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ABSTRACT .

It is commonly said that rehabilitation is
not the prerogative of any one group or person. This
thesis surveys the method by which the achievements of
the rehabilitation programme developed by the Department
of Veterans! Affairs were made available to those
civilians who suffer paraplegia or guadriplegia. It
traces the changes in the existing programme as it
altered from one which was solely medical in nature,
to one which provides services for physical, social and
vocational effects of the person's illness.

The recognition of the non-physical aspects
of illness also helps to emphasize that a handicapped
person is a human being and, as such, is a member of
society. These non-physical aspects are not only his
own reaction to his physical conditions, but also the
reactions of the society in which he lives. The problem
in developing this rehabilitation programme has been
getting the support and close co-operation of interested
people and agencies in the community

How the problem has been met so far is
examined by a survey of the role of the agencies
concerned in this particular programme. The changing
procedures are illustrated by means of case records
of patients who were clients of the Social Service
Department of the Vancouver General Hospital. The
records used are those which best illustrate the degree
to which the programme was an integrated rehabilitative
process. '

The transition from a medical treatment
programme to a teotal rehabilitation programme has not yet
been completed; a medical, rather than a rehabilitative,
diagnosis is still used to establish eligibility for
training at the Rehabilitation Centre. Little use has
been made of casework services, because the social worker-
placement eofficer is doing work which should be done by
the General Hospital and the National Employment Service.

The study concludes by suggesting that the
next steps required are; to have vocational placement
done solely by the Special Placement Section of the
National Employment Service; to have the General Hospital
Social Service Department provide casework service to
the patients in the hespital; to interpret to the _
personnel inveolved, the role of each person and agency in
the programme, and to further co-ordinate the activities
of the various agencies using the facilities at the-
Rehabilitation Centre by discussing common problems of

rehabilitation and the needs of patients with the members
-of their auxiliaries.
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Chapter 1

THE REQUIREMENTS OF A COMPLETE REHABILITATION
PROGRAMME.

The Western Society for Rehabilitation was
incorporated under the Societies Act of British Columbia
in 1947. The Society's aims were to construct, equip, and
operate a rehabilitation centre for severely disabled
orthopaedic patients. The planning followed the
recommendations of the Baruch Commitﬁee on Physical
Medicine (New York), and the experiences which the four
Department of Veterans' Affairé Rehabilitation Centres in
Canada encountered. The Baruch Committee has stated that
Mthe goal of rehabilitation is to achieve the maximum
function of the individual and to prepare him physically,
mentally; socially, and vocationally for the fullest
possible 1ife“compatible with his abilities and disabilities."”
This definition has been accepted by the Western Society for
Rehabilitation as the goal for its services.

This definition implies several things. .
First, it implies that rehsbilitation is an integrated
process. It is a process which deals with four of the major
components of the patient as a person. It is concerned
with his physical condition; his position as a member of
society, his mental outlook on life, and his occupational
placement. Secondly, it implies that a patient may

react to his new position in such a way that his outlook on

life may have to be altered before he can live the
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"fullest possible life compatible with his abilities and
disabilities". Thirdly, it implies that the patient's
position in éociéty, or in his family, may be altered as
a result of his physical disability; It recognizesgthat
it may be necessary for a patiént to changefhis
occupation, if he had one, or require special tfaiﬁingito
give him a degree of economic indépendence. Finally, it
recognizes that the process of rehabilitation started in
a treatment centre can continue after the-pafient is
discharged. It is an attempt to prepare him;.wﬁile he is
there, in such a way that he may reach the uitimate goal
of the rehabilitation process: a maximum level of
functioning in his home, at his work, and in society. .
Originally, the name of the Society was The Western
Society‘for Physical Rehabilitation. EsAtheir programme
developed, and more of the non-physical aspects of
rehabil;ifation were introduced, the word "physical® was
dr0pped;-because_it implied that the Centre was a medical
centre,Lyhen, in reality; it has become a centre for
rehabilitation.

_ " In this thesis, preparing a person
mentally is teken to mean_that; as a result of face-to-
face relationships in his daily life, he may come to see
himself as a member of society who is functioning at his
ma-ximum capacity. He will realize, also, that by so
functioning, he is fﬁlfilling his obligation to society.
Preparing a person sq¢ia11y is taken to mean that his

ultimate placement will not cause an unjust burden to be.
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placed on his family, and that society will accept him
for what he has to offer. This definition implies that
8 person Who was physically well enough would not be
discharged to bis home if his mental attitude was. such
that the other ﬁembers of the family might ge adversely
affected. Conversely, if a person required nursing home
| care because of'his physical conditiOn; ke would not
necessarily be placed there if his family could not. accept
such 2 plan. %"Abilities and disabilities"™ are taken as
including the assets and liabilities in the patient!s
physicél condition, his mental outlook, and his social and

vocational position.

The Giiroup to be Studied.

'The present study 1s concerned with the
rehabilitation of those patients who are classified as
parapiégics and quadriplegies. Paraplegia is the complete
or partial motor paralysis of the lower extremities, orl
of the lower part of the bodyl; Quadriplegia involves all
four eXtremities and the-loﬁer part of the bddy..lrhere is
a éomplgte or partial loss of sensation in the case of
traumatic paraplegia and quadriplegia, Including light
touch, paj.n, heat, cold and vibration. At the same time,
_ the 1nterﬁ;i organs, such as the bladder and bowels, may
become paralytic; and the skin, due to a lack of
sensafion and disturbed circulation, becomes liable to
 pressure sores. The causes of the paralysis are either
.. spinal cord injuries, or damage to the central nervous

1. Giingras, G: "Rehabilit , plegd
Patient™, Ireatment Service Bulletin, Feb.1947, Vol.4,

NO'.' 2, po5c
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system by virus attack. In this study, the patienfs who
are paraplegic as a result of a disease have been
stricken with poliomyelitis. They have been left with
varying degrees of residual paralysis or weakness as a
result. The fact that}there are differences in the degree
of the physical handicap will affect the ultimate |
placement of the patient. This thesis will not attempt
to evaluate the success of the rehabilitation programme
as it has developed. It will be concerned with the
degree of help the patient receives in adjusting mentally,
socially and vocationally.
Poljomyelitis.

| | "Poliomyelitis is an acute viral disease,
which, in its most characteristié form, involves various:
parts of the central nervous system, particularly the
motor neurons of the spinal cord, preducing varying
degrees of wéakneSs and paralysis of the voluntary
muscles"'.1 In the majority of cases, "polio" is in a
mild form, and does not show signs of central nervous
system involvement in the upper respiratory or gastro-
intestinal system. It is world-wide in its distribution,
and there is evidence that shows it existed over 5,000
years ago. It was first noted in a récognized medical
record, that was written in Sweden, in 1784. Apparently,
polio existed for thousands of years without being

1, Harrison, T.R.(ed.) The Principles of Internal
Medicine, The Blakinstone Company, Toronto, 1950, p.l067.



-5 =

recognized. There are three factors which account for
the delay in recognizing this disease. First, there are
the recent advances in medical science, which emphasizes
observation and reéording, Secondly, until seventy years
ago, there were few epidemics of polio. Doctors only had
to deal with isolated cases. The epidemics have been
inereasing in the last seventy yearé, and the improved
means of communication resulted in news of the epidemics
being brought to a2 great many people. News of those
epidemics which terrified sections of the United States .
at the turn of the century was presented to the public by
means of daily news reports. The third reason why polio
was not recognized for such a long period of time, is
because the epidemics are limited to the United States,
Canada, Holland, Australia, New Zealand and the
Scandinavian countries. There were, then, no records of.
epidemics in the writings of the aﬂcient world.

In X937, in the city of Toronto, a serious
epidemic of polié occurred. ©Special clinics were
established to spray the nasal passages of 5,600‘ch11dren.
It had been found by Dr. Edwin Schultz that, by spraying.
the nasal passages of monkeys with zinc sulphatel, polio
could be prevented. Although this stopped the virus in

monkeys, it did not in human beings. The control group of
5,000, was compared to 6,300 children who had not received

s J«Be. Lippincott
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treatment., The difference between the attack rates in
1
the two groups did not exceed one per cent.

The doctors knew that nerve céils are
damagéd by the polic virus. This knowledge led them to
dispute the claims of Sister Kenny that polio was
pr;ﬁarily a skin infection, which did not affect the
nerve cells.2 Féw doctors disputed the value of her
t?eatment. Unfortunately, some ddctors.did dismiss her
approach entirely because of this error. The press
tended to emphasize the disagreement between these-
docto:s and Sister Kenny.

| In North America, the doctors followed the
practice of English doctors, and immobilized the affected
limbs. Instead of conserving the muscles, as was hoped
for, it too often resulted in the muscles withering from
disuse. These results tended to create fhe impression;
in the public's mind, that polie always left the patient
a cripple. “

Possibly, the_fight against the disabling
aspects of polio which Franklin Delano Roosevelt waged\
has been the greatest source of inspiration to those
people who have attempted to salvage the victims of
polio. Here was a grown man, who was a victim of a

disease commonly known as "infantile paraljsis" Here,

l. Berg, R.H. Polic agg Its Problegs, J.B. Lippincott
Co., Montreal, 1948, p.43. -

2. Ipid, p.126.
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alsé,'wéé a2 man not pitied for his disabiiity, but
respected for his ability. President Roosevelt was
severely crippled by poliomyelitis. .. He was not
particularly handicapped by 1t.\

R. H. Berg reports that, "Of all the
victims of poliomyelitis, fully fifty per cent.of those
who succumb'to acute attécks will recover completely.

" They will show no trace of muscle weakness or loss of
power. Of the remaining fifty per cent, almost a half
will recover, with, perhaps, Just a trace of weakness
or muscular paralysis. Of the remaining twenty-f ive per
cent, from three to ten per cent will die. Thus, we
.héve left about fifteen or twenty per cent of all. the
acute éases who will be left with severe and permanent
paralysis.l It is assumed that the percentages in
Canada will be about the same. The importance of this
group is, not peggqse of its size in mumbers, but
becausé of the cost of hosﬁital care, equipment, and
retraining. In the first case to be presented later ih
this thesis, the hospital bills from 1947 to 1951 have
amounted to over.$22,006;2 Case #'4 shows that, by
investing $3,500 in rehabilitation, the Welfare.
Department of British Columbia is expected to save
$17,500 during this man's lifetime. These figures are
not cited to illustrate that a rehabilitation programme
is responsible for a saving of money, in conﬁrast to the

1. Berg, R.H. Polie, p. 122.
2. Kinsmen Brief to British Columbia Hospital
Insurance Service, 1951, p.l.
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" cost of maintenance where-an inadeéuate programme
existéd. They show merely that the medical costs of .
caring for a severely disabled post polio patient are
great. So are the rehabilitation costs.

Iraumatic Injury the Céntral Ne i1s System.

.~ TVorld Wer I produced the first large
number of paraplegics and quadriplegics‘who were
paralyzed as a result of injury. Few of them lived long
énough to reach a base hospital, because of the
transportation difficulties. Of those who did, most
died within a few years. Medical camplicafions afose
because of the long bed rest required. Pressure sores
meant a loss of body fluid, inability to properly
empty: the bladder led to genito—urinary infections,
and the long periods of lying still led to the
formation of calculi éausing kidny infection. Added
to thgge dangers was the lessening of resistance due to
persistent and severe pain;l | o

During World War II, the introduction of.
the antibiot@c drugs and the rapid evacuation to base
hospitais meant that a far higher percentage of these
men rqtgrngd to Canada. The efforts to ;ehabilitabe
these~men-has led to rapid advance.in similar
programmes during the last few years. Those who were
injured‘as a result of war service are being cared for
by the Department of Veterans® Affaiis-' &he group
studied are those who have beén injured in industrial

1. Gingras, G. "Rehabilitation of the Paraplegic

Patient", Treatment Se;z;gg gllet;n, February 1947,
Vol.II, Nb.z, Pe2.
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éccidents, at home, and at play. |

In the fight against poliomyelitis,
effort on a natiohal scale has been concentrated on
trying to control the disease. The rehabilitativel
aspects have been left largely to local groups. For
traumatic paralysis, due to war injury, single
goverrmental departments have been responsible for
establishing a rehabilitative programme in North America. _
In the fifst instance, there was widespread public
awareness of what the disease did. In the second, there
was little public_knowledge, becausé the numbers were
not large, but a single égency was faced with the
problémv of rehabilitating these men.
What Rehabilitation Means. |

In studying the development of a
rehabilitation programme in Vancouver, emphasis must be
Placed on the degree to which those programmes.are truly
rehsbilitative. Rehabilitation is not a method of doing
someth;ngl, that 1is, "a system of procedure or conscious
regularity”, as "method" is defined in the Oxford
dictionary. It is a "phenomengn which shows a continuous
change in time, whether slow or rapid". It is not what
is done for a person, but what is offered to a person for
his own use. Because each patient:iﬁéﬁé»as an individual
to his disability, rehabilitation 1s an individualized
process. The degree of his reaction to his disability,
plus society?s reaction and his family‘s reaction to that

1. Hhmilton.‘K hgggﬁﬁgléngi *
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disability, determineé‘the extent to which he is
handicapped.
| - A*man who can no ionger supporf his

family may feel completely worthless if providing for his
family was his way of showing his love for them. For
such a person, illness could have great social
implications. Deafness might well mean the end of a
career for a musiclan, yet it could be a blessing to a
riveter in a boiler factory. Disaﬁilitiesg~then, could
Aforce a person to seek new employment, or could permit
him to carry on as before. Paraplegia might‘be a slight
‘handicap to an accountant, who could resume his former
job without suffering any loss of "status" or income.
Paraplegia could cause great anxiety to a logger, who
lacked the education for a sedentary job; a Job which
could well mean a lower standard of living for his family.
The Patient.

o | Permanent‘disability invariably produces
dependency, whether temporary or permanent. For a
paraplegic or a quadriplegic patient, "recovery" is a
bmatter of adjustment to the disability.l There is no
"cure", The patient is dependent, at first, on the doctor
to save his life. DLater, he depends on the doctor to
restdre his physical ability to the highest possible level.

Seldom can he pay the hospital bills; and often his family
" must seek financial help. For a long time; he 1is
completely dependent on those around him. He is bathed,

1. Hamilton, K. Rehabilitation, p.49.
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shaved, fed, turned in bed, and requires help in order to
eliminate.body waéte. He camnot plan for the future
without help. He depends largely on the knowledge others
have of the community in order to start making those
planse‘ iet, somehow; he must not lose hls desire to be .
an independent person. Confidence in his own ability must
be maintained. This can seldom be achieved unless those.
arqunq h;g, those who are helping him; see him as an
indiv;duél; Knowledge of the patient comes from the
nurses' observations of him from day to day; information
gatheréd by the Social Service Department of his previous
1ife and his place in his family; information gathered by
his vocational counsellor, and from the findings of
psychbmetric tests if they are needed.

In a hospital setting, about the only thing
which is not done for him is his thinking. It is
influenced by both his past and the present.‘ The way in
which he reacts may not seem at all intelligent. He may
be rude and extremely critical of those who are trying to
help him. He may blame his iliness for this, whereas, in
reality, it is his fear of being discharged into a .
friendless world as a cripple. This fear may make him,_,
reject all efforts tuwards”independency; '

patient reacts to his disability, he could never join the
army as a soldier, because of his physical diagnosis. No

matter how slight his physical disability, he could never
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6e independent unless he wanted to; nor could he be
employed on aléqmpetitive basis if he did not have
sufficient training to do the job; nor could he be
employed regardless of his physical disability, hié
':eaction to it, or his vocational training, if there was
no job in the community for him. His disability will
invariably create certain handicaps for him. Hamilton
has defined a handicap as™he cumulative result of the
obstacles which disability interposes between the
individual and his maximum functional levelﬁ;l The goal
of rehabilitation is, therefore, focused on the patien
and his handicap, and not on his disa‘b:i.li.’(‘.y’.~2 Armed ﬁith
the knowledge he has about the patient as a person, each
member of the rehabilitation team uses his own particular
skills to help the patient help himself. In a phrase, it
is applied casework.3 | |
Because his handicap is 1ﬁ a single uhit,

the patient, the rehabilitation process must be
co-ordinated. It is not possible for one specialist . to work
with his disability, and when that is done, for another to
work with his family, at which time yet another steps.in to
remove inhibiting reactions from his thoughts, and he, in
turn, signals the start of the vocatienal retraining. It
is his body that is crippled, his family that suffers, his

1. Hamilton. Rehabilitation, p.l7.

2. Ibid, pil9.

3. Ibid, p.8.
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place in society .and industry that has changed.
Co-ordination between the various disciplines is
necessary, because one dlagnosis alone seldom
constitutes the rehabilitation dlagnosis. The
rehabilitation diagnosis is compiled from the physical,
social, mental and vocational diagnoses.1
The rehabilitation proéess should start

as soon as possible. This is apparent when we realize
that the physical or medical diagnosis is part of the.
total process. There is no set time for the other
aspects of the process to be introduced, because .
' rehabilitation is so individualized. Hamilton states
that it should begin at the time of recognition of any
permanent disability thst will cgnstitute a handicap.

This definition does not limit "disability" to "physical
.disability“ alone. Dr. G. Gingras, Director of Physical
Medicine af-Queen Mary's Veteréns' Hospital, Montreal,
has stated that the pafaplegic rehabilitation programme,
which took two years under the "salvage" or W"ecase finding"
method, can now be achieved in four months where the
facilities for preventing the "deterioration” of tge
patient as a person are brought into play at once.

' How have the various aspects of

rehabilitation, as outlined above, been met in the
1. Hamilton, Behabilitation, p.8.

2. Letourneau, C.U. Rehabilitatine the Handicapped,
The Rehabilitation Soclety for Cripples, Montreal, 1951,

p.1l4.



- 14 -

development of the rehabilitation programme for

paraplégic and duadriplegic patients in Vancouver? In
order to examine this programme, it will be divided into
two major headings. The first ihcludes the. resources,

and thgxsecond, the process. The resources, public and
privaté, will be studied in order to determine why they
originated and what services they offered. Added to.this
survey of resources will be_illustrative ca§és, which will
try to show why changes in the concept of rehabilitation as
each new resource was created, or an exlisting one altered
its policy. There is llittle written material concerning
the origin and function ofvthé agencies. ‘The information
has been largely gathered through a series of interviews
with persomnel of each agency discussed. The "cases". used
are taken from the files of the Social Service Department
of the Vancouver General Hospital. The information .
obtained from there is_supp&emented through interviews
with various personnel;>such as occupational therapists,
the physiotherapistsg,placement officers from different
agencies, and rehabilitation officers.
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“ Chapter 2.

THE DEVELOPMENT AND THE PROGRAMME PRIOR
_TO JANUARY, 1949,

'.E-ﬁe Vancouver General Hospital was founded
in 1902, as a voluntary, non-profit institution. It
operates as an "open" hospital; this means, in part,
that it accepts all people who are in nggq of acute
medical care. It undertakes the treatmenf of infectlous
diseases, and its services are avallable regardless of a
peréon?s race, colour, creed, or ability to pay. The cost
of thiéxfree service was met, until 1949, by grants from
the City of Vancouver and the Provincial Government, though
these .grants have been discontinued since the 1naﬁguration
of the British Columbia Hospital Insurance.Scheme, except
for the work of the Out-Patients' Department. Free
service of this nature is not foi indigent people only.

It is also available if there is evidence that the
responsibility for meeting the hospital bills will prove
to be too great a burden for the patient or his family.
Ah example of this policy was seen iIn the record of Alan,
discussed in a later chapter. Alan's father was earning
app:qiimately $250.00 per month. Hé owned his own home,
and was ‘buying a car. There was only one other chilg'in
the family. Alan had contracted poliomyelitis ten ye:‘:a'irs_ ‘
earlier, and was left with some paralysis of one leg. It
was apparent that the many small medical bills this
family had been faced with during the last ten years had
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madg it impossible for -the?m _’qo save any "money. Because of
| this, and their apparent willingness to pay what they |
could towards his retraining at the Western Society for
Rehab;;itation, he Was}taken on as a staff-non-pay
patiept,‘ This meant that he would get free hosﬁital and
doctors! care for the remainder of his:stay, and the
hospitai would absorb his bill, which was over $2,000.

Yancouver Occupa v
I 4"Thé‘éé;ééiiéd‘Véhcpuver Occupational
Industries was started in 1936 as an auxiliary service for
the hospital patients. The purpose it was to serve was
two—gold; to provide fhe long-term patients with a means
of qccupying their enforced 1d1eness usefully, and to

give tﬁem some occupational training.  AS.its programme
develoned, a plan for payin° wages to the trainees was
instituted, and a committee was formed latér to help the
trainees secure employment; One of the qualifying criteris
for -x;etraining was that the patient had-to be indigent.

By 1939, its policy had altered, and it was
then functioning as a convalescent workshoé. Its aims were
to retrain those patients who were forced, because of
illness, to change their occupation, and«th‘build up "work
tolerance", so that the patients would be better prepared
for work elsewhere.

This agency was not able to operate
effectively, because the applicants were not screened

carefully enough before they were accepted for training at
the workshop. It tended to‘@ecqmg a place of permanent
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employment for people who could never work in a
competitive market. Added to the problem of having too low
a rate of turn-over, was the inability to obtain well-
trained instructors during the war-time prosperity who
would work for $100 per month. In 1945, twenty-seven
disabled people; who showed no signs of ever being abie to
work 1in a competitive market; were lald off because the
agency could not afford to pay them their maintenance of
$28 per month. Later in the same year, the égency ceased
to exist, because it was losing money.

The faults of its programme were;
1mpp9per screening, no periodical examination of its
programme, and the belief that it could be self-
supporting when it was ohly open to disabléd indigents.

From the time that the Vancouver
Occupational Industries closed, until the 1lst of
September, 1947, there were ﬁo occupational therapy or
haédicrafts taught to the patients. For most of the
pat;ents, this was of 1little consequence,»for they wére
nopﬁin the hospital long. For ﬁhe paraplegic and
qua@r;plegic patients, this was 1mportént,tfor they spent
months, and often years, in the hospitél. In 1947, the
papaplegié and quadriplegic patients were on Ward West 3
of the SemiPrivate Pavilion. While there, they had the
services of a well-organized, industrious Women's
Auxiliary. The Auxiliary provided such services as
letter writing, reading to people who could not hold
books, running the library, making puréhases for the
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patiehts, and many other small but important jJobs. On the

-1st of September, 1947, MiS§ E. Galt, a graduate in Arts
ﬁnd Crafts from St. Khne,de@Bellevue‘Military Hospital,
was added to the hospital staff. She was to work
primarily with the paraplegics and quadriplegics. Her
duties were to be directed to "getting the patients in a
receptive mind so they would accept further rehabilitation'.
In teaching leatherwork, weaving, moulding, etc., no

| emphasis was placed on outﬁut. The~work was to stimulate
their interests and to provide a diversion from the dull
daily routine of the hospital warQ".

In 1948 it was decided to move the
paraplegic and quadriplegic patients from the Semi-Private
Pavilion to the third floor of»the Infectious Diseases
Hospital (IDH3), and Miss Galt moved with them. The
Women's Auxiliary, hbweve:, did not. They did not know
that Ward IDH3 was a non-infectious ward, and evidently
no-one bothered to bell them; congsequently, there was
no-one to loak after the library, run the canteen wagon,
write letters, look after thelmnk accounts of quadriplegics,:
read to them, or do their personal shopping. Miss Galt
undertook these duties, along with her other ones. In
addition to these jobs, she has also developed others;
she arranges for the annual outihg tolthe Hobby Show atv
the Pacific National Exhibition, arranges for a ﬁmovie" to
be shown on the ward evéry two weeks, and helps the
physiotherapists make devices so that patients can feed
themselves. In addition to this, she arranges dinner
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parties in her room. In this work, she has the close
co-pperation of thevDiétefic Department, who also recognize
that these barties help the patienfs to overcome their
self-consciousness resulting from their awkward eating
habits, and also provide a type of social contact which 1s
over and above the ward contact. (Many of the patients
are in private rooms). |

“ Still another social affair she arranges 1is
the monthly birthday party. This is sponsored by the Mount
Pleasant Branch of the Canadian Legion (117), and is held
once a month. Frult and cigarettes aré provided to all
the patients, and also a birthday cake, which is inscribed
with thé names of all the pétients having birthdays in that
month. The patients whose birthdays are in that month
gather around the table in the occupational therapy room,
and hold a joint.birthday party. DLater, a plece of cake is
given to each patient on the ward.

The work donme by Miss Galt certainly
relieves much of the monotony for the patients, and
illustrates the great number of services required, apart
from the nursing and medical care, to get the patients in |
a receptive mind to accept further rehabilitation.

On the ward, she has the close co-operation
of the nurses, aides and orderlies, but, because their
dufies take up so much of their time, they cannot help to
the extent they would like to. Many of the patients need pb
be 1ifted, turned, bathed and fed by thevstaff. Because of
this, the staff!s work is harder than on most of the other



hospital wards. This leads to a fairly high turnover in
staff, particularly in the case of orderlies. Many of them
do not stay on the ward long enough to become a part of Miss
Galt's programme. There is, however, one group of patients
for v)hich very little 1is done. This is the group of infants
who are recovering from poliomyelitis. These children do
not fall within the scope of this thesis, but it 1s obvious
that the murses, orderlies and nurses'! aides canﬁpt spend
time playing with these children. Unless the Women's
Auxiliary is asked to provide some sort of nursery piay-ting
for them, these children will continue to sit in their cribs
day after day.

- AThe A.foieﬁdf the ‘S.ocial Service Department
in the Vancouver General Hospital is now quite different
f_rom what it was ten years ago. Otiginally, its function was
that of a placement agency. The chief task was to arrange
for nursing home or boarding home placements for those
patients who no longer required acute medical care. Another
Job it performed was that of arranging for the purchase of
appliances for patients who could not pay for them. The
social workers would find out the legal residence of the
patients, as defined in the Residence and Responsibilities
Act. They would then write to the Welfare Department in the
responsible community and ask them to assume their share of
the cost. This procedure did not take as long as might be
imagined, for, under the Hospitals Act, such letters must be
replied to within fourteen days. Unfortunately, the role of
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the Social Service Department on Ward IDH3 was largely
restricted to such duties. Ks the stafonf the Social
Service Départment 1ncreaséd, somé casework was done on an
intensive basis, but the major portion of the work is the
routine type described above. The other major area in which
thé Department works is that of trying to interest various
agencies in the community to obtain, or provide, better
‘facilities for the patients after their discharge. This has
been done by interpreting to the agencies, or friends and
relatives of patients, the needs of patients after discharge,
or through specific requests on behalf of an individual
patient. The Department has attempted-to interpret hospital
routines to interested people, and indicate to them how

they can be of help to the patients duwring and after their
period 9f-hospitalization.

| Provincial Welfare»Serzicgs;

-‘."”“..4’v‘.Uhdef'fﬁé terms qf the "Social Assistance
Act", assistance may be given in money or in "kind". Section
!C' lists institutional, nursing, boarding or foster home
éaﬁe as "kind". Sections 'E! and 'F' list counselling
services and Health Servi&e;. Seétion 1G! of this
interpretation of the Act is of particulérgiqterest to the
present study, for it lists, "occupational training,

retraining, or therapy for indigent persons and mentally or
physically handicapped persons". Physically handicapped.

persons were not given occupational training or retraining

under this Act.
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What was given was the payment of Socilal
Allowance to unemployable persons and their dependénts, and
the provision of nursing-home and boarding-home care. The
00st<fo:c; this care was met jointly by the Provincial

3

Government (86%) and the responsible municipality (26%).
The Residenée and Responsibility Act sets out the |
conditions under which a municipality is responsible for the
carev of its residents. The cost of this care, as it comes
within the Social Allowance _Act,‘is not the same as the per
diem rate which is charged against a municipality under the
Hospitals Ac’t. The Provincial Govermment was not attempting

to restore working capacities; 1t was providing assistance
to people who appeared to be chronically incapacitated.
Wor;g_nen's Comp_gnsa;ign Boa;d

| The first Wor]men's Compensation Act was

passed in 1902. The Act, which came into effect at that
- time, gave a workman, who was injured "in any accident arising
out of and in the course of his employment'", the ri.ght to sue
his employer for damages if 'his injury was caused by the
personal negligence or wilful act of the employer. In 1916,
this unsatisfactory Act was repealed, and replacéd by 2 new
Compensation Act, which created the Workmen's Compensation
Board., This Board was charged with assessing the cost of the
burd_en of acclidents on the industries, and at the same time
it was to inspect and regulate accident-prevention equipment.
The function of the Workmen'!s Compensation Act was two-fold;
to provide insurance, and to prevent accidents. In the Sloan

Report of 1942, a further idea was incorporated; that of



rehabilitation. Thg argumeht used for broadenihg the
programme from one Sf a mere system of insurance, to include
rehabilitation, was that accident prevention was not |
stpictly a part of an insurance programme, and it formed a
lafge pért of the Board's work. .The report states that
"eve;yone probably would agree that prevention is better
than cure, and cure is better than compensation. Therefore,
when prevention fails to prevent, we must give attention to
cure”. Thé Wprkmen's Compensation Acf protects the worker
against having to wdrk with unsafe machinery. 1t provides
him with a pension in the event that he is permanently
disabled. Through its policy of paying a worker for his
digability ahd not for the resulting handicap, even following
rehabilitation, the Act offers security. The rehabilitation
services offered to him give him an incgntive_tqﬁards
bettering his financial position. They are not given as an
uncertain alternative to the security of a fixed income.

A rehabilitation section on fhese'lines
was added to the Worlmen's Compensation_Board in March, 1943.
This section must work within a yearly budget of $75,6é0, and
its sefvices are open only to those who suffer permanent
partial impairment, which prévents them froﬁ.fgﬁurning to
their former occupations. They are eligiblé for retraining,
providing their injuries resulted from accidents occurring

on or subsequent to March 18th, 1943. It is éipected that
the Sloan Report, now before the legisléture,‘will

substantiallyvincrease their budget.
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| Ther@haie slx rehabilitation officers e
employed by the Workmen's Compensation-Bdard.‘ Their |
function is to see that‘the'injured workmen get.the services
they requirevin order to be rehabilitated. Their work is
chiefly that of co-ordination and‘cmmsélling.- .Close
- co-operation between the rehabilitation section and the
various agencies in the community is essential.  Use is
made of such agencies as the Social Service Departiment of
the Vanéouver General Hospital; the Rotary Counselling
Service; the facilities at the Western Society for
'Rehabilitation, the Vancouver Vocational Institute, and
correspondence courses from the Department of Education in
Victoria. To facilitate this close co-ordination, they
‘work closely with each of the larger hospitals. One is
stationed in Victoria to serve all Vancouver Island.
claimants, and another is stationed at the "Board!s"

' physiotherapy department on Second Avenue. . |

A | The Bgafd does not provide casework help,
but relies on various agencies in the community teo offer
this gervice if it is thought to be needed. This help
cannot always be piovided fo the degree required, becaﬁse
the efforts of the rehabilitation officer and the social
workers cannot alwéys be effectively integrated. In the
present programme of rehabilitation offered by the

CompensatiOn Board, one aspect of rehabilitation is,
consequently, largely neglected. That aspect is the social
implications the illness has for the patient.
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In 1945, twovmore organizations were added
to the prégrammé. These were the Kinsmen'!s Charities
.and the Canadian Paraplegic Association. ‘Both are
.interested in obtaining the best possible care for

paraplegic patients. One worked to unify the services
| in the various communities and the other to extend the
specialized services of the Department of Veterans!
Affairs. | | |

Kinsmen Clubs.

During World War II, the number of Kinsmen
Clubs in Canada had increased in number by 75%. During
this time, they were all engaged in a united effort; the
Milk for Britain Fund. In 1945, following the end of the
war, this work stopped, and the Kinsmen's Club qf ‘
- Vancouver decided that they would survej the welfare
programmes existing in the Province, to see what services
they could best provide. They fbund that, with.polio
patients, the incidence is low, approximately 1/10th of
1% of the population. (In British Columbia, this amounts
to fifty cases per year; although about every ten years
the number runs up to about two hundred cases). It did
not appear that the costs would be teo great, for they
kwould be augmenting the services which were available.
Their sﬁrvey showed thaf nothing was being done in the
Prdgingg to rehabilitat?;people:with residual paralysis
resultiﬁé'frdm ?olio; exbept to provide medical and
hospital treatment. It demonstrated a shortage of funds,
a lack of equipment, and a lack of trained staff.
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Physical retraining was being done at the Physical
Medicine ‘Depa'rtment of the Vancouver General Hospital ..
only. This survey, which was financed by the Kinsmen,
and made by Dr. Alan Brown of Toronto, recommended that
a programme of assistahce te residual paralysis polio
pafients be considered. In planning such a programme,
Dr. G. ¥. . Strong asked the Kinsmen to join in the
establishment of a centre to provide such services, and
this was considered by the Club.

From 1945 to 1948 the Kinsmen's Club of
Vancouver raised $69,000 A1l of this was spent on
equipment, such as wheel chairs and braces for the
patients, as requested by doctors; for vocational
trainin'g-,_ as requested by the Social Service Department
of the Vancouver General Hospital; and on the training
ef three physiotherapists. The_se physiotherapists were
to work at the Vancouver General Hospital for three
years Iin return for their tfaining. Through one of their
members, who is a doctor, the Kinsmen gained the
.co'-cperation of the Vancouver General Hospital. A Polio
Board of doctors was created, and each polic suspect was
cared for by a member of this Board. This arrangement
tends to greatly reduce the size of doctors! bills for
"the patients. |

it '1s interesting to note that the Kinsmen
do ;no‘t use the ep_peal of ‘a crippled child in their money-
raising drives. Their scrap-book of newspaper publicity
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for the last fwo years shows only four articles and pictures
about children. It is not a fund to combat "infantile
paralysis%, as it.is in the United States. It is an appeal
to raise money for a cause which they consider will be
supported because of its inherent merit, énd does not need
to depend on an emotional basis for success. Their
principal means of raising money is through a mail. .
subscription campaign. Separate from this campaign are the
many local campaigns which attempt to raise ten.cents per
wage earner in the éommunity. This is done by pag days,
~dances, Sunday shows, bottlé drives, small raffles,‘QiSplay
windowé»with cdllection cans; whist drives, and various
other schemes. 1In all of these efforts, the advertisements
concentrate on the aspect of rehabilitation; rehabilitation
which is for soc1ety's benefit, not Just an act of pity.
Cagggiag Pa;agleg1c Associatign-

o | The Canadian Paraplegic Association was
founded in 1945. Originally, it was comprised solely of
veterans, but,asﬁsqon as it was founded, the members veoted
to undertake to extend the achievements of the Department of
Veterans! programme to civilians. Through soliciting
membership from interested people; it undertook to finance
civiliahrparaplegics in the Department of Veterans! Affairs
Hoépitals, on a repayment basis. As the veterans ﬁere
rehabilitated, and'moved.out into the community, more non-
vetérans were brought in, until eventually they out-numberéd
the veterans. Lindhurst Lodge, in Toronto, which had
originally been given to the Department of Veterans!
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Affairs, to be used as a rehabiiitatien-centre, was made
over as a gift, for 2 nominal $1, to the Canadian Paraplegic
Association.

_ The Western Division of the Association
was being formed at the same time as the Western Society.
As it was expected to be easier to raise funds for a local
society than for,a'national association, the Western Division
of the Paraplegic Association did not continue its
organizational drive. It agreed tc aid in the formation of
the Western Society and has continued to give active support
to the Society. '

The #Walking School®.

- - In 1946, énother step towards the
establishment of a'rehabilitation centre was taken when a
walking schoolnof the orthopaedically disabled was formed.
This School was run by Martin Berry, a specialist who ran a
similar school in California. 'He used the facilities of the
Department of Physical Medicine at the Vancouver General
Hospital. It functioned as a physical_retraining centre
only. Most of the paraplegics who attended these lessons
were financgd'by the Workmen's Compensation Board. This is
in keeping with their policy'of utiliéing all existing
resources In the community to rehabilitate a worker. Those
polio patients who could not pay for their own training or
equipment were financed by the Kinsmen Club. As well as the
private patients, those financed by the Kinsmen Club, and
those financed by the Workmen'!s Compensation Board, there
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were a small number of non-pay patients instructed.

| The programme at this time needed to be
revised. First, the faciiities were overcrowded. Secondly,
the programme lacked unity. TheAWalking School was using
the facilities of the Genersl Hospital, but it did not come
under the Hospitalt!'s jurisdiction. Use was being made of
the Hospital's Social Service Department for a few of the
patients. Patients were being financed by the Kinsmen's
Club and the Workmen's Compensation Board. There is nb
evidence available wﬁich would indicate that there was any
co-ordination of effort. The school appeafed.to be accepted
by the agencies as a part of the hospital. However, because
a great number of the referals came from outside sources, it
was Important that there be close co-ordination between the

1
agencies.  Apparently, this was never achieved.

The Rehabilitation Prggess.

- Wﬁét the rehabi1itation programme offered
to patients prior to'Jannary, 1949, can be illustrated by
locking at the Socizl Service'Department records of two
patients. . |

” | The first record used is that of Betty.
She was an attractive, twenty-year-ocld girl, who was
stricken with polio in 1930. At that time, there was little
medical knowledge on how to repair the damage caused by the
diseasé} or on how to utilize effectively what muscle power
she had left. Her record shows what could haﬁpen»to any

person who was severely disabled“by polio twenty years ago.

1. The Head of the Hospital Social Service Department
summed up its programme with the comment that, "It illustrated
the need for the Western Society for Physical Rehabilitation".
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It also illustrates how vafious agenciés were used, at
first, in an unintégrated way, and later, in a co-ordinated
‘effort, to rehabilitate this girl. |

She was admitted to hospital in 1930 and
remained in hospital until January, 1938. While in
hospital, she painted miniatures, copied from larger
paintings, which she sold through the Vancouver Occupational
Industries. She was removed to a nursing hpme, through
arrangements with the City‘Social Service Department, in
1938. 1In 1940, she was moved home, where she was cared for
by a younger sister. She is described in the record as
being extremely demanding of this sister. She stayed at
home for five years. In 1945, her sister was being married,
and her husband refused to consider having this patient in
their home. Apparently, her original dischafge to the
-nursing home was arranged by her doctor, for the record
shows no referal at that time. Her move home, and later to
a City.nursing home, was arranged for by the City Social
Service Department, apparently.

- She was brought over to Mr. Berry's Walking
Class to see if she could bernefit from it. At the time, she
was unable to!dress herself, due to partial quadriplegia;
she could not go to the toilet by herself, or get from her
bed to a wheel-chair. It was judged that she would be able
to learn to care for hefself if she attended the School,}and
so she was enrolled. The cost of transportation was paid for

by the Hospital. A wheel-chair a brace, and a drop-foot
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splint, were provided by fhe Kinsmen, on request of the
doctors and the Soclial Service Department. The Women's
Auxiliary,of the Hospital also provided a leg brace. 'On

May 27th, 1947, she was re-admitted to the Hospital, on the
grounds that the competitive attitude on the ward would be
better than life in the nursing home. The Kinsmen financed
an Art Course for her, at the request of her "board" doctor.
The Secial Service Department acted on behalf of  the Kinsmen
-in arranging for accommodation for this course to be taught.
Her Art instructor found that the girl was extfemely good at
painting miniatures,-but felt that her long stay.in hospital
had completely killed any creative ability she might have had.
Her progress towards physical recovery was slow, but she
continueq to show fairly steady.improvement.v She stayed in
hospital until Jahuary, 1952. The later years.of her stay
are discussed in the next ¢hapber;

Case # 2. This is the record of "Sadie". ©She was a thirty-
year-oi& girX, who had been stricken with polio in 1938,
whilst living on the prairies. She was living in Vancouver
with her married brother at the time of her referal in
September, 1947. This record illustrates the confusion which
arose between agencies during the time the Walking School

was in use. It was arranged to have ber brought to the
Walking-Schooi by taxi, but no-one had considered whether or
not she could get iﬁto a taxi. She could not, and so it was

necessary to admit her to hospital in October, 1947, in order
that she might attend the School. The girl was referred to



the hospital by the Kinsmen's Club, and was referred to the
Walking School by the City Social Service Department. She
appiied to the Kinsmen for $1,306, for treatment and three
months' hospitalization. This was granted. However, she was
admittéd by the hospital as a staff—non—pajr'patient, and it
was only when the head nurse objected to her staying out
overnight that the confusion as to who was paying for her
treatment was eliminated.

- From 1938 to 1947, she had been living with
her married brother. She helped with the sgrving, and
similar jobs, whilst sitting in her wheel-chair. She would
get out of her wheel-chair onto her hands.and knees, and
scrub and wax the floors, although she was paralyzed from the
waist down. |

Her progress at the Walking School was very
good, and in February, 1948, she was discharged to her R
brother's home. The City Social Service Department
dontinuéd to pay for her transportation to the Walking
School for the next few months. By this time, she was
walking wé;l with erutches and leg braces, a/nd appeared to
have reached her maximum physical recovery. She- was granted
Social Allowance by the City, but that ended in October,
1948, when the patient married.

These two cases illustrate the. typical
procedure followed prior to 1949. In discussing these
records with various staffAmembers, the lack of co-ordination

was very apparent. Questions on finances,“diSCharge plans,
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etc., were answered with, "I do not know who paid for it", or,
"We were not consulted; I imagine it was the;City".

| The records on "Betty" indicate that, for
seven years, she was hospitalized, durinnghiéh‘time she was
"pampered by the staff" and was known as "the sweetheart of
the ward". This over-indulgence aﬁparegtly led.to her
demanding attitude at home. “The five years she.spent at
home_well il1lustrates the difference between plécements;
that is, moving a patient out of the hospital, and the type
.of planning which must be done in a sound rehabilitation
programme. Good rehabilitation demands that the family also
be considered.. family solidarity must not be jeopardized |
because of the assumption that patients would be happier at
home. |

There is no record in either file of

conferences, whichvwould indicate a rehabilitation diagnosis
was formed. Procedure was not integrated. The programme
could only be described as a medical treatment plan. It was
not a rehabilitation programme,-in the fullest acceptable

sense. .

Ehg;EgunglQg_22_E2s;Na§LgLQJax;uﬂaleﬂLﬁﬁhéblllLanga-
S 1511947, Dr. F. G. Strong, who had arranged

for Martin Berry to come from California, called a meeting

of fifteen interested people in the community, to see if it

was possible to obtain community support for the establiéhment

of a féhébilitation centre. The plan was for az centre which

would serve all severely orthopaedically disabled people.
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Two of the people at this meeting were from the Kinsmen's
Club; Dr. Strong e#plained what he wanted, and illustréted
what the pgssibilities of retraining were, by. showing motion
pictures téken at Shaughnessy Hospital. Dr. Strong said that
he could rgi§e the money for the initial buildings, but that
a building”alone was not enough. Mr. Percy White, of the
Kinsmen's Club, said that it was not wise to ask the
subscribers for money without showing them what such a centre
had to offer. He suggested that, if the land was.purchased,
and information was collected on what would be necessary, the
subscribers would give their money more willingly. This plan
was accepted, and the land was purchased by the Kinsmen's Club.
The purpose of the programme was to‘be to
extehd the. achievements of the Department of Veterans' Affairs
programme for paraplegics to civilians. Variqus commitbees
were established to investigate the need for such a centre,
to plan the construction, to raise the money,; and to study
different pfogrammes. The main séurces of information were
the Baruch Committee of Physical Medicine (New York) and the
Department of Veterans! Affairs. Building énd programﬁe
plans were obtained, aﬁd these were alteréd to fit local
needs. Mr,”E. Desjardin, who is a paraplegic himself,'
supplied information about the Centres in Winnipeg and
Toronto., Some of the staff qf the centre were engaged before

the centre was completed, and they also contributed their
ideas.

In the summer of 1948, construction of

‘unit one of the centre was started, and on Janvary 2nd, 1949,



the cehtre was officially opened. It provided accommodation
forﬁphirteen resident trainees and four resident staff
members. The full-time staff totalled six. It was belng
supported by the Federal and Provincial goverhments, the
Kinsmen's Club, its own Women's Auxiliary, and the Western
Branch of the Canadian Parapiegic Association, as well as

private contributors.



Chapter 3.

THE DEVELOPMENT AND THE PROGRAMME
SINCE JANUARY, 1949. B

The year 1949 saw two importaht
additions to the rehabilitation programme. One was the
Western Society for Rehabilitation; the other was the
introduction of Hospital Insurance. The changes that
occurred in the programme with the introduction of Hospital
Insurance were not many, but they had important economic
and social implications. Hospital Insurance applies
generally only to those people who ére classified as acute
medical cases. Under the original ruting, a polio patient
was said to be acutely i1l for only two weeks. If his
doctors reported that he reduired further hospital care, the
benefits were ﬁsuaIly extended; if his benefits were
extended, the patient was no longer permitted to._go home for
the weekend. To do so, he would have to be discharged from
the hospital. If a patient was well enough to go home for
the weekend, thén it was argued that he was not "acutely"
i1l, and hospital payments were stopped. On September 6th,
1951, the B.C. Polio Fund submitted to brief to the British
Columbia Hospital Insurance Inguiry Commission. The brief
was incorporated into the Commiésion's,report in its
entirety, and, as a result, polio paﬁients are now entitled
to benefits for a minimum period of three months. This
period can be extended, as it was under the previous

arrangement.
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.There are four economic implications
~arising out of the administration of the Hospital Insurance
scheme. Prior to its introduction, the Kinsmen had paid:
some of the hospital bills for the polio patients. Thé
record of "Sadie"™ shows that these costs can be great. In
theory, every patient would be entitled to Hospital
- Insurance benefits, for it is a uni#ersal cqmpulsory scheme,
but, according to the Treasurer's Report of the 49th Annual
Report of the Vancouver GeneraI.HOSpital, for 1950, "of
the more than 32,600 patients admitted to the hospitel in
1950, some 17.2% of those admitted did not have hospital
insurance coverage. This glaced a serious burden on the
hospitalts finances, for the hospital does not refuse
admissioﬁ to anyone In need of acute medical care." This free
work done by the hospital cannot be included in the daily
rates charged. To aggravate this.situation further, the
financial grants:bbtained from the Province and the City
of Vancouver were discontinued when Hospital Insurance
came into effect, except for out-patients' services. The
economic position of the hospital is womsé than it was
before hospital insurance was introduced,'because of the
services it extends to staff-non-pay patients.

| The British Columbia Polio Fund, which
consists of forty-four Kinsmen's Committees and four other
cozmﬁittees, found that about thirty per cent of the polio
patlients were not covered under the hospital insurance

scheme. They undertook to pay the insurance premiums for
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those polio patients who are not entitled to insurance

~ benefits. Théir_concern was largely for the children whose
parents had not provided. insu;fance for them. They
believed that the argument put forward by the Board of
Polio doctors, i.e., that it was a person's moral-
obligation to pay his premiums, was not sﬁfficient“to meet
the case. They would not accept the implication that a
¢hild might be denied necessary treatment because its
father had not met his obligations.

There 1s yet another economic effect of
the hospital insurance administration. When é patient is
ruled to be no longer eligible for hospital insurance, he
or his family is notified to that effect. Unfortunately,
several months may elapse between-the £ime that a patient
is no longer coﬁered by the insurance plan, and the time
he is notified. His first inkling of the situation may
well be a social worker's visit to discuss finances. The
anger which is aroused By the ruling is often ihténsified
by the delay in notification. The knowledge that he has
been ruled to be no longer acutely ill is not as ‘
disturbing to the patient as the fact that he owes the
hospital several hundred dellars. Nor is it as disturbing
as the iﬁplication that his condition has been classified
as chronic by a person who has never seen him.

The Western Socjety for Rehapilitation.
~ The opening of the Rehabilitation Centre
eliminated the need for the Walking School. To avoid a

duplication of effort and services, the Western Division of



the Canadian Paraplegic Association became inactive. Their
advice and help ate still available, as they still function
in gn advisory capaéity, ard hold their meetings in the
Rehabilitation Centre. This arrangeméﬁt has the effect of
keepiﬁg thelr assoéiation membership functioning. By so
doing, it tends to maintain the interest of the people who
were originally attracted to it. Because the policy of the
societ& has been directed towards giving service to all
orthopaedically disabled persons, other orgahizations
similar to the Paraplegic Association have been asked to
establish their office's.-at the Centre. The Cerebral Palsy
Association of British Columbia have their offices and
treatment rooms at the Rehabilitation Centre. The British
Columbia D;vision of the Canadian Arthritic.and Rheumatism
Society also have their medical branch there, and use the
poéls, tanks and residential accommodation.. Apaft from
avoiding a duplication of services, this arrangement offers
an exceilent opportunity to increase thg number of.
COmmunity contacts. People who are interested in the
Arthritic Society, those who are interested in the Cerebral
Palsy Association, and those interested in the Paraplegic
Association,‘could be told of the broader needs of any
-rehabilitation programme. Their tasks might then alter
from fund-raising for their particular orgahiZation, to
taking an active part in an overall fehabilitation programﬁe.
Their role in that programme would be one which would

- consolidate community activity. At the time of writing,

three of these groups are coéordihated‘in some areas. There
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is a medical advisory board’,‘ comprised of doctors from
each group. There is also the close co-ordination between
the staff, for both the Arthritic Society and the Cerebral
Palsy Association pay for the use of the eciuipment.
C'o-ardination amongst the staff is achieved through their
working together and, more formally, through weekly case |
conferences. Theée conferences, which are chaired by the
Medical Dire‘ctor; are attended by the physibtherapists , the
physical training instructor, the brace-maker, and the
social worker-placement_»_o’ff:lcer_. The patients? progress
is q;scuésed, and each team member presents.hié point of
view about needed changes. |

Unit One of the Rehabilitation Centi'e ‘has
accommodation 'I:orrthirteen ‘residept‘, trainees. All resident
trainees must be capable of self-care, which means they
must be able to dress, get in and out of bed, feed
themselves, and go fco the ba’chropm ‘themselves. These
requirements are not as difficult to meet as they might
appear, because the building is designed for people in
Wheel-chairs.. The wash-basins are. low, as are the coat-
hangers and light switches. The rooms are all designed so
that the trainees can naviga_te around easily in the wheel-
chairs. The beds, the toilets and the showers are equipped
with bars, which enable the trainees to pull themselves
out of their wheel-chairs. o |

The other groué of trainees are the non-
residents.' They usually come to the Rehabilitation Centre
for a part of each day. Usually, théy are brought to and
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from the Centre in the car which has been provided by the
British Columbia govermment, and is maintained by the
Women's Auxiliary. Each trainee is brought to the Centre on
a three-months trial ‘basis, and at the end of that time,
his progress is evaluated, and he is either discharged, or
his training period is extended. A person will be
discharged as a result of not having shown any'physiéal _
improvement, for it is judged that he will not benefit froin
further treatment, and is no longer a suitable candidate for
the Centre. The limited space and staff makes it imperative
to enrol only those people who can be assisted. Even with
careful screening, it became obvious that the facilities
were not adequate. In the Spring of 1950, .Unit Two was
added. - This 1nc1uded, a laundry room for the trainees, a
remedial pool, two hubbard tanks, a library, a dispensary,
a physical medicine department, a playroom, speech therapy
and physical medicine department for the Cerebral Palsied |
children, as well as administration offices and more bedrooms
for .residential trainees. This unit, which was planned with
Unit One, was opened in November, I?SO.WaSo well had the
plans for Unit One been worked out,vthat only a few very
minor changes in construction were necessary. |
Expansion in staff members also took place
when Unit Two was opened. Originélly,vthgnRehabilitation
Centre had>planned to have its own brace shop. They were
unable to secure the services of a skilled bfacemaker, and

were uncertain of Jjust what work there would be for him to
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do. Airrangements were made to secﬁre braces from the
Prosthetic Services Department of Shaughnessy Hospital

(D.V.A.) They soon leafned what types of prosthesis they
would require, ard so 1t was decided to hire a full-time
bracemaker. However, there were none available, and so it
was necessary té train one. This was done at Shaughnessy
Hospital (D.V.A.) and, later, Sunnybrock Hospital in
Toronto (D.V.A.). His training was finéhced by means of
a National Health Grant. |

The Third Annual Report of the Society
tells of their activity in securing as much first-hand
knowledge as possible. In this respect the Medlcal
Director and other key personnel travelled to similar centres
in Eastern Canada and the United States. The report also.
includes the recognition of the neceséity of securing the
services of a social worker-placement officer. His function
would be to act as liaison between the variousﬂagenCies, to
do job énd home placement, and to work with the patients and
their families on a casework basis. He also was to have
an.intake interview with each trainee, to acquaint them
with the building and programme. Casewqu would be carried
on as a part of the treatment, only if the patients came to
him with specifié problems, or if they .are referred by the
Medical Director for specific problems. .
Government Partlcigatlon, |
| Both the Provineial and the Federal

Governments have contributed grants to the Rehabilitation
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Céntré. The Provincial and Municipal Governments héve
paid allowances to the patients and their families, and
have provided nursing home or boarding home care. Section
'G! of the "Social Kssistance Zet", which lists |
ﬁoécupatiénal training, retraining, or therapy fof indigent
persons or @entally or physically handicapped persons", was
not made a part of the Provincial Welfare Services policy
until September 19th, 1951. Thg delay-wés largely due to
theﬂreluctance of Municipalities to pay.their share of the
cost - twenty per cent. |
The Provincial Welfare Department did

finance three "test" or "pilot" cases, which were all ruled
to be provincial responsibilities in.accordance with the
Residence and Responsibilities Act. DLater, the City of
Victoria and the City of Vancouver each accepted a "case"
as their responsibility. The method by which aid was
requested from the tWO'Municipalitiéswwas)quite different.
The Vancouver girl had just completed her education at the
University of British Columbia. Her .father was opposed to
accepting any help from the Welfare Department. It was
through the efforté of the hospital Social Service '

Department that he would agree to accept such aid, and that
| the City of Vancouver would grant it. When the "City" had
agreed to pay their twenty per cent of the cost, they
notified the hospital Social Service Department. The

Victoria resideht was a forty-two-year-old man, who had been

gradually WOrsening, physically, as a result of polio, since
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Januvary, 1949. He was admitted to the hospital in December
of that year. In November, 1950, as a resident patient in
the hospital, he started to take out-patient's training

at the Rehabilitation Céntre. This was at his own expense.

It consisted of going uwp to the Centre each afternoon in

‘their car for remedial exercises. The Medical Director of
-the Rehabllitation Centre approached the Assistant
Provincial Health Officer for financial help on the

'patlent's behalf. He, in turn, referred .the request to

the Deputy Minlster of Health, who passed it on to the

Deputy Minlster of Welfare. He made contact with the City
of Victoria, who agreed to assist for one year, as soon as
the patlent's assets were down to $500. This was achieved

by the summer, and he was accepted as a. C1ty of Victoria

‘respon51bility as of the Ist of July,.1951.

There was another scheme. for govermnent

o participation‘about the ‘same t1me. This was a plan which

" would have had the City of Vancouver and the Provincial

Government each paying the cost of flnancing four beds.

In April of 1951, two patients were transferred from the
hospital under the arrangement However, the plan was'
dropped and the cost of their trainlng was met from other
sources. Because the negotiatlons between the City of
Vancouver ‘and the Provincial Govermment started in J’uly, '
the "City" did aecept the cost of retralning these people

as of July 1st, 1951.

There was very little change in the

programme as far as the patients were concerned, during this

. ',
e .

-A
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period. Life in the hospital ‘was much the same as before.‘\
There was the added physical training at the Rehabilitation
Centre. The patients who went up fof‘the afternoon were
very enthusiastic in their praise for the Centre. The fact
that the physiotherapists from the Centre came to the
hospital to.treat a Iarge number of the hospital patients
seems tokhavé prevented any feeling that one of the.groﬁps
was privileged. The training, apart from muscle exercises,
élso included learning how to get in and out of bed and
how to dress. There are very difficult tasks for
paraplegic and quadriplegic patients. The patients who
were not going fo the Centre could see the struggle and
effort that was necessary in order to 1eafn self-care.
Before they could go to the Centre, they, too, had to
struggle to get out of bed; a - struggle which often ended
in failure and exhaustion. It was their determination,
aided by the patience, reassurance and understanding of the
physiotherapists, which was to start them on their way to
physical recovery. '

| In July, 1951, a social worker was added
to the staff ih the Rehabilifation Centre. As part of his
work, he' accompanies the Medical Directof of the Centre
during ward rounds at the Hospital. The Medical Director
introduces him to the patients who are considered to be
: iikely candidates for the Rehabilitation Centre.
Apparently, this decision is reéched on the basis of a
| ﬁhysicé;tdiagnbéis ‘Uh&ér this arrangément; the Centre

i
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worker is not likely to seé those patients who are unlikely
to be candidates for the Centre. In some instances, such
people may be referred by the Medical Director to his
worker, whoAWill; in turn, refer them to the hospital
Social Service Department; There is close co-operation
with the Social Service Department in working With these
patlents. There is one difficulty here which needs to be
overcome. The Polio Foundation collects money to help
polio wvictims, yet all 'polio'patients do ﬁot know of the
fund's éxistence, as not all of them are seen by the social
warkérs. The hospital maintains that it is up to the
patient to decide whether or not he Wants’to ﬁalk to a
representative of the Polio Foundation. A means of over-
coming this difficulty would be to have the Polio
Foundation print a small two- or three-paged booklet,
explaining their role. This could be extended, to outline
all the resources at the patient's diéposal. ‘This would
ensure that each polio patient kﬁows that the fund is
availéble, and their enquiriés would be a means of contact
for the Socidl Service Department.

The Case of "Betty" !continued);

The record of Betty shows that a complete

rehabilitation process was not automatically created with

the opening of the Rehabilitation Centre, yet her final

placement was achieved as a result of the improved
services which developed during the period of her treat-

ment there. Soon after the Centre opened, Betty became



an out-patient there. In January, 1949, the hospital
Social Service Department requested the City of Vancouver
to pay for her training at the Centre. This was
refused. In March, a similar request was made to the
Director of Welfare, but this, too, was refused. Betty
continued to go to the Centre, five afternoons a week.
This situation existed until shortly after the
§Ublication of the brief to the Hospital Insurance Inquiry
Commission. In that brief, the Kinsmen,néted that the
cost of hospital care for Betty, from January, 1947, to
‘September, 1951, amounted to approximately $22,400. This
cost was being absorbed by the hospital; It was the
realization of what the hospital had spent that finally
led to her placement in a bbarding home. The timing of
her placement was not a pre-arranged step in an
integrated rehabilitation process, but her ultimate
placemeht was a result of close co-operation between three
agencies; the Rehabilitation Centre, the -hospital Social
Service Department, and the City Social Service
Department.

In November; 1§51,'a report was sent to
the City social Service Department, giving a summary of
her history, and outlining her present abilities. A
request for‘a boarding home placement was made at this
time. In answer to this request, a letter was received
by the hospitaIASOCialeervice Department, stating in part
"we have no home which would be suitable". Through the
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efforts of the Rehabilitation Centre social worker, a
suitable home was found for her, and the City agreed to
pay the cost of it, as it would not be more than the
alternative of a nursing home placement. She was taken
to see this home by the hospital worker,. in January.
During the next five days, she was given a great deal of
reassurance, and together, the plans Wereaworked.out in
greazt detail. At the time of writing, two further visits
have been made by the hospital worker, and it apﬁéars that
Betty is settling down well. In the very near future,

her treatment at the Centre will stop, as it is felt that
'she has reached the point of maximum recovery. Before

her treatment is discontinued, the two social workers
plan to co-ordinate their services in.an.effort fo help'
"her accept this decision.

Because the City of'Vancouvef is paying for
her boarding home, they, too, are included in the planning
for this girl, for it will be their social workers who
wiil see her oﬁce she completes her training at the
Centfe. | |

The Record of "Tommy".

-Thié'is the record of a young man, named

- "Tommy", who was admitted to the hospital.on August 5th,
1947, as a polio suspect. He was left with a residual
weakness in bother upper'and lower extremities, and in
the back and neck. :Bight months after his admittance, he

was referred to the Social Service Department of the
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hospital for ald in rehabilitation plans. Later, he
attended the Walking School for a short time. However,
he did not have a wheel-chair of his own, and expressed
a great deal of resehtment about having to borrow one.
The Kinsmen, who were finaneing his treatment at the
Walking School, were prepared‘to purchase. a chair for him,
but this was actually finally done through the Golden
G: loves ASsoéiatioh, of which he was a member. It is
interesting to note that this patiént‘came from a broken
home, and was brought up by his grand-parents, and later
_ by an aunt and uncle. He said that, as a child, he was
discriminated against. He felt that he was excluded from
the gang, because he had "buck teeth and cross eyes",
It was to overcome being "picked on" that he had taken up
boxihg. The soeial worker's report states that, "in his
illness, with its resulting disability, he experienced
the same feeling of insecurity as in childhood; helpless,
over-sensitive, distrustful, and with some ideas of
persecution". The record shows that he was often
"irnitable"; "down in spirits" and "pessimistic".
| »A benefit fight was put on by the Golden
Gloves Association, which he attended, along with some
~other patients. However, when the chair arrived, it was
faulty, and the patient became very critical of the delay
in replacing it. It was only after he was allowed to
maké the necessary>inquiries that he showed signs of

overcoming his feelings of imsécurity. He received one
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" month's trainiﬁé ét the Centre, which was financed by the

Kinsmen. Later, he was accepted by the Provincial
Goverrment as a Provincial responsibility, and they
financed further treatment at the Centre. He enrolled in
~a Board of Education correspondence course, to obtain
nis Senior Matriculation, and later, 'W__mh the help of the
Kinﬁmenfs Club, he took an accountancy course. He is now
eméloyed as an’accountant; Goverrment participation meant
that the services of the Centre were available to him as

a citizen. It was a recognition of the responsibility of
Public Welfare to restore the capacities of an individual.
Assistance in money, or in "kind", is given to resteore or
maintain a person's capacities. This record shows how
relief can be an éid in hélping a person.become
independent. Sﬁch.use of public assisténce should do a
great deal to remind the public that the primary purpese
of relief is rehabilitation. If independence cannot be

restored, then humane care must be provided.

The Record of Mr. "Jones".

S Mr;‘ﬁiéﬁéé"; a married man, whose normal
occupation had been logging, was admitted to the hospital
on March 9th, 1948. Like "Tommy", he; too, was confined
to a wheel-chair, although he did not suffer any
involvement in his arms. Unfortunately, his record was
not available, so it was Iimpossible to learn how he was
aided by the rehapbilitation programme. It is known that

he was financed at the Centre by the Provincial



GoVérnment, and, as part of his rehabilitation programme,
he attended the Vancouver Vocational Institute. There,
he learned shoe repairing. He is now working at that
trade, and is supporting his wife and family. The brief
to the Hospital Insuranée Inguiry Commission reports

~ that, ‘L;y investing $3,500 in rehabilitation, the Social
Welfare Department of British Columbia is expected to
save $17,500 during this man's life-time. This receord
shows the introduction of the Vocational Institute into
the rehabilitation programme. Patients who use the
Institute»do so to learn a trade. Their progress is
marked aécording to the degree to which they have mastered
their trade. Their qualification upon graduatien is
based on their skill as a tradesman, and not on the fact
that they are confined to a wheel-chair. The emphasis

is on what the patient can do, not on what'he cannot do.
Because of this, there is an excellent opportunity to
emphasize to an employer that the patient is a tradesman,
who is qualified to do the work he is hired for. He has

his ability to offer his employer in return for wages.

He is not a cripple who needs a job.

The Record of "Mary".

- -ﬁMérj" was admitted to the hospital on
‘December® 26th, 1949. She Waé suffering from a fractured
spine, fdllowing a leap from her bedroom window. She
stated that she had been attempting to escape from the

"devil™, She is about forty years old, and is the mother
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of fwo chiléren. In the hqsp;tal, her spine was set, and
three Weeks later she was transferred to the Ppovincial
Mental Hospital. Whilst there, she was treated for
paranoid schizophrenia. In September, she was re-admitted
to the Vancouver General Hospital. Although a detailed

| report was received from the Mental Hospital, apparentl&
no casework treatment was undertaken with this patient. |
The hospital Social Service Department Was.asked to
'cémpile a social summary in accordance with the policy laid
down between the municipalities and thé Provincial
Government. This was done, and an outline of her
residence; along with information on her family and
financial status, was submitted. This summary also
included a brief history of her psychiatric disorder,

plus a description of her attitude towards rehabilitation.
This social summary, plus a medical summary signed by the
Medical Director of the Centre,‘ﬁas sent to the City
Social Service Department. They contacted the responsible
municipality, who accepted their cost of the treatment.
The Committee which reviewed this, and all cases,
consisted of a representative of the Municipality of the
City of Vancouver, a representative from the Provincial
Welfare Department, and one from Provincial Welfare
Medical Services. The application Was'approved, and the
hospital Social Service Department was notified, so that
they could arrange fof hér transfer to the Rehabilitation

Centre. In October, 1951, she was transferred to the
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Rehabilitation Centfe. It is interesting to note that
the request for treatment at the Centre was, appérently,
made on a medical diagnosis only, in spite of the fact
that she had experienced three previous emotional break-
downs. This disregard of the emotional factor has
influenced the prospects of rehsbilitation. Once steps
for her transfer from the Centre were started, this
patient showed many signs of her previous disturbance.
Her present prospects of rehébilitation are rated as
"poor" .

The Record of "George'".

on by the Workmen's Compensation Board before and after
the establishment of their rehabilitation section.
"George" was injured on his first day at work. Because
his injury occurred before March 18th, 193, he was not
eligible for rehabilitation._ He was returned to his home
from the hospital, Where, he states, he "sat on the porch
and watched the cars go by for nine years". During this
time, he received his pension of $§7,per month, plus
needed medical equipment. In addition, his family
received $1.50 per day, as a2 nursing home fee.

| In June, 1951, he was re-admitted to the
hqspital for a physical check-up.  Whilst he was a |
patient in the hospital, he was referred to the Social‘
Service Department for aid in rehabilitation plans. The

patient evidently told the Compensation Board
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Rehabilitation Officer that a social worker was seeing
him. This Rehabilitation Officer sees all the
"compensation" patients in the hOSpitai every Friday.
The 6utccme of this arrang_ement was a meeting betwen
tge hospital Social,Service'Department and the
Compensation Board Rehabilitation Section. This meeting
accomplished several things. vIt'gaveveach group an
opportunity of learning how the other functioned. It set
~up a procedure whereby there was closer co-operation'
between the two services, and it was responsible for the
Compensatioﬁ:BOard using the services of the hospital
social workers to deal Withvfamily problems which were
‘affecting the patients' progress.

In keepihg with the Compensation Board!s
policy of using all available resources in the commuhity,
plans were made for George's transfer to the |
Rehabilitation Centre. As-he was not eligible for
rehabilitation, the goal of mself-care" has been set as
the objective. In the process of his physical
rehabilitation, éommunity resources will be explained to
him, and an effort to interest him in vocational
retraining will be tried.

The Record of Mr. "WTU,
- ’A‘Mf;-ﬁTﬁ is a sixty-year-old iogger, who
emigrated to Canada from Eastern Europe thirty years ago.

He has not heard from his family since he left his home,

and he has no friends here. In September; 1950, he was



injured in a logging accident, which has resulted In
flaccid quadriplegia. He apparently will never gain any
ﬁse of his arms or legs. He is in receipt of a pension
from the Workmen's Compensation Board; however, tﬁe
pension is not lérge enough to pay for private nursing
home care.

' After he had been in hospital for a year,
he was reférred to the Social Service Department for
‘ﬁheip in plans for rehabilitation". Rehabilitation, for
him, will be nursing home care, preferably in pleasant
surroundings. In the Spring of 1952, Mr. T still had not
been told that he would get no useful functioning from his
arms and legs. The.Medical Director of the Rehabilitation
Centre tried to find a suitable nursing home for him,
that would still leave him somevof his pension money.
This could not be done. The Director was reluctant to
use the services of the Marpole Infirmary, because the
patient would have to sign over all of his income to the
Ppovincial Government. In the meantime, Mrf T is
'6ccupying a bed in an,acﬁte hospital. He is not receiving
daily hydrotherapy, as the staff can only find time to do
this for him in the morning, and he objects to going to

the tank in the morning.

The Record of Mr. MARM, o

o -""f“'Mf;<ﬁAﬁ'is, in his own words, a "lone wolf".
He, too, is a quadfiplegic péﬁient. His injury resulted
from a fall from a‘hoteI_Windcw. Unlike Mr. "I", this

patient's paralysis is spastic.. As a result, he is
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bothered a great deal by spasms, oOr involuntafy muscle
function of both legs. He was in the hospital for seven
months before being referred to the Social Service
Department. The degree to which he will recover is,
apparently, not known. At the time of referal, if was
expected that he would go to the Marpole Infirmary. This
plan was later changed to the Rehabilitation Centre.
The preseﬁt plan is to transfer him to the Infirmary.
There is another factor present, besides his physical
condition. It 1s one of money. He, too, would have to
sign over ali of his money (if he has any) before goihg to
the Infirmary. The patient himself expressed a great deal
of anxiety about the thought of such.a move, and even
refused to discuss the word "éhronic", as 1t is defined by
the Hospital Insurance Services.

The last two records were cited because
théy both ‘conclern the'Marpole Infv_irmai"y, and the apparent
reluctance of the Medical Director of the Centre to use
its facilities. His reluctance to use the Infirmary
appears to be because of the govermment policy, which
states that each iﬁmate must sign‘over'allAhis assets
before he will be admitted. The facilitles are regarded
by the Director as being the best available in this area.
The facilities aré made so good because of the activities
of an excellent Women's Auxiliary. This_AuXiliary is
also thé Auxiliary toAthe Rehabilitation Centre. They
were asked to undertake fhe job at the Centre because of

the excellent work they had done in improving the social



iife of the people in the'infirmary. To offset the danger
of the Auxiliarybecoming less active as the present members
leave~it; if might be well to have a cioser contact between
the Auxiliary members and the staff at the Centre. New
members to the Auxiliary would certainly gain knowledge and
inspiration from talking to the staff members and seeing how
sympathetically they work with the patients. In such a
manner, the Auxiliary could make the Infirmary an extensiecn,
in spirit, of the Rehabilitation Centre. It could not offer
the same hope to the patients, but it could offer them a
setting, and programme, which would permitfthese patients to
function to their maximum capacity, physically, mentally,
socially and vocationally, for the fullest possible life
compatible with their abilities and disébilities.

The Record off Alan."

- 'vThe life history of "Alan", a teen-aged boy,
who has been left with residuwal paralysis in.all four
extremities, illustrates well what post polio paralysis can
mean to the patient, his family and the community.

When Alan:was three years old, he contracted
polio, and was left with weakness in one.leg.. He is
deseribed by his mother as being a very independent child.
He would always try to minimize any illness or hurt he had.

When he was six years old, he became enuretic and would

sometimes soil himself. His mother "followed medical advice"
and was "hard with him". After almost a year of strictness,
she "could not stand it any more" and treated him more

kindly. He had also developed a fear of being confined, and
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would almost become hysterical if his arms were held.

At school, he was bicked on by 6ther boys,
and one day, whilst trying to escape from them, was’strﬁck
down in the road by a wood truck. His mother described in
detail the many serious falls he had during the ten years he
"dragged himself around"™. During this period, he had joined
the Boy Scouts, and was guite active in them, alﬁhough he did |
not get alongttoo well with some of the boys.

On one of the first days of.Janpary, 1949,
he came in after playing all day in a snow-house. He "did
not feel well", and in the morning his conditign worsened.
The family doctor was called, and diagnosed.the cordition as
polio, but, when he was told that Alan had polio ten years
ago, he decided that it could not be polio, and left some
~aspirin for him. By the end of the week, Alan's condition
was so bad that he could only move his head.. His parenfs
"reluctantly"phoned for another doctor, who.admitted him to.
hospital as a polio suspect. |

He stayed in the hospital until December,
1950. There were several instances of disagreement during
this time, between the hospital staff and Alan's mother. In
December, he was discharged home as an out~patient‘of the
Rehabilitation Centre. Some of the staff members described

his behaviour as "cocky", while anothér felt he was a
"sissy". On December 20th, he disregarded the physio-

therapist!s advice; tried to get off a treatment table
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unaided; fell and broke his leg. He was re-admitted to the
hospital at that date. His barents had agreed to pay for his
care at the Centre, but they received no bill for the two
weeks he was there. | |

In the hospital,.he‘wasvsoon able to get
’around again in a-wheel-chair'which had been bought for the
ward by the Kinsmen. His schooling, Which‘was being carried
on by meaﬁs of a correspondence coﬂrse, and a visiting
‘teacher from the Department of Education, was continued. On
August 3rd, 1951, he was referred toithe~Social Service
Department for aid in plans for rehabilitation. The worker
knew nothing of his history, nor hoW‘thisrillness had affected
his family. From talking to various staff members, it was
1éarned that Alan was considered to be %"a little beast" or
"a boy with too much spirit". He had.pulled“the hair out of
the chest of a quadriplegic patient, struck‘.;another, and so
annoyed other patients; that he was denied access to their
room. His mother was described as being "very interfering".
She, supposedly, had told him that he need.not do the
exercises, and on one occasion had put a dollar on the floor
and told him he could have it if he could crawl to it.

It was decided that his parents should be
interviewed to find out more of the details of the boy's
early 1life experiences. This was done only once. Before

further interviews could be held, notice was received from
Victoria that the requested extension on his hospital

insurance benefits had been denied. It was back-dated several

months, which meant that his parents owed the hospital over
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$2,000. When Alan's mother learned this, she became
extremely angry. The worker's second visit was then one in
which he encouraged her to eipress her resentment to the
hospitais, doctors, and social workers. She told how a
hospital staff member said that Alan could walk if he wanted
to, and that he wet his bed just to cause them extra work.
This information, and much of Alan's early,history, was
passed on to the Medical Director énd the social worker at
the Centre.

Alan's case was being considered by the
Hospital Board for thé "staff-non-pay" category. The worker
discussed the costs, and the family's ability to pay, with
Alan's moﬁher. Although his father'heid a steady well-paid
job,bit was felt that the burden of meeting this bill might
lead to a breakdown of the family, because of economic or
other reésons. Their willingness to contribute towards the
cost of his care at the Rehabilitation Centre was a reminder
that they would continue to have medical .expenses, whiéh
wogld again leave them unable to save. The worker also
surveyed the physical facilities in the home, as the yﬁgical
Director was anxious to have him discharged home so he could
commence out-patient treatment at the Centre. It was found
that the home could be easily altered. This was reported to
the Medical Director and his Worker.,;A report was also
submitted to the staff-non-pay Board, who . decided not to ask
the family to meet this bill.

Further telephone contacts were made with the

worker at the Centre, because of two major problems. One
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was to continue casework services with Alan's mother, as it
was felt that she was a very dependent persén, who would need
all the details of any plan worked out for her son. The
vhospital worker agreed to continue seeing her until if was
felt that she could accept a transfer to a new worker. The
other problem.was what to do about Alan's schooling. He
could not take all the courses necessar&\by correspondence,
because of his weak arms; it was not possible to obtain a
viéiting teacher;' and Alan was confined to a wheel-chair,
which meant that he would net be admittéd to school, because
the school board could not acceptvresponéibility for him on
this basis. Nevertheless, through the combined efforts of the
two workers, and with the co-operation of the Vancouver
“School Boérd, Alan became the first student to attend school
in a wheel-chair. |

In September, it was decided, in a conference
with the Medical Director, that Alan should be discharged
from hospital. Plans were made to have..him takén to the
Centre from home each ﬁorning, to school at noon, and home
at four in the afternoon. Two of his courses‘were to ve by
correspordence, and the others were to be taken at school.
The school timetable is what is known as a revolving time-
table; That means that the same subject is not taught at the
same time each day. It was necessary, then, for the school
principal to make special arrangements for him.

Qn the day that Alan was to be dischargéd,
the worker went to the ward and found Alan and his mother
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there. 'They were both ﬁpset. The charge nurse knew
nothing of discharge arrangements, for the doctor'!s orders
were that he be discharged when the necessary arréngements
were made. This was immediately cleared up, and Alan left
for home.

As well as‘the services indicated, Alan also
made‘use of the many services provided by Miss Galt, and
he was also introduced to the leader .of the handicapped

- Boy Scouts, who explained their function to him.

On the first day that Alan attended the
Centre, the careful plans were upset. It had been
arranged that Alan would eat at the Centre. The meal
would be paid for by the Women's Auxilijary. When a
physiotherapist, who did not know of the arrangement, told
him he could buy milk to eat with his lunch, Alan thought
he was expected ﬁo pay for his lunch. The result was that
he did not eat. This matter, and one or two minor points
concerned with his schooling, showed that it was not
practical for a worker at the Centre to see Alan, while
the hospital worker saw his mother. It was, therefore,
decided to transfer Alan's mother to the worker at the
Centre. An interview waé held with her, and .she was found
to be agreeabie to the idea. ©She expressed some doubt as
to‘what Alan would be able to do after he finished his
schooling. She was told‘qf thg use made by the Centre of
the Botary Counselling Service. It was explained that the

tests they gave were not Just intelligence tests, but were
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'directed' towards finding out what the person could best do,
and what he would be happiest at. The transfer to the new
worker was made, and he carried through this suggestion,

as Alan was also agreeable to it. As a result of the test,
Alan has become quite inﬁerested in radio repairs, an
occupation which would be suitable to his physical mental
and vocational abilities.

The mnner in which staff members at the
Centre were to deal with Alan were discussed with theﬁ, and
it was felt fhat he would resent anything which would
suggest that other'trainees.wefe pe;ng favoured by the
staff. His attempt to get off the table, at which time he
broke his leg, waé shown to be typical of his early
5ehaviour. His independence was also explained as beling a
possible means of gaining approval from his mother.

Later, an instructor at the Centre mentioned
that Alan appeared to be terrified of falling, and
consequently he would not try to walk. This was also
discussed between the social worker and the instructor,
who agreed that, in view of his early history and his recent
broken leg, he had gopd reason to be fearful of falling.

A second suggestion was élso made; that Alan was using
'ﬂhisxphysical condition as an attention-getting deviée.v
‘V.ario.us staff members themn?z:ked if they felt he_was too
demanding and, because they had not seen any indication of
this, the suggestion of his fear of falling was accepted as

the reason.



\ o . - 64_

The record of Alan illustrates to what
extent a paﬁient's family can be affected by illness.
It shows the.necéssity of agencies such as the
Kinsmen's Ciubs, thevhospital, with its free services,
and the'Rehabilitation Centre.

To secure his education,~a visiting
teacher's'services, as well as correspondence Courses,
and COhéperation of the Vancouver School.Board, were
necessary. The choice of vocational training was
largely influenced by his psychological testing,
because the poor workmanghip of his handiwork in the
hospital had given no indication of his mechanical
ability. His‘record also indicates the co-ordination
necessary between the various treatment personnel and
the various agencies involved in his rehabilitation.
The integration was both on the formal case conferénce
level and on‘the informal, but important,. interchange
of information during the daily treatment periods.
Co-ordination.

- Co-ordination reduirés the sharing of
the information one staff member posSesses,With other
treatment personnel, if it will influence their
relationship with, or understanding of , the patient.
This implies that each treatment person knows the
particular role of the rest of the staff in order to
know what infqrmation can be considered to be pertinent.

One boy on the ward was considered to be a "mean,
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spoilt brat", by one of his nurses. It was only after
the social worker told her that his objectionable
behaviour started when his mother had.not visited him,
as planned, but had gone to another pi'ovince, and 'had
to be traced by the police, that the nurse could accept
his behaviour as natural.

Co-ordination is also required between
the various agencies in the community. As in thevéas§
of personnel, the agencieg, too, must possess knowledge
of the various resources, and how they function within
their individual agencies. The need for this inter-
agency integration is illustrated by the foliowing record.
"June" was admitted to the hospital as a polio suspect.
Because of the difficulty in diagnosing polio, most
polio patients are given this type of diagnosis on
admittance. Her condition was found to be one of
hysterical paralysis. She was referred to the Social
Service Départment for casework and rehabilitation help.
The Social Service Department was faced with the problem
of securing money to finance this girl's vocational
training. They recognized that, if shé was self-
supporting, she was not likely to be fe-admitted'to
hospital. It was not possible to obtain‘the'necessaryv
funds, except through the Kinsmen. This was done, by
stating that the girl was admitted as a polio suspect,
which was trué. However, the Kinsmen subsequently learned

that she did not have polio, and withdrew their support
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after the.girl had completed part of her training.
Recent Changes 1n.Procesg;
ma jor changes have occurred in the process since Alan
wé.s discharged home., The first is that the worker from
the Centre accompanies the Medical Director on his ward
rounds in the hospital. In this way, he comes in
contact with all the patie,nts,‘ who will be later
transferred to the Centre, at an early date. This means
the time-lag between admission to hospital and the
1nter§iew with the social worker, has been greatly
diminished. -This'is important, for someone must
evaluate the patient's reaction to his illness. His
reaction may slow doﬁn the rehabilitation process, or
severely limit the degree to which he can bé
rehabilitated. The person who makes that evaluation
should be one who has the training for. such a job.
The often-used argument that not all patipnts need
casework is quite true; But it implies that someone
has judged the patient's ability to meet the
frustrations of an entirely altered world; a world that
has altered almost overnight. The decision as to
whether a patient needs casework help or not should be
made by the social werkers.

There is a second aspect to having the
evaluation done by a social worker. That is one of

preventitive social work. The idea that a patient was
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referred to the social worker because he had a problem,
is apparently still widespread. Because social work
treats through the relationship established between the
patient or client and the worker, the evaluation itself
includes an element of treatment. That treatment, no
matter how slight, may enable the patient to adjust to
his new situation. If it does not, it still affords the
basis for bullding the necessary relationship between the
worker and the patient.

The second change ‘has been in the adminis-~
tration of the Hospital Insurance Scheme. Now, the hospital
is notified that a patient will be cut off from benefits
at a specified future date, in accordance with their
policies. Also, the time it takes to rule on whether an
extension will be granted has been greatly reduced. The
hospital administration now holds it to be the doctor!'s
responsibility to tell his patients about any Hospital
Insurance ruling. Patients are no longer suddenly
confronted with large hospital bills, as they were in
Elan's case. This means that resources to pay for their
hospitalization can be introduced to the patients as a
part of their rehabilitation process. Aid from the
government or from the Kinsmen'!s Clubs does not appear to
be charity, granted because théy are in debt. The financial
help becomes one of the many aids which are extended to
rehabilitate these patients.
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The development of the rehabilitation
programme shbwé two'clbsely related élements. These are,
first, the dévelopmént of resources in.the community, and
secondly, the development.of the rehapilitative process.

The rehabilitative process has often beén
feferred to as teamwork. This concept has the medical
officer as captain of the treatment team. Unfortunately,
vﬁhere can be authoritative captains who cannot delegate
authority,as well és those who can fit well into a2 more
passive leadership role., The word "team" can imply many
things. It may connote the skilful, co-operative playing
- of a soccer team, or it may suggest a team of horses who
work togefher because they have to. To avoid the range of
impressions the wo:ds "captain" and "team" might suggest,
the words "rehabilitative process" will be used to evaluate
what is commonly called "teamwork".

The rehabilitative process'isAthe bringing to
the client the variety of skills available in the community.
It is by definition an integrated programme. The degree of
integration depends on two things. First, there is the time
element between the utilization of various skills.

Secondly, there is the exchange of information. Each staff
person should be aware of information which might affect her
attitude towards the patient, or the nature of her treatment.
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The physiotherapists take their instructions from the doctor,
but they report any new condition to him. In such a way,’
they help to change the future exe:cises which will be
ordered for him. Their observations can, therefore, alter
" the prescribed treatment.

The intefpretatibn of skills can take place
in two settings. There is the formal case conference, and
the brief informal meetings which occur in the daily
contacts., Each Friday, at the Rehabilitation Centre, there

~'afé formal case conferences held. All members of the
'Jtreatment staff, as well as personnel from outside agencies,
lattend. Threegbﬁ four cases are reviewed each week in this
manner. The pafientfs medical history is reviewed, and

the staff members evéluate his progress or attitude, as

- based on their observations of his attitude towards his
setting and his ability teo perform the prescribed exercises.
The patient is then brought in and is examined by the‘

Medical Director. He supplements his diagnosis by the reports
of the day-to-day progress'of the patient. The patient is
asked to express any difficulties he thinks could be overcome.
After the.patient leaves the room, a discussion is held by

the staff members, and a revised treatment schedule is
compiled. The candidates for these conferences are selected
by the personnel. The conferences function to combire the
skills and knowledge of the staff. The programme adopted is
based on their recommendations. It must be approved by the
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Medical Director, because of his responsibility for the
patient's physical well-beinge.
| The factors of time, and the pressure of
work, do not permit the formal conference to beLuséd_fdr
all patients at all times. Problems occur which must be
met as soon as possible., This is done largely through the
daily contacts of the staff members. Few, if any, of these
brief ‘meetings, are recorded. Because rehabilitation is a
process, the daily interpretation of services is mote
important“than the formal review type of case conference.
A new element is introduced in the

1ntegration of services, because of the fact that the
treatment personnel work in various settings. There 1is

the extension of the Rehabilitation Centre into the
hospital, through the Medical Director, who sees most of

the patients on the ward, through the bhysio%herspists,
| who give patients their exercises on the ward and in the
Centre, thxough the remedial physical training instructor,
who gives mat classes af the hospital and who helps the
bracemaker by getting measurements for the various types of
spli_nts ths patients need, and through the social worker,
who accompanies tpe Medical Director on ward rounds. The
weekly visits of the rehabilitation officer from the
Workmen's Compensation Board are an extens;on of that agency
into the hospital. Integration is not merely, then, an
integratién of the skills and knowledge of a group of

individuals. It also involves an integration of resources.
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Each department functions as a part of its
own agency. It also functions as a part of a
rehabilitation programme, which is beyond its agency's
jurisdiction. What may be regarded as functioning wéll in
its own setting may be detrimental to the overall
progrémme', as the record of nJune" illustratés. This inter-
agency integration has not been as close as it should have
beeh. Thé biggest factor, épparently, is the newness of
the programme. Staff members are still critical of the
people‘in various agencies, because they do}hot understand
each other's role. Those people, on examination, are found
to be perfdrming their Jjob well, as it relates to their
particular agency. Prior to adequate staffing of his
department by social workers, the Medical Director was
responsible for all aspects of treatment, including the
social aspects, of the patients with their illness. . This
even included securing a passport for a patient who was
returning to Norway.
| This arrangement was a means of getting things
done; however, it also slowed up the process of.
integration. The Medical Director is familiar with the
complexity of the programme, and realized that it would
take a great deal of integrating to acquaint the hospital
Social Service'Department with the programme. At the same
time, he was faced with the necessity of keeping fhe
programme functioning as well as possible. He had to choose

between limiting his services to his patients, in order to
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have time to interpret the programme to the hospital
Social Service Department, and trusting that the Social
Service Department would graduallyllearn what the
programme involved. ﬁe chose to help his patients, and
took what steps he could to improve the programme. To
ensure that the patientsvwere seen in the hospital by a
social worker, he elected to have the social»worker at the
Centre accompany him on ward rounds. Because this social
worker is responsible for offering casework help and for
"placements" at the Centre, he, too, is unable to devote
much time to interpretation to staff people. By having to
do things for himself, the Director has tended to slow
down the excellent process of community organization which
is characteristic of the Society. By using his own social
worker in the hospital setting, he is getting around 2 lack
in the resources rather than having the hospital extended
its services. |

Integration between the agencies involves
more than just an understanding of role of the personnel.
It includeé the interests of those people in the community
who are interested in.each of the agencies. Their support
of thé«agency provides the money which permits the agency
to participate effectively in the rehabilitative programme.
Community organization is not just the integration of
existing social agencies. I% include; the people who are
interested in those agencies, and the people who are

interested in the Rehabilitation Centre. The development
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of the programme illustrated first the use of available
agencies. These included the Department of Veterans'
Affairs, the Kinsmen, the Canﬁdian.Paraplegic‘Associétion,
and the Vancouver General Hospital. After the
establishment of the Centre, other agencies came in to
use the services of the Centre, and through contacts
established there, used the original agencies to better
advantage. The inclusion of other services, such as the
Canadian Arthritic and Rheumatism Society and the .
Cerebral Palsy Associatiaﬁ, has broﬁght more interested
groups into the group. The Rehsbilitation Centre has
become a centre of community interest. The "community"

is largely that group of people who are actively interested

_ in aiding some particular groupe.

The future of the Rehabilitation Centre will
depend a great deal on its relationship with the larger
community. vTo obtain wider support, it must be selective
in choosing the people it serves. It cannot hope to serve
all handicapped patients directly. It can help them
indirectly by offering advice, or acquainting them.with
other resources in the community.

The secend influencing factor will be a
regular evaluation of its programme, to see if it meets
the implication of its goal. Ain original confusion as

'to what helping a patient to achieve his maximum was, has
been partially cleared up. Apparently, it was thought
that the serviées of a psychologist was the means of
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preparing a patient mentally for rehabilitation. It was
plammed to hire a psychologist after it was learned what
his contribution would be. It is Still hoped to add a
psychologist, but it has now been demonstrated that, to
prepare a patieht mentally, it is necessary to relieve him
of his emotional stresses, so that he may use his mental
capacities to the fullest extent. Use is at present being
made of the Rotary Counselling Service to discover latent
abilities, énd‘so serve as a gulde to vocational
rehebilitation; and to aid in evaluasting the patient's
personality. These tests will serve as a guide for caée-
worker-placement officer. ©So much of his time is presently
devoted to placement, that the Counselling Service is

used chiefly to aid in Job placement or veocational
rehabilitation. This situation exists because there 1is
not a suitable agency in the community to provide job
placement for these people. The Special Placements Section
of the National Employment Service was used originally.

It was nbt found to be effective. The opinions expressed
by various rehabilitation officers is that the Employment
Service lacks community centacts. This lack appears to
be.due to two factors. The first is a lack of endeavour
to make the contacts. The second, and more important, is
that the Fmployment Service is a government office. It
was established to aid people secure employment. As a
government agency, it cannot refuse to try to place a

person, and the result is that their work is hampered by
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tfyiﬁg to help people who cannot work. Alternatively,
they place him in a job and hope he can‘managé it.
Unfortunately, this latter choice too often means that the
employer loses confidence in the Service, and so another
contact is lost. ‘,

‘Because so much time is spent by the social
worker at the Centre on placement, little use is being
made of intensive casework. Casework is limited to
Tenvirenmental" and occasiocnally "supportive" casework.

It is hoped that a placement officer will be added to the
staff in the future, to relieve the social worker of this
work. He will then bé able to devote more time to the
patients in ﬁhe hospital; work more intensively With the
trainees in the Centre, and offer better service to the
patients'! families. The history of "Alan" and the record
of "Betty" indicate hOW>important it can be to extend
casework services to the patient's family.

The fact that thebwérker does so much ofvthe
vocational placing is a second indication of an attempf to
get around a lack 1in the resources. Here, too, the staff
of the Centre are attempting to do the job themselves,‘
"rather than trying to have the agency in question fuether
develop its own programme. |

| The solution to this problem appears to lie
in an unpublicized effort at rehabilitatibn which is in an
experimental stage only. It is a co-operative effort of

various rehabilitative agencies and the Department of
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Education. It is'ﬁgld under the auspices of the Council
for'fhe Guidance of the Handicapped. If it becomes an
educative programme for the personnel involved, eaéh
person will realize the 1imitations of the wvarious
agencies. Joint efforts can thgh be made to correct

any faults that exist in all phases of the rehabilitation
programme. Until this effort is made, there will be
duplication of effort in the rehabilitation of all the

patients who come under the various rehabilitation

schemes.
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