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ABSTRACT

The purpose of this study has been to determine, (1) whether
there is a connection between a patient's social and personal
background and his susceptibility to rheumatic heart disease,
(2) whether emotionsproducing conditions affect the development
and later recurrences of this disease, (3) what the relationship
is between specific social and personal pressures and the course
of a rheumatic heart patient's illness, and (4) what the social
worker can contribute towards alleviating these emotion-produc-
ing conditions affecting the patient's illness. Because of the
limitations encountered, e.g. incomplete social histories, it
has not been possible to determine the first of these.

All patients (25) with rheumatic heart disease who were re-
ferred for medical social service at Shaughnessy hospital
through a four-year period (1947-1951), have been selected for
this study. An analysis of all available records of various
branches of the department of veterans' affairs interested in
the welfare of these patients, has been made. Material selec-
ted has been confined to three broad areas in the patients'
lives, (1) early personality formation, (2) social and personal
stress surrounding the onset, and (3) social services employed
in alleviating emotional stress of patients and their families.

‘The findings of this study indicate that an ever-increasing
cycle of social problems affect the rheumatic heart patient,
following the onset of his illness. EBconomic difficulties form
the major source of emotional stress, and these in turn affect
and are affected by the earning capacity of physically-limited,
chronically-diseased patients. There are indications of per-
sonality factors reacting upon the ability of the patients to
accept the limitations of their illness and the demands of
mature adulthood.

Although this study concerns itself only with war veterans,
the majority of the findings are applicable to all patients
afflicted with rheumatic heart disease. Included here are,

(1) the need for adequate resources, e.g. financial grants,
convalescent centres, suitable housing, light employment and
 retraining programmes, (2) the need for more social workers as
well as professionally trained social workers to insure proper
use of available resources, (3) the need for more research not
only with all rheumatic heart patients but with all forms of
chronic illness, and (4) the need for preventive measures e.g.
through education, and early diagnosis and treatment of social
and personal problems. 7Problems resulting from increased fins
. ancilal grants given to veteran patients undergoing hospital
care, and limitations in medical social service recording under
the department of veterans' affairs, are two specific findings
which are mainly applicable to. the veteran.
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CHAPTER 1

INTRODUCTION

For several 6enturies rheumatic fever has beenarecoénized
but miéunderstood disease., At first it was thought‘to affect
only the joints of the body, but it was not Qntil the late
elghteenth and early nineteenth centuries that damage to the
heart was observed. Even after more advanced discoveries were
made, for many years arthritis was considered to be the essen-
tial feature of rﬁeumatic fever and heart involvement merely a
"complication". It is only recently that carditis has assumed
its proper place as the most important of the rhéumatic infec-
tions. |

One recent study estimates that ninety per cent of the de-
fective hearts in children are rheumatic in nature.2 Iﬁ is
also estimated that rheumatic heart disease is the seéond
most prevalent form of heart disease in adults. (i.e. thirty
-per cent). About ninety per cent of the disease occurs in

| patients before they reach fifty years of age, and deaths are
most prevalent within the_first four decades. At least 75 per
cent of all RHD patients5 have one or more recurrent bouts of

disease. In an age where the young breadwinner finds it

1 William D. Stroud, Diagnosis and Treatment of Cardiovas-
cular Disease, Vol. 1, 3rd ed., pp. 70-71,

2 R. L. Cecil, "Rheumatic Heart Disease", Textbook of Medi-
cine, pp. 1185-1192.

3 For convenience, the abbreviation RHD is used as a substi-
tute for the term rheumatic. heart disease.

-
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éifficult enough to maintain his economic equilibrium, the add:
ed burden of a chronic illness, together with the prospect of
short life span, presents a serious problem for\individuals,
their families, and society.

Although much research on the medical aspects of this dis-
ease has been done,l still the perfect treatment programme has .
not been found. As the medical profession has gained increased

recognition of the need to examine the "total" patient, there
| has been a greater awareness that physical medicine is not the
complete solution to this pressing.éroblem. Mbre work still
needs to be done in the relatively unknown areas of the social
and emotional influences affecting the course of a patient's
illness. In this respect, some research has been done on the
emotional factors contributing to causation and care of rheuma-
tic disease in children,2 yet very little written material of a
similar nature is available on the male adult RHD patient.

The purpose of this present study, is to add something to
the greater understanding of the social and emotional factors
of RHD in male adults. This study seeks to determine, (1)
whether there is a connection between an RHD patient's éocial

and personal background and his susceptibility to RHD, (2)

1 For a summary of the medical aspects involved in Rheumatic
Heart Disease, refer to Appendix A. ‘

2 Blizabeth Richardson in her article, "A Social Worker Looks
at Psychosomatic Medicine", Canadian Welfare, pp. 20-25, esti-
mates that approximately 85 per cent of rheumatically diseased
children show signs of emotional upsets.
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whether emotion-produc¢ing conditions affect the development and
later recurrences of this disease, (3) what the specific rela-
tionship is between these social and persohal factors and the
course of an RHD patient's illness, and (4) what the social wor-
ker can contribute towards alleviating these stresses and strains
affecting the patient's illness.

The value to the RHD patient of such a project is unquestion-
able, for any research which is directed towards the ameliora-
tion of his illness serves this purpose. To theApatient's
"family" - his'relatives, friends and other community members -
insight into the "total" reactions of the patient, should cre-
ate new light on the part they play in encouraging or hampering
causation and treatment. To the rest of society, there is a
need for such a study, not only from the standpoint of pure en-
lightenment, but also from the economic advantage which is
~gained. The aid which is given the male adult allows him to
function more-adequately as the breadwinner of his family. He
is then better able to become a contributing member of society
rather then one who must constantly remain dependent upon oth-
ers for the physical and emotionasl well-being of himself and
his family.

Unfortuﬁately the total acceptance or understanding of
concomitant causes othér than the purely physical by‘the public
in general, is far from complete., Part of the blame for this
is due to the lack of research allotted to the social sciences.
Whefeas vast sums of money have been spent to bring the field
of sgientific medicine to the position it is today, public

apathy has allowed investigation into the social aspects of
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‘disease to lag far behind. In Canada, a&s well as in other
countries, the stigma connected with mental incompetence has
greatly affected this lack of development. Any chronically-ill
person who can admit to himself that he is unable to face reali-
ty and seeks escape from his social and emotional problems throu-
gh various physical manifestations, undergoes an extremely "pain-
ful™ mental process. On the othe; hand, more social acceptance
is gained by such a person when he has’been pronounced medically

unfit through no fault of his own. Further acceptance is given

to his unfortunate encumbrance by the necessary attention doc-
tors, nurses, etc., provide. The case of the RHD patient des-

cribed in Chapter 3, is a good example of this enigma.l

The Patient - As - A Whole

Before an assessment of the meaning of illness to RHD pat-
ients and their families can be made, some clarification on
what is meant by the terms illness and disease, is necessary.
Illness has been defined by Flanders Dunbar, "as the deviation
from health or from a state in which all natural activity and
functions are performed freely and efficiently without pain or
discomfort"., Disease, on the other hand, is the "abnormal
,stéte of the 'body resulting from nafmful effects of the proces-
ses, injurious substances or accidents".2 From these defini-

tions it follows that illness is the subjective or affective

1 See p. { 49 ).

2 Flanders Dunbar, Emotions and Bodily Changes, 1946, intro.
to 3rd edition, p. X1X.
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’reaction of the individual, whereas diseaselis the objective .
observable reaction. As C. G. Robinson has pointed out, ill-
ness, therefore,’is greater than disease because it can exist
with or without objective recognition by others;

Involved here, is an awareness of the total environmental
and hereditary forces which affect the individual with RHD or
any other disease. This multiple approach to illness is what

is meant by the term, the patient - as - a whole. The individ-

val meaning which his illness holds for him, must be examined
and treated if the effect of the disease is to be completely
understood. The way he feels as a result of his disease, is
more than a recognition or observation of physical signs.
The RHD patient who continues to work at strenuous employment
because he is unable to acéept the diagnosis of his doctors,
is an example of this. WNot only is it necessary to consider
the need for physically ;imiting his activity here, but con-
siderdtion must also be given to such complicating factors, as
this patient‘s‘inner need to gain approval through displays of
physical prowess, his inebility to find or perform less strenu-
ous kinds of work, the immediate financial debts which illness
has created, the physical needs of his family, etec.

As a further point .of consideration, since a patient suffer-
ing from a chronic disease is a member of a family and of soc-
iety, he is not only being affected‘by them but they in turn

are affected by him. Therefore, it 1s reasonable to expect

1l George C. Robinson, The Patient As A Person, p. 3-4.
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‘that they too will need to be ™understood" before the total
reaction-pattern surrounding the disease is known. The belli-
gerent attitude of the wife of an RHD patient who:ﬁe forced to
assume the position as breadwinner of the family, or of ffiends,
employers, etc., who cannot understand the need for & long con-
valescent period for an RHD patient who "Looks" perfectly heslthy,

are more common illustrations of this.

Background of Medical Social Work Practice

The recognition'of the need to evaluate the patient-as-a
whole, is one of the basic elements of social work practice.
The development of this_more—oomplete approach, of course has
not been confined to the profeseion alone, but has resulted
from advances made in the late nineteenth and eerly twentieth
century by several isolated disciplines. The profession of
social work as it is recognized and practiced today, is one
which social workers have 1ncorporated from the contrlbutions
allied social sciences such as psychiatry, anthropology, soci-
ology, etc., have been making. As a result, newer skills in
understanding and treating human behaviour have been developed
by the social worker, so that the emotional as well as the en-
vironmental problems of the individual are being given consi-
deration.

To understand how social work in a hoSpital_setting emerged
as a specialized branch of the general social worK field, con-
sideration must be given to the developments which have elso
occurred in the field of medicine. As the role of the general

practitioner gave way to the demands for specialization at the
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'beginning of the twentieth century, vast storehouses of mediéai
knowledge began to accumulate, Yet, despite this tremendous
advance towards medical perfection, the purpose for which it

had been designed, appeared to be the elimination of disease,
rather than the amelioration of the condition of the individual
suffering from this disease. In recent years, many doctors

have begun to realize that impersonal scientific analysis of
isolated sections of the human anatomy has not Seen sufficient.
The general practitioner, without all the specialized knowledge
of today, at least knew his patient as a member of a family’and
a community. There were times when his treatment of the "whole"
patient, was more effective than the medicine he had at his dis-
posal.

As the awareness of the need to base diagnosis and treatment
on the patient-as-a whole began to take hold, the contribution
of the general practitioner became more evident. However, a
return to this form 6f medical practice appeared impractical in
view of the need for specialization which increased medical
knowledge demanded} Instead, there arose a growing demand for
social workers who could help the doctors understand and treat
the social aspects of the patient's illness. Most important
here at first, was the follow-up service which social workers
could do-for a patient whose doctor had prescribed specific con-
valescent treatment measures inacceésible to the patient.

The role of the social worker in a medical setting has cons

tinued to expand, since such a position was first created in 1904l

1 M. A. Dennis, "Medical Social Work™, Canadian Welfere, p. 3l.
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As social workers moved into\the medical field, they too foundA
it necessary to broaden their skills, for it was soon learned
that "environmental manipulation" was not the final answer to a
patiént's problems. By this time, advances in psychiatric
thinking were opening up new channels for understanding the
"whole" patient. The incorporation of psycho—social skills
necessary to treat the emotional distﬁrbances displayed by pat-
ients, added to the value of the social worker in a hospital
setting. Recognition 5y the medical profession of the need for
this latter function to be performed by social workers, is still

unaccepted to a great extent.

Emergence of the Treatment Team

Dfawing from the general body of social work knowledge,
medical social wdrkersl continually revised their methods of
therapy. While development in this field had much to gain from
the advance of case work practices in related fie;ds of social
work, it became evident thaﬁ a difference in approach would be
necessary because of the type of setting in which medical soc-
ial work was being performed. The method of handling emotional
problems of patients within the framework of a hospital setting
and without the co-operation of doctors, nurses, dieticians,
étc., who came in more frequent contact with the patient, appear-
ed insuffiecient. If it was to be the patient-as-a whole who was

to receive treatment, then due consideration had to be given to

acrzE

1l Social workers who perform their services in a medical set-
ting.



(9)

fhe part played by each member of the.hospital staff interested
in the patient's recovery. Tor example, one of thé records
used in this study indicated that an RHD patient was continually
becoming upset because he felt the hospital staff was "against
him" and was punishing him by their ﬁrigid" demands. Consulta-
tion With the nurses and attendants involved, revealed that pa-
tient was constantly misinterpreting the requirements of hﬁspi-
tal routine. Because the hospital staff, in the performance of
their daily tasks, were not aware that the patient did not un-
derstand what was expected of him, they felt that the patient
was just a chronic complainer. As a result of these staff con-
sultations, the members of the treatment team understood why
the patient had acted as he did, and were then in a better posi-
tion to avoid future emotion-provoking incidents. At the same
time, the social worker was able to interpret to the patient
the reaéon for the actions of the hospital staff,soAthat he no
longer beca@e upset by their requests.

In many instances it was easy to see where overzealous wor-
kers would create resentment from nurses, dieticians, ete. Too
often there appeared to be much overlapping of services rendered.
“As the process of specialization extended to each of these pro-
fessions, it was neéessary for each of them to recognize the
resulting narrowing of service "this produced, in much the samé
way as the medical profession had done. TFor example, whereas
Qurses had formerly administered earnestly, although unoffi-
cially, to the patient's social needs outside of the hospital,
it became difficult to accept the social worker who Wés now

taking over this field of endeavour. Some nurses mistakingly -
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ifelt their role in the.hospital might be taken over completely
if such practices were to continue. AThis problem of setting
boundaries of service, has extended to all the growigg special-
ists in the hospital,i.e. occupational and physio-therapy, die-
tetic service, etc., and is one which today, is still not coms
pletely resolved.

Since treatment of the patient is carried on in a medical
setting, it was only natural that the doctor as the leading
specialist in this field, should be called upon'to direct the
therapeutic efforts of the treatment team. Social workers have
been accepting, if not demanding of this. Bach member of the
' team has a job of removing symptoms, while it is the doctor who
best determines what these symptbms are and how they can best
be treated. Where there are emotionél strains in evidence,
.that member of the team which is specifically trained to remove
them, namely, the social worker, should be called upon by the
leader. Moreover, it is the medical soclal worker who is in a
logical position to interpref to the doctor as well as to the
other team members what psychological and socilal meaning the
papient‘s illness holds for him. A ready example of this
appears in the anxious, disagreeéble patient. mentibned-pre-
vidusly,(p. 95,who seemed unaccepting of tfeatmentfbecause he
was beset with fears ariéing out of his.hospiﬁaiization; Be-
cause he was unable to éxpress these fears to the hospital
staff, his anxiety mounted and his behaviour on the wards be-
came worse. The social worker was able to interpret these
fears to team members in such a way that they could not only

‘accept the patient's behaviour, but were better able to offer
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support to him in the alleviation of his fears, rather than

further antagonizing him.

Psychosomatic Medicine

Mention has already been mede of the incorporation of psy-
chiatry and medicine into social work practice. More specifi-
cally, the utilization of what has been called psychosomatic
medicine, has been most useful. Without engaging in any of the
controversy centering around the use of this termﬂ‘recognition
is given to the greater understanding which the psychosomatic
approach has created in terms of causation and t:eatment of
illness and disease.

- Flanders Dunbar suggests that there will come a time when
there will no longer be any need to distinguiéh between the
terms psychosomatic and medicine for they will be accepted as
being synonymous. Regardless of what terms are used, as long
as they_involve the study'of the patient as a part of a whole
interreacting system, who both affects and is affecfed by his
relationships with others, and who is guidedlby interlocking
in@ellectual and emotional responses to inner and outer stres-
ses and strains, then the welfare of this individual is best
understood. Social workers attempt to incorporate the advan-
tages which this system has to offer, but'they-do not feel that

this is the last answer in research. Much more research is

ke

-1 Further information on this dilemma is discussed in two
well-known books on the subject by Flanders Dunbar, Psycho-
somatic Diagnosis, and Emotions and Bodily Changes.
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needed in every aspect of illness. The study of the effects .
created by RHD, is but one of these specialized projects which
must be investigated and incorporated into the existing know-

ledge that is now possessed.

Research Method Used

To assess the true meaning of illness which RHD holds for
male adults, there are many questions which need investigation.
For example, what kind of a person are theuteam members of the -
hospital staff dealing with? Is there a pattern surrounding the
' immediate onset of his illness, which, when examined in terms of
a personality adjusting to a life situation, reveals an "escape"
through illness and disease? What are the patient's environmen~
tal relationships? What do his parents mean to him, his bro-
thers and sisters, his relatives and friends? What does his
illness mean to them? Is he married and, if so, what effect has
his illness on his wife and children? Are there economic diffi-
culties, inadequate sexual relationships, employment problems?
Keeping in mind the restricting elements which the individual
with RHD faces, how has he accepted.these limitations? 1Is he
realistic or does he deny the need for these limitations?

To explore some of these questions, an analysis has been
made of case records of male patients at Shaughnessy hospital
who were or are afflicted with RHD and who were referred for
medical social service. Over one hundred cases of patients
known td the hospital éince 1947 up to the present time (1951},
have been cross-checked with medical social service files and

25 of these, ranging from ages 21 to 83,have been finally .: -

0
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‘selected. Because of this limitation in case selection, no
distinction has been drawn between active or inactive RHD pa-
tients.l Also, since the majority of these pétients in a vet-
eran's hospital are a good deal older than the average person
admitted to a general hospital, it has not been possible to
select cases where RHD was the only disease affecting the pa-
tient. Generall§'speaking,increasing age has brought with it
many other complications for the RHD patient. |

It is not possible to assess the representativeness of the
cases selected as against the total number Qf RHED patients
treated at the hospital. Because every patient used in this
study has at one time or another been referred for social ser-
vice for some social or emotional problem, it does not neces-
sarily follow that there were no problems affecting those pa-
tients who were not referred. However, it may be assumed that
this study is dealing with a highly selective group of patiénts
since there is insufficilent historical information availéble in
the medical records of patients who. were not referred, from
which comparisons can be made.

In order to obtain sufficient background material for each
of the patients selected, it was nedesséry to utilize records
of other:divisions of the department of veterans' affairs, as
well as other social agencies in the community. Unfortunately,
in many of the cases used, medical social service files were

~-gxtremely limited.  Usually a short contact with the patient

1l See Appendix A for®differentiation of active and inactive
RHD. N -
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aid not necessitate a lengthy investigation. The most valuablé
resource available, has been the District Office file, which
incorporates not only the medical social service reports, but
also those of social service division, veterans' welfare offi-
cers, medical examiners, nursing staff, occupational therapists,
pensions advocates, etc. In some of the cases where contact had
been or was being made by medical social workeré who were still
on staff at the hospital, a gfeat deal of highly-important addi-
tional material was obtained through consultations with themn,
However, despite these attempts to complement missing maﬁerial
from other resources, on the whole there are many geps which
have not been overcome. Information involving the emotional
reactions surrounding the development and prolongation of RHD,
and early personality formation, have been the weakest areas

of the research,

Presentation of the material obtained, lends itself into
three divisions. The first of these cover the social and per-
sonal factors involved prior to, during and folléwing ﬁhe dev-
elopment of, not only the original,but also recurrent attacks
of RHD. Included here are the early environmental influences
surrounding the deﬁelopment of his illness, such as parental,
sibling and community relationships, educational attainment,
cultural pressures, kinds of employment, economic stability
etc., as well as the later social pressures of marriage, chil-
dren and the ability to meaintain the role of a breadwinner,
Concurrent with these social stimuli is the personal adépta-
tion of the individual patient to these multiple outer stresses

-and strains. The patient's reaction to his illness and his
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desire and ability to obtain and follow medical advicé, the
effect sf hospitalization, the mental outlook towards growing
physical iimitation and employment démands, dependency-indepen~
dency conflicts in terms of early adjuétments and later marital
compatibility, make up the major points of consideration here.
In essence, this” first division attempts tolpresent thé patient-
as-a whole and the particular meaning which his illness holds
for him, as well as the more general characteristics which all
RHD patients hold in common.

The contribution oftggcial worker in a medical setting in
alleviating these social and emotional pressures, is included
in the second area of presentation. Medical social work is
essentially social case work practiced in a medical sstting.
Case work for the purpose of this study can be defined as a pro-
cess which uses professional skills or techniques designed to
help the individual, alone or as part of a family, Eo_resolve
the conflicts which result from his environment and/or froﬁ
~inner tensions. Because these conflicts interfere with the in-
dividual'é ability to make a satisfactory social adjustment, it
has been necessary for him to seek outside help or to be direc-
ted to it by others. The particular use of differential thera-
.peutic case work skills, in meeting these individual probleas
which the patient presents is therefore included here.

Although the members of the RHD patient's family are con-
stantly affecting and beingyaffected by the patient, the par-
ticular reaction which these members have as a result of the
presence of illness in the family, is another area which lends

.itself to an individual presentation. Since the majority of
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-the patients are or have been married, it is to be expected
that their wives will be most directly affected by the illness.
Also seriously involved, however, are parents and siblings as
well as the children in the home. The extended effort which
the social worker mekes in alleviating the stress of the family
members, so they in turn can better aid the patient in his re-

covery, completes the final part of the presentatioh.

In using only the case records which have been referred to
medical.social service it‘is passible that a non-representative
sampliné of rheumatic heart patients was used., It is felt,
however, that this does not invalidate the results obtained, be-
céuse the major difference between patients referred or not re-
ferred, has~beén in the individual judgement of the doctor on
the case, An attempt will bq made to show that a random saﬁpling
of patients not referred for medical social service would appear
to have similar reactions to their illness.

Because these are case records of veterans only, there is a
danger in drawing conclusions which do not apply to'all male
adults afflicted with RHD. Where war service has contributed to
the individual's feeling about his illness, this will be noted,
but hopefully only as added stresses and strains rather than
exclusive precipitating factors. In other words, emphasis will
be placed on the types of emotion-producing situations which
any male adult with RHD may be expected to react to in a similar
manner,

Finally, since this is a social work approach to the meaning

of illness, stress is placed upon the social rather than the
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strictly medical aspects of the disease and its meaning to the

patient. This should not in any way exclude, however, the com-

- plications which arise out of the emotional reaqtion to the

physical presence of RHD.



CHAPTER 2
SOCIAL AND PERSONAL IMPLICATIONS

The inability of the RHD patient to cope with his evef-
increasing financial burdén, is perhaps the most striking,
though it is perhaps the most obvious characteristic of the.
cases examined. 1In evéry case referred to medical social ser-
vice, the patient was either overwhelmed by medical expenses
and reduction of income, or was in receipt of some férm of fin-
ancial assistance, 8.g. pension or direct relief, which did not
compietely meet the requirements of himself or those dependent
upon him. . | ‘

Although approximately one quarter of the total number of

cases diagnosed as RHD were referred for medical social service,

it is reasonable to expect that the majority of those cases
which were not referred, also had some financial difficulty sur-
rounding their illness. This conclusion is based upon the fact
that admittance to Shaughnessy hospital is mainly determined by
the following eligipility requirements. Where a veteran, (1) is
in receipt of pension for a disability which prevents him from
earning an adequate income, (2) is unemployable and is granted

a war veterans' allowance because he is able to meet certain war-
service requirements, (3) can pass a means test; although he is
not in receipt of veterans' aid, and (4) is over sixty years of
age, in financial need, and therefore is eligible for permanent
domiciliary care, he can qualify for treatment. The latter
forms of eligibility e.g. war veterans' allowance, etc., are

more-acceptable substitutes for direct relief or social assis-.
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‘tance which municipal and provincial governments provide. This
is because the veteran looks upon his particular type of eligi-
bility as a "right'", rather than as an admittance that he has

failed to adapt himself to social demands.

Incidence of Social Pressures

The ﬁHD patient's financial difficulties are mainly explain-
ed by his increased inability to compete on the labour market,
In 88 per cent of the cases examined, patients were engaged in
some form of heavy physical labour prior to the onset of their
illness. As a rule, these patients had little education.

Only two patients appeared to have any.high échool training,
none of these completing high school. Many came from low in-
come families and were forced to leave school at an early age
in order to help support their families. Regardless of moti-
vation, the general practice was to accept somé form of un-
skilled heavy labour. Of the case records which tontained such
material, four-fifths followed this pattern. Although three
cagses reveal some stability in employment, the majority indi-
cate frequent changes in both nature and location of this.
Following the development of rheumatic fever and/or rheumatic
“heart disease, many continued to work in heavy industry. Over
fifty per cent of the case records indicate an attempt to find
more suitable work, whereas only eight per cent appear success-
ful in achieving this. It is reasonable to expect that their
decision to remain with such employment, was largely affected
by their need to meet the demands of financial responsibility.

Among the cases examined in this study, only one patient,



(20)

a 28-year-old veteran, did not get married. The rest of the
caée records indicate a continuous series of divorce, separa-
tion and general upheaval in marital situations, which seem to
go hand in hand with increased severity of physical symptoms,
inability to maintain employment, and added financial burdens.
Of the 19 cases containing such information, seventeen reveal
indications of unhappy marriages and nine show divorce or sep-
aration occurring at least once. Children born to these coup-
leé, appeared to add to the difficulties. Only 30 per cent of
the cases had information about children, but all of these in-
dicate that the larger the family, the greater the financial
burden for the patient. |

Where adequate financial means are lacking, it is to be
_egpected that inadequate standards of food, housing and clo-
thing are to be found. Although only a few of the records were
complete enough to bring out thesé insufficiencies, these re-
vealed the néed for more adequate housing as one of the chief
problems which was encountered by the RED patient and which
affected the adequacy of his convalescence. None of the case
records indicated housing conditions which Were satisfactdry,
whereas at least 52 per cent revealed deplorable acgommodations.
For example, one patient would return to his cold, damp, badly
dilapidated house-boat, between his successive hospita}izatidns..

Although cultural differences are important aspects for con-
sideration when one is trying to understand the total patient,
this factor is not apparent in the examination of the selected
cases, However, racial and religious differences - especilally

.where they apply to "minority"™ or "inferiority" groups - may
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enter the picture insofar as enforced segregation leads to less

opportunity for financial gain, adequate housing, etec.

Case Examples of Social Pressures

‘The first case is that .of a 35-year-old RHD patient, who
within six years after acquiring his first known acute attack
of RHD, suffered rapid physical deterioration and eventually
died.

His early history feveals that aftef failing and repeating
grades five, six and seven, at the age of 15 he left school.
His employment record indicates that he went from job to Jjob,
alternating betwéen various occupatidns including horse trad-
ing, shoe repairing, waiter, bell hop, bar tender, boilermakgr's
helper, etec., so that by the time he joined the army 14 years
later, he had developed little specialized skill. Two years
after he enlisted, he was discharged with an aggravated rheu-
matic heart condition, which was thought to have originated
prior to hié service career. He then attampted unsucceésfully
td engage in various types of strenuous unskilled employment,
but on each occasion, an exacerbation of his condition resulted.
Four years later his disability was considered 100 per cent.

The patient's marital history is equally as unfortunate.
After living in common-law relationship with a married woman
and then being involved in her husband's subsequent suit for
divorce?hsatient married her shortly after his discharge from
the army. As expected, marital relationships gradually deter-
iorated. Two years after theif marriage, the patient.was re-

ported as harbouring suspicions that his wife was carrying on

Y
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'with other men, and that he was childishly demanding of her.
She was noted as complaining of difficulty in sexual relation-
ships., No children were born to them. |

The patient's”financial inadeéuacy mounted with each ex-
acerbation of his condition. At first his wife compensated for
this through partial empldyment, but eventually, she too became
ill, Through social assistance from city agencies and a small
pension from the department of veterans' affairs, the patient
‘and his wife carried on as best they could. Thet this was ins
sufficient, is evident, for an investigatbr's report stated
the patient was living in a "crowded, damp and poorly furnished
third floor apartment", despite the recommendation of his doc-
tor that the patient required "housing on the ground floor that
is kept warm and dry; also, that he live where no stairs need
climbing™. A year later, he died,

Another example, is the case of & 42-year-old veteran, whose
rheumatic heart condition appears to have originated during his
early childhood at a time when he devéloped an attack of chorea,
Although suffering mildly from various rheumatic aches and pains,
he appeared to be in good health until he enlisted in the army
in 1939, ﬁe was subsequently discharged with a sore back and;
an inactive RHD condition.

The patient left school at the age of 10 after completing
two grades, but later taught himself how to read and write.

_His work history is very sporadic. In the 20 years prior to his
enlistment, it is noted that he was engaged in at least five
different types of heavy unskilled labour e.g. farming,’relief

.gangs, etc., but there is no indication how many different jobs
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he held or where he worked, except that he did not remain long”
at one type of work. Much instability was also noted in his
post war'employment - in one seven-month period he moved through
five jobs which were obtained for him by rehabilitation offi-
cers. Althoughtggtient was not bothered too much by his heart
condition at first, a chroniec arthritic condition resulting from
his back injury, paved the way for his limited earning capacity
and subsequent financial difficulties.

Prior to his enlistment the patient married a blind woman.
Little is known of his relationship with her, except he was
away from home most of the time. She died shortly after he was
discharged, and it was then noted that they had been in severe
economic distress most of the time. The patient remarried about
a year and a half lafer, to a young woman thirteen years his |
junior. During the next eight-year period, she was admitted to
the mental hospital five times for a schizobhrenic disorder.

The patient also spent the major portion of these years in hos-
pital. Two children were born to them,and it is significant,
that as a result of the frequent hospitalizations of the par-
ents, the burden of providing and financing foster home care
became the responsibility of community agencies. As medical
bills mounted for both the patient and his wife, they became
cdmpletely dependent upon welfare agencies.

As a result of the patient's ever-mounting financial diffi;
culties and further inability to accept employment, itlis not
surprising that investigators found the pafient'é living condi-
tions completély inadequate. In 1948, one investigator pointed

out that the whole family was living in a "two-room uatidy
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'suite", that both the veteran and his wife were "in poor heal-
th and required better food'", and that 'poor clothing for the
whole family" was much in evidence. A more recent study made
by an interested community agency, indicated that they were
"quiﬁevdistressed by the deplorable conditions under which the
veteran and his family are living".

At the}time this study was made, the patient had just com-
pleted another six-month hospitalization and was reunited with
his family. Considerigg the latest investigator's report
available, it was to be expected that his return to the hospi-
tal within a short time was inevitable. Living conditions were
classified as below-average, as the family was living in a
"dilapidated o0ld building, infested with cockroaches™. His
wife had recently returned from the mental hospital but it was
doubtful how long she could carry on. The patieht's‘total in-
come with which he was expected tQ creaté a more suitable en-
vironment, was a minimum assistance grant which included the

care of his wife but not his children.l

These two cases illustrate the ever-increasing interaction

of social factors affecting the RHD patient, whiéh ultimately

influences his poor prognosis for rehabilitation. It can be
said that this developing pattern is characteristic of other'
chronic illnesses as well as RHD. The writer does nof dispute

" the point, but instead, has attempted to show only that these

“Factors do exist. However, in order to understand the

1 War veterans!'! allowance does not include payments for chil-
dren of veterans.
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particular significance of these social factors to the rheuma-
tic heart patient, it is necessary to examine as well, the per-
sonality pattern affecting and being affected by this social
environment. Although in reality it is not always possible to
differentiate between these inner and outer pressures, this‘is
being done because a more convenient division of material is

thus obtained,

Personality Patterns

Probabl& the most inclusive study on the developing person-
ality structure of the patient who is afflicted with RHD,has
been done by Fianders Dunbar.l’ In the main, the results of
this present study do got conflict with her findings. Where-
aé her case selection cbnsisted solely of RHD patienté, this
résearch project has included patients who suffer from other
physical complications as well., Therefore, it is to be expec-
ted that some of the differences in findings can be attributed
to this discrepance. This problem of case selection has al-
ready been dealt with sarlier.?

Dunbar has shown that the RHD patient is essentially an in--
adequate person who is in coaflict with authority. Because
this type of person has developed a sense of inadequacy, he
feels he is unable to compéte favourably with his siblings for

"his parents affection. Instead, he is likely to imitate or

1l Flanders Dunbar, Psychosomatic Diagnosis, pp. 367 - 435,

2 See pp. (l2-14) in Chapter 1.
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éurry favour with one or the other parent:s Generally speaking;__
his parents are strict and he prefers thié. By exploiting his
ébnormality and his ability to suffer, he derives pleasure
through the esteem which he receives from being able to take
punishment. As he acquires this mode of behaviour, he learms’
-to decrease gréatly his tendenéy to express aggression or re-
sentment. The outlet for this'repressed.hostility appears in
a non-directive urge to activity. The patient then appears to
deny the presence or meke light of his illness, as he becomes
self—neglecﬁfui and overexerts himself. Where overt expres-
sion of this self-punishing device is blocked, the patient may
resort to day-dreams or infantile phantasy.l
Unfortunately very few records used in this stud&, contain-

ed sufficient déta from which an understanding of early person-
al'and family relationships could be obtained. Judging from
the later behaviour of the patients, as recorded in the medical
social service files, some similarities do occur, however, in
‘the main, the results of this area of research have been on a
‘more subjective level than would have preferred by the writer.
In any event, considering the intangible quality attached to
emotions and feelings, the problem of overcoming a subjective
analysis of such material is a difficult one. |

| Probably the most outstanding feature noted, was the mar-

ked emotional dependence of the RHD patient upon some mother-

_ﬁfiéUre (e.g. mother, wife, sister, etec.,). Crying spells were

1 Ibid., pp. 429 ff.
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frequent, especially when the patients began talking of their
frustrations resulting from their marriage relationships. Ano-
ther outstanding feature, was the appraisal which most wives
gave of their sick spouses. Approximately 72 per cent indica-
ted their husbands were usually very quiet; also, that they
were usually poor conversationalists in company.

Although fifty per ceht of the cases indiéated some attempt
to curry favour, it is sighificant that approximately another
25 per cent gave some evidence of being uhmenageable because
of their aggressive behaviour. At least three patients would
defy treatment by indulging in excessive alcoholic drinking
bouts. SQme of the irritability was accentuated by the hospi-
tal staff being unable to put up with the petty fault-finding
of these pétients. This marked evidence of aggressiﬁe behav-
iour, is one of the more significant deviations from the find-
ings which Flanders Dunbar produced. However, the writer feels
that this is not an indication of a difference in personality
profile, but instead, is evidence,'that for some patienté, the

mental mechanism of currying favour breaks down to the point

where a further retreat to an earlier level of aggressive be-

haviour takes place.l
The rheumatic heart patient, then, would appear to be a

person who has not been able to accept the adult role. When

-—

1 A more-detailed description of the theoretical implica-
tions that are involved here, is found in Anna Freud, The Ego
and Mechanisms of Defense. Also, as an example of this see
p. ( 36 ).
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_pressures become too great, heiseems to pegrsss to an earlier.
desire to exploit his illness, so that he will then be cared
for. He_is usually timid and lacking in self-reliance and
attempts to please in his appeal for sympathy. It would appear
that he is 1n constant conflict with the unsatisfied longing
for the security which his unstéble childhood never.provided
him., The long hospitalization and convalescehce which follows
recurrent attacks, possibly provides the substitute source of
this need to be éared for, so that the comfort gained by his
acquireﬁent of his disease, would overshadow the suffering

which inevitably follows.

Case Illustrations of Pérsonality'Patterns

(1) Essentially Passive - The first case-is that of a

44~year-old veteran of the first world war;;whose social his-
tory is quite similar to the previous examples described. The
,éecond eldest son of a family of six boys, patient recalled
his father as being overly strict and at times unjust in his
punishment. His father was the type who did not hesitate to
use a whip, especially when he got drunk. The patient'é
mother was the quiet type who sometimes defended the children
and "expréssed thanks that they were all boys". The pétient
was apparently a stfong and husky child "in spite of his small
stature™. He preferred being close to home in his early years,
however, when the family came to Canada when he was 21, they
decided to return to their natiﬁe iénd and he and one brother
remained in Canada. He spent a brief period in the British

navy at the age of 17, but soon developed his first attack of
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rheumatic fever and was discharged with a pension for RHD.
While in Cénada, he engaged in heévy bush and farm labour. His
second attack of RHD, which occurred seven years after the
first one, and which demanded five months of hospitalization,
forced him to give up this strenuous work. |

Shortly after his hospitalization, he married a girl nine
years younger than himself, (she was lé at the time), because
he felt sorry for her. He remembers that she had parents quite
similar to his own.

The patient was>employed almost continuously in spite of his
physical handicap. Following his éecond attack, he was helped to
find less exhausting‘employment, but it was not long before he
left this to engage in more strenuoué pursuits. His exercise
tolerance gradually diminished and so did his financial stabil-
ity. After moﬁing from job to Jjob, he finally succumbed to
another attack of RHD. |

Again, after spending the major part of the following year
and & half in a hospital, he subsequently died.

During this period of hospitalization, the case was refer-
red fo medical social service because the patient was upset
over marital difficulties. On being interviewed by a female
worker, the patient was shy and nervous, and it was with utmost
patience thaf a8 social history was finally elicited from him.
He was later able to express that he usually felt uneasy with
women; although this feeling had somewhat diminished during his
early adulthood. His mainbanxiety surrounded the fear that his
wifeAWQnted a separation. An interview with the psychiatrist

revealed that the patient had developed impotency and blamed
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his wife because she had spurned his.sexual‘advances. He -accus-
ed her of being unfaithful and said he had lost confidence in
her; (it is interesting that spe had previously accused him of
the same thing;) of signifiéance, however, -is the relationship
between the onéet of his impotency and the exacerbation of his
illness. Attempts to interview the wife. ?o get her side of the
picture;were continually frustrated by the patient, because he
was afraid she would resent the fact that he had discussed their
marital problém'with others. |

He maintained that he disliked crowds, d4id not dance, felt
most comfortable with a few friends, read a lot, and felt un-
easy with women;_ In reference to his wife, he felt thét per-
haps he had been selfish, as he had wanted her-to himself.and
had not realized she might want to enjoy the company of others.,

"Cf the two children resulting from this marriage, the pa-
tient was more attached to his daughter (age 15), and the
mother was closer to her son (age 7). The patieﬁt expressed
the;éonflict which this created, by pointing out that his wife
resentéd the-attentioén: he gave to his daughter, and felt that
his wife would be close to him again if the daughter ma:ried
and left home.' Hé had difficulty, however, in deciding whether
he was really in favour of his daughter ever getting married.

What type of a person is this and what does his illness
mean to him? It can be assumed from his earlier life history
that the patient had never really grown beyond the dependency
stagé. His feeling of inferiority was first expressed by his
recollection of his small stature. His fear of his father was

well expressed, although he was not so bold in describing his -
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hother. However, his feaf of women in general, plus.his mari-
tal conflict, seem to indicate much stronger feelings towards
a mother-person,

The patient married a girl much younger than himself, so
that he could be assured that he would be in control of the
household just as his father was.l He was essentially depen-
dent upon the good graces of his'wife, and when he found that
she was unwilling«td gratify his needs for lqve and affection,
he turned to his daughter for this stili-unsatisfied sécurity
he sought as a child. Tt is quite'probablg that he resented
the attachment of his wife to his son, in much the same way as
he would compete with his bfpthers and sisters for.his mother's
affection.

The patient's first attack of rheumatic fever occurfed i
after he had left home for the first time. At a stage where
the drives of adolescence towards independence are strongest,
the patient chose the life of a sailor to achieve this freedom;t
‘However, his underlying dependency needs were re-awakened, and |
_he was able to'salﬁe his éonscience by developing a physical
illness which "forced™ him to give up his independence. Agein,
after coming to Canada, he attempted to resolve this conflict
and almost succeeded. Finally, after driving himself, he end-
ed up in the hospital once again. ‘Soon after his recovery, he

married and presumably he was able to find enough satisfaction

1l Emulation of a feared superior, especially in phantasy, was
a characteristic reaction of RHD patients noted by Flanders
Dunbar, Psychosomatic Diagnosis, pp. 367 - 435.
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from his wife énd was thereby able to cérry on. Twelve years
later, when his marriage was severely threatened and early
feelings of inadequacy were re-aroused by her rejection and his
subsequent impotency, the patient succumbed to another attack.

{2) Essentially Aggressive -~ Another case, that of a 26-

year-old veteran who developed RHD while in the Air Force, pre-
sents a more vivid po:trayal of an essentially immature person
in constant conflict over feelings of dependence vérsus indepen-
dence.» Only a very brief account of his early history is known,
however, the pattern is well set and one can expect continudus
hospitalizations resulting from his already-weakened physical
condition and his emotional instability.

‘The patient is described as having an uneventful and appar-
ently-happy childhood. The only information which seems to
throw some doubt on this peaceful beginhing, is the facﬁ that
one of his sisters had a "nervous breakdown". After completing
Grade ten, he léft school to engage briefly in a variety of odd
jobs ~ mainly farm labour and coanstruction work. At nineteen
'years of age, he enlisted in the Air Force. Failing his air-
crew examinations, he became quite upset by his demotion to
general ground-crew duties, and it was shortly afterwards, that
he had his first attack of rheumatic fever. He was discharged
with a thirty per cent pension, and although he was warned
eagainst engaging in heavy labour, his first post-service job was
in the shipyards performing strenuous tasks. Five yeafs in
succession he was hospitalized for lengthy terms. He received
considerable help from rehabilitation officers in obtaining em-

ployment that was in keeping with his limited capacities, but
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he usually rejected most of these. He moved from place to
"place frequently, and although he had worked at many jobs, two
years after his discharge from the service, a routine physical
examination report revealed this comment.

The patient is a tense psychoneurotic individual....

His joint pains are coincident with his desire to

‘leave his employment, which he finds unsatisfactory....

The patient married four years after his service discharge
and four months later a child was born. From the very begin-
ning the marriage was a stormy one, and after a series of
drinking and gambling bouts, unstable employment, infidelity,
etc. - his wife left him.

As expected, this was followed by a very brief period be-
fore his next hospitalization occurred. On admittance, it was
noted that "...his pain seemed out of proportion to the find-
ings"., A month later, the case was referred to medical social
service because he was disturbed over employment and marital
difficulties. Interviews with the patient revealed that,

Numerous jobs held by the patient would appear, for
the most part, too heavy in view of his medical condi-
tion....Some, he lost through his illness but most, ad-
mittedly, through heavy drinking bouts.

The patient describes himself as impetuous....He

gets depressed and drinks to combat this,...goes ab-

solutely crazy when drunk, then "black" out completely.

Feels guilty about this....The patient seems immature

and dependent....The patient showed worker a letter he

wrote to his wife but had not mailed. In it he begs

her to come out, so that he can see her and the child.

He points out that he has cried himself to sleep....

He reiterates his determination to glve up dripking...

but he admits that whenever he receives a shock he

"goes off the deep end".

It was felt at this time, that the patient's marital sit-

vation was extremely precarious, and that it would be increas-
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ingly difficult for him to accept treatment, because of his
restlessness. Hospital records indicated‘he.would absent him-
self from the ward each evening, and would return in a drunken
state. '

It was five months before he was finally discharged from
the hospital. Four months later - haviﬁg worked at twq Jobs
during this interval he had joined Alcoholics Anonymous and
was also reunited with his wife. This time he requested aid
for his financial problems, and was helped to obtain work as an
orderly in various hospital settingé; He seemed to be adjust-
ing fairly well, until a year and a.half later, when he once
again manifested RHD symptoms while workiﬁg as an orderly in a
small-town hospital, which allowed him to retufn for further
treatment.

By this time the pattern of dependency appeared more in
evidence, as an examination did not reveal sufficient physical
basis for his symptdms. A psychiatric appraisal, nowever,‘in-
dicated patient's "personality setting played some part in his
present complaints™"™, He was‘discharged a month and a half
later, after consistently defying the authoratative require-
ments of the hosﬁital, and when last heard of, continued to
display impetuous, irresponsible and immature behaviour. It
was also noted, that his pensionable disability had increased
to fifty per cent.

In this case, as in the other example used, the interreac-
tion of a personality maké-up and environmental stress, is in-
dicated. The patient developed his first attack of illness in

.the Air Force,at a time when his feeling of’inadequécy had
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bossibly been aroused. By failing to become a member of the
air-crew, hevbecame extremely dissatisfied with the role he was
then asked to play. The development of rheumatic fever provid-
ed him with an acceptable outlet and he wés able to escape from
a frustrating situation. Subsequently, his pattern of illness
became well-established. Initially he left the dependency of
his home environment in order to assume an independent status.
HisAfirst means of escape from unsatisfying employment, was to
join the service. Following discharge, he continued to show
ambivelent feelings, as he consistently opposed the authority
of an employment setting and satisfied his dependency need by
his acquired escape into illness. |
His marriage added a further burden to hiﬁ. He made impos-

sible demands of his wife, especially after the birth of the
~child, and when she finally left him, he was once again over-
whelmed by increasing feelings of inadequacy and guilt.

| The patient displayed at least two escape mechanisms which
he used to cover up his inability to face reality demands - bne
was iliness, the other was alcohol. The latter allowed him to
realize his ambitions in phantasy if not in fact. Flanders
Dunbar points out that the taking of stimulants such as alcohol
in large doses, is one way in which an RHD patient could satisfy
his need to excell., Therefore, if the patient could not be a
success at anything else, at least he could excell as an alco-

Eplic.l The guilt and further depression which followed each

1l Flanders_Dunbar, Psychosomatic Diagnosis, pp. 367 - 435.
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drinking bout only served to remind him of the added proof of
his inadequacy.

in'contrast to the type of patient who tends to repress his
hostility, this patient expressed it more openly. Although he
sought the security of the hospital setting to cover up for his
inadequacy, fhis'did notAalle him sufficient compensation.
His frequent absences from the hospital appeared to be a defi-
ance against authority, éltﬁough it is noted that he became
drunk on these occasions. . The writer feels the patient may
have sought the extra stimulation of alcohol as an escape frdm
the guilt he felt, whereas the former patient gained sufficient
satisfaction from the attention and sympathy,which his illness
afforded him. However as indicated previously,l this is pro-
bably also an indication that the latter patient had regressed
to éansearlier level of behaviour adaptation. Because of this,
his "primitive" desires would be more-readily expressed, and

his ability to combat these urges more-difficult to arouse.

The social and emotional problems which appear to be
affecting the course of illness of an RHD male adult patient,
have been presented. As suggested previously, it is possible
to produce members of society who undergo similar stfesses and
strain§, yet do not develop RHD. The importance of this in-
formation to theAsocial wofker lies in the recognition that
such social and emotional problems do appear in ﬁhe RHD patient

~and are influencing the physical aspécts of the disease. The

1 See p. (27).
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Special skill which the social worker can contribute as a mem-=
ber of the hospital treatment team combatting this illnesé, is

brought out in the following area of presentation.



CHAPTER 3-
CASE WORK WITH RHEUMATIC HEART PATTIENTS

Essentially the problem of RHD is a medical one, and it is
not the purpose of this study to minimize the role which medi-
cine has to play. However, as has been suggésted before, the
concomitant factors which appear to be affecting the course of
the illness, occur too.frequently to be classified as mere co-
incidence. The social and emotional climate in which the pa-
tient lives, is of prime concern to the social worker, and it
i1s towards the alleviation of these problems affecting the
illness, that his specialized'skills_can best be put to use.
Because he is concefned with the patient-as-a-whole, his work
on the patient's behalf will extend beyond the boundaries of
the hospital. The social worker maintains that essential con-
tact with the patient's family and community and attempts to
utilize the services which they as well as the hospital staff
can render to the patient on a continuing basis.

The writer has pointed out that there is a paritcular set

of social and emotional factors which affect most RHD patients.
The social ﬁorker, needs such information in order to guide his
application of case work skills towards alleviating these pres-
. sures. However, at na time should the social worker attempt to.
base his diagnosis and treatment on this generalization alone,
for in each person there are individual differences which large-
ly determine the depth and duration of emotional reactions to
illness. For example, where illness has become an escape mech-

anism for the patient, treatment involves more than just
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breaking down this defense. In this sense, illness has provid;
ed the compensation for a painful mental coanflict. If this is
to be exposed, the patient must first be helped to find a more-~
acceptable solution to his difficulties. What 1is involved in

case work treaﬁmeht, then, is an "understanding" of these in-

dividual differences and a gearing of the casé work process to
the level of adjﬁstment which a particular patient is function-

ing.

LEVELS OF CASE WORK TREATMENT

Florence Hollis has outlined four levels at which case

-1
work treatment can be used. . The first of these, environmental

manipulaﬁion, has been defined as '"all attempts to correct, or

improve the situation (of a patient) in order to reduce strain
and pressure, and all modifications of the living experience

to offer opportunities for growth or change..,."z For example,
this process can involve a changing or manipulating of environ-
mental pressures, such as providing financial assistance, find-
ing more-adequate living quarters, or even helping relatives

to be more ﬁhderstanding of the meaning of illness to the pa-
tient. Social workers are probably best known for their work
in the area of environmental aid, for the very beginnings of

social work practice have been founded on the use of this

1l Florence Hollis, "The Techniques of Case Work", Journal of
Social Case Work, June, 1949, pp. 235-44.

2 Gordon Hamilton, Theory and Practice of Social Case Work,
p. 247,
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helpful device. Joéselynl speaks of "environmental therapy" as
Being the least artificial approach, and points out that some-
times this is the only type of treatment possible. Environmen-
tal manipulation must be purposive, if it is to be constructive.
The important thing to remamber% is that the patient must want
to be helped and should be encouraged to participate in as much
of the changing as possible. The medical social worker should
only pérform such action which the patient is unable to do for
himself.

The other three levels of case wofk which Hollis describes,
(psychological support, clarification and insight) involve a
more direct approach to the patient's fnner emotional strife,
and differ as to the degrée in which he is helped to work
through these problems. An accurate diégnosis, based on a
careful analysis of the patient's problem, will determine the

type of help he can best uss.

Psychological Support is a technique used to encourage the
patient to talk about his problem. Discussion is focussed up-
on helping him to be aware of and re-enforcing his inner
strengths, first through guidance, release of tension, and
then through'various forms of reassurance designed to bolster
his self-confidence. Psychological support is useful for
carrying the basically we;l—adjusted person over a period of
severe stress and strain caused by painful life experiences.

_The approach is also helpful when working with infantile and

1l Trene M. Josselyn, "The Case Worker as a Therapist",
Journal of Social Case Work, November, 1948, pp. 351 - 355.
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immature patients who are in need of guidance. The worker ex-
presses a sympathetic understanding of patient's feeling and

accepts his behaviour. .A sincere interest and desire to help,
along with respect for and approval of action taken when it 1is
warranted, aids in building up the patient'sAconfidence. Here
again, the patient's ability to make his own decisions, is ali-
important. Finally, psychological support is & technique des-
igned to create a permissive relationship, whiog%is intended to
relieve anxiety and feelings of guilt. h ‘

Clarificaetion 1is a more-intensive case work technique des-

igned to help the patient understand himself and the people
with whom he is associating. It may be a matter of helping him
to look at the probable results of a decision, or evaluate the
opinions of others, or even to become aware of his oWn feélings
‘and attitudes in a correct perspective. Ordinarily, clarifica-
tion is given only when a high degree of psychological support
is used, unless the patient is relatively healthy in his pérL
sonality adjustment or the problem treéted is one which is un-
affected by personality conflicts., Although emotional exper-
iences may be examined, clarification is ordinarily given to
create an intellectual understanding of conscious material.

Whereas Clarification deals with fully conscious material

the development of Inéight involves a much déeper level of
treatment. This device attempts to reach for and bring out,
suppressed, rather than unconscious formulations, and is

based upon an awareness of these earlier experiences of the
patient. The medical social worker does not,attempt to go be-

yond these levels of treatment, as the problem of working with.
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dnconscious symbolism and other difficulties arising out of
early personality formation, is a task which calls for the ser-
vices of a qualified psychiatrist.

The social worker in working with the patient, is of course,
not bound by any particular type/of case work treatment. All
four levels are interchangeable, depending upon the emotional'
adjustment of the individual. Even though patients may need
psychological help badly, they may not be able to faée what is
being said to them, and will either draw upon‘another set of
defences or else break down completely because of this expos-
ure. The social worker consciousiy seeks to determine, through
accurate diagnosis, the degree of help which.a patient can use
at a given interview. As the patiént is able to feel accepted
and understood, he will be able to give up more and more of his
defences and thereby profit from a more intensive level of
therapy. Case work is a gradual, sensitive, purposeful, pro-
cess which is designed to meet a particular client at his own
level of operétion and bring him to the highest level of ad-
justment of which he is capable. Therefore, by "helping the
client to help himself", at the individual pacé which he alone
can detefmine, the most effective use of case work services is
made;

The majority of the patientsexamined in this study, indi-
cated strong dependency feelings. ZEven under normal circum-
stances, the extent to which the essentially-immature person
can profit by case work, is limited, for with RHD patients
there is the added éomplication of physical deterioration to

overcome, It is not surprising, therefore, that the most
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important level of case work help which can be best utilized by

the RHD patient, is that of environmental manipulation. Psy-

chological support and clarification can be given mainly in
aiding the acceptance of a change in the environment. The giv-
ing of insight to an RHD patient who must remain dependent be-
cause of his physical handicap and who has 1itfle inner streng-
th to use, is of doubtful value, however.

The writer has already pointed out how damaging environmen-
tal pressures can be to the RHD patient.l The social worker
must utilize those avallable resources which exist within the
hospital and the community at large, in order to ease these
pressures. The amelioration of these problems of financial
aid, employment, housing, etc;, is primarily a social, rather
than a medical responsibility. It is not unusual, therefore,
to-expect,the commnunity, of which the patient is a member and
in which these social probiems exist, to create welfare ser-
vices which would combat this social dilemma. In the uniéue
 set-up of a veterans' hospital, however, the bulk of these
necessary services are available through the generosity of fed-
eral legislétion for veterans. Pensions and war veterans! |
allowances, plus various other funds such as the "Army Benev-
olent ‘Fund"™, offer partial solution to this economic’problem.
Employment difficulties for the handicapped, afe handled |
through retraining programmes and selected job placements.

Convalescent homes, such as the George Durby Health and

. 1 See Chapter 2.
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Cccupational Centre, (G.D.H. & 0.), provide an adequate substi-
tute for the inadequate type of housing and diet to which the
RHD patient is often forced to return. Even help in finding
more-adequate housing, can be arranged for the veterah.

The socisl worker recognizes the special role which the
welfare officer plays in making available these resources, for
he is also a vital member of the treatment team. However,
availability of these resources does hot necessarily mean that
adequate use will be made of them. How a patient feels about
accepting environmental aid is something which the social wor-
ker is equiped to handle. For example, it has been pointed
out that the RHD patient is one who attempts to cover up his
strong dependency needs by an equally strong independent dri?e.
'By accepﬁing help, he may be admitting failure to become inde-
pendent. In order to keep up his defenses, he may then project
the cause of his inadequacy on to his environmeht, and thereby
become overdemanding of his basic rights as a citizen, or as a
war veterén. The problem of "pensionitis" is one which is very
familiar in veteran's hospitals.l It is much ﬁoo easy to play
into the patient's basic dependency drives, so that the strong-
er is his need to keep Qp his defenses, the more difficult is

“his recovery. As one patient so aptly phrased it "Well, it

1l TIn providing a system of pensions, the government has not
only developed a fair means of compensating those handicapped,
who, because of war service, cannot compete on the labour mar-
ket, but has also created a dilemma. Many veterans have
sought a solution from their personal inadequacies by consci-
ously or unconsciously elinging to or increasing physical
handicaps, as an "acceptable™ way of solving their financial
insecurity. . This manipulation of veteran legislature by the
veteran, has become known as pensionitis within the department
of veterans' affairs.
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'sure‘isn't my fault I'm sick, is it?"

‘The Use of'Envirénmental Manipulation

‘6ne ofvthe social worker's skills then, is that of preparing a ////f/
'péﬁieﬁt to accept and make adequate use of his environmental ///,
resources. The following case illustrates the case work proc-
ess atAan environmental-manipulaﬁion level, of a RHD patient

who is unable to profit by more intensive therapy, because of
the deep~rodted emotional pattern of his illness.

The case is that of a 57-year-old veteran who was referred
to medical social service because he was destitute and did not
have ffiendé of family within the'city area who cbuld care for
him., An "investigatiod’ of the patient's social background
finances, etc.," was requested; Also, the doctor felt the pa-
tient was showing tco much opposition to placement under'per-
manent domiciliary care. Following the usual pattern of RHD
_pétiénts, he left home at an early age and moved from one type
of employment to another. There is an indication of a strong
emotional dependency upon a mother-figure, of an incompatible
marriage resulting in desertion, of impetuous decisions and
anvaltogether unhappy existence. His constant drive for
activity, was halted temporarily by repeated attacks of RHD.
When he realized he could no longer compete on the labour mar-
ket, he turned to religious fanaticism as a means of solving
Ahis problems. He would drive himself unmercifully in phantasy
as he had done in reality. | |

The first interview with the patient was devoted to build-
iqg up a helpful relationship.

1 Patient appeared frightened and hostile. He said,
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"I have no plans., What I want to know is, what is
all this going to cost me....It costs me forty
dollars every month I am in here."™ Worker said she
would check, but that she thought treatment was not
costing him anything..., that he had a pension and
was on war veterans' allowance and was thereby en-
titled to treatment....He said the doctor would be
putting him out of the hospital soon because he
talked too much. Worker said she was sure he would
not be discharged until he was better. He saemed .
somewhat reassured.

Here we see the worker picking up the patient's ambivalent
dependency-independency conflict. He is at first very demand-
ing and accusatory as he indicates his desire to get out of the
hospital. Later, as he feels the warm acceptance of the worker,
-he is able to express his fear'of being abandoned and the under-
lying need for care. The worker follows up by assuring him,

...there was nothing to worry. about. He was not
.- .goingitoibe-dischdrgéd’ right away; but shéifélt:that
if she came to see him and talked things over she
might be able to help him in deciding what he wanted
to do. The patient said he didn't want to decide in
a hurry. The worker said that was not necessary,
and remarked that she understocd he came from Toronto
and had a sister there....She wondered whether he
could stay with that sister....He said ernestly, that,
that is what he would like to do....He stayed with his
sister when he came out of Sunnybrook hospital earlier
this year. All he would have to do is look after the
furnace. He would like to go back there after he was
discharged, until he could stand on his own feet
again....The worker asked if he would like us to write
to his sister....He said he would like that very much.

The patient had previously been told by the doctor in charge
of the case, that he could be transferred tovone of the conval-
escent centres for permanent residence if he so desired. This
direct appeal to the patient's dependency needs, met with much
opposition. The manner in which the worker explofes the possi-
bility of another resource is worth noting. She allows the

patient to bring out his own plans, rather than suggest
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directly that he should live with his sistér. The worker then |
offers to help the patient in working out his problem at his |
own pace. Possibly she might have encouraged the patient to
write his own letter, as this would have contributed to his
feeling of indepéndence. However, she at least asks his per;
mission before contacting his sister. Too ofteﬁ, a well-mean-
ing person may further antagonize such a patient, by doing
things for him without his full participation in the plan. It
is not uncommon to see a patient of this type, whose indepen-
dent drives are so great, offer passive resistance to any plans
which are thereby made for him,

Since the doctor is the head of the treatment team, the
worker conferred with him about the feasibility of the patient's
wishes., DBecause of the doctor's knowledge of the extent of the-
patient's physicai handicap, he vetoed any plan whereby the pa-
tienﬁ would have to tend to the furnace, but felt the pétient
could care for himself in the home during any absence of his
sister. The possibility of a nurse from the Volunteer Order
of Nurses visiting-him regularly, was also suggested.

A letter was then sent to thevpafient's sister explaining
his desire to be with her and also pointing out the limitétions
which the doctor had suggested. The pétient responded rapidly
to hospital treatment following the initial interview with the
worker, whereas before, he did not appear to have any desire to
get well., In a later interview, |

The worker said we had written to his sister, and
his face lighted up as he said, "have you heard from

her...that's what I would like best - to go and stay
with her".
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Arrangements were finalized, and the patient's sister came
ﬁo Vancouver to pick him up.. Another.phase of environmental
manipulation was performed by the worker, as she appraised the
ability of the patient's sister to meet his needs for care and
also helped her to understand what these needs were. It is in
this interview with the patient'svsister, that some understand-
ing of the patient's motivation to live with her, also appears.
The worker makes this'comment. _

She appeared a competent and responsible person,

able and willing to make arrangements for her brother,

and most anxious to have a chance to look after him.

She gave worker the impression that she would like

"to mother" her brother, but he is very .independent

and difficult at times.

It would seem that the patient has transferred his unconsci-
ous dependency feelings for a mother-figure on to his sister,
and is able to find satisfaction for these needs -here.

In summary, the case presented, is an example of a patient
who could not profit by any insight into his personality diffi-
culties. The worker is able to contribute to & more-rapid and
natural recovery of the patient by'manipulating the environment-
i.e. finding a suitable home for him, yet at the same time full
consideration is given to the patient, in determining how this
need is met. An understanding of human behaviour and an abil-
ity to meet this individual at his own level of operation, was
the keynote of this success. A perfunctory placement in the
convalescent home, might easily have pfolonged the illness
stats, ahd proved more damaging to the patient and more expen-“

sive to the hospital in the long run. However, a solution was

found which was satisfactory to all concerned.
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The Use of Psychological Support and Clarification

Although the writer has suggested that for chronically ill
.patients affected by RHD, the more-applicable level of treat—
ment is usually one of environmental manipulation,l the writer
also feels, that with careful and skillful management, psycho-
logical support and clarification can be used advantageously
with RHD patients. For this reason the fdilowing case illustra- |
tion has been included to show what can be done under near-ideal
conditions. At the time this study was being conducted, the
case was still being carried abtively by a social work stddent
who. had access to skilled supervision.

The patient, a 58-year-old veteran, was referred for case
work because of his unsuitable home conditions. He was married
and had two children, and all four of them had been living in a
two-room suite which was situated on the third floor,'of a
dilapidated hotel, in a slum area., The doctor on the case in-
dicated that the patient was "in an advanced state of RHD" and
pointed out that his present housing was "unsuitable for pa-
tient in view of his condition".

‘The patient developed rheumatic fever in 1919, while serv-
ing with the Imperial forces, and was eventually discharged
with RHD in ‘1922, He carried on reasonably well until 1935,
when he began to notice that he was unable to continue the
strenuous work with which he had been accustomed. He married

in 1939, and during the early war years, maintained economic

Y

1 See pp. (42-43).
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stability. However, by 1944, shortly after the birth of his
second child, and at a time when financial pressures began to
mount, he developed a series of recurrent attacks of RHD.

The original problem presented in the referral, was the
neceséity of finding adequate housing before the patient could
be discharged (i.e; environmental manipulation). The aid of
one of the welfare officers was enlisted, and although several
arrangements were presented to thé patient, it was soén obvious
to the worker that if rehabilitation was to take place much
case work would have to be'done, not only with.the patient, but
with his wife as well. The patient and his family were well
known to various welfare agencies in the c¢ity, and it was from
these resources that the worker learned of a more important fac-
tor in the patient's illness - that of a domineering wife, who
appeared to be rejecting of her husbanq. This was verified in
subsequent contacts with the wife, althbugh the patient was not
able to criticize her when he first discussed his home situa-
tion with the worker. Case work was then directed at providing
emotional support to an individual who had overwhelming "feel-
ings of inadequacy", which centred around his lnability to
maintain his role as head of his household. Since the wife was
the dominant factor here, it was also intended that a modifica-
tion of her attitudes to her husband and his illness, would
also be attempted. .

The first few interviews were focussed onlestablishing a
good relationship between the patient and the worker, so that
the patient would feel free enough to discuss his personal

.difficulties. Only a superficial relationship resulted,
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however, It was noted after 3 weeks of brief but regular con-
- tacts that,

The patient is now willing enough to discuss his
family but unwilling or unable to look at his own
position in it. He feels he has been rather harfd
done by, as far as various government agencies are
concerned, and he does not feel that there is a
chance of anything 1mprov1ng, as far as living or

Veconomlc conditions dare concerned.

Following a rejection by the patient and his wife of ano-
ther housing plan a week later, a coansultation was held by
members of the treatment team,.(the doctor, welfare‘officer,
and social worker). It was felt that the patient was not
'Showing any progress physically, although he had been ready for
discharge to a convalescent setting for some time now. The
demaging influence of the patient's wife was presented to the
conference by the worker, and it was decided that until such
-time as the wife could be more co-operative and accepting of
her husband, he should be transferred to the convalescent
ward (Class 6) where he would be gi%en domiciliary care. It
was agreed that the social worker would prepare the patient
for this transfer. (i.e. environmental manipulation).

At first the patient seemed quite agreeable to this sug-
gestion.

- The patient was seen daily and Class 6 (domicil-

iary care) discussed. He appeared to accept this

quite readily and finally stated...that he and his

wife probably would have separated anyway, due to

what he regards as her mismanagement of any income

and also because he does not particularly care for

the type of company that she keeps....The patient's

wife appeared quite pleased that her husband had

decided to stay. :

The beginning of the patient's expression of hostility to: 

wards his wife appeared here. He was still unable to see
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himself as being responsible for his predicament and continued
to project this blame, although now it was directed af the one
person from which he has sought satisfaction for his dependent
needs. As expected, he was soon unable to face the reality of
his wife's rejection. His "sour grapes" defense broke down, as-
was evidént in the record of the following two weeks.

He (the patient) began to show concern about sign-
ing an application for Class 6. He stated he had been
home for a day and that had been enough....{(He was)
seen almost daily in an effort to help him adjust to
Class 6 care. He has been quite upset...feeling that
he had been forced into it and that his wife was trying
to get rid of him. He realizes that the hotel is not a
suitable place for him but feels his wife will not do
anything to get better accommodation for the family,
unless he is able to "nag her"....An effort was made to
get the patient to see the physical impossibility of
his going back to his previous living quarters....(We)
discussed various ways in which he himself could take
the initiative in making arrangements for further
accommodation, such as newspaper advertisements and
personal contacts with real estate agents. It is bel-
ieved the patient was helped by these discussions,

Two weeks later.

The patient was quite cheerful - He stated that he
was doing quite well now and finds he is able to get
around town a lot more than he was at home....The pa-
tient now seems much happier in the Extension, and is

being enoouraged to .take the initiative with rega:d to
his pension application and housing problem.

N ]
In spite of efforts to work with the patlent's‘wife, she

resisted and resented any interference into her affairs. She
felt compelled to éontinue interviews with the worker and al-
though'at one time sbme progress was noted, eventually she
fell back into her old rejecting_pattern and subtly defied
any attempts to find a home which would be suitable for her
husband. It was noted that from a financial point of view,

at least, she was better off having her husband under hospital
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care. 1

During the following four months, little change was noted,
elther in the patient or his wife. Shortly after, the patient
had been unable to establish a pension claim for his disabili-
ty, and his unrest became noticeable once again. He was refer-
red to the worker by the doctor, because the patient had under-
gone another heart attack, was very upset and was requesting
discharge. Case work was again continued on a more intensive
level, but at the end of four weeks, the worker had this to say.

The patient has been extremely unhappy recently

and his relationship with his wife during her visits

have not been good, according to him. This has been

reflected in his attitude towards treatment. How-

ever, it is felt that he would be able to look on

his present condition and treatment was a more real-

istic viewpoint, if satisfied about the welfare of

his family.

The case worker originally assigned to this case had been
seeing the patient and his wife several times a week. As well,
numerous consultations with team members were involved. It is
little wonder, that as the caseload of the worker became too
demanding of his time, a realiocation of his efforts was made.
Since the patient's ability to respond to case work would not
be favourable until such time as the family situation could be
improved, and since the patient's wife did not show any signs
of changing her attitude, the worker rightfully devoted more
time to other patients who would benefit more-readily from
case work services. This is a common problem in social ser-

—+

vice agencies, where the number of cases which an individual

1l During a patient's hospitalization, usually only ten dol-
lars is subtracted from his war veterans' allowance.
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worker is required to carry, is beyond the reasonable limit in.
which minimum service is expected to pro@uce”maximum results.
One solution to this problem, is to hire more trained staff,
Where this is not possible, the good case worker, carefully de-
termines which of the cases he is carrying, can make best use
of his services in the shortest period of time. The skills of
a professionally trained worker, enable him to maintain greater
accuracy of the final selection.

The case was later transferred te a female student worker;
who, because of the advantage of a training setting, could de-
vote the time necessary to insure some measure of success.
Through a three~month period of her intensive case work effort,
there has been a gradual amelioration of the patient's condi-
tion. The whoie process of establishing and maintaining a
secure ;elationship with the paﬁient and'especially his wife,
has been & difficult one, as the wife has continued to strike
out agaihet her husband. |

Again, the problem of finding a suitable home where the
patient might eventually return, was the long-term plan. Be-
fore this could be achieved, the immediate problem of support-
ing the patient and helping him eccept the demands of the con-
valescent hospital setting so that he could respond to treat-
ment, was intended; - As his frustration mognted, the patient
became more of & nuisance to hospital staff and other patients.
His petty fault-finding was accepted by the worker, as she in-
stead, gave emotional support to his increased feeling of in-
adequacy and helplessness. Gradually, the suppressed hostil-

ity which was being expressed through his behaviour, was
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‘éhannelled by théAworker{as she encouraged him to express his
feelings and frustrations. At first, he projected his hostil-
ity onto the department of veterans' affairs and other govern-
ment officials, then to his wife, and fihally; wds able to ad-
mit his own responsibility for his problems. One of the ear-
“lier interviews where the patient was beginning to respond to

the acceptance of the worker,vpoints out some of his basic

—

inner confliects.

The patient was in a very depressed mood - possibly
as & result of his wife's long visit two days before
«e..He asked me anxiously if I thought hi's wife would
find a suite for them to live in. I said I had no way
of knowing and what did he think about the situation.
Here, all the frustrations and hostilities connected -
with his long stay in the hospital, caused the patient
to break down and weep helplessly....During his discus-
sion he wished for death. "to be out of his misery"....
I asked him what he felt his most pressing problem was.
He saild it was everything combined, that he couldan't
work, he hated being helpless - he was just "worried
to death™. He was rather incoherent much of the time,
and I felt that passive acceptance of his statements,
together with periodic supportive comments of accept-
ance, was my only recourse....At one point he said
that he wished his mother were here - she would help
him and wouldn't "let all this happen" to him....0n the
subject of his family, I tried to draw the patient:out
to talk of them. He had never done this with me and I
sensed that it gave him some comfort to do so. He told
me they had been a happy family, saying that he guessed
that was why none of them had married early....I said
"and you haven't been married long either™. He replied,
"No, I waited a long time" - pause, and then, "I only
married for a home anyway - and look at me now"....As
he talked of his parents and childhood in England, the
patient began to be a little less tense, stopped crying
and began to discuss his problems in & more "matter of
fact™ way. ' '

As the warker~was also able to help the patient's wife ex-
“press her hostility, the wife was able to refrain from antag-
onizing hef’husband. The worker's effort at environmental

manipulation for the welfare of the patient also extended
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toward adjusting the hospital setting; so that realistic annoy-
ances could be avoided. Thé-patient had become very attached

to the use of a wheel chair and when this was tagen away from
him by a new interne on the wafd, the patient became upset,
Although he used the wheel chair sparingly, this sudden loss

of this symbol of security, made him afraid to venture from his
bed without an impending fear that he would collapse. Also, he
interpreted the removal of the chair as a further indicatioh of
his rejection.by the hospital staff. At a meeting of the treat-
ment team, the meaning 6f the chair to the patient was explain-

ed by the worker, and it was agreed to return this to the pa-

tient. His response was immediate and quité favourable.
Because of some minor difficulties on the ward, which were
unavoidable in terms of physical‘setting and hospital regula-
tions but were nevertheless a constant source of irritation.to
thg'patient, arrangements wéfé méde to have him transferred to
a new ward. Following a brief périod of regression gntil the
patient became adjusted to the new setting, his response td
treétment was remarkable. During this timé, the worker con-
stantly interpreted the emotional needs of the patient to the
staff members of the new ward, and once again intervened on
behalf of the patient when the wheel chair was again removed.
‘More-recent interviews at the time this present study was
being made, ihdicate the movehent which has taken placeIOVer a

two-month period;u

The patient was in an amiable mood when visited.
He told me that he had been allowed to use a wheel
chair, and had been over to the Red Cross Lodge with
his wife the day before....The patient, who had been
in a highly nervous state when last visited, was

calm, cheerful and conversational today. I asked if
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he were using the wheel chair much, and he smiled
and said it was very satisfactory, that sometimes
he wheeled himself around and at other times he
pushed it....The patient smiled at me and said

"you helped get it for me dida't you?" I smiled
back and said that the doctor had been concerned
about his welfare, and had at first thought a chair
might be a hindrance rather than a help to him, but
that we had agreed, that at present, it would be
helpful for him to have it.

A week later:

The patient was walking around the ward with
the aid of a cane when visited, displaying more
energy than I have noticed heretofore. 1I...asked
if he were feeling as well as he looked. He beamed
at me and saild, "Better than I look and better than
I've been for some time",...l asked what he thought
the reason was, and he said, "Oh everything - but
most of all because I am getting my proper skep
since I moved to the new ward...." He said that he
felt better and stronger than he had for over a
year. Then, he added that his doctor had come to
see him the other day and had indicated amazement at
how much he had improved. I said that I guessed
Dr...would be very pleased to see him improving, and
the patient said he thought Dr...was a good doctor,
and they hadn't understood each other at first.
This is the first positive comment he has made to me
about any member of the hospital staff.

Although the worker had been giving mainly psychological
support, clarification of the doctor's interest in the patient
was given and was acceptable to him at this time. WNote that
the worker 4id not interpret the unconscious aspecté of this
conflict, (i.e., cdnflict with authority), but instead worked
within the conscious framework of the patient'é thought pro-
cesses,

The worker's comments on thekﬁatient's progress 1s a gobd
indication of fhe movement which has taken place.

Relief of environmental pressures have caused
this patient to feel that the hospital team is wor-
king for his welfare, with a consequent improve-

ment in his relationship with his doctor and the
nursing staff. 1In addition, his relationship with
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the worker appears to be deeper than heretofore, and

he has been able to express more of his hostility to-

wards his wife and his anxiety regarding his chil-

dren....>L felt in this interview, that the relation-

ship was developing to the point where the patient

could not only express some of his hostility towards

his wife, but could accept help in gaining insight

into his own behaviour. He seemed very receptive to

comments concerning his attitude towards the marital

situation.

There is still much case work to be done before the pa-
tient and his wife can ever come together in their own home.
Because of his deteriorated physical condition and the diffi-
culty of finding a suitable home within their financiél means,
this may never take place. The value of the social worker as
a member of the treatment team has been shown however, in the
gradual physical improvement of the patient, which went hand
in hand with the alleviation of his emotional stress. Their
is little doubt that skillful use has been made of the case
work techniques of psychological support and clarification,
in bringing about some beneficial environmental changes for

the patient.

The material of this chapter indicates how the social wor-
ker, as a member of the hospital treatment»team,ican utilizé
his professional case work skill to alleviate the social and
emotional problems of the patient with RHD. Throughout this
and preceding chapters, reference has been made to the way
RHD patients are affected by the members of their families.
How these patients in turn affect their families, and how the
social worker operates to reduce these further sﬁresses and
strains, will be discussed in the following area of presenta-

tion.

v



CHAPTER 4
FAMILY IMPLICATIONS

Previously, in discussing adequate care for the RHD pa-
tient's illness, stress has been placed on the treatment of his
social and emotional problems. Since the patient's family per-
forms a vital role in the creation and prolongation of his

difficulties, the social worker must treat the members.of this

family, as well as the patiént. By gaining some relief from
their own social and emotional stresses and strains, they are
then better able to aid the.patient in his recovery.

The social worker in a hospital éetting, élthough sensi-~
tive to the need for case work services to families of RHD pé—
tients, as a rule, has a limited role to play in the perfoer
ance of these services. Specialized agencies such as family
welfare, children's aid, public'welrare, etc., which have been
specifically created to alleviate the social and emotional
problems existing within that broad area known as the communQ
ity; are better equiped to meet the varying needs offamily-mem-
bers. 1In this sense, the medicall social worker is not only a
membér of the hospital team, but is also part of the social
weifaré team within the cbmmunity. Just as he is expected to
tfeat the varying aspects of physical illness, he is also
aware of the specialized skills of particular welfare agencies

to alleviate specific soéial and emotional problems which can

1 The social worker in a hospital setting.
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6ccur. Just as & co-ordination of the efforts of the treatmenf
team in the hospital is necessary, similar co-ordination of all
the community welfare services is also vitél. The medical so-
cial worker, then, can call upon and is called upon by other
soclal agencies to act Jointly in promoting the welfare of pa-
tients and their families.

Although it has been possible to formulate one general per-
sonal and social profile into which most RHD patients fit, it
has not been possible from the results of this study, to draft
a similar t&pe of profile for members of the patient's family.
The reason for this, is felt to be due to the more-varied indi-
vidual differences which are characteristic of any family con-
stellation. Very general areas of similarity will be pointed
out where possible, but as a rule, each family member must be
evaluated on an individual basis and treatment planned accor-

dingly.

The Effect on Parents and Siblings

At least one case reveals the complicating effectAwhich a
dominating mother can have on her son's welfare; A 28-year-
old single veteran was referred by his doctor~to medical so-
cial service for aid with his domestic aﬁd financial problems.
The referral indicated that the patient's father was dead, and
that although the patient was thg second of four siblings, he
was the sole financial supporter of his mother. He worried
considerably about this, and complained that the only future
he saw for himself,‘Was the unhappy one of having to maintain

her for the rest of his life.
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When first seen by the worker, the patient expressed will-
‘ingness to discuss his problem and work towards some solution,
however, the patient's mother refused to accept help; maintain-
ing,v"thevaould work out their problems on their own". The
mother was described by the worker as being a "domineering un-
happy neurotic woman", who incidentally, also suffered from RHD.
The patient fluctuated between willingness to accept help and
erratic hostile behaviour, depending upon the frustration which
his demanding mother created for him. At one time, it was not-
ed that he was able to oppose everyone except her. Her demands
revolved around a request for an additional pension for her
son's disébility which would provide for her as well, despite
the fact that she was already receiving financial assistance
elsewhere, | |

Part of her income, a widow's pension, was being paid by
the department of veterans' affairs. Her husband, although-
eventually dying from a heart ailment, developed neurasthenia
during his service in the first world war, and was pensioned
for this. The worker noted that there was a striking similar-
ity between the neurotic symptoms of which the father complained
and those which the patient also developed. The patient had’ so
identified himself with his father, that he had, in effect, ‘
assumed his father's role with the mother. She encouraged this
unhealthy relationship and thereby directly affected the course
of her son's illness. Through her demands that he alone be:
financially responsible for her, despite the fact that she had
three other children who might share this responsibility, her

neurotic attachment to her son became evident. Meanwhile, his
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illness and his resulting pension, provided the source of fin-
ancial‘security to which she had long been accustomed.

Since she consistently defied all offers of case work and
psychiatric aid, it was not possible to help her son. A psy-
chiatric report on the patient four months later, pointéd out
that no real improvement had taken place in his RHD éondition.
His tense, restless and emotional state was felt to be the con-
tributing factor in his inability to recover. Specifically,

~it was stated that "his mother was the disturbing influence".
As long as she was unable to recognize the detrimental effect
her demands were having on the patient, the treatmeht team
felt that the conflict ‘created by his dependency upon her and
his inability to break away, would continue to affect the pro-
longation and exacerbation of his illness.

This case also hints at the effect which this patient's
illness created on his siblings. There is evidence of much
ill-feeling, and it is expected that a great deal of this was
aroused by the over-attention which the mother may have given
to the patient in preference to her other children.

Other cases did not reveal so striking a relationship be-
tween family members as this one. Since the remainder of the
selected cases were of older married veterans, little comment
appeared about parents and siblings except to express how the

patient felt towards them, The fact that RHD was acquired

usually after the patients left home, and only in rare cases
returned to their parents, accounts in part for this lack of
information,

Only one other record contained sufficient information
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which would bring out sibling relationships, and this has al-
ready been diséussed more fully elsewhere.l Of importance here,
was the. stronger bond which was formed between a patient and his
sister as a result of his illness. Her desire "to mother" him,
was achieved at a time when her brother was finally prepared to

accept her hospitality.

The Effect On Marriage Partners

Depending upon the expectations which wives of RHD patients
seek in theif marriage, a variety of responses to .their hus-
band's illness can develop. On the whole, frustration and re-
sentment appeared to be the more common responses in at-least
14 out of the twenty cases containing such information. Al-
though data as to the cause of their unhappiness, does not
appear consistently enough to indicate statistical comparisons,
it was noted that meny complained of financial inadequacy and
ﬁhe resdlting poverty-stricken conditions with which they were
forced to contend. Several specifically stated they were tired
of having to assume responsibility for hbme management, chil-
dren, etc., that sexual relationships were poor’and that they
no longer could continue tovlive "as man and wife, but rather
as nurse and patient". Although many complained about envir-
onmental conditions, a few of them appeared quite content to
care for their husband - in fact their marriage seemed to be

held together by the changing situation of illness.

e

1l See pp. (45-48), in Chapter 3.
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Case Examples of Marital Difficulties

(1) Sexual Incompatibility - One wife became increasingly
concerned about her 35-year-old husbahd's attitude and state of
mind, because of his prolonged hospitalizations. At first she
gave the impréssion she was sincerely interested in his welfare,
as she tended to spoil and overprotect him. Arrangements were
made for her by the social worker, to talk with the patient's
doctor, and she was then given reassurance about her husband‘'s
condition. When she returned again and again with similar
’fears, some case work was given to resolve her difficulties.
.She began to complain that her husband was going crazy - that
he accused her of running around with other men. During the |
course of her treatment it was revealed that she had lived in
common-law relationship with her husband, prior to obtaining a
divorce from her first husband. She complained of poor sexual
relationships and expressed considerable feelings of guilt
around this., In this sense, her accusations against her hus-
band, appeared to be projectioné of her own unconscious desires.

She responded briefly to supportive therapy, although no
attempt was made to give her insight into her basic conflict.
This was sufficient to ﬁake an improvement in her husbénd's
condition and he was eventually discharged. However, once at
home, their marital incompatibility upset the.patient, and in a
short time he returned to the hospital, where he died. As ex-
pected, the wife's guilt feelings mounted and she ébntinued to -
return to the hospital for help with her problem. Because of
the deep-seated appearance of her emotional conflict, attempts

were made to refer her for psychiatric treatment, but this was
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consistently refused by her. The worker summed up this diffi-
culty with:

No help could be given her because of her need
"not to understand”.

(2) Immaturity Versus Dependency - A second example, is

that of a young veteran who married an equally young and imma-
ture girl; shortly after he enlistedlin the service. He was
subsequently posted overseas, devéloped rheumatic fever and was
discharged in 1942, - two years after his enlistment. Repeated
 hospitalizations since then, were mainly attributed to.éeriqus
conflicts with his wife,

His was a wife who married for the romence and excitementﬁ
she craved. Being even more dependent and immature than her
husband, from the very beginning she refused to accept her role
és a responsible wife. While the patient was overseas, she
satisfied her needs through the attention other service men
gave her, and managed to dissapate the savings which her husband
sent her for Safekeeping. While the patient was hospitalized
during the early years of their marriage, she would abandon her
two children to go "bowling and dancing"™. The patient insisted
at this time that he encouraged her to enjoy herself, but it was
felt he was really unable to oppose her.

Following his third hospitalization in January 1948, the
family ‘situation completely erupted. By -this time, tpere were
five children to care for. However, it was not until November
1948 and three hospitalizations later, that the case was refer-
réd to medical socialvservice, The patient complained of his

wife's irresponsibility with their finances, and suspected she
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was running around with other men. Contacts with her through
the public welfare agency in her community, revealed the extent
of her irresponsibllity. At first, the situation was eased v
somewhat by the fear which the wife encountered at the intru-
sion of the public welfare worker. Two weeks later, the pa-
tient's wife left him to live with another man, and stated at
this time that she would divorce her husband. Her father in
the meantime, arrived from Saskatchewan and had taken the chil-
dren with him. Shortly afterwards, the patient's wife changed
her mind and decided to return to her parents' home in Saskat-
chewan, Following a concentrated co-operative effort by case
workers in the hospital and in Saskatchewan, the patient and
his wife were reconciled. The patient responded to hospital
treatment and after help was given in establishing a home for
them, he also returned to Saskatchewan.

No sooner had reconciliation taken place, when it was
learned that thé patient returned to the hospital and was seek-
ing a separation because,of his wife's continued irresponsible
benaviohr. Again soclal service brought them together, but
four months later, the situation became unbearable for him. He
was transferred back to Shaughnessy hospital shortly afterwarqs.

At the time this study was made, the patient was separated
from his wife, but continued to support his family from an ade-
quate pension for his 100 per cent disability. She appeared
quite happy with this arrangement, since she was living with
her parents and they assumed the major share of care for the
children, Her husband'svillness has created for her the finan-

cial security which has been most important to her. It has
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also meant frustration in terms of her desire for romance and
excitement, however, it is reasonable to expect she will contin-

ue to seek satisfaction for these needs from other men.

The Effect on Children

The children whose parents are afflicted with chronic ill-
nesses, are, unfortunately, the ones who suffer most in the long
run., It is from their early‘experiences in the home that per-
sonality patterns emerge, and it is here that a normal child
develops a feeling of security and well-being. Since it is ex-
pected that both parents must be reasonably well-adjusted, phy-
sically, as well as emotionally, if they are to contribute to
the welfare of their children, it is not unnatural, therefore,
to expect much turmoil‘and instability in children whose parents
are so wrapped up in their own personalify conflicts, that they
can offer little to the depéndent needs of others.

The detrimental effect which a father's absence creates on
either a son or daughter, is a subject which has been given a
great deal of attention by child psychiatrists and others in-
terested in child welfare.l Since a father with RHD is repeat-
edly entering hospital for several months at a time, his per-
jodic absence from the home, creates an unstable atmosphere
for his children. When he is at home, his illness usually de-
mands the overattention of his wife. Because of his need for
rest and quiet, the childreﬁ are forced to restrict their

fiatural exhuberence. At the same time, it ‘is not uncommon to

1 A more detailed account of this is given in, English and
Pearson, Emotional Problems of Living, pp. 91-97.
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find parents displacing frusfratéd feelings which illness has
created for both of them, onto their children at the slightest
provocation. Physical deprivation, which usually accompanies
reduced incomes of RHD patients, also affects their children.
Inadequate clothing, diet and shelter, make them easy preys to
illness and disease., Finally, where foster home placements are
necessary, in cases where both parents are unable to provide
care, i.e. through illness or marital strife, the traumatic éx-.
perience of separation provides for their children the climax
for a totally unfortunate beginning in life.l

Recognition of these dangers by government and privaﬁe or-
ganizations, has led to the development of vast child welfare
programs to alleviate these conditions; Some menpion has al-
ready been made of the community resources which the medical
social worker uses in this regard.z As a rule, direct contact
with these children by the medical social worker is avoided,
and instead, co-ordination of the services of those agéncies

best equiped and trained to work with children, is attempted.

Case Examples of the Effect on Children

The first case, is one that has been described before.3
Here, both parents would regularly go into hospital, so that

foster home care for their 6-yéar—old child was needed.

——~——

1l Gordon Hamilton, Theory and Practice of Social Case Work,
pp. 281-83, points out the problems encountered in "The Sep-
aration Experience”.

2 See p. (43), in Chapter 3.
3 See pp. (21-24}, in Chapter 2.



(69)

Collateral contacts with the city social service and the chil- '
dren's aid soclety (C.A.S;), revealed that financial aild, as
well as foster home care, had been given in the past. C.A.S.
were also concerned about the effect of the mother's mental
illness on the child. | |

Where possible, children are placed in the care of rela-
tives in preference to strange foster homes, as the effect of
separation is not so great when a familiar person is present.
Consequently, C.A.S., arranged to place the child with the pa-
tient's mother-in-law. However, the patient was unable to
accept this plan, as he resented his mother-in-law for her many
interferences into his marriage. With the help of the medical
social worker, the patient was able to give up some of the more-
unreasonable conceptions of his mother-in-law, in view of the
advantages her care could offer his child.

Following the birth of a second child, the patient agein
entered hospital., Shortly aftefwards, his wife began to show
signs of another mental bfeakdown. The patient was ready for
discharge as his wife was admitted to the mental hospital, and,
in a .state of panic, he demanded that C.A.S. place his children
immediately. A day later, he changed his mind and decided to
care for the children himself., A few days later, housekeeping
services were dbtained through C.A.S., after the medical social
worker encouraged him to utilize their services.

When last heard from; both parents were at home with their
children. On the whole, the oldest child has seen ver; little
of either parent, and was showing instabiiity as a result of

her unhappy experiences of separation from them. The second
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child has little to look forward to, since it was expected that'
both parents would shortly return to the hospital. The possis
bility of removing the children to a permanent foster homé,
where more consistent care could be given, was being considered.
Another case example which has also been presented before,l
indicates similar'problems. Here five children were the vic-
tims of inconsistent and immature parents - the father either
being in the army or the hospital most of the time,’and the
mother abandoning them on several occasiohs. ‘It is not known
what was done for the children except that child welfare agen-
cies have been involved, and presumebly have provided some sub-
stitute care.
It is doubtful how much can be done for children who are al-

ready so severely damaged emotionally. Two other cases indi-

cate the possible result of such neglect of children, as both

of these reveal difficulties with juvenile court authorities.

Case Work With Families

One of the few areas in which the medical social worker can
be called upon to provide direct case work services to a member
of a patient's family, is in helping parents and marriage part-
ners to understand how illness affects the mental outlook of a
patient, and also in gaining some assistance with their ownk
difficulties which the patient's illness has created for them.
The wriﬁer has suggested that as a rule, the particular commun-

ity agencies specializing in the specific service needed e.g. the

1 See pp. (65 - 67).
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femily welfare bureau, would be called upon to aid the medical
social worker with this latter task. In‘reality,-this is not
always poséible. Since this study concerns itsélf with the male
adult RHD patient, the wife of a patient may show a -willingness
to discuss her problems with the medical social worker, under.
the guise of providing information which will help the hoépital
team to treat her husband, but tco often she will resist any
referral to another agency. Because we are still living in an
age when to ask for help with social and émotional problems'img
plies a stigma, the wife may heed much preparation by the medi-
éal wocial worker before she can feel free to go elsewhere to
secure help with her own problems. The case referred to on

p. (64) is a good example of this resistance.

An Tllustration of CaseVWork With a Patient's Wife

The writer encountered much difficulty in presenting a
fair example of the kind of case work which can and is usually
given here. 1In some éf the case records, it is apparent that
.considerable case work had been given to patients! wives and
good results achieved in terms of the patient's health. How-
ever, in only one case 1s there sufficient recording to indi-
cate the cése work process used, but this case was still in
progress at the time this study was made., This case has al-
ready been presented in Chapter 3, in relation to the social
work which can be offered to patients with RHD.l

- Mention was made of the detrimental influence this patient's

v

1 See pp. (49 -~ 58), in Chapter 3,
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wife had on his ability and motivation to get well., The first
worker on the case was unable to bring about a noticeable change
in her attitude but subsequent contact with the second worker,
who had more time to spend with her, helped her to express much
of her hostility which had previously been directed towards her
husband. A more-detailed picture of this second worker's
efforts is, therefore, being presented at this time. It should
be noted that although case work with wives of RHD patients is
on an environmental manipulative levellin relation to the pa-
tient's treatment, all four levels may be used with the wife in
bringing about this environmental change.

In an early interview, where the worker is attempting to
establish a friendly accepting relationship with the wife, en-
couragement is given to her which would allow her to express
her feelings about her husband's condition.

I asked, "how do you think your husband is, Mrs...?"

She replied, after a pause, "Well, I know he'll never

be any better and he's likely to die at any time. I

faced that long ago". I asked her if she thought he

should give up the idea of ever leaving the hospital

and she said very forcefully, "Well I haven't really

said this before, but I think he is better off staying

where he is, and I think he knows it most of the -

time"....I said it was quite a problem to have a hus-

band who was unable, through no fault of his own, to

fulfil any of the functions of a husband. She replied,

"My God! That's sure a true statement". I said that

one certainly wouldn't blame a person for feeling some

resentment at the way things were, and she told me she

"got pretty fed up at times".

Although the worker does not agree with the wife's concep-
tion of her husband's illness, she does not criticize the
wife's defence. Instead, she indicates that she can understand
thet it has been difficult for the wife as well as her husband.

This helps to create a feeling of acceptance and gradually the
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wife is able to bring out her true feelings.

‘Later, as the worker senses that the wife feels more secure,
the worker is then able to help her face the truth.

I said, "You really don't want Mr...at home, do

you", and she replied, "No I don't, but for God's

sake don't tell him". I said that it was not our

policy to repeat conversatlons with the husband or

wife to one another, and that our conversation

would be respected as confidential.

At first the wife is threatened by the abruptness of her
disclosure; but, once again, she is given the necessary reassur-
ance which would allow her to discuss her frustrations freely.
At this point she begins to reveal her fears influenced by her
past relationships with other social workers. She refers to
people who "pry into other people's business", and although she
does not mention the worker specifically, this is picked up by
the worker and an interpretation of the role of social work is
given to the wife.

I said that while it might appear that way to her,

that prying into other people's affairs had no place

in our work and that our purpose was to give people a

chance to talk over any of the thlngs that might be

bothering them - with the idea of giving any help we

could. We did not want to tell her what to do; we

appreciated the fact that people are able to make

their own decisions, but talking about them before-

hand often makes the path to be followed clearer.

The wife accepts this, and then pours forth her many frus-
trations at having to assume the role which is normally carried
by a husband, but which his illness has changed. Like her hus-
band, who is also a dependent personality, she is unable to
assume any responsibility for her difficulties and projects the
hostility which this frustration creates within her, onto her

husband and everythihg connected with him. One by one, she
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brings forth much resentment towards the various staff members
treating her husband, and indicates that she does not hesitate
to make her hostility known to them., Without attempting to
interpret her behaviour to her, the worker encourages the wife
to bring her future complaints directly to the worker. By the
worker channelling the wife's hostility onto herself, the hos-
pital staff is thereby saved much needless argument with a
woman who'is aggressive and wishes to make’trouble.

The worker's appraisal of the wife, gives a good indication
of her motivation.

I felt two reasons for this hostility towards the
staff. (1) It is an attempt to assuage the guilt feel-
ings around her rejection of her husband and (2) an
attention - getting device by which a dominant woman,
resenting the fact that she has no status other than
that offered to a "veteran's" wife, (no status in
being the wife of a man you have rejected), seeks this
status in a negativistic way be trying to dominate in
the hospital situation. -
This early disgnosis is later born out, and it becomes

clear that the wife is Jealous of the attention which everyone
has been giving her husband in the hospital, while she has had
to carry the load of maintaining a family alone.

She said he was a "spoiled brat" and he expected
her to spoil him the way his own mother had. I
asked if she had always thought this was so, or just
since he had been in the hospital. She said, in a
tone of disgust, that he had always been that way....

"I don't mind looking after him, but I sure don't

spoil him. She continued with a long dissertation

concerning her husband's need to get used to having

all these people "waiting on him" and to get used to

the kind of food he was going to get at home.

The worker then plans to offer supportive case work to the
wife, so that she can gain some measure of self-worth. By

making her also feel important, it is expected that she will
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have less need to reject her husband., A later interview points
out this problem and indicates how the worker is able to handle
it.

I asked Mrs...how she thought her husband was feel-
ing, and she said reluctantly, "I feel that he is much
better since he has been moved". I said that I thought
so too, and apparently the doctor believed this to be
true as well. I thought Mrs...resented this improve-
ment, because she said quickly, "Well it won't last I
can tell you that". I smiled and saild, "You said, that
so emphatically, that you must have some strong feeling
about it". She paused, and then said vehemently, "Well
I don't want my husband, or anyone else, thinking he
can come home as soon as I get a house". At this point
she glared at me and looked very upset. I said that
this was one of the things I had wanted to discuss with
her., I said I realized that she was making a serious
effort to find new living accommodations, while at the
same time worrying about all the adjustments which would
have to be made by each member of the family. I said
that I could understand that her life would be different
with her husband home, that they would have to get used
to each other again,...Mrs...looked relieved, and said
-she...had thought of these things, and it bothered her.
I said that I hoped that when she found a house, Mr...
would take the transition in stages - first a weekend at
a time at home, with gradual increases of time spent
there, until they could see how things were working out.
She said she was glad I thought this way too, because
she was afraid the minute she got a house, everyone
would think he should go right home. I said that the
hospital treatment team was concerned not only with the
patient, but with his adjustment at home, and was there-
fore interested in the whole family.

Following the worker's supportive understanding of the wife's
conflict and clarification of the treatment team's interest in
her, as well as hér husband, clarification is extended to an in-
terpretation of the husband's feelings about his lengthy hospi-
talization.

She said, "Well he seems to have the crazy idea
that he can move right home and everything will be
cosy". I said that such an idea would seem "crazy"
to those of us who were active, healthy, people and
living our normal lives, but to a patient who has
spent about two years in hospital, it was natural
to think he would be going home to the same situa-
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tion he had left. I pointed out that she could
help her husband by planning with him....
| The wife's resistance to change is accepted and undérstood

by the worker and gradually other houseﬂold problems, such as
control over finénc;é, care of the children etc., are faced.
The worker encourages the patient's wife to discuss all these
problems with her husband, while he is still in the hospital.
It should be mentioned, that these areas of conflict were aiso
discussed with the patient, and he was also encouraged to talk
with his‘wife. In this way the greater part of the tension
between husband and wife, is reléased.. in the accepting atmos-
phere of a worker-client relationship;

It is in connection with this problem of home finding,
that the worker brings out one of the basiclprinciples of case
work - that of encouraging the client to make his own deciéions.
Asvthey return from an inspection of a prospective apartment,
| the patient’s wife asks the workef-to decide whether or not she
(the wife) should take this suite.

~ I explained sgain that it was not my function

adding that I was sure she didn't want me to make

up her mind for her, although I hope she knew that

I wanted to be of help if I could. ,

At this time all the frustrations of early experiences
with social workers and social agencies is expressed, and as
thé worker encourages her to bring out this hostility, without
criticizing her, she helps the wife to understand the cause of
this feeling. |

I said, "this sort of thing bothers you doesn't
it Mrs...because we've talked about it before, al-
though you'ver never told me why you dislike social

workers"™. She paused, and told me how she had
hated the woman who had "butted in" about her
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“children. I said you were perhaps a little afraid

at the time and reacted by being angry? ©She paused

and said finally that she guessed she had been

"gsort of scared", I said that when we are fright-

ened, we often don't show that we are, but hide our

fear by getting angry at someone - often a different

person than the one who had made us afraid.

Although progress has been very slow, there has been some
positive indication that the wife hés changed since first seen
by the worker. On the whole, she has responded to the feeling
of acceptance which the worker has given, and together with
the changing attitude of the husband towards her, she has been
able to modify her demands upon him. As has been pointed out
before,l it is doubtful whether complete reconciliation in
their own home, will every become & reality. The patient's
physical condition is too serious to ever alldw this for any
‘length of time, but at least the emotional tension which for-
merly existed between husband and wife has lessened considera-
bly, and the patient has experienced benefit from this. The
hospiial staff, who were formerly annoyed by a hostile wife,

have also received benefit through the efforts of the>social

worker on their behalf,

The purpose of this area of presentation has been to point
out the far-reaching effects which a patient's illness can
.produce on others. Because of the varying inner and outer
needs which individuals in a family constellation seek to sa-
tisfy as they interact with one another, and the barriers

which illness of one of the members creates in the search for

T

1l See p. (58) in Chapter 3.



(78)

ultimate satisfaction of these basic desires, the role of soc-
jal workers in the community becomes clearer. Ways in which £he
medical social worker seeks to combat these resulting difficul-
ties, as a member of this vast community team, have been sugges-
ted. Too much emphasis cannot be given td the interdependent
relationship which must exist, not only between membérs of the
hospital team. but also between the various community agencies
interested in the well-being of its citizens, if the individ-
uél efforts of these valuable resources are to achieve maximum
results. The following section will attempt to bring together
the conclusions which this study has tovoffer in making such

results possible.



CHAPTER 5
“CONCLUSIONS AND RECOMMENDATIONS

The purpose of this study has been to explore the social
and emotional backgrounds of male adult patients affected by
rheumatic heart disease, in order to determine the following
relationships:

(1) The connection - if any - between a patient's social
and personal background and his susceptibilit§ to rheumatic
heart disease.

(2) The relationship between emotional disturbances and the
course (onset, convalescence, and later recurrence) of rheuma-
tic heart disease.

(3) The specirfic social and emotional factors which affect
the patient with rheumatic heart disease.

(4) The role of the social worker - as a member of the
treatmentyteam - in alleviating these environmental and person-
al pressures.

Two main factors have influenced the validity of the find-
ings, (l)‘the cases selected for this study, and (2) the
available social and personal information concerning the pa-
tients selected. Because only those patients which were re-
ferred for medical social serviée at Shaughnessy hospital were
used, approximately three-quarters of all the RHD patients ad-
mitted during & four-year period, (1947-1951),.were'excluded.
Medical records availablg on each patient, did.not contain
sufficient social and personal information to make a more-

.complete study of all RHD patients admitted to the hospital
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possible. Although medical social service records included sucﬁ
information, even these inkmany instances, did not poésess suf-
ficient material from which to draw valid conclusions. Despite
supplementation of these records by material obtained from other
éources,l it was still hot possible to obtain enough information
about RHD patients - especially theif early social and personal
histories. |

Although only records of veterans with RHD have been exam-
ined, the findings of this study are, in the main, applicable to
all patients affected by RHD. The most outstanding finding;
Inot only in terms of hospital treatment, but in thé broader as-
pect of community responsibility, has been the relationship be-
tween the increasing economic difficulties which beset the RHD
patient and his extensive'physical and personal inadequacies{
As & rule, the RHD.patient'entering a veterans' hospital, does
not suffer the added burden of hospital debt as does the average
citizen, On the contrary, there are times when the veteran is
far better off financially, e.g. increased pension grants,
rehabilitation programmes, etc. Therefore, it is reasonable to
expect that economic difficulties present as great, if not a
much greater handicap to all RHD patients.

Despite the resources within the department of veteran$!
affairs, the RHD patients examined in this study have not béen
able to make effective use of the environmental aid offered to

them., %Part of the answer té this enigma lies in the area of

fncomplete or inadequate resources, but what seems to be of

. 1 See pp. (13-14) in Chapter 1.
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equal importance, is the personality defect within the RHD pa- '
tient, that does not allow him to make full use of this aid.
Although information surrounding personality fofmation of the
RHD patient is very sparse, there is sufficient evidence of sim-
ilarity in all the cases examined, to indicate there is an in-
terrelationship between personal adaptability, social pressure
and e ventually, physical deterioration.

In all cases, it was seen that the RHD patient's prepafation
for adulthood and the responsibilities which accompany this
stage of development, was méinly inadequate. It is difficult
to say whether his education was limited because of solely per-
sonal or social pressures, Similarily his choice of a physi-
cally-strenuous vocation would appear to be the result of a
number of interrelated factors. It is significant, however,
that there has been little permanency of employment or develop-
ment of skills. The exercise of manual labour is the only com-
mon factor in his choice of employment.

It has been suggested that the personality of the RHD. pa-
tient has been founded upon insecure relationships. Somewhere
in his development, he has "learned"™ that in oraer to gain
approval, he must constantly drive himself. 1In our competitive
society, where' the physically-superior athlete is given high hon-
ours, it is not strange to equate acceptance by others with a
show of physical prowess. It has also been suggested, that des-
pite this need to exert his independence, the RHD patient has
never really reéolved his earlier dependency feelings upon his
parents and later upon parent substitutes. This constant "un-

conscious™ mental conflict, therefore exerts itself "psychoso- .
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maticaily" upon his physical condition, so that by driving him;
self physically, he achieves satisfaction for both his dépen-
dency and independency needs. He gains approval for his martyr
role as well as dependent care which his resulting illness
affords. In this way, he is able to resolve his conflict so that
iﬁ is now acceptable to his conscious self.

This péttern of reaction is evident in all phases of the RHD
patient's adult life experiences. Not only in his choice of and
ability to maintain suitable employment is this noticeable; but,
what is equally important, in his marital adjustments as well.
It has been shown how many of the RHD patients have Qttempted to
seek a haven of dependent "‘emotional security in their marriage,
but because their Wives have not been able to play the mother-
role as was expected of them, more, rather than less, social
personal and physical turmoil has resulted for these patients,
What is then observable, is a vicious, never-ending cycle of
social and emotional probiems which appear to precipitate re-
peated attacks of RHD. As the RHD patient becomes frustrated
by his inability to maintain a former level of existence, he be-
comes more susceptible to reinfection. By becoming ill, his en-
vironmental problems increase, he becomes more frustrated, and
his ability to respond to treatment is impaired. If and when he
does recover, he retﬁrns.to an emotionally-charged atmosphere
which has not improved during his absence, His physical condi-
tion is further impaired, and the pattern repeats itself_— per-
haps until such @ime as death takes over, \

However, the problems which have surrounded the illness db

not stop here. The interrelationship of family members and the
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éffect“which the breadwinner, suffering from RHD, has had on
them, remains. If divorce or separation has not ended the mar-
riage long before this, and children born to this union have
not grown sufficiently to fend for'themselves, the family con-
tinues to bear the brunt of the ever-increasing financial bur-
den which illness has created. Because they have been forced
to live under poverty-stricken conditions; the roots for fur-
ther social and bhysical disorganization have struck deep. Be-
cause illness has interfered with the satisfactions norma;ly
sought in marriage, personal disintegration in the wife has
reached a-high peak, but perhaps it is the children of this
marriage that suffer the most. Since many children have been
denied the basic security of a happy normal home, their person-
alities have already been so severely damaged that they are
ill-equiped to face the mature demands of later 1life,

The role of the social worker has been presented as that
member of the hospital treatment team, who is specifically
frained to cope with these,éocial and emotional problems affec-
ting patients with RHD, as well as othér forms of illness.

Four types of therapeutic processess, (1) environmental mani-
pulation, (2) psychological support, (3) clarification, and
(4) insight have been introduced as basic forms of differen-
tial case wérk treatment. Because of the deep-seated nature of
the personality conflict of the RHD patient and the permanent
dependency situation which accompanies the physical limitation
of a chronic illness, the writer has suggested that the ma jor
cohtribution of the social worker, lies in the area of envir-

onmental manipulation. However, in order to help this patient
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make the best use of the resouices which are available, the
- value of psychological support and clarification has been indi-
cated.

As part of the social worker's job of social amelioration,
his work with the patient's famiiy has élso been presented.
Most common, is the interpretive work which must be done with
the patients' wives, for it is this intimate relationship of
marriagé which has been so seriously damaged bj illness,

Because the greatest area of social pressure affecting the
emotional well-being of the patient and his family stems from
sources within the community, it has been suggested that the
burden of responsibility is largely a community one. 1In the-
brogder sense, the medical social worker hasvalso been presen-
ted as a member of the community treatment teém, as well as
the hospital‘staff.

The social worker, therefore, has a role to play with RHD
patients in a hospital setting. Specifically,this is:

(1) To work together with other members of the treatment
~team, to bring about the best possible treatment measures for
the good of the patient.

(2) To determine what emotional pressures are affecting
the patieht's response to medical care - both from "outside",
and within the hospital.

(3) To utilize all the available resources which will amel-~
iorate the conditions creating these emotional pressures, so
that the patient can better respond to medical treatment.

This includes the use of both environmental and psychological

aids.
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(4) To work with the community welfare team in the perfor-
mance of their task to bring about the best possible atmosphere
for the mental and physical well-being of the citizens within

that community.

Recommendations

Treatment for RHD patients i$ of long-term duration. Be-
caﬁse of the chronic nature and the extended convalescent per-
iod of RHD; adequate social service to these patients must be
on a continuous basis. This involves then, the continuous and
co-ordinated effort of both the medical and community social
workers. The former group 1is required to offer treatment while
the patient is in hospital, but it is the latter group's res-
ponsibility td provide adequate preparation and follow-up ser-
vices to insure that hospital treatment will be and has been of
utmost benefit to the patient. If it is accepted that people
who suffer from RHD have the right to receive physical, mental
and social treatment Jjust as any other member of society; then

the need for more-adequate service, is self-evident.

Staff Requirements

As has been pointed out,l the general practice of social
workers who are carrying & heavy case load, is to select thé
gréatest number of patients who can benefit from the least
amount of the worker's time. It is the chronically-ill patient
who usually must be sacrificed when this necessary procedure is

carried out. There is a need for more social workers to cover

1 See pp. (53-54) in Chapter 3.
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this gap in treatment services. A case load of thirty to forﬁy-
chronically-ill patients at any one time, is probably the maxi-
mum that can be expectéd to receive full benefit of case work
services by one worker.

‘Again, because of the time involved, there is a néed for
sufficient highly—skilled\social workers who can maké the best
use of the time dllotted to each patient. There is a great dif?
ference between the untrained social worker who merely "visits",
and the one who has had at least two years of professional
training, as well as ienghhy medical social work experience. The
professional social worker, is the type of person who, not only
possesses an innate capacity for "helping others to help them-
selves”, but who has also, through training, added an objective
awareness to his understanding of human behaviour. .

The plea for experience in medical social work is founded
upon the complexities which social work in'a medical Situétion
create., The ability to work with other treatment-team members-
calls for added skill and knowledge. The medical social wor-
ker's function is to help interpret to other team mémbers, the
meaning behind the patient's reaction to illness. Because of
his greaﬁer awareness of the social situation beyond the hospi-
tal setting and his understanding of human behéviour, the medi-
cal social worker is in a natural position to perform this lia-
son work with other members of the treatment team who are not
ordinarily concerned with the social and emotional éspects of
illness,but are more directly interested in the specific medi-
cal task for which they have been trained. As always, the ulti-

mate focus is on the patient-as-a-whole, not just the patient.
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Resource Reguirements.

Apart from the physical equipment, such as adequate office
space, clerical staff, telephones, etc., which permit the social
worker to carry out his job without unnecessary restrictions,
there are specific service fequirements for the welfare of RHD
patients which mdst supplement case work treatment. It has been
pointed out Fhat a veterans' hospital, such as the one where
this study has been made, has numerous valuable resourées at
its disposal.l In considering the social problems which are
most frequently encountered by RHD patients, the value of fin-
ancial aid for gatients and their families at a time when hos-
pitalization is creating the most serious financial burden, can-
not be overlooked. Too, the convalescent homes,(Géorge Durby
Health and Occupational Ceﬁtre, Hycfoft), £ill a need whiéh the
usual convalescence in overcrowded, damp, poorly-constructed,
cold homes of RHD:patients, does not pro#ide. The possible
use of nursing homes specifically designed to meet the emotion-
al as well as physical needs of the RED patient, requires fur-
ther investigation.'_Opportuﬁity for retraining through corres-
pondence courses etc;, and aid in finding employment which is
in keeping with the physical limitations, is and should be,
also available, Temporary use of a sheltefed workshop which is
designed to bolster the confidence of physically inferior pa-

’tients, is another area which needs further exploration.

Retraining aids serve the'dual purpose of not only making

it possible for the RHD patient to maintain his role as

. 1 See pp. (43-44) in Chapter 3.
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breadwinner, but what is equally important, provides him with a
much-needed form of diversion to counteract his natural tendency
to brood over himself during the long months of his "restful",
yet "restless" convalescence. This does not obviate the need
for other forms of occupational therapy. The possible use of
group‘work with RHD patients, as a part of treatment,is another
area which still needs much more explofation.l

Unfortunately, these services are not available for all
chronically disabled RHD patients.: For those who are not eli-
gible for maximum veteran benefits, the existing services of
the community have been used. In any event, there is a seri-
ous gap in both resources. The patient affected by RHD is ex-
pected to function within the limitations of the society in
which he lives, as well as within his physical limitations.
The use made of retraining programmes, employment services,
financial support, etec., is only valuable in comparison to the
availability of these resources within the community. Realisg-
tically, it is not always possiblé to find suitable employment
described as light work, etc., or low—cost,'though adequate
housing.

For this reason, it is necessary to re-examine our stand-
ards of financial aid. How much better equiped, emotionally
as well as financially, is the one hurndred per cent disabled

veteran who receives sufficient income to meet the economic

-

1 Celia R. Moss describes some interesting experiences on this
subject of group work in-a medical setting, in her article, "In-
tegrating Case Work and Recreation in a Military Hospital",
Journal of S5.C.W., Dec. 1946, pp. 307-313.
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need of himself and his family. Consider however, the patient'
who sees debts mounting up in front of him, with inadequate
means at his disposal to counter-balance them, Is it any wonder
that many are forced to abandon the wise counselling of doctors
and return to physicaliy strenuous employment which is available,
long before it is safe for them tovdo any type of work®? 1Is it
any wonder that many'delay medical treatment until their physi-
cal condition becomes critical? Is it not also possible fhat
many consciously or unconsciously seek to prolong their hospi—'
tal stay, because it is the only.solution they can visualize to
an ever-widening circle of financial debt?

There isla strong case for recognizing the added burden
which chronic illness places on the RHD patient. Since much of
the emotional strain affecting the course of his illness sﬁr—
rounds his financial inadequacy and its resulting social dis-
order, there is a need for a more-adequate re-allocation of
welfare budgets which will compensate for the RED patients' and
their famiiies' unequal struggle for survival. It is evident
that the cost to society is far greater when a breadwinner is
undergoing hospital.treatment, than if he can be maintained in
his own home. Also, the value which his resulting emotional
well-being creates in terms of the effect he has on his femily,
cannot be overestimated. An atmosphere for stable personality
growth of an RHD patient's cbildren, provides greater assurance
that as these children grow up, they Will'be}better-equiped to
cope with the demands, and contribute to the needs, of society.

The Need for More Research

More research is needed along similar lines of this study
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with other groups of adult male'RHD patients. As this study has
concerned itself mainly with the veteran RHD patients, there is
a danger of drawing conclusions which are not applicable to the
general population. A control group whiqh is more representative
of the young male adult population could be selected for a re-
search project which would involve the co-ordinated activities
of several interested disciplines. Since the availability of
background information, feelings towards illness etec., has been
lacking in the records used for this study, it is felt that a

- controlled research project could overcome this difficulty, and
more-accurate statistical comparisons could be made: Too, more-
effective measurements of the relationship between emotional

and physical responses should result, by the comparisons which
each discipline can make, as specific treatment measures are
introduced.

¢
Related research projects are also needed. As & possible

suggestion, there is a need for a closér examination of the
possibilities for greater co-ordination of the efforts of the
treatment team, both in and out of the hospital setting. The
advantages and disadvantages affecting the granting of pensions
{i.e. pensionitis), is another area for further study. Speci-
fic research projécts on other forms of chronic illness such as
rheumatoid arthritis, diabetes, ete., are also needed. In con-
nection with this latter project, the formation of a standard-
ized method'of'approach would prove invaluable iﬁ terms of sta-

tistical comparisons.

Adeguate Use of Recording

Since the major difficulty affecting the findings of this
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stgdy involves the unavailability of coﬁplete medical social
service records of the patients selected, some change in the fu-
ture plan of recording is suggested. In view of the large case
loads and shortage of medical social service staff, which exis-
ted at the time this study was being conducted, recognition is
given to the limited time which the social workers have been
abie-to devote ﬁo recording. These recommendations concerning
the more-adequate use of recording, are being presented in terms
of ideal working conditions which include the necessary time for
such recording;

Bécause of the unigue use to which medical social service
records are,put,l provision should be made for two kinds of
files. -The first would be similar to the type of recording now
in use - namely,Aa'brief report on the significant facts sur-
rounding the social and emotional p;oblems of the patient and
the corresponding case work treatment used to counteract these
problems. The second set of recording should be a more-detail-
'ed account of the significant factors surrounding the patient's
illness, on an interview by interview basis.

Whereas the first record would be placed on the central

file, the Second one would be retained. for the-exclisive:.use-of

1 All departments of D.V.A. are requested to file individual
reports in a common file, so that complete information of all
services.rendered to the veteran is readily available. The dis-
advantage of this for medical social service, is that records
must be written, not only for future use by social workers, but
' for other treatment team members who have little interest in de-"
tailed reports of the process of social work as such. TFor this
reason, as a rule, medical social service reports usually indi-
cate briefly, what has happened - not necessarily how and why a
change has taken place.
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the medical sociél service staff. There is value in this lattef
set of records not only for future research purposes but also
for supervision and teaching of case work staff. Skills in case
work used to relieve the patient's problems, would thereby be
improved. Because of the extra time involved for such recording,
provision should be made for clerical staff to handle this load.
| The use of very full (process) récording is,of boursg the
most valuable method of obtaining research material. Since this
is very time-consuming, it is not suggested as a practical me-
thod for the average case load. Changés in the chronically-ill
patient are rarely sudden, and much repetition of material is
unnecessarily recorded, However, this recommendation does not
6bviate the use of process recording where the specific func-
tion of the research project is designed to bring out technigues
of case work treatment. There is room for much improvement in

case work treatment with the chronically-ill patient.

Prevention

The best remedy for any chronic illness is of course, one

of prevention. As with treatment, there are two aspects for

consideration (1) the responsibility of the community towards
prevention, and (2) the responsibility of the hospital.

RHD is a soclal responsibility, therefore,rthe}major role
of prevention lies within the community. Since "poverty" breeds
‘disease", more adequate social measures are needed to remove.
this source of infection. Slum areas,etc.,, heed to be replaced
by living conditions more conducive to the physical %ell—being

of its inhabitants. Although this study does not attempt to
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verify theoretical assumptions of emotionél factors contributiné
to the development of RHD, the importance of mental pressures
cannot be overlooked in any prevention programme. For this
reason, adequate health measures will include both physical and
mental hgalth education, especially duripg-early childhood years
where the onset of RHD is so prevalent. The use of social ser-
vices as a part of the programme, is vital.

More specifically, the hospital's role in preventién,from a
social work point of view, is that of early diagnosis and re-
ferral to medical social service as soon as it is apparegt.that
there are social and emotional problems affecting the course of
the patient's illness. On the basis of this study, it is felt
that there is a strong possibility that many other RHD patients
treated in this and other hospitals, have not been referred to
a medical social worker when such service might have been re-
quired by the patient. For example, two records of RHD patients
have been selected at random from approximately seventy-five pa-
tients who were never seen by a medical social worker at any
time while they\were undergoing veteran hospital treatment.

The first case is that of a 25-year-old veteran who suffér—
ed with RHD since his first attack of rheumatic fever in 1942.
He died six years later, after fourteen readmissions. This pa-
tient presented the usual pattern of sporadic, strenuous employ-
ment, and although he received some training as a jewellery're—
pairman while undergoing hospital treatment, he was never able
to support himself again. In 1947 it was noted that he was
married, and that he was having difficulty finding living accomo-

dations. A few months later, it was noted that he entered
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ﬁospital immediately after a child was born to his wife. There
are suggestions in the record of financial difficulties, as well
as possible friction with his wife. |

The second case is that of a 65-year-old veteran who has
been continuously i1l since World War 1. Since 1919 he has
averaged more than one admittance per month to the hospital. It
is known that his wife deserted him in 1947 and that he has had
continual financial problems. Although he has been informed of
the limitations of his cardiac ailment, he constantly denies
this and continues to work at strenuous employment. It was
felt that although this patient attempted to very "independent
in expression", he was basically emotionally dependent and quite
immature., As an example of his self-destructive behaviour, it
was noted that he once fell from a wagon while he was working
on.a farm, and fractured his left arm. A short time later he re-
moved his cast "because it hampered his movements".

If social work services are to be most effective, referrals
must be made as early as possible by the doctor in charge of
treatment. In view of the findings of this study, there would
also appear to be a case for an automatic referral to medical
social serﬁice of all RHD patients. $Since there are RHD pa-
tients, who, because of their quiet manner do not openiy expressv
their emotional problems to hospital staff, it is important
that they not be overlooked. The patient who cannot express
his difficulties, suffers much more mental strain and subsequent
psychosomatic discoqurt;than the éne who can "release" his
feeling more readily. As a future research project in pre%en—

tion, & comparison could be made between the progress of RHD
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patients who were referred to medical soéial service on admis-
sion to hospital, and those whose referrals were delayed until
such time as their social and personal problems appeared to the
hospital staff to be of qufficient magnitude to warrant social

work services.



APPENDIX A

1
MEDICAL ASPECTS OF RHEUMATIC HEART DISEASE

Definition: The various inflammatory changes in the heart which

arise in rheumatic fever, together with the valvular deformi-

ties and other scars that remain, constitute rheumatic heart

disease. This term is now used to indicate that the individ-
vwal has or has had rheumatic fever, even though it has not

been clinically evident,

Classification: Two classifications, active and inactive are
most commonly used with RHD. The former is used to designate
that a rheumatic infection is present in one or all of the
structures of the heart. The latter indicates the infection
has ceased but healed lesions remain. These lesions are
usually valvular deformities résulting from a previous in-
flammation.

Apnother grouping includes four classifidations, (1) ful-
minating - occurring during the initiel attack of rheumatic

fever, (2) recurrent active - intervening intervals of qui-

escence, (3) chronic active - inflammation persisting over

periods of months or years, and (4) chronic inactive -

- where the disease exists for years without signs or symptoms
of a rheumatic infection, yet healed structural lesions are

present,

1 Exfracted from Russel L. Cecil, "Rheumatic Heart Diseage,™
Textbook of Medicine, pp. 1185 - 1192,

/
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ETIOLOGY AND MORBID ANATOMY
Cause: Although 20 to 30 per cent do not show existence of rheu-
matic fever, it is believed that this disease is the cause of

RHD.

Development and Modé of Onset: Rheumatic fever - An infection

in the form of poljarthritis,’muscle and joint pains, chorea
and carditis, is the characteristic mode of onset in over 85
per cent of rheumatic fever patients under‘ten years of age.
After age forty, approximately 20 per cent of the patients
are so affected, .

Rheumatic heart disecase - approximately one-third of the

children developing RHD give'evidence of polyarthritis first,
another third have carditis and chorea, Young adults usually
have polyarthritis, whereas older people usually have only

signs of valvular lesions.

Type of Infection: During adolescence and early maturity, car-

ditis is seen more frequently as a single manifestation.

Symptomatology: Onset of Active RED - Usually an inflammation

of the myocardium and valves - less commonly of the pericar-

dium, Subseguent course - In children, the course of inflam-~

mation may.last from several months to several years - some-
‘timés it may never completely subside.

Disappearance of the clinical signs does not mean that the
inflammatory process is inactive., Further damage can result
by ill-advised, premature physical activity. Recurrent per-

iods of active RHD result in progressive damage to the heart,
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heart failure, and death, if adequate rest and similar meas-

ures are not enforced.

Onset of Inactive RED

Not all rheumatic fever turns into RHD of a permanent nature.
Approximately one-half of rheumatic fever patients from ages

twenty to fourty do not get RHD. Subsegquent course - Symptom

free unless complications supervene (e.g. congestive heart
failure), it is possible to remain symptom free for ten to
twelve years, then develop cardiac insufficiency, followed by

congestive heart failure.

Complications - More commonly found in the inactive group -

(1) cardiac insufficiency - This is probably the most common

complication., Within three or four years after the symptoms
of cardiac insufficiency, e.g. fatigue and dyspnea, first
appear, approximately 50 per cent of the patients die in
spite of treatment. |

(2) Heart failure - When the symptoms of cardiac insuffi-

ciency are so easily induced that the patient becomes dis-
tressed on slight exertion or even while at rest, heart
failure is said to exist. Heart failure usually appears

about two years after the first signs of cardiac insufficiency
are in evidence. About.BO per cent of the RHD patients suffer
at least one attack of heart failure.,

(3) Embolism - The source of emboli is usually from a thrombus
~in one of the auricles or auricular appendages. Pulminary in-
farction is probably the most common embolic manifestation of

- RHD.,
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(4) Arrhythmia - The most common irregularity of rhythm affecf—
ing the RHD patient, is auricular fibrillation. Approximately
fifty per cent of the Theumatic cardiac patients are so affect-
ed. Arrhythmia is most commonly found in the fourth decade.
AAbout,75 per cent die within three years after the onset of.

this complication.

(5) Bacterial endocarditis - Approximately six to ten per ceant
of the RHD patients die from this - the majority from a sub-

acute type of infection.

Incidence: Sex - Ordinarily equal numbers of males and females

are affected by RHD.

Race - This is still an unknown factor, although it is common
tp find higher incidences among such racial‘gfoups as Negroes
in parts of U.S.A., where environmental pressures hayve forced
these people into infectious areas.

Climate - RHD is most commonly'found in the temperate zones,
particularly in the northwestern areas of U.S.A. and the

British Isles.

Prognosis - Life expectance is short. ﬂAbout 50 per cent live
nine years, 25 per cent longer than 17 years, and only 10 per

cent longer than thirty years.

Treatment - Treatment of inactive phase is directed mainly to-

wards complications which may arise.

Convalescence - The rate of recovery is roughly proportional to

the length and severity of the illness. The patient’is usually

kept in bed for two or three weeks, until free from fever and .
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other signs of infection. Following this, is a period where.
the patient is allowed to sit in a chair in gradually increas-
ing amounts, so that he can sit for four or five hours a day
without undue fatigue or reawakening of the infection. Then,
he is permitted to walk at first only a few steps. Stair
climbing is not permitted until walking comes easy to the pa-
tient. Where possible, it is recommended that the patient be
moved to & southern climate. In any event, cold{ damp envir-
onments conducive to the creation of re-infection,should'be
avoided.

Recent experiments havé been conducted with children who
are susceptible to streptococcal infebtions. During the win-
ter months, small doses of sulfanamides have been given to
them, and this treatment‘has resulted in a lower incidence of

re-infection than patients who were not given such treatment.
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