patient.

The patient requiring group actiVity is referred by

J“:the soc1al worker to a group work acenoy.

The soeial worker on Ward R is also on call -on

": Ward D. The neurolooy ward does not require regular

'serVice of the SOClal worker.'

The Social Worker in the-
Psychiatric Clinic

The duties of the social worker in the psychiatric
“clinic are more clearly defined than the duties in the
fpsychiatrie ward. The coordination of work between the

ﬁ_psychiatnist and the social worker in the clinic is

_i. greater. The clinie's intake is Supervised by the

' social worker, who schedules appointments for the psy-"
i-chiatrist. Intake for the clinic. is three patients a
1morning. Presently, the psychiatrist usually examines
two new cases and one re -admi ttance case or two re-

:admittance cases -and one new case. A new case is a
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patient who is seen by tﬁe'psychiatrist for the first
time. A re—admitténce‘case is the patient who has
“ been ainsed to return to the clinic for psycho-therapy
treafment‘by thé'psychiatriét. |

“All patients eiamined in tﬁe clinic are admitted by
the social worker. .The social worker interviews the
new cases and prepares ﬁhe sqéial hiétory of the4pa-'
tients who are not referred by social agenciscs. Social
histories of the referrals made by the social agencies
are prepared aﬁd submitted to fheﬂébcial worke r. A
recent medical report aédoﬁ?anies.eaéh social history.
| The patient who shows,anXiety regarding treétment
in the clinic is intervieﬁeé»by;the social WOrkér who
prepares the ﬁatient for the bsﬁéhiatriSt. ‘When the
patient is ready for psychiatric sérvice, his social
hiétorj and medicalvfeport are reviewsd by the psychia-
.trist before examination of the patient. The psychia-
trist consults the social worker regarding the diagnosis
and treatment for the patienf, provided follow=-up treat-
‘ment is indicated.
The patient requirihg tréaﬁment on the ward is ad-
| mitted by theVSOcial worker, The pﬁtient‘requiring
follow-ﬁp treatment in the clinic is seen by the psy=-
chiatrist unless he.is referred to the social workere

The patient requiring certification to a mental hospital
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is admitted to the ward by the social worker for fur-
ther obéer&ation. The social worker prepares the forms,
‘the social history, and works with the relatives until
certification of the patient 1sjcé;gpletéjd. The social
worker in the psychiétrid clinic.also‘WOrks'in the

' neurology clinic when social service is requested.



CHAPTER V

ANALYSIS OF THE SERVICES GIVEN

The Psychiatric Department of the Vancouver
General Hospital is composed of a psychiatric ward, &
psychiatric clinic, & staff of six psychiatrists, and
a social workér. The psychiatrists, who have private
practicés; visit Ward R dally to give free service to
 the hospital,-'In éédiﬁidh téxthe»daily service,.each
psychiéffist gives his services to the psychiatric |
clinic for & three month pefiod.“’&he social worker
agssume s réSponsibilityffor-admiﬁiéfrgpipn of thé psy-
chiatric clinic, while social service on Ward R is
rendered at the request of the ﬁsyghiatrist.

Since the social worker only visits Ward R by re=
quest, the 225 socialvserviée records used in the study
do not rq#eél a true picture of fhe serﬁice given the
patient on ﬁhe'ward. -Although the hospitél employs the
classifications "private" and "staff" patients, no dis=-
" tinction is made‘between the éervices rendered. A dis-
tinction is made;_however, in the method of recording
the social'historiés. The psychiatrists take the
social histories for both the pfivate and staff patienfh
i unless the patient is referred to the social worker.

- Social histories taken by the psychiatrigt are recérded

on ‘the medical records of the patients. Social serficeA



48 -
records are made fof the soéial hiétories secursd by .
the éocial Wprker. The utilization of medical recérds
for recording Socialwhistories by the psyéhiatristé
malkes it difficult'to obfain psychiatric récords for
reseérch'purposes without the namss and registration
numbers of the'patients.» The inconsistency of record
keéping also adds to the difficulty of obtaining medi-
cal records for patients giveh service in Wafd'R.

The social serviée‘records,‘which are kpt by the
social'sérﬁice department, are accessibleAbecausé they
are marked "psychiatric," | |

"It should be pointed out that good social histories
are time-consuming.f Thekquestion is theréfore réised
as to whether fhe‘péychiatriéts are able to give sufe=
ficient time to social histories,'sincé'a‘éreat deal
of'their time is consumed by‘private practice. An ade-
QuaFe social history.may necessitate'severai intsrviews
'wiph the patient, relatives, friendé,.and othe rs who
have had close contact with the patient, since a com=
~-plete piéture of the patient's childhood deVelbpﬁent,.
éocial,.economic, énd_emqtional background comprise a
vital_pért of the record.

Treatment for theApatient-on Ward R is confinéd—
principallj to shock therapy.-'Alﬁhough,medicatibn is

given, the records used in the study do not indicate
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medicai treatment. " The treatment distribution ofv88
ward patients was'illustrafed‘on Table 3 of this study.lo
Of the 88 records'sampled, 13.6 per»cent.of the patients
received electric shock therapy, 2.3 per cent‘bf the pa=
tients received insulin shock therapy, 3.4 per cent of
the patients received a combination‘of insulin and
electric shock therapy, while 76.1 per cent of the
records failed to indicate any type of treatment.
Psycho-ﬁhefdpy treatment was received by only 3.4 per
cent of the patients bn Ward R ‘This.small per cént
~can be attributed to the lack of time on the part of
the psychiatrist, inasmuch as the psychiatrist is re=-
sponsiblé foriprivate, clinic, and Wérd practiééSo
There is also a lack of fgcilities for psycho=-therapye.
The ward has one room that is used by the psYchiatrists
and the social worker for conéultations andvinterviews;'

Tablé 5 shows that psycho-therapy.ﬁreatment is
used to a greater extent in the psychiatric c1inic.ll
A hiéher per cent of psycho-therapy treatment is ex=-
pected because it is the only treatment given in the
clinic. This raises the question concerning the
ability of the clinic to give sufficlent and adequate

treatment to meet the needs of the patiente

10 Chapter II.
11 Chapter III
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When the patient is discharged from the ward, there
are no éubsequent.contacts made with the patient unless
he is réferféduto the social worker or to the psychia=
tric cliniec. ‘The majbrity of patients dismisséd from
Ward R (Table 6) are returned to their homes.

Table 6. Disposition of Patients
o by Ward R

Number and Sex of Patients

Place pupiitelp g FoTConTags
Discharged
To Male Female Totall| Male Female Total
Home 17 22 39 38,6 50.0 44,3
Mental Hospital 17 - 17 34 38.6 38.6 38.6
Boarding House 2 2 4 4.5 4.5 4.5
No Record 3 1 4 - 6.8 2e¢3 4.5
Infirmary 3 0 3 6.8 0 3.4
Psychiatric
Clinic 1 1 2 2.3 2.3 243
Social Agency 0 1 1 0 243 1.2
Juvenile Home 1 0 1 263 0 1,2
- TOTAL _ 44 44 88 100.0 100.0 100.0

Source: ‘ﬁompiled from social service records of
Vancouver General Hospital for the years 1947-49,

The psychiatric clinic functions similiar to the
psychiatric ward in regard to the discharge of patients.
The hajority of pétients dismissed from the clinic
(Table 7) are returned to their homes.

Table 6 reveals that the.psychiatric ward operaﬁes
in clﬁser co-ordination with the<men£a1‘hospitals than
with the psychiéfric clinic. Table 7 indicates that
the psychiatric clinic operates in closer co-ordination

with the éocial agenciese.
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Table 7. Disposition of Patients
: by the Psychiatric Clinic

Sem———
E————

loluwoe oo

Flace Number and Sex of Patients
Discharged - Numbe r Pe rcentage
To Male Female Totall|l Male Female Total
Home 38 62 - 90 64.4 66.6 65.5
Social Agency - 9 13 22 15,3 1646 15.9
Mental Hospitals# 5 7 12 B.5 9.1 Be
QePeDe ClinilcH® 3 2 5 5.0 2.6 3a
Mental Deficient '
Hospi tal#sk 2 3 5 3.4 3.8 3
No Record . 2 0 2 3.4 0 1.
Boarding House 0 1 1 o . 1.3 .
TOTAL 59 78 157 |j100.0 100,0 1100,
3 patie ] T T
until certification forms are com=
pleted. :
4% The patient has a physical disorder
\ rather than a mental disorder. He
is returned to the O0.P.D. clinic for
: correction of his physical ailment,
#%% The patient is certified directly

Source:

from the clinic.

Compiled from social service records of

Vancouver General Hospital for the years 1947-49,

Social histories of the patients in the ward were

obtained by the psychiatrist unless the patient was re-

ferred to the psychiatric social worker. The social

histories we re fecofdéd"by the psychiatrists on the

medical record of each patients The psychiatric social

worker made social service records of the social his-

tories obtained from the patients. When the patient

Is discharged from the hospital, the medical record is

filed in the medical library and cannot be obtained
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without the name and hospital number of the patient.
The psychlatric ward generally keeps a record of the
name, hospital number, date of admission, diagnosis,'
treatment, and date of discharge of each patient;
'howevér, during the year 1949, the procedure was dis-~.
continued for eiéht months, In the psjchiatric clinic,
- social service records were made for all'patients'at-
tending the clinic.because social histories were re=-
quired before the patlents were seen by the psychlatrlst.

Illustrative Cases

The cases described in the remainder of this chap-
ter are utilized to illustrate (1) the behavior and
characteristics of nentally 111 patients admitted to
the ward and clinie, (2) the diagnosis of the patient,
(3) the kind of treatment given the patient, and. (4)
the disposition of the patient. ’

| Case Number One

A 38-year-old woman was brought to Ward R for
mental observation at the request of her physician.
The patient had been noticeably inadequate for a
long time. Her condition becams worse after she ob-
tained a divorce from her husband. Her attitude on
the ward was quiet and 000perat1ve.

v The patient was the seventh of nine children.

She had had the usual childhood diseases. The pa-
tient was a good student during her school carecer
and had completed commercial high school at age 16,
She had office experience, but was never perma= :
nently employed because she preferred to stay at
home .

When the patient was 20, she married a man of
her own age. The husband's irresponsibility made

the patlent very unhappy. He was employed as a de-
livery man, making his deliveries by motor cyclse.

{
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Later, he became & taxi driver and refused to
‘support his wife. The couple had one child,
They were dlvorced two years after their mar-
rlage .

When the patient's father died, she d1d not .
cry, but sat at home for hours without talking,

"The patient was normally a sweet and quiet
person who never complained. After the patient's
divorce and the death of her father, she refused
"to cooperate wi th the family. The family had
wanted to do something for the patient for a long
time, -but none of the members would assume the re=-
sponsibilitye.

For a year the patient was possessed with de-
lusions of grandeur and talked of titles and wealth.
She refused to help with the housework and spent
most of her time knitting and sitting in bed.

The patient was diagnosed as schizophrenia,

She was certified to a mental hospital.

Case Number Two

A man, age 63, was referred to Ward R by the
family physician. Radios, street cars, and barking
dogs made him nervous. The patient refused to eat
because he thought his stomach was paralyzed. He
told his wife about a vision he had in which he was
told not to eat. His family physician stated that
he was in good physical health and suggested that
he might be mentally 1ill. He was put on a diet and
given medicine, which he refused to take.

The patient was the sixth of twelve children,
His parents were farmers who appeared to be nommal
and happy. The patient was frequently 1ill during
childhood. He was qulet and withdrawn. His sib-
lings frequently teased him until he ran crying
to his mother. There was no history of mental
1llness, epilepsy, or nervous breakdown in the
family.

The patient finished grammar school at age 13
. and worked on the farm until his marriage. He
married a neighbor!s daughter and moved to a nearby
urban community. The patient worked as a carpenter
and was bullding his home when he attempted suicidee.
The attempt was attributed to financial difficulties
and overworke

The patient was opposed to smoking and drinking.
His wife found it difficult to cook for him because
he was particular about his foode The patient always
felt that he had stomach trouble and took medicine
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for the condition. He was also difficult to live
- withe He accused his wife when his plans did not
materialize.

The patient was certlfled to a mental hospital
for several months. He was diagnosed as having
manic-depressive psychosis. 1Insulin and electric
shock therapy improved his condition, and he was
discharged from Ward R within two weeks. Five
months later, the patient was re-admitted to the
ward and given the same treatment. The patient was
referred to the psychiatric clinic after his second
.- discharge. During his attendance in the clinic,

" his condltion continued to improve. The patient was
dismissed after two months of treatment.

. Seven months later, the wife of the patient
called the social worker to inform her that the pa=-
tient was depressed and spent most of his time in
bed. His appetite was good, but he ate very littk
because he feared that his stomach would burst,.

The patient refused to return to the psychiatric
cllnic.

Case Number Three

A 40-year-old woman was referred to Ward R by
a physiclan on Ward B. The patient was admitted
to Ward B as an emergency case., She refused to
talk to anyone but the doctor. The patient had no
aches and pains and stated that she felt stupid
lying down and sitting up. She suggested taking
poison because of her inability to sleep. The pa-
tient felt that everythlng she ate stuck in her-
throate.

The patient lost her mother in an automobile
. accldent when she was a swall child. Her father
died when the patient was age 10.

The case was diagnosed as a psychopathic per-
sonality. The patient was discharged and referred
to the psychiatric clinic. When the patient was
seen by the social worker, she was uncooperative.

Case Number Four

A 19~year-old single man was brought to Ward R
by the police because of his threatening and belli-
gerent behavior. He was uncooPeratlve during- hlS
confinement in the ward. -

The patient was the oldest of two children,
His birth was normal, although his mother was 11l
during the entire pregnancy. The patient began
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school at age 6. He disliked school and ran away
daily. The truancy discontinued when the mother
remarried and the family moved to Vancouver. The
step-father was an alcoholic who went on two-week
drinking sprees. The patient completed grade eight
and began a course in mechanlcs in grade nine. He
lost interest and quit school.

The patient's parent secured a position for him
w th a furniture company. He kept the job one year
and quit of his own accord. His mother stated, "He
works when he wants to and only when he wants to."

- The patient obtained several subsequent jobs but re-
-fused to work regularly. The longest period of em~

ployment after working for the furniture company was
driving a truck for six months,.

The patient became involved with a girl friend
who was one year older than he. The girl friend was
too sophisticated for her years. She dressed expen-
.sively, wore expensive jewelry, and frequently went
on trips. The patient tried to fulfill the demands
made by the girl friend who became intolerant and -
left the patient with a $300 debt.

No diagnosis was given the patient. His casse
was referred to a social agency for service.

Case Number Five

A 28-ysar-old single man was referred to Ward R
by the police for mental observation. He had been
arrested for vagrancy. The patient was quiet and
cooperative when he entered the ward, but later be=
came restless and destructive. He was transferred
to a room without a bed. ‘

The patient's initial examination revealed him
to be schizophrenice He claimed to have served time
in prison. A clearance with the John Howard Society
revealed that the statement was false. The patient
became overactive and talkative. He heard voices
telling him he was & murderer. He clalmed sex maniacs
were threatening him. The numerous voices bothered
him, and he was unable to sleep. .

The patient served in the armed forces. After
his discharge, he began drinking heavily., His brother
-was regarded as a chronic alcohollc and his mother
spent two years in & mental hospital because of a
nervous breakdown.

The patient was certified to a mental hospital,
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Case Number Six

A 76-year-old widower was referred to the out=
patient department after he was admitted to the hos-
pital on an emergency basis. The patient complained
of bad nerves and inability to walk because his
right hip "was gone." He had collapsed on the street
- while intoxlcated and injured his hip. During his
examination, the patlent denied that he had been .
drinking. His injury was regarded as minor by the
physician.

When the patient was seen in “the clinic, he ap~
peared depressed. He lived with a married sister who
was nervous and nagged him constantly. The patient
had been a resident of the city for 26 years and at
one time was a patient in the Provincial Mental Hos=-
pt tal. g
Prior to moving to the west coast, the patient
had been in and out of mental hOSpltals in the easte
He was first certified shortly after the death of his
wife. The patient was 46 years of age at that time.

The patient was one of five children., He was
educated as a pharmacist and at one time was regarded
as an excellent one., He never had a business of his
own, but worked for various drug companies. After
-moving to the west coast, he worked at odd jobs as a
laborer until he became unemployable.

: The patient had drunk intoxicants most of hlS :
life. He had no children and lived alone after the
death of his wife until a year ago. He lost interest
in people and things around him, except the radio.

. The patient sat for long periods without moving.
Although he never spoke of sulcide, his brother=in-
law found a butcher knife in his pockete.

' The patient was examined by the psychiatrist,
who diagnosed his case as anxiety neurosis. The
patient did not require hospitalization. .-Psycho=
therapy was not recommended; therefore, the patlent
was dismissed to return to his home,

Case Number Seven

A 1l2~year-old male was referred to the pediatric
clinic by a social agency for a physical examination,.
The patient was unable to assimilate many foods and
could not control his bowels. He was also enuretlc,

- The pediatric clinic referred the patient to the ,
child guidance clinic for testing because his physi-
cal examination was negative. The clinic found the

f
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patient to be emotionally insecure because of marital
discord and recommended intensive case .work with the
parents in the psychiatric clinic.

When the boy was seen in the psychiatric clinlc,
he was friendly and demonstrated ability to meet
strangers. He volunteered information regarding his
schooling without help and interference from his
mother. He did not like school very much because
he had spent two years in the first grade and was
on trial in the second grade. His mother felt that
. a grsat deal of the boy's slowness was due to treat-
ment received by him in school. His teachers objec=
ted to his pomp&dour hair cute. The teachers tied
his hair in ribbons and placed him in front of the
class as an object of ridicule. He was active and
played well with children in the nelghborhood under
supervision of his four siblings.. ,

. Barly development of the boy was retarded. He
sat at 9 months, stood at 14 months, and walked at
2 years, - His birth was nomnal after a full=term
pregnancy; however, poor feeding habits developed
earlyes The mother could not recall the age at
which the patient began to talk, but stated that it.
was late. ' The boy was regarded as "delicate" al-
though he had not been 11l. He had a tonsillectomy
at age 7.

At the time the boy and his mother were seen in
the psychiatric clinic, the family was receiving
social assistance due to the unemployment of the
father, The father had begun studies to become a
priest, but became indifferent after treatment for
lumbago. He had besen employed at various trades,
welding, riveting, truck driving, and as a mechanic.
For 18 months he was part-owner of a doughnut shop,
which later failed. The family lived on savings
-until they were depleted.

The father was & friendly person who appeared
to understand the patient's disabilitye. He did not
scold or allow the brothers and sisters to ridicule
the patient when he had an accident. The father
assisted the mother with the housework and care of
the children. I opened a workshop in an effort to
carry on.part time work, but lost interest and spent
a grsat deal of time in bed, .

. The mother had a child who was born out or wed=-
lock prior to her marriage to the father. She “had
many somatic palns and believed she had cancer, tu=-.

berculosis, heart trouble, etc. She accused the
father of having an affair with another woman and -
claimed that the woman had stopped associating with
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him after the family began receiving social assistance.
The mother would not consider leaving the father be= -
cause she felt he was not well., She recognized the
good relationship between the children and the father
and felt that the welfare of the children was more im-
portant than her feeling toward the father.
L The physical standards of the family were good.
The family occupied an eight room house which contained
. & play room for the chlldren. Housekeeping standards
were high and the children were always clean.
The psychiatric clinic referred the case to the
social service agency for intensive case work with the
parentse.

Case Number Eight

» A 65=year-old widow referzed herself to the clinic.
She told the social worker that she had been given in-
Jections by an invisible agent. While sitting alone
in her living room, she felt pricks in the calves of
her legs which moved up her back, neck, and to the brain.
Following the injections, she became sleepy and had to
go to bed. Prior to this, she claimed her children

"stole into the room and injected her when she was asleep.

~ Another time she believed that gas escaped into her

living room and choked. her.

The patient had become desperate and informed
the social worker, "I will do anything to cooperate--
even let them lock me up if they think I will do
harm to someone." _

The patient was born and rearsed in a farming com=
munity. She was the ninth of ten children. Her mother
died from childbirth when the patient was age 43. The
. patient remembered seeing the mother in a coffin and
was told that she reacted with anxiety. The patient's
father married two years after the death of the mother.
The step-mother died when the patient was age 133,

The patient's father married again and the second step-

mother was abusive. She favored her children more

than her step-children. The patient claimed that the

step-mother was dishonest and that her father was

fearful of her.

The patient enjoyed school and made high grades.

Her parents forced her to discontinue her schooling

"in the sixth grade. The patient felt keenly about

the lack of education and read everything she could

gete

At age 17, the patient fell in love with a boy
in the neighborhood. The couple planned to elope, but
the step-mother intervened and the patient was
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forbidden to see the boy again. The patient's father
died suddenly when she was 25. Her home was broken
and the patient married the guardian of her deaf and
‘dumb sister. The husband was 18 years her senior.

The patient had an unhappy marriage because she
and her husband had very little in common. They ad-
dressed each other as Mr. and Mrs. because of their
poor relationshipe. Because he was the inspector of
schools, he frequently reminded his wife of her lack"
of educations The husband was the father of seven
children by a previous marriage. Every time the pa=
tient became pregnant, her husband made it clear that
he despised her. :

After the husband died, the patient cared for
her four children and her step=-children until they
grew up and became self-supporting. For two years
the patient had lived alone and supported herself by
sewing and alterations,.

The psychiatrist dlagnosed the patient as
schizophrenia with deep seated paranoid delusions.
Her attitude was cooperative and after three inter-
views with the social worker, she was certifled to a
mental hospital.

Case Number Nine

A 25-ysar-old single man came to the clinic re-
gquesting help. Three years previously, the man had
been a patient in Ward R and had received electric
shock treatment., He refused further treatment be-
cause he felt the treatment did not improve his cone
dition. Nothing was heard from the patient untll he
came to the clinic. :

The patient complained of headaches, blinding
.spells, visions of light, indigestion, burning in the
throat, pains in the chest, and a feeling of numbness
over his body. His physical examination, x-rays, and
tests were negative.

Prior to the patient's admission to Ward R, he
was walking with friends when he "suddenly got a funny
feeling", He did not fall or lose consciousness nor
did he notice a twitching of his muscles. He did not-
bite his tongue nor was there frothing at the mouth,
The queer feeling laster for 15 minutes. :

The patient!s friends took him to a coffee shop,
where he rested before going home. The attacks oc-
cured three or four times while the patient was in
bed. .He had considerable.palpitation, twitching of
the muscles, hot flashes, and blankness of the head.

The patient was seen in the psychiatric clinic
by the psychiatrist. He was diagnosed as psychoneurotic,
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anxiety state with mild reactive depression. Elec-
tric shock treatment was prescribed, but the patient
refused to undergo treatment,
The patient returned to the clinic three tlmes
for psycho-therapy by the psychiatrist and the social .
workere The patient was discharged from the clinie
because he had insight 1nto hlS condltion and had
found employment.

Case NumbervTen

A 32-~year-old housewife was referred by the gene~
ral medical clinic in the Out-Patient Department be=
cause no physical basis was found for her complaintss
The patient suffered with backaches, pains 1in the
. breast, and swelling of the ankles and hands.

The patient was the second of five children born
to the parents. Her early childhood development ap-
peared normal, ©She discontinued school at age 13 to
work in a box factory because of inadequate income in
the family. Following this job, she was employed as
a clerk in several stores. At age 19, the patient
married a man 4% years her senior. She did not love
him, but marrisd because her home life was unhappye
Her parents had divorced when the patient was 17,

The mother remarried.

The patient's marital life was unhappy. Her hus-
band was co-owner of a business with his brother. Be-
cause the business was not successful, the husband
began drinking. His brother dissolved the business
and the husband became employed as a taxl driver.

. The patient liked movies and visiting with friends.
She disliked housework, although she felt it was not
difficult. After working all day, the patient was
tired by evening.

. The case was diagnosed as psycho=-neurosls with
‘mild anxiety symptomse. ' The psychiatrist recommended
" psycho=therapy treatment once a month. Improvement
was shown by the patient after three trcatments. ~
The - patient had good insight in the rela tionship be=-

tween her domestic problems and her physical symptoms,

The cases accepted for treatment by the hospital,
judged by these examples, reveal that the psychiatric’

department has made a conscientious effort to give

service to the patients and to the community. But the
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psyghiatric ward and clinic opefate within the realm
of their function. Both are diagnostlc centers treat-
ing the patient with minor mental disorders. The psy-
chiatfic department recognizes all referfals and ac=
.cepts all cases.for examination; .Fufthermore, it
delegates the responsibility for the patients to tﬁe
proper authorifies. ' |

- The ten case examples used in the cﬁapter show a
varying degree of information obtained on tﬁe patienﬁs
and thé service rendered to_them.bj.the social worﬁer.
- The principal weakness in the case recofds lies in the
fact that they have been poorly recorded. -The case ex-
‘amples indicate that the’principal function of thé
. social worker is'coﬂfined to compiling case histories,
The caéé examples fail td show the worker~-patient re=
lationship, the treatment, or any of the services per-
formed by the worker for thslbenefit of the patient.

It would be desirable for the services of the
social worker to be utilized to the fullest extent by
the psychiatrist in order to render the best service
to the patient. All patients admitted to the psychia=
tric ward should be'referred to the social worker, as -
is done in the psychiatric clinic. .This_procedure
would make the patient comfértable and relieve any an=-

xiety that might exist upon entering the hospital,
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The social worker should begin to establish a relation=
ship with the patient shortly after his admittance to
the ward'in order to pave the way for the psychiatrist's
subsequent examination, diagnosis, and treatment. In
addition to establishing rapport with the patient, the
social worker should obtain and prepare a full social
history to be utilized by the psychiatrist prior to
examination and during treatment of the patient.

It is desirable that the social worker and the
psychiatrist work in complete harmony in planning for
the best interest of the patient. Consultations be=
tween the social worker and the psychiatrists should
be held at convenient intervals. The patient's pro=
gress should be discussed and evaluated,

The social worker should also be utilized in any
capaclity where need 1s indicated for extensive social
ssrvice work,

Numerous situations requiring social case-
work treatment are found among the families
of psychiatric patients., Typical situations
which may call for casework procedures are
those in which measures must be taken to
keep the family together when a key member
becomes incapacitated, when there is need
for temporary or permanent placement of
¢hildren, when it is necessary to explain

to the family the diagnosis and prognosis

of illness and to prepare them for the
patient's return to the home,1%

12 Lawson G. Lowrey, Psychiatry for Social Workers.
‘New Yorks:s Columbia University Press, 1950.
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The services of the social worker should be used

- more by the psychiatrist in bothithe psychiatric ward
and clinic for psycho-therapy treatment of the patientss,
-Psychb-thérapy tréatment by’the social W6rkér'shou1d

'be done under close supérvision of'the psychiatrist,
 FQr the patients who are diséhargedAfrom the hospitai

to the:community, fplloweup tfeatﬁent should be per=
-formea by the sociai worker. This procedufe should-
require as many conpacts as deemed necessafy.té in-

sure the patient's readjustment.,



CHAPTER VI

'ANvASSESSMENT |
Proceeding from a description of the psychiatric
program of the Vancouver General Hospital, the aim
of this‘stﬁdy has been fo disclose what Vancouver
General Hospital has contributed to psychiatric care
" for the mentally 11l. |
* Financial responsibilities for the hospital's
psychiatfic_debartment are shared by the provincial
and local govefnments‘;nd by private donations of
firms and individuals. Vancouver Géneral Hospital 1is
the first and only general hogpital in the Province
of British Colﬁmbia;phat providesicare for the mentally
111. Administration of the hospital's psychiatric pro=
gram is shared.bﬁ'the Provincial Govermment and the
hospital, _ |
The bsychiatric-department's historical background
has revealéd the progress made by the‘hospital toward
establishing adequate facilities, bettef treatment,
and improved services for the patient. The establishe=
ment of the psychiatric clinic was the result of the
psychiatricvward's inébility to accommodate the neéds
of the community,.
The psychiatric ward and clinic function as a

diagnostic and short-term treatment center. The
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vpsychiatrlc ward assumes respon81b111ty for the
-treatment of the patlent suffering w1th mental 111-
ness and the psychiatric clinlc accepts the patient
' with minor mental disorders.
| The psychiatric"ward does not'1imit its intake;
It accepts all mental cases and dischérges them to:
the proper authoriﬁy. The psychiatric clinic re-
stricts 1ts intake to adults. Children requiring
institutional cafe are examined in the cliniec bécause
certificatioh of the patient by the psychiatric de-
partment is required by law.~ A
Shock therapy constitutes the 1argest'pqrtidn of
treatment glven in the psychiatric ward and psycho=-
" therapy is the ohly treatment administered in the
- clinice The number of patients given treatment and
the extent of treatment given by the psychiatric'staff
are limited. Sérvice of the psychiatric social worker
on Ward R 18 rendered at the request of ths psycbia-
trist. The clinic depends to a great extent on the
sefvice of the psychiatric social worker,~ |
The majority of patients discharged by the psy-
‘chiatric department are returned to their homes.
There is an interrelationship between thé function of
the psychiatric wérd'and'the mental hospitalse. “The

psychiatric clinic tends to function in.conjunction’
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~with the social agencies in the communitye. Despite
the limitations.of the psychiatric department, coﬁ-
sdientious effort hés been made to serve the patient
and the community.

| Conclusions and Recommendations

The study has shown .that the need for a psychia-
“tric department at Vancouver General Hospital continues
‘to exist. . It was shown in the analysis of the referral
sources that the psychidtric 'ward and clinic were used
'by a diversified group of Sééial agencies and indi-.
viduals. - _

Thevanalysis of the treatment given the pétient
indicates that the psychiatric department functions
primarily as a diagnostic cénter. A good organizé-
tion for medical therapy depends upon an adequate |
numbe r of peréonnel; ahd, as the study has shown, the’
psychiatric department depends upon free services of
the staff psychiatrists. The department does‘not'
have a resident psychlatrlst it depends upon the
service of the intern when a staff psychiatrist is
not available. There is no psychologist for teéting
purposes. Psychometric tests are given by‘psychologyl
_ students'of the University of British Co;umbié to
supplement the psychiatrist's diagnosls, but these
tests are given oﬁly at the request of the psychiae

trist.
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On tﬁe basis of the inﬁdequaéies disclosed by the
"study, the writer wishes to offer the following méjor
suggestions with the hope that they may be given cone-
sideration for improvement of the Psychiatric Depart=
ment of Vancouver General Hospital: .

l. That the psychiatric staff for thevward should
be composed of two resident psychiatrists, a.psycholo~
gist, two psychiatric social workers, a group worker,

- and an occum® tional therapist,

| 2. That one of the r681dent psychlatrlsts should
be the administrator of the psychlatrlc department of
-'the hospital,

3. That the director of the psychiatric ward
should be free from politigallconnection and influence.

4. That the bed capaclty of the preéent psychia~-
tric ward éhould be Increased to"éare for fifty or
more patients in order to accommodate the needs in
the community. |

5. That the ward should be divided‘into sections
to provide for care of the patlients accofding to
classification of 1ilness.

6+ That comfortable lodnges equipped for reading
and music should be provided for relaxation of the
patienté. | | |

7. That the psychiatric department should include .
the psycho-somatic approach in treatment. of ward and

clinic patients.
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8.‘ That rehabilitation of the patienf should be =
gin while the patient 1s in the hospital,
9. That rooms be provided for occupational and
fecreational therapy as a part of the treatment.
10, That a greater emphasis should be placed upon
the keeping of adeQuate and accurate records, as
through this hedium evaluation of the psychiatric de-

partment's program can be accomplished.

The writer also offers the following lesser sug-
gestions:

l. That the psychologist should administer psyé
chometric tests to all patients as a part of the
1n1tiai exéminétion.

2. That the social workef should assume respon=
siblllty for obtalning the social history of all pa-
tients and for admlnlsterlng -some psycho=therapye.

3. That follow-up study should be made of all
patients discharged to their homes from the hospital.

4. That the group worker should be rSSponsible
for the planning and directing of recreation for the
patient. | |

5. That the occupational therapist'should be re=
sponsible for the occupational therapy program.

6. That the nursing staff should‘be appointed

according to the need on the wafd.
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7. That the rehabilitatioﬁ of the psycho-
‘neurosis group in the clinic should be emphasized.
8. That the psycho-neurosis group shbuld e
seen daily as a part of freatment.
9. That the psychiaﬁric clinic should be com=
- posed of & full time,-paidAps&chiatriSt and two psy=

chiatric social worker.



 BIBLIOGRAPHY 70

Books

Deutch, Albert, The Mentally Ill in Amerlca. - New
York. Columbia University Press, 1949.

Elledge, Caroline H., Ths Rehabilltatlon of the Pa=-
tient. Phlladelphia. J. B. Lippincott Co.,
1948,

English, -O. Spurgeon, The Emotlonal Problems of
L1v1ng. New Yorks We We Norton and’Co., 1945,

Kassgius," Cora, Princlples and Technigues in Social
Caseworke New YOTrK: rFamily Service—Kesoclatlon

of America, 1950.

Eightenstein, P, M., and Small, S. M., A Handbook of
: - Psychiatrye - New York: Farrar and Rhinehart.,_

1943,

Lowrey,. Lawson G., Psychiatry for Social Workers.
New York. Columbla University Press, 1950._

Mental Health Programs of the Forty-Eight States.
A Report of the Governor's Conference. Chicago:
Council of State Governments, 1950.

Sidney, Margolin, and Kaufman, M. Ralph, Theory and
‘Practice of Psycho-somatic Medicine in a
General HOSpital. New York: W. B. Saunders
Co., 1948, ~ . :

Bulletins

Annual Report of Vancouver General Hoepltal, "Report
to General Superintendent, w1945,

Annual Report of Vancouver General Hospital, "Report
: of MedlcaT_Department 1920, o o

Hospltal Personnel and Facilities: A Study Made by
the Canadian Hosgpital Council as Part of The
National Health Survey of the Canadian Medical
Procurement and Assignment Board. bBulletin
No. 466, Released for publication by the Fede-
ral Government, March, 1944,

Mental Hygiene Survez of the PrOV1nce of British
Columbia. Published by the National Commission
for Mental Hygiene, 1920,




National Committee for Mental Hygiene Report of &
Survey Made of the Organization in 1932. ~ Pub-
Tished by the.. Metropolitan Life Insurance
Companys

Report of the Vancouver General Hospital Survey

Commission "Hospital Situation of Greater
\j * April 25, 1950.

anc ouver,

'Social Service Annual Report of Vancouver General
Hosgital, 1917.

‘Minutes of the House Committee of the Board of Di-
- rectors, Vancouver General Hospital, April 24,
1906. . s



